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Foreword

The Indian Health Service (IHS) administers a comprehensive health program serv-
ing American Indian and Alaska Native communities. Its primar: mission is to ele-
vate the health status of American Indian and Alaska Native people to the highest
possible level while encouraging the maximum participation of Tribes in the planning
and management of health services. In fulfilling this mission the IHS has identified
alcohol, substance abuse, and the diseases associated with alcohol, as the most signifi-
cant health problem affecting Indian communities. To effectively elevate the health
status of Indian and Alaska Native people, alcohol and substance abuse must be
eliminated from their communities.

The IHS in cooperation with Indian communities has launched a multifaceted cam-
paign to attack alcoholism and substance abuse. A major component of this cam-
paign is primary prevention based upon education, especially of the young.

The survey information presented in this document was gathered to provide baseline
information on the status of these educational efforts and presents a "snapshot" of
such activities in Indian and Alaska Native communities in 1986. It demonstrates that
a great deal of activity is already underway. The nature of this activity also appears to
incorporate the most up-to-date techniques available.

The information in this document describes community development activities that
are believed to be necessary to address the emerging destructive alcohol and sub-
stance abuse related disease trends in American Indian and Alaska Native communi-
ties. Community development is not measured in terms of usual economic indicators;
instead, it is viewed as the commitments made by communities to identify and address
problems that retard and inhibit personal growth and success. Indeed, it is my belief
that economic benefits follow the successes of the spirit demonstrated in communities
that are effectively attacking this devastating set of health problems.

In summary, this document captures the attempt cf American Indian and Alaska
Native communities to initiate primary prevention of alcoholism and substance abuse
and thereby eliminate the attendant health problems. It records successes and failures
and may serve as a baseline for further community development. It is designed for
health providers and educators. Most importantly it is presented to provide inspira-
tion and useful data for program design and development in communities struggling
with alcohol and substance abuse. It is my hope that it will serve as an impetus for
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those Indian communities prepare'_' to make the collective commitment which is
necessary if success is to be achieved.

Everett R. Rhoade , M.D.
Assistant Surgeon General
Director, Indian Health Service
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Preface

The year 1986 has been a most auspicious one in the history of alcoholism/substance
abuse programs serving American Indians and Alaska Natives. With the passage of
the landmark legislation, the Anti-Drug Abuse Act of 1986, which h.cluded the prin-
cipal section of concern to Indian people, Title IV, Subtitle CThe Indian Alcohol
and Substance Abuse Prevention and Treatment Act, school/community-based pre-
vention activities have taken a new dimension in addressing this major problem that
has plagued Indian communities. The declaration by Congress in 1986 that alcohol
and substance abuse among Indian people is their most serious health problem
heightens the need to facilitate tribal responsibility for the planning, implementation,
and owner3hip of prevention programs to combat this major problem.

In 1979, the Surgeon General's report, Healthy People: The Surgeon General's Report
on Health Promotion and Disease Prevention, was issued (Richmond 1979). The doc-
ument cited accomplishments in prevention, identified the major health problems,
and established national goals for reducing death and disability. The second docu-
ment, titled Promoting Health/Preventing Disease: Objectives for the Nation
(Richmond 1980) set out specific and measurable objectives for 15 priority areas. In
response to meeting the goals articulated in the Surgeon General's document ard, in
particular, the Misuse of Alcohol and Drugs Objectives, the Indian Health Service
(IHS) and the Alcoholism and Substance Abuse Program Branch developed RE
Alcoholism/Substance Abuse Objectives for 1995. (See appendix A.) In order to
address the national goals and achieve the IHS objectives for 1995, the Alco-
holism/Substance Abuse Program Branch, IHS, conducted a Primary Prevention
Survey to ascertain what was currently taking place in alcohol/substance abuse pre-
vention and health promotion/disease prevention, in general. The findings of this
first survey (Mail and Palmer 1985) indicated that, contrary to earlier assumptions
that there was a paucity of prevention activities on alcohol/substance abuse targeted
to the Indian population, considerable efforts on health promotion/disease prevention
are being undertaken by and for the Indian communities.

In order to build on the first inventory, this second survey, IHS School/Community-
Based Alcohol /Substance Abuse Prevention Survey was conducted to: (1) determine
the extent to which the schools/communities are involved in prevention activities;
(2) seek vital information in areas regarding curricula, student/community/agency
participation, intervention programs, and mass media programs; and (3) provide a
foundation document to enhance and promote prevention activities tailored especially
to Indian youths to reduce the risks of alcohol/substance abuse.

The survey was conducted in the fall of 1986 and completed in March 1987. The
school/community-based survey questionnaire (see appendix D) was disseminated to
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IHS-funded alcoholism programs at the local tribal levels, BIA schools, public schools
with large Indian youth enrollment, and public and private service providers. This was
done through the help of 12 Alcoholism and Substance Abuse Program Coordinators,
IHS area offices.

There are certain limitations in the presentation of the survey results: (1) to the extent
that individuals filling out the questionnaires may not be aware of current or new
school/community-based prevention program activities "iithin their jurisdiction, there
will be underreporting; and (2) because of time constraints and other pressures, the
questionnaires from some school/community-based and tribal groups were not com-
pleted and are therefore um ecorded. However, the overall returns of the
school/community-based questionnaires are considered favorable based on the
responses from 420 schools and 160 (71 percent) of the IHS-funded alco-
hol /substance abuse programs.

This document is divided into the following three sections:

Section I. Current Data and Preventionfintcrvention

Introduction
Current Data on Alcoholism/Substance Abuse

Among Indian Youths.
Prevention/Intervention: Definition, Research,

Strategies, and Positive Results.

Section II. Survey Results

School-Based Survey Results
Community-Based Survey Results

Section M. Summary
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Introduction

This section provides cumnt updated national data on alcohol and substance abuse
among Indian youths from studies conducted by three principal investigators, Velma
Masyn, Fred Beauvais, and E.R. Getting. Although the studies do not include Alaska
Nati, e yr1,hs, they represent significant baseline data for analyzing near-term and
long term ti 'rids, comparison on Indian and non Indian use of substance-specific
drug use ow,. 'ime, and critical information on age of first use.

A functional definition of prevention/intervention is suggested, permitting service

providers and especially the tribes to address, more concretely, the question, "What
are you preventing?" Also, intervention strategies based on research findings are pre-
sented to provide alternate approaches and to "franchise" exemplary and effective
programs.
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Current Data on
Alcohol/Substance Abuse

Among American Indian Youths

In a projee sr.pported by the National Institute on Drug Abuse (NIDA), the Western
Behavioral Studies Research Office at Colorado State University has been tracking
the epidemiology of drug use among American Indian adolescents since 1975.
Anonymous surveys on drug use have been administered to 7th-12th grade students
from over 30 different tribes throughout the country (Beauvais et al. 1985a,b; Beau-
vais and Oetting 1987). The most current estimate is that over 15,000 students have
participated in this survey. Table 1, which presents ever-tried rates for nine drugs by
Indian 7th to 12th graders, 1975-85, shows marked increases 'n lifetime prevalence

Table 1.Ever-tried rates ;or nine drugs
for Indian 7th-12th Graders-1975-85

(in percent)

1975 1C 78 1981 1983 1985
1975-1985
(- or + )

Alcohol 76 79 85 81 78 -, 2

Marijuana 41 53 74 70 59 + 18

Inhalants 16 26 30 31 25 +9
Stimulants 10 15 24 22 20 +10
Cocaine 6 7 11 6 8 +2
Hallucinogens 7 9 9 6 7 0
Sedatives 6 10 9 7 8 +2
Tranquilizersa 9 6 3 5 -4
Heroin 3 4 5 2 4 +1

Total sample
size 1,235 3,105 2,159 1,411 1,510

aTranquilizers-7 year prevalence rate (1978-85); 1975 data not available.
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Figure 2
Ever-Tried Rates for the Five Less

Commonly Used Drugs Among Indian Youths,
/-12 Grades 1975-1985
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Figure 3

Ever Tried Rates for the Four Most Commonly
Used Drugs Among Indian Youths, 7-12 Grades 1981-1985
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between 1975 and 1981 for alcohol, marijuana, stimulants, and cocaine. In subsequent
years, 1981 to 1985, a positive downward trend in use of these drugs is shown.
Inhalants show a similar pattern, although the decrease is not evident until the period
between 1983 and 1985. The remaining drugs (hallucinogens, sedative, tranquiliicrs,
and heroin) show slight fluctuations from year to yea', with no trend evident from
1975 to 1985.

Figures 1 and 2 show the net increase ( +) or decrease (-) for the 11-year period
(1975-1985) in the ever-tried rates for the four most commonly used drugs and the
five less commonly used drugs among Indian youth respectively.

While figures 1 and 2 show an overall increase above, especially concerning the four
most commonly used drugs among Indian youtns during 1975 to 1985, figures 3 and 4
illustrate the positive downward trend beginning from 1981 and continuing to 1985 for
all nine drugs.

Although the overall percentage of drug use among Indian youths appears to be
declining [similar trends have been reported for non-Indian youths by Miller et al.
(1983)], as indicated by table 2, the current levels are still very high when compared to
those of non-Indian counterparts (Beauvais and Oetting, 1987).

Table 2 compares Indian and non-Indian youths on drug usage for 1985. The national
sample is from periodic surveys sponsored by NIDA; these data come from interviews
conducted in randomly selected households and referred to as the Household Survey.
The national sample (N=1,600, 1985) covered 12-17 year olds, similar in age to the

Table 2.Comparison of Indian and non-Indian adolescents
having ever tried drugs: 1985 (in percent)

National
sample

(Household
Survey)

12-17 years

Native
American

sample
7-12th graders

Difference
between

Indian and
non-Indian

samples

Alcohol 57 78 + 21

Marijuana 24 59 +35

Inhalants 9 25 +16

Stimulants 6 20 + 14

Cocaine 5 8 + 3

Hallucinogens 3 7 +4

Sedatives 4 8 + 4

Tranquilizers 5 5 0

Heroin <5 4 -1
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7th-12th grade students for the Native American Sample (N=1,510) conducted by

Beauvais and Oetting (1987). Between the two samples, the sex ratios are quite com-

parable; the age distributions do differ slightly and show the Indians' sample to be a

bit younger. There are some basic differences between the Household Survey and the

Native American instrument, which was a school-based survey. Despite these dis-

crepancies in methodology, the overwhelming differences in percentages in all areas

of drug usage are too large to be attributable to these relatively minor sample differ-

ences.

For the purpose of focusing more sharply on the percentage comparison between the

Indian and non-Indian adolescents having ever tried drugs during 1985, figure 5, parts

1 and 2 is presented.

In updating research data Beauvais developed table 3, which presents the percentage

of Indian adolescents in drug use types over Om. Table 3 is based on a hierarchy of
drug use that assigns each student to a drug use type by levels of current use of each of

those drugs, thus providing more extensive information about total drug involvement

than just lifetime prevalence in a population. The eight types are ordered from the

most serious to least serious patterns. Students in any of the top five groups are con-

sidered at high risk for akoholjsubstance abuse. Note that the trends for total per-

centages in the top groups parallel those found for lifetime prevalence (table 1),

increasing to 1981 and decreasing thereafter.

Table 3.-Percentage of Indian adolescents in each drug use type over time

1975 1978 1981 1983 1985

(change
1985-1975)

Polydrug use 3.3 4.8 9.2 3.9 6.0 + 2.7

Stimulants and
marijuana 2.6 6.2 9.0 6.2 6.1 +3.5

Occasional other drug 4.5 103 4.8 9.0 8.6 +4.1

Marijuana and
alcohol use 21.4 23.9 36.7 33.0 22.5 +1.1

Heavy alcohol use Q2 1.6 2.2 +2.0

Total-first
five groups: 32.0 46.8

_Q1

60.2

_Q2

53.0 45.4 + 13.4

Ever tried a drug 17.7 15.2 17.4 21.1 20.6 +2.9

Light alcohol use 5.0 10.0 5.2 4.7 13.1 +8.1

Negligible or no use 45.2 28.0 17.2 21.2 20.8 -24.4

Note. Unduplicated count; see text for explanation
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Due to Drug and Alcohol Use: 1975-1985
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A significant finding is that for each of the first five groups covering the span of 11
years, none achieved a decrease but rather all showed an increase in multiple or heavy
drug use. When the first five groups' percentage increases are combined, a total of
13.4 percent is recorded for the period 1975-85, a figure that strongly suggests the
need to seriously address alcohol and drug problems among Indian youths at high
risk. Indeed, it is significant to note that in 1985 nearly one-half of Indian adolescents
were at risk of physical or emotional problems due to alcohol or drug use. (See figure
6.)

Because of the need to emphasize earl) intervention, the age of first use involving
alcohol, marijuana, and inhalants among 9th- and 10th-grade Indian students is
extremely important information. Oetting et al. (1982) developed the "acquisition
curve" (figure 7) to illustrate the age of first use. An acquisition curve is constructed
by asking youths at which age did they first try a drug. The points on the curve are a
cumulative index of age of first use. The pattern in figure 7 shows that Indian youths
begin alcohol, marijuana, and inhalant use at a :cry young age: for alcohol and mari-
juana there is considerable first-time use at age 13 and beyondthe rate for both
drugs rises dramatically up until age 15; and for inhalants, the greatest increase in use
occurs between 11 and 13 years old. After age 13 very few youths will use inhalants
for the first time, and by age 16, it is very rare for a young person to even begin
experimentation with inhalants. If use has not occurred by age 13, it likely never will.

10
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In contrast, according to Beauvais, Oetting, and Edwards, there is considerable first-
time use of both alcohol and marijuana beyond age 13, and the rates for both drugs
rise dramatically up until age 15. More importantly, those factors leading to alcohol
and substance abuse are firmly in place by age 13.

The early use of alcohol among Indian youths is corroborated by earlier community

surveys conducted by Whitaker (1962) and Mail (unpublished); by Olsen and Baffi
(1982), who reported that 68.8 percent of Indian adults began the use of alcohol
between ages 13 and 16; and by Moss and Janzen (1980), who reported that in 20

Indian communities, 32.4 percent of the adults surveyed reported use of alcohol
between the ages of 11 and 15. These findings clearly emphasize the need to provide

prevention/intervention at a very early age for American/Alaska Native youths.

Another comprehensive study conducted by Velma Mason (1985) on alco-

hol/substance involvement and self-concept among American Indian youths showed

wider experimentation of substances among youth across reservation tribes than ordi-

narily suspected. The study sampled approximately 1,000 students in grades 7 through

11
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12, of which 54 percent (N=555) were female and 46 percent (N=476) male students.
The sample was drawn from schools on reservations of a Southwest tribe, a Northern
Plains tribe, a Southeastern tribe, and a Northeastern Woodland tribe.

The findings of the study indicated that the students had high levels of experimenta-
tion with drugs and alcoholic beverages. Specifically, 79 percent of the students were
engaged in drinking beer, 56 percent reported drinking whiskey or hard liquor, and 50
percent reported drinking wine. Of this experimentation group, 54 percent had
started drinking at age 13 and 74 percent claimed they were lready d.: king regularly
when they reached high school age. Similarly, over half (57 percent) reported smok-
ing marijuana; 12 percent started smoking at age 12 and approximately 40 percent
reported smoking marijuana regularly by the time they reached high school age.

The study also showed that experimentation with inhalants included using glue, gaso-
line, paint, aerosols, lighter fluid, and shoe polish in that order of priority for achiev-
ing effects. In this sample, 25 percent of the students reported using inhalants; 10
percent reported starting sniffing at age 11, and 19 percent started at about age 13.
The study indicates further that a smaller percentage (15 percent) claimed experi-
mentation with other dangerous drugs, namely, amphetamines with street names such
as speed, whites, greenies, dex, beanies, meth, and pep pills. Nine percent said they
had experimented with hallucinogens recognized under street names such as LSD,
STP, PCP or angel dust, hog, DMT, MDA, and morning glory. Although peyote is
ordinarily used only in the Native American Church, as indicated by the 31 percent of
students who had Lii.ed it solely for religious purposes, an additional 7 percent claimed
experimenting with this substance outside the church. Finally, 6 percent claimed
experimenting with cocaine, and 3 percent said they had tried heroin.

In summary, although the studies cited here by Mason, Beauvais, Oetting and
Edwards are limited to the extent that Alaskan youths were not included, they
strongly suggest that drug involvement among Indian youths when compared with the
national sample is very high, especially for alcohol, marijuana, and inhalants. The
studies also suggest that early intervention, targeted to Indian youths, is paramount to
combat alcoholism and substance abuse.

12



Prevention/Intervention:
Definition, Research, Strategies,

and Positive Results

Definition

The term "prevention" generally encompasses primary, secondary, and tertiary
prevention. For the purpose of this survey, prevention is defined as activities designed
for health promotion/disease prevention or those measures undertaken to avoid the
onset of a predetermined disorder, including efforts to reduce risk factors. Secondary
prevention, which will be referred to here as intervention, includes activities that seek
to detect alcohol/substance abuse-related problems in the early stages and to
intervene in such a way as to reduce the severity of the disorder.

Programs for health promotion and/or disease prevention are primarily educational
rather than clinical in conception and operation. Intervention efforts are action
oriented and provide Indian tribes the opportunities for the development of

appropriate and effective programs especially aimed at Indian youths to decrease the
incidence of alcohol/substance abuse.

Research

In 1984, the National Institute on Drug Abuse reviewed research on school-based
substance abuse prevention programs (Bell and Battjes 1985). The review identified

six basic approaches: drug abuse education and affective education as educational
modes; alternative programs; psychosocial approaches (resistance strategies referred

to as "social inoculation") and personal and social skills training; and
cognitive-developmental training, which focuses on physiological reactions to smoking

experimentation and user perceptions.

The research findings revealed that "fear arousal messages" were particularly
unsuccessful; results indicated an increase in the level of drug use by program
participants. Also, the affective educational programs, tailored to meet the children's

social and emotional needs including training in decisionmaking skills, indicated little

or no effect or levels of drug use, since they did not provide the children with specific
skills to resist drug usage. A negative outcome on drug usage was evident from

alternative programs, such as community projects that did not focus on drugs per se,

but that aimed at reducing alienation by providing young people with opportunities

for recreation, socialization, and education.

13



The research review indicated that psychosocial approaches offer the most promising
conceptual framework to reduce the onset of drug use (Jones and Bell 1986). The
psychosocial approaches included (1) teaching by a classmate, older peer, or teacher
specific techniques for resisting social pressures (Say No strategy or social inoculation,
role play, modeling) followed by booster sessions, (2) social contracts (commitment
not to use drugs), and (3) development of coping skills, some substance specific and
others presented within the context of a comprehensive school health program. Whilethis particular research on approaches used in models did not specifically identify
Indian youths in this study, the findings have important applications for Indian youths,
since they identify productive approaches for school-based prevention programs.
In a new study, Beauvais and Oetting (198/) state that a teenager's friends are thesingle most important contributor to adolescent drug usethey shape attitudes about
drugs, provide drugs, provide the social opportunities for drug use, and share ideas
and beliefs that become the rationale for drug use. Oetting and Beauvais recommendthat drug abuse prevention/intervention efforts should aim at influencing a teenager's
choice of peers, so that he or she forms close friendship or "peer clusters" that viewdrug use as unacceptable behavior. Drug abuse treatment programs, they emphasize,
should place more focus on helping patients break ties with existing friends and
develop a more positive relationship with others who do not tolerate drug use.
Peer clusters differ from peer groups. Peer groups tend to be large groups of
teenagers who are in the same grade in school or share other broad commonalities.
In contrast, peer clusters tend to be small, tightly knit groups that have similar
attitudes, values, and beliefs. The researchers believe there are a number of criticalfactors that may increase or decrease a youth's probability of becoming involved in
the use of alcohol or substance abuse., e.g., poverty, prejudice, family relationships,
community characteristics, personality traits, religious beliefs, and the child's needs
and values. Such factors, they say, overlap in ways that either make youths susceptible
to drug involvement or "inoculate" them against drug abuse.

Oetting and Beauvais reported evidence supporting the peer cluster theory from a
research project involving 415 high school juniors and seniors who were evaluated for
a variety of characteristics associated with drug abuse. Getting pointed out that any
treatment or prevention program that does not ultimately lead to changes in peer
associations may be doomed to failure.

Findings from Mason's 1985 study on Native American adolescents suggested that
schools served as a positive source of identity for students who resisted involvement in
drugs and alcohol. The students in the sample liked school, had high expectations for
graduation, had families who encouraged them to be good students, and found the
schools to be no longer a source of cultural conflict for them. Also, if the student did
not perceive any stability for himself or herself in the home or within the tribe, the
school was perceived as an alternative source of stability and/or identity for one's
self-concept. Therefore, Mason recommended that schools should emphasize this
identity as well as create a more stable sense of bicultural identity for all Native
American students as part of their prevention program. Such an identity, Mason
concluded, may be encouraged by integrating and reinforcing traditional tribal
cultural elements into the school curriculum, especially activities that reinforce values
which help adolescents through their transition phase between adolescence and adult
maturity.



The stability of family and cultural identification is crucial to the prevention of alcohol
and substance abuse. Red Horse (1980) recommended actions that would contribute
to the strengthening of family and the development of coping skills; Mason
(unpublished) found that stability of home and family may have a greater influence on
determining the propensity to substance abuse among Indian youths; Swanson et al.
(1971) founi that youths who are involved in substance abuse come from
predominantly disrupted families; and Oetting and Beauvais (1982) found that Indian
children who are bicultural, identifying with both Indian and non-Indian traditions,
showed the lowest alcohol and drug use.

Strategies

May (1986) offers the following strong rationale for placing emphasis on educational
programs targeted to Indian youths:

In virtually all tribes, Indian youths are more highly socialized than are their
parents to accept mainstream educational concepts.

Virtually one-half of all tribes are of school age or younger and therefore are
readily accessible.

Prevention of alcohol and drug misuse will begin with new use patterns of
behavior in the coming generations.

The toll of alcohol and drug re'ated deaths is the greatest in those aged 15 to 40,
so they must be reached before or early in this age range.

Thus, May advocates that a major, if not the dominant, component of the prevention
programs aimed at Indian youths should emphasize a social learning model that
builds self-esteem and coping skills in individuals and their peer groups while
imparting alcohol and drug information.

Because there is great diversity in strategies for alcohol and substance abuse
prevention/intervention, the following major distinctions in program content and
delivery methods are offered (Springer and Phillips 1986):

Program Content

Informational strategies rely on providing "enough information so that people can
make rational decisions for themselves" (Braucht et al. 1973). Course content
focuses on providing facts and physiological/psychological consequences of drug
use without crusading against drug use.

Persuasive strategies attempt to influence attitudes or behavior through persuasive
messages that do not rely heavily on factual information.

Affective strategies operate on the premise that drug abuse is more likely among
individuals lacking skills that enhance self-concept and interpersonal competence,
e.g., decisionmaking skills communication, self-assertion, and self-value.

Environmental strategies seek to prevent drug abuse through strengthening the
social and organizational environment for those at risk (e.g., alternative recreation
programs).
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Delivery Mechanisms

Outside trainers are used in some programs to present information or skills
training. In this case the trainer or expert does not have an ongoing relation with
the recipients.

Trained mediaries such as teachers may delivery a program. In this case the
person delivering the message has on ongoing relation with recipients.

Parents or peers are utilized as agents for prevention activities in some programs.
Parents may be trained in family-based prevention activities, and peers have been
used for counseling and support group activities.

Media and public events have been used to c-nduct informational and persuasive
strategies aimed at the community.

Positive Results

While few significant empirical impact studies concerning the effectiveness of a
primary prevention program have been documented to date (Kim 1981:359), past
evaluation studies have revealed promising program strategies and &livery
mechanisms that should be followed. These promising findings are related to
(1) characteristics of target populations, (2) the choice of program strategies Ind (3)
the degree of program intensity (Springer and Phillips 1986):

Target populations. Several studies have found drug education programs targeted
at adults to produce positive effects on drug-related attitudes and behavior
(Kinder et al. 1980; Bruhn et al. 1975). However, evaluations have shown mixed
results for adult populations, and "attempts to delineate the important variables
related to successful outcomes (e.g., population variables, instructional styles) have
not yielded conclusive results" (Kinder et al. 1980:1051).

Program Strategies. While far from definitive, pas. evaluations suggest that
prevention strategies that go beyond purely informational content to promote
affective skill building (e.g., family decision skills, self-esteem, decisionmaking,
refusal skills) provide more positive results (Schaps et al. 1981; Moskowitz et al.
1984). There are also indications that programs that involve parents and peers
produce more positive and lasting effects than those that do not (Schaps et al.
1981).

Program Intensity. Prevention programs vary significantly in intensitythe
"duration, scope, and persistence of services" (Schaps et al. 1981). Schaps et al.
categorized 127 evaluations as "low," "medium," or "high" in intensity and found a
suggestive positive relation between intensity and program effectiveness.

In summary, the prevention/intervention data, definition, research, strategies, and
positive results concerning what might work should help shape and produce more
positive program results especially aimed at Indian youths.
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School-Based Survey Results

Introduction

This part of section II, which presents findings, discussion, and recommendations for
each of the subject areas surveyed in the school-based survey, has been organized to
provide users and providers of services a data base for setting a course of action that
is responsive to the needs of Indian youths. Tables are presented with findings, a dis-
cussion of relevant subjects to illuminate the findings, and recommendations to pro-
vide corrective actions, modifications, and the refocusing of programs to reflect the
priority needs of Indian youths.

The school-based survey was conducted through the Alcoholism and Substance Abuse
Coordinators, IHS, who contacted their respective school representatives soliciting
their support for the completion of the questionnaires. The dissemination of the
questionnaires tc the public/privatc schools was targeted primarily to schools with a
fairly large enrollment of Indian youths, based on the Indian population figures for
the community.

With the exception of the BIA schools and the Tribal PL 93-638 contract schools,
there are no available data regarding the number of public a.' private schools serving
Indian youths.



Categories of Schools Responding to the Survey

School-based table 1.Categories of schools that responded
to the questionnairenationwide totals

(N = 420)

-=f11Ml

Category

Respondents

No. of
schools Percent

Head Start/early childhood
education 73 17

Elementary 138 33

Junior high/middle school 110 26

Senior high 99 24

Total 420 100

Findings

Nationally 420 schools responded to the questionnaire. The greatest response was
received from elementary schools (33 percent), followed by junior high/middle
schools (26 percent), senior high schools (24 percent), and Head Start/early child-
hood education (17 percent).

Discussion

There is no accurate count nationally of the number of public schools that serve large
numbers of Native American/Alaska Native students. However, the schools that
responded to the survey indicated partially or fully developed (K-12) comprehensive
health promotion/disease prevention programs that included alcohol/substance abuse
prevention/intervention activities.

Recommendation

The IHS, BIA, and tribal organizations should collaborate with schools to increase the
number of schools in each category (Head Start, elementary, junior high/middle, and
senior high) to develop and implement a comprehensive health promotion/disease
prevention program including alcohol/substance abuse.
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Categories of Schools by Agencies

School-based table 2.Categories of schools by agencies involved in
alcohol/substance abusenationwide total

(N=420)

Schools BIA

Tribal/
PL 93-638
contract

Parochial/
Public private Other Total

Head Start/early
childhood
education Oa 23 Oa 1 49 73

Elementary 34 19 76 8 1 138

Junior high/
middle school 19 19 66 4 2 110

Senior high 14 17 65 1 2 99

Total ta 73 207 14 54 420

aThe BIA and public schools are not required to administer Head Start/early
education programs.

Findings

The survey revealed that 420 schools (Head Start through 12th grade) with large
American Indian/Alaska Native youth enrollment participated in providing preven-
tion and intervention program activities on alcohol/substance abuse.

Of the categories of schools by agencies, the greatest number implementing substance
abuse prevention program activities were the public schools (207) followed by
Tribal/PL 93-638 (78), BIA (67), other (54), and parochial private (14).

Within the categories of schools, for the Tribal/PL 93-638 contract, Head Start/early
childhood education had the highest participation (23) while for both the BIA (34)
and the public (76) schools, the elementary schools had the highest participation.

Discussion

In 1986, EIA was accountable for 180 schools represented by 58 elementary schools
(1-6); 95 elementary/secondary schools (K-12); and 27 secondary schools (7-12).

Of the 180 schools under the jurisdiction of BIA, 78 schools were administered under
Tribal/PL 93-638 contract. It is impressive to note that 100 percent of the PL 93-638
contract schools (78) were involved in the school-based alcohol/substance abuse pro-
gram. When both the BIA (67) and the PL 93-638 contract schools (78) figures are
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combined, they represent an 81 percent participation among the BIA-administered
schools.

Recommendations

By 1990, all BIA schools should be involved in age-specific chemical use and abuse
programs and should integrate their comprehensive health education curriculum to
include alcohol/substance abuse as a major component.
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Program Participation Within Areas

School-based table 3. Schools within IHS areasnationwide totals
(N = 420)

Area

Head Start/
early

childhood
education

Elementary
school

Junior
high/

middle
school

Senior
high

school Total

Aberdeen 4 8 8 9 29

Alaska 9 14 14 14 51

Albuquerque 11 21 14 11 57

Bemidji 8 11 10 10 39

Billings 3 12 8 6 29

California 7 1 2 2 12

Nashville 8 8 6 6 28

Navajo 6 24 14 9 53

Oklahoma City 0 1 1 2 4

Phoenix 10 16 15 14 55

Portland 6 17 15 15 53

Tucson 1 5 3 1 10

Total 73 138 110 99 420

Findings

The areas (related to the IHS Area Office jurisdiction) with minimal school partici-
pation in alcohol/substance abuse prevention programs were: Oklahoma City k4),
Tucson (10), California (12), Nashville (28), Aberdeen (29), and Billings (29), as
compared to the Alaska, Portland, Phoenix, Navajo, and Albuquerque areas, all
exceeding 50 schools each.

Discussion

In order to provide some analysis for high-risk areas on alcohol abuse mortality b
each of the service areas, the table, "All Alcohol Abuse Mortality," shows data by the
critical measure of years of productive life lost (YPLL), a mortality index that meas-
ures the years of life lost between death and age 65. This measure (YPLL) has been
incorporated into the IHS evaluation procedure to assess the major trend of program
impact associated with achieving the IHS Objectives for 1995.
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IHS table 1.All alcohol abuse mortalitya

Deaths YPLL

Number Rate') Number` Rated

United States, 1982 31,993 12.3 310,504 151.5

IHS, 1982-83

All areas 1,025 52.7 18,469 743.4

Aberdeen 110 89.3 1,965 1,026.1

Alaska 46 32.7 809 418.0

Albuquerque 68 75.9 1,273 907.7

Bemidji 35 39.7 367 286.3

Billings 102 136.9 1,872 1,725.7

California 33 20.9 368 188.1

Nashville 23 35.0 235 290.0

Navajo 107 34.1 2,507 570.8
Oklahoma City 149 32.8 2,403 479.0
Phoenix 183 103.6 3,732 1,666.9

Portland 136 79.0 2,233 955.4
Tucson 33 97.9 705 1,450.9

Source: Indian Health Conditions, U.S. Department of Health and Human Services,
Public Health Service, Health Resources and Services Administration,
Indian Health Service,1986 (unpublished).

aNational Center for Health Statistics data for underlying cause of death.
')Annual age-adjusted rate per 100,000 population.
`YPLL for persons who die between birth and age 65.
dAnnual rate per 100,000 population.

The four areas with the highest YPLL rates are Billings, Phoenix, Tucson, and
Aberdeen. These areas have exceedingly high YPLL rates when compared to the
U.S. rate: Billings and Phoenix are 11 times the U.S. rate, Tucson is 10 times the U.S.
rate, and Aberdeen is 7 times the U.S. rate. Further, three of these areas, Billings,
Tucson, and Aberdeen, had minimal participation in school-based prevention. There
is valid justification for the redirection of efforts to strengthen school- and
community-based prevention and intervention efforts.
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Recommendations

With regard to two specific concerns, that is, areas with an exceedingly high YPLL
and areas with only minimal school-based response, area officers in the following
affected areas should carefully address and develop an action plan to reduct; the
YPLL and/or increase school-based prevention and intervention activities: reduction
of YPLL and increased school-based preveistion and intervention activitiesBillings,
Tucson, and Aberdeen; reduction of YPLLPhoenix; Increased school-based
involvement in prevention and intervmtionOklahoma City, California, and
Nashville.
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Issues for Curriculum Planning

School-based table 4.Issues and concerns for curriculum
program planningnationwide totals

(N=1,314)

Issues and concerns Number Percent

Low self-concept 138 11

Alcoholism 130 10

Attendance problem 119 9

Low academic achievement 114 9

Disciplinary problem 109 8

Marijuana 102 8

Inhalants 95 7

Truancy 92 7

Cigarettes 84 6

Smokeless tobacco 71 5

Teenage pregnancy 71 5

Health problems (i.e., obesity,
handicap, pregnancy) 65 5

Required by State law or policy 59 5

Other 25 2

Cocaine 18 1

LSD 13 I

Crack 9 1

Total 1,314 100

Findings

Overall, the alcohol/substance abuse curriculum was developed based on concern
regarding issues dealing with students' low self-concept (11 percent), alcoholism (10
percent), attendance problem/low academic achievement (9 percent each), disci-
plinary problem/marijuana (8 percent each), and inhalants (7 percent).

It is interesting to note that while national attention on drug abuse has focused on the
use of cocaine, crack, and LSD, the survey revealed that the use of these drugs did not
appear to be a serious threat to the student population at this time; however, the use
of marijuana and inhalants among Indian youths continues to be a serious problem.
(See section I.)
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Discussion

Low self-esteem with its concomitant problems of low academic achievement, and
disciplinary problems, together with their related protn(Ans of alcohol/substance
abuse, all have a wide-ranging negative influence on individual conduct.

Topics of current concern expressed by the National Indian Board on Alcohol and
Drug Abuse (NIBADA) Youth Council composed of 30 Native American/Alaska
Native representatives from reservations, Alaskan villages, and urban areas were the
following (Mackey 1987):

Culture
Sex abuse
Sexual awareness
Leadership
Positive thinking
Alcohol/drug awareness
Tribal issues
Law enforcement
Positive role modeling
Tribal government
Health services
Children of Alcoholics services
Child neglect/abuse
Goal setting
Drug-free activities

General sessions
Alcoholics Anonymous/Narcotics Anonymous
Teenage suicide and prevention
Coping with parents
Elder guest speakers
Group discussions
Fitting into white society
Dealing with stereotypes
AIDS
Social activities
Available funds
IHS and BIA question and answer
Dating relationships
Assertiveness

Recommendations

Schools together with tribal groups should clearly provide priority consideration to
include meaningful curricula that address issues and concerns in ways that can
enhance and facilitate joint community efforts for education and intervention
approaches. Serious consideration should be given by school personnel to include the
NIBADA Youth Council's topics of concern for program planning.

Technical assistance from IHS, BIA, and tribal groups should be offered to schools in
developing appropriate and acceptable Head Start to 12th grade health education
emphasizing youth alcohol/substance abuse, teenage pregnancy, child sexual abuse,
coping skills, and family relationships.
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Networking

School-based table 5.-Selected employees and other attendees networking
with community groups in school-sponsored alcohol/substance

abuse prevention programs

Number Percent

BIA emplcyees

Teachers/aides 92 33
Administration 64 23
Social services 38 14
Police 34 12
Counselors 30 11
Others 19 7

Total 277 100

IHS employees
Mental health 69 26
Community health nursing 67 2.5
Health education 49 19
Social services 48 18
Nutrition 20 8
Others 10 4

Total 263 100

Tribal employees
Tribal officials (leaders

council members) 370 44
School teachers 145 17
Alcoholism 108 13
Community health representatives 79 9
Social services 67 8
Administration 32 4
School counselors 28 3
Mental health 4 1
Police 4 1

Total 837 100

Other attendees
Parents 649 86
Teachers 102 14

Total 751 100



Findings

There are strong indications of excellent agency networking with community groups in
school-sponsored alcohol/substance abuse prevention programs under the umbrella
of health promotion/disease prevention activities. A total number of 1,377 agency
employees networked with community groups in connection with the school-based
programs tribal employees (837), BIA (277), and IHS (263).

Among the BIA employees, the groups that represented the largest participation in
school-sponsored alcohol/substance abuse program activities were teachers/aides (33
percent) and the administrative staff (23 percent).

For the IHS employees, mental health (26 percent) and community health nursing (25
percent) were prominently involved in school sponsored alcohol/substance abuse
program activities followed by health education (19 percent) and social services (18
percent).

For tribal employees, tribal officials had the highest participation (44 percent), fol-
lowed by school teachers (17 percent) and employees representing alcoholism (13
percent).

Among the "other attendees" category, most were parents (86 percent), followed by
teachers (14 percent).

Although the parents in the other attendees category represented the largest number
(649), from a national perspective this was a poor attendance figure when compared
to the more than 57,000 students (table 6) who were involved in their school-based
prevention programs.

Discussion

A sound base for collaboration between the schools and agencies has been estab-
lished, and there is a need to enhance this mutual working relationship to facilitate
prevention services to Indian youths.

Recommendation

P .sed on a successful public health demonstration project targeted to Indian adoles-
cents and youths in the Pueblo and Navajo communities (Davis et al. 1985), serious
consideration for replication should be made by school/community groups. The
centerpiece was the use of a Teen Advisory Group to develop program ownership and
implementation. The following are prime examples of accomplishments:

Performed improvisational, health-related skits for their families, peers, and tribal
leaders

Prepared a peer-targeted, teen-health-oriented newsletter

Produced health-related, peer-oriented videotapes

Presented workshops at schools in New Mexico to promote the development of
more teen-conducted projects and to address topics such as alcohol/substance
abuse, suicide, pregnancy, family violence, and student advocacy
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Served as positive role models to students in the participant's own school and in
other schools

Expressed, through surveys, their reactions regarding the quality and effectiveness
of services

Sponsored and organized Teen Health Awareness Days programs

Taught fellow and elementary-age students in the classroom



School Programs

School-based table 6.Alcohol/substance abuse programs presented
in schools with concentrations of American Indian and

Alaska Native students, September 1985-June 1986

Session frequency

Programs Students School Sessions Weekly Biweekly Monthly Other

Topical (alcohol/substance
abuse related curriculum) 44,370 178

2,545 77 18 24 54

Here's Looking at You 4,927 23 987 15 4 2 5

BABES 3,426 26 270 15 2 5 3

Pi oject Charlie 3,128 22 398 15 0 4 1

Children Are People Too 917 7 137 5 0 0 1

Dare to B You 508 8 36 3 1 1 4

Total 57,276 264 4,373 130 25 3ii 68

Note: Because the schools may conduct one or more programs, and the students may have participated in
more than one program, the total court for these two columns may represent duplicate counts.
Nevertheless, it is important to note the level of student participation (57,276) plus the ,otal sessions
(4,373).

Findings

Of the 420 schools nationwide, a total of 264 schools (including Head Start/early
childhood education, elementary, junior high/middle school, and senior high schools)
were utilizing one or more of the curricular programs specified above.

It is significant to note that positive inroads are being made on the utilization of
model programs such as Here's Looking at You, Project Charlie, BABES, and Dare
to Be You. The 264 school program activities had a total of 57,276 participants on a
predominately weekly session format, with total sessions numbering 4,373.

Discussion

Based on the approximately 50 percent of Indian youths who are considered at risk
for alcohol and substance abuse, the teacher's role becomes very important to
(1) identify behaviors of children from substance abuse families, (2) provide a sup-
portive learning environment, and (3) improve their self-image and academic

achievement.

Some of the prime examples of effective training practices in Indian education con-
cerning substance abuse prevention are as follows (de la Garza 1987):
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Giving Positive Empathy

Clearly, all children need affection and attention from their teachers. Children
from substance abuse families, however, sometimes are in critical need for empa-
thy and encouragement. Many don't receive physical affection.

Socialization

It is important that these children learn how to relatt, to other children. Manyhave never learned how to start up or maintain personal friendships. Home rolemodels of these children may be the opposite of what schoolmates require for
friendships. Student adult relationships are also helpful. Introduce your studentsto other teachers, group leaders, etc.

Physical Exercise

Aggressively encourage physical exercise. Many of these children are under inten-
sive stress and need tension outlets.

Survival Skills

In a safe classroom set.ing, discuss survival skills that children from substanceabuse environments can use.

Education About Substance Abuse

Educate the children about the nature of substance abuse. Concentrate on what isof immediate interest to children, i.e., effects on appearance, anger, and driving
coordination.

Parental Substance Abuse

After establishing a nonthreatening atmosphere, discuss experiences children gothrough when substance abuse occurs at home.

Nonjucigmental Attitude

Be a good role model. Learn to discuss parental substance abuse without disdain.
Remember, children love their parents in spite of problems.

Understanding Parents

Explain, demonstrate, and discuss how you can love someone and not always like
what they do. Show them how hurting statements and actions of parents can bethe result of intoxication, riot reality. Show how a parent's drug use does not mean
that the parent does not love them.

By emphasizing the effects of intoxicants, both during and after use, show how a
parent's drug use is not the children's fault, and how there is nothing they can doto stop it.

Help the child to understand that they are not alonethat parental substance
abuse is a problem shared by many children.

Reassure these children that there is hope based on new treatment attitudes.



Demonstrating Understanding

Let the children know that you are aware of the difficulties that are involved with
being from a substance abuse home and that you know they are not responsible
for the consequences of their family's substance abuse.

Anonymity

In all cases, prudent care should be taken to protect the privacy and confidentiality
of the child and family.

Self-Image

I Give the children tons of repeated encouragement and compliments. "You have a
good way of thinking" and "I like you" are welcome teacher statemen.s. Positive
statements and demonstration of trust are the very best way of helping.

In providing self-image enhancement, consider that the child may be receiving 10
negatives a day at home. Repeated positives may be required to turn the negatives
to positives.

Rczommendation

Every school, Head Start through 12th grade, should develop and establish appropri-
ate prevention and intervention programs on alcohol/substance abuse as part of its

health program.

The following key elements should be included in developing a s.und prevention pro-
grain targeted to Indian youths:

provide effective teacher training to work with high-risk Indian youths

provide a Head Start through 12th grade prevention program sequence

integrate a prevention program into an existing curriculum

incorporate the prevention program into a comprehensive health education pro-
gram

In order for the curriculum to be part of a comprehensive school/community pro-
gram, the development and implementation of the curriculum should:

include input from parents, tribal groups, and youths

be carried out at the local level

fit with intervention and treatment services for abusers and services for children in

alcoholic and drug-dependent families
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Education Content

School-based table 7.Content utilized most frequently involving alcohol/
substance abuse educationnationwide totals

(N=1,304)
..I

Content Number Percent

Decisioumaking 146 11
Peer pressure 136 10
Values and attitude clarification 126 10
Physical and emotional effects of

alcohol/substanc.; abuse 126 10
Self-awareness and cOure identity issues 126 10
Effective communication 97 7
Risks to children of alcoholics 94 7
Positive imagery 94 7
Fetal alcohol syndrome prevention 88 7
Assertiveness 83 6
History of alcoholism/substance abuse among

American Indians/Alaska Natives 66 5
Family bonding and enrichment 61 5
Others 35 3
Separation trauma 26 2

Total 1,304 100

Findings

With respect to content utilized most frenuently, there was an e'ven spread anIong
subjects, such as decisionmaking (11 perc.,nt); peer pressure, values and attitude clar-
ification, physical and emotional effects of alcohol/substance abuse, self-awareness
and culture ''entity issues (10 percent each); and effective communication, risks to
children 01 alcoholics, positive imagery, fetal alcohol syndrome prevention, and
assertiveness (7 percent each).

Discussion

Overall, the schools have respondedto the major issues and concerns for curriculum
programs planning (section II, school-based table 4) with relevant subject content to
address j+e concerns. The chools have made great strides from one-shot presenta-
tions with facts and scare Acs to a more balac-ed presentation of providing current
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factual information together with increasing coping skills, self-esteem, intervention
approaches, etc.

The development of alconol/substance-abuse prevention programs targeted to Indian
youths is a collate' rative effort. It requires input from parents, youths, tribal leaders,
school staff, and the appropriate public and private agencies. Culturally relevant
content should reflect local and regional traditions, ceremonies, and values (Schinke
et al. 1985).

Drugs and alcohol facts will interest youths when disseminated through age-relevant
films, videotapes, and slide shows ( Schinke et al.). Decisionmaking skills can enable
young people to build social competence and self-esteem (La Fromboic "82; La
Fromboise and Rowe 1983; Schinke and Gilchrist 1984). In addition, developing non-
verbal and verbal interpersonal skills can assist Indian youth to cope more effectively
to achieve personal goals and offset peer pressures.

Recommendation

The prevention content areas on alcohol/substance abuse as part of the comprehen-
sive school health program should be developed consistent with the National Institute
on Drug Abuse school-based prevention research findings (Bell and Battjes 1985).
That is, emphasis should be placed on the development of relevant curriculum and
services to substantially improve our capacity to increase the Indian youth's coping
skills, provide social inoculation/booster sessions, and enable social contracts.
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Mass Media

School-based table 8.Use of mass media to dessiminate critical alcohol/
substance abuse prevention informationnationwide totals

Category
TV/

cable TV Radio Posters Pamphlets

Alcohol/substance abuse 31 9 93 85

Drinking and driving 28 8 80 73

Teenage pegnancy 14 2 ;9 53

Teen smoking 12 2 44 50
Smokeless tobacco 7 1 29 50
Parenting 14 4 26 37
Others 12 3 24 68

Total 118 29 335 416

Findings

The majority of the schools utilized posters and pamphlets to disseminate information
on alcohol/substance abuse to large segments of the student population and to a
lesser degree used TV/cable TV and radio.

Discussion

Mass media approaches are important tools to complement school-based educational
efforts. If well conceived and tested, media messages can strengthen public support
for prevention and intervention to establish and reinforce messages, e.g., Just Say No
to Drugs, to establish norms, and to provide coping skills. For the past several year:,
IHS has conducted national poster contests in grades 1 to 12 to sharpen the awareness
of injury control among Indian youths. However, prevention messages can be
drowned in a sea of commercials and promotional efforts for alcohol by celebrities,
significantly undermining attempts to reduce alcohol/substance abuse, especially
among Indian iouths.

Recommendation

Increasing attention should be given to the "packaging" of mass media (videotapes,
cassettes, posters, radio, national public service announcements) to supplement edu-
cational programs or alcohol/substance abuse. Community health educators,
together with inettia experts, BIA, IHS, and school systems, should develop special
work groups to develop these essential tools.
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Employees and Volunteers Teaching
Prevention Curriculum

School-based table 9.Selected employees involved in teaching
prevention curriculum

Number Percent

IHS employees

Mental health 41

Health education 39 31

Nutrition 23 18

Social services 18 14

Community health nursing 5 4

Total 126 100

BIA employees

Teachers /aides 146 73

Counselors 25 12

Others 13 7

Social services 12 6

Police 4 2

T et -11 200 100

Tribal employees

Alcoholism counselors 124 42

Teachers/aides 7J 24

Tribal officials (leaders and
Council members) 40 14

Social services 29 10

Police 20 7

CHR workers 10 3

Total 293 100

School employees and volimteers

Teachers/aides 1,228 80

Parents :41 9

Counselors 130 8

Others 41 3

Total 1,540 100
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Findings

A total of 2,159 employees and volunteersrepresenting IHS (126), BIA (200), tribalemployees (293), and schools (1,540) were involved in teaching preven-
tion/intervention subjects concerning alcohol/substance abuse.

Of the selected IHS employees who were survey respondents, the teaching of alco-
hol/substance abuse prevention activities was largely done by mental health (33 per-
cent), health education (31 percent), followed by nutrition (18 percent) and social
services (14 percent) employees.

l'Itc majority of the selected BIA employees involved in teaching prevention curricu-
lum were, represented by teachers and aides (73 percent).

Among the selected tribal employees who are involved in teaching alcohol/substance
abuse prevention subject matters, the majority were alcoholism counselors (42 per-
cent) followed by teachers and aides (24 percent).

For schools (other than tribal), i.e., public and private, most of the selected school
employees and volunteers involved in the teaching of prevention were teachers andaides (80 percent).

Discussion

It is noteworth to recognize that of the total number of employees and volunteers
(2,159), a good cross-section of disciplines was involved in the teaching of preven-
tion/intervention on alcohol/substance abuse.

The effectiveness of prevention and intervention services is dependent on the quality
of the personnel who deliver this service. There needs to be a major focus on the
establishment of a knowledge and skill base appropriate to each discipline and spe-cialty in the alcohol/substance abuse prevention field, and the establishment of train-ing programs and educational strategies that ensure the attainment of minimum
educational requirements.

Recommendation

Because of the large number of employees involved in teaching preven-
tion/intervention subject areas, pri .ity consideration should be given by public and
private entities to provide knowledge and adequate training to sharpen employees'
skills and information about the current state of the art of alcohol/substance abuse
prevention programs. Also teaching considerations should include whether teachers:

feel comfortable with the subject matter

have the sensitivity and background to deal effectively with Indian youths

receive support to develop intervention approaches to deal with the serious proh-
lerric of alcohol/substance abuse

are provided opportunities for licensing and credentializing in alcohol/substance
abuse prevention and intervention programs
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School Prevention/Intervention Activities

School-based table 10.School prevention /intervention activities
nationwide totais

(N=568)

Category Number Percent

Referral for counseling 127 22

Psychological enrichment activities
(coping, self-esteem, decisionmaking,
etc.) 101 18

Workshops/training 88 15

Peer group counseling 62 11

Self-help support 59 10

Students Against Drunk Driving (SADD) 36 7

Chemical People 31 5

Other outreach 16 3

Mothers Against Drunk Driving (MADD) 13 2

Other activities 35 7

Total 568 100

Findings

From a national perspective, prevention/intervention activities concerning alco-
hol/substance abuse were concentrated on referral for counseling (22 percent), psy-
chological enrichment activities (18 percent), workshops/training (15 percent), and to
a lesser degree peer group counseling (11 percent), and self-help (10 percent).

Discussion

Intervention involves two important steps: (I) identifying the problem and (2) taking
action to minimize the severity of the identified problem. The first step may be
accomplished through a formal or informal network with physicians, social workers,
family, friends, coworkers, or law enforcement personnel. The second step of the
intervention process, taking action, varies widely depending on the stage of the alco-
hol/substance abuse problem. Intervention can take on a range of activities: MADD,
SADD, education targeted to pregnant women and children of alcoholics on the con-

sequences of drinking, intensive counseling, etc.

Because alcohol/substance abuse has continued to have serious effects on the devel-
opment of the Nation's youths, the Alcohol and Drug Abuse Elucation Programs
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(ADAEP), U.S. Department of Education, developed a School Team Approach Pro-
gram. This network of five regional training centers provides training and followup
on-site support to teams or five to seven representatives of vocal schools and commu-
nities. The emphasis is on helping clusters of people to assess and solve problems
themselves. They provide he development of a plan of action, implementation, and
on-s;te support including technical assistance and field training.

Now in its 12th year, the program has trained over 4,500 teams throughout the coun-
try. These teams, in turn, have had a positive impact on students, parents, teachers,
administrators, and community leaders. For further information contact:

National Alcohol and Drug Abuse
Education Program

Program Officer: Myles Doherty
U.S. Department of Education
Room 2040, FOB-6
400 Maryland Avenue, S.W.,
Washington, D.C. 20202-4101
(202) 732-4599

Recommendation

A clearinghouse for the dissemination and utilization of exemplary school-based pre-
vention/intervention activities should be developed for schools and communities. The
cataloging of current activities, program description, tapes, brochures, media, etc.,
available through sponsoring agencies and other sources can be of significant contri-butioc to the field.
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Curriculum Evaluation

School-based table 11.Curriculum evaluation i..tchniques utilized
in schoolsnationwide totals

(N = 332)

Category Number Percent

Observation of student and followup 29

Pretest/pubttest 52 16

Paper and pencil alcohol/substance
abuse knowledge test 51 15

Staff curriculum evaluation 50 15

Student course evaluation 32 10

Self-rating scales to determine
personal-social-attitudinal growth
and developments 32 10

Others 19 6

Total 332 101a

aTotal does not equal 100 percent due to rounding.

Findings

In assessing the evaluation techniques utilized in the schools surveyed, a greater per-
centage of the schools utilized observation of the student and followup (28 percent)
followed by pre-post tests (16 percent), and paper and pencil alcohol/substance abuse
knowledge tests and staff curriculum evaluation (15 percent each).

Discussion

Evaluation is the measurement of program performanceefficiency, effectivAtess,
responsiveness.

Overall, there is a lack of evaluation to systematically assess outcome measures of
alcohol/substance abuse program activities throughout the schools. Evaluation is
needed to facilitate decisions on whether support for snecific curriculum is warranted
and/or whether these efforts are wasteful or duplicative. It will provide necessary
data to reward effective and efficient school-based programs.

Three broad accommodations are set forth to provide the foundation for effective
prevention/intervention evaluation (Springer and Phillips A986):
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1. Early Planning of Eva, ation Activities

A plan defines where a program is going. It articulates goals and objectives
that guide the program and provide the criteria for success.

A plan defines how and when a program will achieve its objectives. It pro-
vides a reasoned link between the activities undertaken in the program and
program objectives. It provides a basis for scheduling and allocation of
resources.

A plan defines and limits the quality and quantityof information that is gath-
ered while the program is in operation. Clearly defined indicators of program
process and outcome, gathered on a continuing basis, provide the basic data
for management-focused evaluation.

A plan provides a framework for management decisions that systematically
use evaluation information to modify and improve program operation. Man-
agers can determine if what they wanted to happen is happening, and if not,
why.

2. Effectiveness-Oriented Goals and Objectives

Specify target populations. Goals and objectives should be formulated with
attention to what has been learned in past evaluation. Past evaluations, for
example, have demonstrated that most programs are inadequately tar-
getedlittle attention has been focused on populations most at risk and
minority populations have been underserved. Providers should be made
aware of these past shortcomings and encouraged to specify their target pop-
ulations with respect to service needs.

Consider available resources. Goals and objectives should be formulated with
explicit attention to what can be accomplished given the level of funding, per-
sonnel resources, and the duration of planned activities. Local program man-
agers should be guided in an iterative process of identifying what they would
like to accomplish, comparing these ideal goals and objectives to available
resources, and restating goals and objectives in more realistic terms. The
objective should be program objectives that are "doable" as well as "desirable."
Past evaluations have indicated the prevalence and negative impact of poor
implementation; moderate objectiveswell-implementedAre preferable to
ambitious failures.

Articulate program process. One of the major shortcomings of past evaluations
has been lack of attention to program processthe specific strategies to be
used in Isue program and the quality of their implementation. Effective pro-
gram planning will specify the procedures to be used to produce the desired
effect, and specify the reasons for choosing that particular approach. (For
example, if "scare" approaches are to be used, why?) While findings are far
from definitive, past evaluations can provide some guidance in designing pro-
gram strategies to achieve specific objectives.

3. Plan Evaluation Activities

Planning for evaluation activities has several components specifying indicators
of success for program objectives, specifying indicators of successful imple-
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mentation (process), developing ongoing data collection activities, specifying

the analysis design for the evaluation, and building in specific points for feed-

back of evaluation informa'on to program management.

Recommendation

A review of the diversity of prevention programs represented in past evaluation car-
ries important implications (Springer and Phillips 1986).

First, no one approach, or model, of evaluation will be applicable to the range of

programs in the field. Evaluations will have to be designed considering the spe-
cific characteristics of the program undr.r investigation.

Second, given the diversity of available approaches, effective evaluation will be
particularly dependent on careful articulation of program goals, aims, and the
strategies adopted to achieve those ends.

Third, useful evaluations must include careful description and assessment of pro-

gram strategies.
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Outcome Indicators and Evaluation

School-based table 12.Positive outcome indicators
nationwide totals

(N=741)

Positive outcome indicators Number Percent

Increased self-esteem 104 14
Decreased disciplinary problems 64 9
Community education (workshops/training) 63 9
Increased attendance 57 8
Reduced alcohol-related incidences 55 7
Reduced substance abuse 54 7
Peer support groups formed 48 7
Increased participation in

recreation programs 48 7
Increased participation in outreach program 47 6
Reduced truancy 44 6
Reduced health problems (increased

health status) 39 5
Others 25 3
Decreased school dropout rate 33 4
Increased number of graduates 30 4
Increased test scores/grade average 30 4

Tot al 741 100

Findings

Based on their prevention program activities, the schools reported poc ive outcome
indicators in the following major areas: increased self-esteem (14 percent), decreased
disciplinary problems (9 percent), and increased attendance (8 percent).

Discussion

To a large extent the posiilve outcome indicators shown in table 12 do reflect the
efforts of the school prevention/intervention activities (see table 10). The preven-
tion/intervention activities and the positive outcome indicators are very much in con-
cert with the key objectives of the school-based program activities. The key to
achieving management of change to enhance prevention/intervention programs is to
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develop measurable positive outcome indicators based on programs responsive to the

needs of Indian youths.

Recommendation

In order to determine outcome measures relative to risk reduction, knowledge trans-
fer, attitudinal changes, de, isionmaking, etc., evaluation must become an integral

program component to juser program support.

In order to determine program effectiveness, the following measurable criteria should

be considered:

Reduction of drug and alcohol use and abuse. Outcome measures could be in the
form of self-reports by students.

Reduction of associated disruptive behavior in classroom. Outcome measures
could be in the form of reductions in referrals to the principal's office, suspensions
and vandalism; a decrease in dropouts; or an incrzase in the perception by stu-
dents that the school environment is safe.

Evaluation relative to process and outcome should provide the following data:
(1) specific target group(s) to which the program(s) has been addressed (K-12);

(2) knowledge level at start and end of program documenting the degree of change;
(3) attitudinal changes documented before and after; and (4) other pertinent indica-

tors to strengthen evaluation.
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Community-Based
Survey Results

Introduction

The community-based findings, discussion, and recommendations have been orga-
nized to provide public and private agencies a data base to justify and increase their
program activities on alcohol/substance abuse targetedespecially to Indian youths.
The community-based survey was limited to the tribal groups receiving IHS alco-
hol/substance abuse funded project grantsa total of 225 funded programs. The
community-based questionnaires were sent to all 225 funded grants through the Area
Office, Alcohrlism and Substance Abuse Program Coordinator; the grants were
funded widely throughout all of the 12area offices. (See community-based table 1).
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Area Response to the Survey

Community-based table 1.Respondents by IHS area
nationwide total

(N =160)

Area

Area
IHS-funded
programs

Returned

Number Percent

Aberdeen 22 4 18

Alaska 13 12a 92

Albuquerque 18 18b 100

Bemidji 27 18 67

Billings 11 9 82

California 27 25 93

Nashville 16 9 56

Navajo 1 lc 100

Oklahoma 18 16d 89

Phoenix 37 24 65

Portland 34 23 68

Tucson 1 1 100

Total 225 160 71

aFor the Alaska Area, 15 non-IHS funded programs responded.
bFor the Albuquerque Area, 4 non-IHS funded programs responded.
`For the Navajo Area, 11 programs responded under the single grant umbrella.
dFor the Oklahoma Area, 1 non-IHS funded program responded.

Findings

Of the 160 returned questionnaires, a 100 percent response was achieved by Albu-
querque, Tucson, and Navajo, followed by California (93 percent), Alaska (92 per-
cent), and Billings (82 percent).

Discussion

Given the major task of contacting numerous tribes within their jurisdiction and, in
some instances, those who reside in remote reservations, the 71 percent total response
achieved by the IHS coordinators is considered favorable.
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Recommondation

Based on the experience achieved by the 12 Area Alcoholism/Substance Ab"se
Coordinators, IHS, in conducting this survey, a 95 to 100 percent response should be
achieved for any future IHS-school/community-based prevention survey.
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Target Groups

Community-based table 2.Number of prevention programs by target
groupsnationwide total

(N=999)

Target groups Number Percent

Adolescents 137 14

Parents 116 12

Women 122 12

Men 121 12

Single parents 103 10

Preadolescents 99 10

Tribal employees 79 8

Pregnant women 77 8

Age over 65 70 7

Government employees 42 4

Others 33 3

Total 999 100

Findings

With respect to prevention programs targeted to specific groups, the percentages
were generally evenly distributed among adolescents (14 percent), par-
ents /women /men (12 percent each), single parents/preadolescents (10 percent each),
and less among tribal employees/pregnant women (8 percent each), and age over 65
(7 percent).

Discussion;

The community focus on target groups seems to encompass the family. The ]lowing
risk factors clearly reinforce the need to develop preventive intervention activities
aimed at the high-risk family membersadolescents, parents, and children:

India.' community members have a disproportionately low income when compared
with the U.S. income average; tls,s, the consequences of alcohol/substance abuse
among family members are severe, espe-;ally for Indian child, en.

The NIBADA Youth Council National representatives reported that family pc ob-
!ems were the major contributing factor in Indian youth dysfunction (Mackey
1987).
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A review of 39 studies comparing the incidence of alcoholism in families of alco-
holics found that alcoholics were six times more likely than the general population
to have one or more parents who were alcoholics (Whitfield 1931).

It has been estimated that 80 percent of all adolescent suicides may be children of
alcoholics (Whitfield 1981).

T1. ::: most consistent finding is that children of alcoholics are at serious risk of
becoming alcoholics (Goodwin 1973).

Recommendation

Youth alcohol and substance abuse services should give priorityto the following high-
risk target groups:

children of alcoholics and substance alnsers

children at risk for abuse and neglect or who have been abused and neglected

teens at risk of pregnancy (teens in single parent households, teens who have bad
pregnancies, teens who have had sexually tran..ditted diseases (STD)

youths likely to drop out of school because of poor grades, being expelled, etc.

youths charged with a crime

youths who have attempted suicide, and their friends and siblings
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Areas for Program Concern

Community.based table 3.Major areas of concern for program planning
and developmentnationwide

(N.--. 1,580)

Major areas of concern Number Percent

Alcohol/substance abuse related morbidity
and mortality (cirrhosis, acute
alcoholism, DTs, etc.) 240 15

Alcohol/substance abuse related accidents:
(falls, drowning, fire, vehicle with
persoral injury/property damage) 228 15

Alcohol/substance abuse related family
violence and child abuse/neglect 212 14

Fetal alcohol effect and syndrome 201 13

Alcohol/substance abuse related arrests 116 7

Smokeless tobacco and smoking 100 6

Alcohol/substance abuse related pregnancies 84 5

Inhalants 83 5

Suicides 80 5

Cocaine use 64 4

Homicides 51 3

Crack 43 3

LSD 40 3

°the: s 38 2

Total 1,580 100

Findings

Of the 1,580 responses, program planning and development were based on the fol-
lowing evenly distributed areas of concern: alcohol/substance abuse related morbid-
ity and mortality (15 percent), alcohol/substance abuse related accidents (15 percent),
alcof -,1/substance abuse related family violence and child abuse/neglect (14 percent),
and fetal alcohol effect and syndrome (13 percent).

Discussion

The major concern by community groups involving alcoholism morbidity and mortal-
ity and alcohol-related accidents is a manifestation of the disproportionately high
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alcoholism death rate: among Indians and the deaths by accident among the 15-to-24
ao; group of Indian and Alaska Natives. (See appendix C charts 4.23 and 4.2.)

Most studies have demonstrated that alcoholic behavior in parents is causally linked
to disruption in their childreL.'s lives, which prompts drinking and drug taking as a
response to the trauma (Mail and McDonald, 1980). Mason (1985) and McBride and
Page (1980) found that Indian drug users were more likely to have unpleasant home
situations, detemating relationships with their parents, and alienation from the tra-
ditional wP.ys of life.

In Alaska, the proportion of alcohol-related deaths is very high. In one Alaskan study
(Bernier 1987) 72 percent of I.:a suicides were alcohol related; an estimated 84 percent
of homicides were alcohol related; and 70 percent of all deaths of Alaskan 15 to 34
year olds were alcohol related.

Alcohol is involved in approxitaately one-fourth to oae-half of marital violence cases,
one-third of child molestation incidents, and 13 percent of child abuse cases (Roizen
1982; Hamilton and Collins 1981). Some of these incidents end in death and many
are associated with severe physical and mental trauma.

Alcohol is clearly associated with disrupted family functioning, but the marital and
famil; problems that precede the alcoholism may occur solely as a result of the alco-
holic's drinking and behavior changes, or may be part of a complex interaction
between preexisting weaknesses of the family nr o; individuals in the family and the
drinking of one family member.

Recommendation

Because each community is unique, prevention/intervention program activities should
fit the priority needs and concerns of the specific target groups.
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Networking

Community-based table 4.Selected employees networking with community-
based alcohol/substance abuse prevention programs

Number Percent

IHS employees

Social services
Community health nursing
Menta health
Health education
Nutrition
Alcoholism workers (IHS, not tribal)
Administration
Doctors

142
132
99
63
37
28
21
8

27
25
19
12
7
5
4
1

Total 530 100

BIA employees

Teachers/aides 92 33
Administrative 64 23
Social services 38 14
Police 34 12
Counselors 30 11
School 19 7

Total 277 100

Tribal employees

Community health representat;ve (CHR) 951 50
Alcoholism 699 37
Social services 79 4
School teachers 74 4
School counselors 37 2
Others 52 3

Community health nurses 17 < 1

Total 1,909 100

Findings

A total of 2,716 employees representing tribal groups (1,909), IHS (530) and BIA
(277) networked with the community-based alcohol/substance abuse prevel tion pro-
grams. Both school-based table 9 and community-based table 4 indicate an overall
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positive response from school and community agencies for prevention/intervention
program activities.

Among the IHS employees who participated in community-based sponsored alco-
hol/substance abuse program activities, social services (27 percent) and community
health nursing (25 percent) had the highest involvement, followed by mental health
(19 percent) and health education (12 percent).

Among tht BIA employees who participated in community-based sponsored alco-
hol/substance abuse program activities (277), the greatest percentage represented
teachers/aides (33 percent) followed by administrative personnel (23 percent), social
services (14 percent), police (12 percent), and counselors (11 percent).

Among the tribal employees networking with community-based programs, the great-
est perce,nt: .) came from CHR (50 percent), and alcoholism (31 percent), with only
minimal representation from social services, school teachers, and counselors.

Discussion

As health promotion/disease prevention activities take on renewed interest based on
the thrust provided by the Omnibus Drug Bill, the need for tripartite IHS, BIA, and
tribal cooperation, a centerpiece for program development and implementation,
becomes dear. The utilizatioi. of the Tribal Action Plan to foster and enhance tribal
ownership of programs and combat alcohol/substance abuse at the local level must be
supported.

Recommendations

The tripartite working relationship through the Tribal Action Plan should be moni-
tored carefully by all concerned to avoid the fragmentation of services. Every tribal
Action Plan should include a section titled "Youth Alcohol and Substance Abuse
Tribal Action Plan."

....

0
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Alcohol/Substance Abuse Programs

Community-based table 5.Community-baseda alcohol/substance
abuse programs, September 1985-June 1986

Programs
Partic-
ipants Community Sessions

Session frequency

Weekly Biweekly Monthly Other

Topical (alcohol/substance
abuse related activities) 18,161 159 2,592 65 14 26 48

Here's Looking at You 3,363 16 261 7 2 1 6
BABES 3,lil 25 349 15 3 2 0
Project Charlie 2,436 13 631 8 1 2 3

Children of Alcoholics 1,895 37 531 16 5 6 9
Parent Effectiveness Training 1,615 38 595 13 10 5 9

Trails 443 3 124 2 0 1 0
Chemical People 440 12 88 1 5 2 4

Circle of Life 342 9 48 0 1 1 4

Total 31,946 312 5,221 127 41 46 83

'Includes commt Ades in which there are concentrations of American Indian and Alaska Native people both on
and off reservations and in urban areas.

Findings

A total of 312 communities numbering 31,946 participants were involved in commu-
nity -bused alcohol/substance abuse prevention and intervention programs. A total of
5,221 sessions were conducted, usually on a weekly format basis. In addition to topi-
cal presentations, the community-based programs cited increasing interest in special
projects aimed at Indian youths, e.g., Here's Looking at You, BABES, Project Char-
lie, Children of Alcoholics, and Parent Effectiveness Training.

Discussion

While there is limited information on alcohol/substance abuse prevention education
programs in American Indian/Alaska Native communities, one study by Moss (1979)
of 20 Indian communities points out that tribal leaders learned more about alcohol
abuse prevention by attending formal meetings and workshops. Data from this study
indicated that receipt of information in face-to-face situations was very effective in
changing attitudes of community leaders. Moss's study suggests that it might be
important for community-based Favention programs to use direct methods such as
counseling and grc ip meetings supplemented with the media to instruct and inform
Indian communities, since these communities are generally poorly informed about
factual data on alcohol/substance abuse prevention.

55

r ti



Recommendation

Community-based prevention and intervention programs should build on the positive
inroads made through the collaborative efforts of the tribal groups, schools, and inter-
ested public/private agencies. it will demand community level intervention strategy
that includes economic, attitudinal, and educltional approaches and more emphasis
on tribal ownership of prevention/intervention programs tailored especially to the
needs of Indian youths.
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Program Content

Community-based table 6.Selected program content related to
aknhol/cubstance abusenationwide totals

(N= 797)

Selected program content Number Percent

Alcohol/substance abuse education 123 15

Building self-esteem (concept) and
coping skills 110 14

Decisionmaking skills 100 13

Awareness of community resources 99 12

Developing mutual-help and self -help
suppport groups 86 11

Creating health promotion/disease prevention
activities 91 11

Family bonding and enrichment 69 9

Effective parenting 61 8

Single parenting activities . 46 6

Others 12 1

Total 797 100

Findings

Content area3 utilized in the community-based prevention programs appear to be
fairly evenly distributed among the following: alcohol/substance abuse education (15
percent), building self-esteem (concept) and coping skills (14 percent), decisiomnak-
ing skills (13 percent), awareness of community resources (12 percent), creating
health promotion/disease prevention activities (11 percent), and developing
mutual-help and self-help support groups (11 percent).

Discussion

Operati, 111y, the development of relevant community-based prevention programs
should be based on the leadership input from organizations such as the Tribal Coor-
dinating Council and Village Council working jointly with respor sive lc,--y agencies.
Indian families, elders, teacners, and youth workers are rich sou ces of assessment
information (Schinke et al. 1985), and community -based preventio.k programs should
build on strengths of Indian families together with other youth-directed prevention
strategies. Assessment activities can enhance the development of program content
responsive to the needs of Indian people at the local level.
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Recommendation

While there is a continuing need to stress the problems of youth alcohol/substance
abuse, fetal alcohol syndrome cause and effect, child abuse problems, etc., there is a
need to balance community-based prevention programs with topics such as promoting
a healthy lifestyle as contrasted to a destructive lifestyle, promoting self-esteem, fam-
ily bonding, etc.

Prevention/intervention services should be provided by community-based health
agencies complementing age-specific prevention programs in Head Start to 12th
grade.
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Employees and Volunteers Teachirn
Prevention Curriculum

Community-based table 7.Selected employees and other participants in,. owed
with community groups in the teachiig of prevention curriculum

Number Percent

IHS employees

Mental health 71 34

Social services 51 25

Health education 35 17

Nutrition 29 14

Community health nursing 17 8

Counselors 1 <1
Others 3 1

Total 207 100

!KA employees

Teachers/aides 37 34
Police 33 30

Social services 21 19

Counselors 12 11

School 7 6

Total 110 100

Tribal employees

Alcoholism 200 49

School teachers 72 17

Social services 68 16

School counselors 32 8

CHR 21 7

Others 12 3

Total 411 100

School employees

Teachers/aides 154 72

Counselors 37 17

Administration 13 6

Others 10 5

Total 214 100

Other participants

Parents 150 87

Church workers 19 11

Others 4 2

Total 173 100
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Findings

A tote_ of 1,115 community-based agency employees (1HS, 207; BIA, 110; tribal
employees, 411; schools, 214; others, 173) representing a good cross-section of disci-
plines were involved with community groups in teaching prevention and intervention
program activities.

For IHS employees involved in the teaching of prevention curriculum, the highest
percentages were among mental health (34 percent), followed by social services (25
percent), health education (17 percent), nutrition (14 percent), and community health
nursing (8 percent).

Among BIA employees, the groups having the highest percentage involvement in
teaching the prevention curriculum were teachers /aides (34 percent) and police (30
percent) followed by social services (19 percent) and counselors (11 percent).

For tribal employees, alcoholism (49 percent), and school teachers (18 percent) had
the highest percentage of participants involved in the teaching of prevention curricu-
lum followed by social services (17 percent) and school counselors (8 percent).

For the schools, the overwhelming majority of participants represented the teach-
ers/aides (72 percent) followed by counselors (17 percent).

For other participants, the overwhelming majority represented the parents (87 per-
cent) followed by church workers (11 percent).

Discussion

There appears to be considerable diversity in the composition and utilization of per-
sonnel in the community-based prevention and intervention efforts. Because of this
multidisciplinary involvement, it is important that each professional or specialty
group, including the volunteers, systematically defines the relevant alcohol/substance
abuse knowledge anI skills required by members of its specialty and promotes the use
of training programs and educational strategies to ensure the quality and integrity of
its prevention programs.

Credentializing and licensing are effective mechanisms to ensure that education and
training requirements are uniformly met by all members in this profession or disci-
pline. The establishment of these requirements was incorporated into the recently
updated Manual Issuance of the Alcoholism/Substance Abuse Activities (IHS 1987).
For those professions with long-established licensing and credentializing mechanisms,
efforts need to be directed to the integration of alcohol/substance abuse knowledge
base and skill requiremem 3 into their comprehensive educational standards.

Recommendation

In order to ensure a high level 'if competency for alcohol/substance abuse prevention
personnel, public and private agencies should establish appropriate training systems
and licensing/certifying mechanisms.
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Mass Media

Community-based table 8.Utilization of selected mass
media and major subjects covered

Alcohol/
Mass substance Drinking/ Teenage Teen Smokeless
media abuse driving pregnancy smok;ng tobacco Parenting Other

TV/cable TV 42 34 20 18 13 17 7

Radio 50 42 21 17 11 17 13

Posters 98 81 57 46 38 41 26

Pamphlets 104 94 76 59 39 63 32

Total 294 251 174 141i 101 138 78

Findings

In contrast to the school population (school-based table 8), there is greater utilization
of TV, cable TV, and radio by community groups in seeking information on the major
topics above. However, there is similarity with the school-based programs on the
greater utilization of posters and pamphlets for thc, dissemination of factual informa-
tion regarding the major topics mentioned.

Discussion

Moss (1979) found that the majority of Indian people in his study gained their infor-
mation on alcohol and alcoholism from the media (radio, newspapers, magazines). It
appeared that most of the community residents in the sample were not interested in
formal methods of alcohol education. Informal and indirect methods of educating
adults, such as radio broadca its or articles on alcohol in newspapers and magazines,
were more effective than formal educational methods.

The use of videotaped alcoholism education has had a profound impact among
American Indians/Alaska Natives. "The Honour of All" (a true story) is a powerful
56-minute video educational document portrayed by people who endured the devas-
tation of alcoholism. It is the dramatization of how they became sober after a
painfully slow 14 years of individual and community recovery against alcohol. The
film has received universal acclaim, and members from the Alkali Lake Indian Band
of British Columbia have become very much in demand throughout the United States
for conducting training workshops based on their successful sobriety outcomes (100
percent alcoholic to 95 percent sober in 14 years).

Also, the use of community access c able television targeted especially to re. -tte

Indian reservations and villages presents exciting challenges and opportunities to
communities at risk retyarding alcohol/substance abuse.
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Recommendations

In order to extend community-based outreach capabilities, especially to the vast
majority of the Indian population who wish to remain anonymous, who do not want to
participate face to face, and lack transportation, and taking into account the need to
reach large audiences, the mass media approaches should be expanded and sup-
ported. A Center for Media Prevention and Intervention should be developed to pro-
duce films, video documentaries, and brochures and pamphlets for wide dissemination
and utilization. The IHS health educators should play an integral role in developing
such a center.



Intervention Activities

Community-based table 9.Selected intervention activities,
September 1985June 1986 (N=689)

....

Selected
intervention activities Number Percent

Alcohol/substance abuse counseling/
referral 108 16

Workshops/training 96 14

Self-help/support groups 93 11

Driver cduatien 92 13

Employee counseling services 60 9

Drop-i- program 52 8

Employee health promotion 51 7

Summer amts 46 7

Stuoents Against Drunk Driving (SADD) 39 6

l',1r;ihers /4 _;ainst Drunk Driving (MADD) 30 4

Chemical People 22 3

Total 689 100

Findings

Nationally, the intervention activities receiving the highest percentages were alco-
hol/substance abuse counseling/referral (16 percent), workshops/training (14 per-
cent), self-help and support groups (13 percent), and driver education (13 percent).

Discussion

Community-based intervention activities hold tremendous opportunities and chal-
lenges to encourage healthy lifestyles among the Indian people. More and mote peo-
ple are interested in and concerned about personal wellness and directing attention
and effort toward their own physical fitness and lifestyle. Prevention of flint 's and
promotion of health and wellness have become a highly supported concept among the
Indian people, especially at the local tribal level.

Past claims that teaching coping skills such as self-monitoring, changing negative cog-
nitions, assertion, anxiety reduction, and time management are alien to most Ameri-
can Indians and cannot be learned by them have crumbled in the face of mounting
evidence to the contrary (Manson 1985). Social skills and assertiveness training can
be conducted with lasting positive erects among /.merican Indians.
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The Zuni Diabetes Project on exercise and education designed to prevent type II dia-
betes resulted in overweight Zunis slirunpg down; diabetic tribe members bringing
their blood sugar levels down enough to go off medicatia .; and the Zuni passim! for
running becoming rekindled (Crzelka 1986).

Social support systems .:an play significant rot in tb- prevention/intervention area.
Social support consists of three components: direct (family, extended family, friends,
coworkers), indirect (group participatio.. and interaction), and community (Andrews
et al. 1978). Social support has been found to provide a significant "buffering effect"
at times of high life stress (Nuckolls et al. 1972; Cassel 1974; Kaplan et al. 1977).

A study of two Alaska Native villages found that villages with strong, organized, and
locally developed community institutions worked best to support the individual abuser
seeking treatment and to provide continued 131lowuo and after-care treatment
(Shinkwin 1982).

Recommendation

In general, intervention in alcohol and substance abuse should focus on the targeted
high risk group(s) rather than the individual. Intervention approaches should
embrace the efficacy of coping skills training, social support systems, and community
involvement, particularly it -roviding follow') ca" e, including "booster" sessions on
critical prevention and intervention activities.



Outcome Indicators and Evaluation

Community-based table 10.Program evaluation instruments/techniques
utilized by communitiesnationwide totals

(N=415)

Category Number Percent
MINIIIIMI.I0

Interviews and converse Lions 84 20

Questionnaires 80 19

Active participation and participant
observer 60 15

Pre/post tests 57 14

Observation schedules and interaction
analyses 39 9

Rating scales and checklists 28 7

Historical, biographic, and anecdotal 24 6

Attitudinal scales 22 5

Opinionnaires 21 5

Total 415 100

Findings

The program :valuation instruments / techniques utilized prominently amen commu-
nity groups were interviews and conversations (20 percent), coestionna s (19 per-
cent), active participation and participant observer (15 percent), and !post tests
(14 percent).

Discussion

The survey revealed that numerous school/community-based prevention and inter-
vention programs have received favorable comments; however, unevaluated programs
can give an illusion of achieving positive cutcomes when, in fact, the program is
benign or even harmful (Chavis et al. 1983; Reinherz 1981).

Based an evaluation results, community-based prevention programs can determine
whether they are, in fact, helping Indian youths. Inde:ci, due to the ever-increasing
competition for financial resources, it m:.y well become the determining factor of
whether an agency program is sustained or dropped fo the lack of dal to justify sup-
port for the program.
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Recommendation

There is a great need for community -based agencies to develop evaluation tools for
ensuring that local program efforts are planned and managed with clear objectives
and that those objectives are realistic and achievable.
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Positive Outcome Indicators

Community -based table 11.Positive outcome indicatorsnationwide totals
(N = 515)

Category Number Percent

Community education/workshops/training 104 20

Increased participation in outreach
program 83 17

Reduced alcohol/substance abuse related:
Arrest 37 7

Family violence 30 6

Accidents 29 6

Child abuse/neglect 26 5

Suicide 23 5

Increased reported incidence of:
Wife abuse 34 7

Child abuse 32 6

Reduced fetal alcohol syndrome 19 4

Reduced fetal alcohol effects 18 4

Reduced alcohol/substance abuse related:
Homicide 17 2

Cirrhosis 12 2

Reduced alcohol/substance abuse related:
Teenage pregnancies 9 2

Tra'ima 9 2

Acu e episodes of alcohol/substance
abuse huspital/clinic admission 7 1

Reduced alcohol/substance abuse 11 2

Increased reported incidence of fetal
alcohol syndrome 6 1

Increased reported inci... of other
problems such as vandalism, assaults, etc. 4 1

Total 515 100

Findings

Community education/workshops/training (20 percent) and increased participation in
outreach programs (17 percent) achieved the highest percentages on positive outcome
indicators as the result of intervention program activities.
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Only minimal positive outcomes were indicated in areas such as reduced alco-
hol/substance abuse in accidents, teenage pregnancies, and homicide.

Discussion

Outcome evaluation focuses on goal achievement and problem resolution as a result
of activity or action.

Examples of short -term outcomes are:

Reduced alcohol intake
Increased knowledge of risk factors
Improved lifestyle patterns
Increased requests for additional sessions
Increase in personal exercise behavior

Examples of long-term outcomes ore:

Improved job performance
Lower health costs
Reduced employee turnover
Improved lob satisfaction
Reduced rates of sick leave/absence
Lower morbidity/mortalit.,

The positive outcome indicators regarding community education/workshops/training
plus the increased participation in the outreach program provide the incentive for
community-based programs to increase their capacity to develop and utilize outcome
measures as an integral component on their ongoing program activity.

Recommendation

The tripartite (IHS, BIA, tribes) should develop a task force to develop and dissemi-
nate guidelines and/or standards for evaluation and outcome measures of local pro-
grams. The tripartite should make technical assistance and evaluation consulting
services available to local providers.
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Summary

The findings of this survey clearly indicate that positive inroadsare being made within
the schools and communities on alcoholism and substance abuse prevention/
intervention especially aimed at Indian youths. There are in place an array of school/
community prevention and intervention activities that require careful analyses so we
can build on the strengths of these ongoing programs and avoid wasteful duplication.

Of paramount importance is the urgent need for early intervention to combat alcohol
and substance abuse among Indian youths. The cornerstone for these efforts must
involve the strategy of program ownership, collaboration with appropriate agencies,
and implementation by the tribes to enhance the concept of self-determination.
Major findings by researchers (Mason, Beauvais, and Oetting) substantiate the urgent
need for early intervention to reduce serious alcohoi and substance abuse conse-
quences.

The family may prove to be the bulwark to prevent and/or reduce the incidence of
alcohol and substance abuse among Indian youths. Adolescents need strong families
if they are to grow up and remain rooted in a strong sense of self- esteem, identity, and
values. Weak families produce uprooted individuals susceptible to "peer clusters"
prone to alcohol and substance abuse.

Current knowledge and projections for 1995 indicate that prevention / intervention
strategies will be as important as treatment strategies in reducing the onset of new
cases involving alcohol and substance abuse. The heterogeneity of the Indian tribes

,.sires that diverse prevention/intervention approaches be available on both a
short-term and long-term basis; however, the continuation of program support must
be based on positive outcome measures to ensure the maximization of scarce
resources.

The powerful film, "The Honour of All," a documentary film of the Alkali Lake Indian
achievement, has wade a tremendous impact throughout the American Indian/Alaska
Native communities. The use of mass media presents exciting challenges and oppor-
tunities to: (1) extend outreach capabilities by reaching people who wish to remain
anonymous or who would not want to participate face to face; (2) provide opportuni-
ties to develop intervention approaches on how to cope from those who have over-
come the problems of alcohol and substance abuse; and (3) facilitate health promo-
tion and dist. 4 prevention activities tailored to specific groups including those in
remote reser% Lions and villages.

The findings of this survey offer insights that have utility beyond American Indian and
Alaska Native communities. The successes in school/community-based interventions
in these communities should have replicability in other environments, especially

71



minority and disadvantaged populations. The commitment to these activities and the
various technologies utilized could be exported readily to these settings.

There is a critical need to provide ongoing research and evaluation to determine
whether prevention/intervention will work prior to replication. In order to determine
the effectiveness of the school/community-based prevention/intervention activities
some meaningful questions which might be raised include the following:

Based on the current school/community-based prevention/intervention activities
and with the expectation of improved programming, can the YPLL be lowered in
1995, especially for the Aberdeen, Billings, Phoenix, and Tucson areas?

Will the school/community-based prevention/intervention activities enhance the
tripartite collaboration (IHS/BIA/tribes)? If so, what are the tangible accom-
plishments?

Will the trends for the "Lifetime Prevalence Rates for Nine Drugs for Indians,
7-12 Grades", be higher or lower, during the years 1989, 1991, and 1993 when
compared witn 1973?

What will be the "Comparison of Indian and Non-Indian Adolescents Having Ever
Tried Drugs" in 1990?

What will be the "Percentages of Indian Adolescents in Each Drug Use Type" for
1989 and 1991?

Will the "Age of First Use" have increased or decreased in 1990?

These questions are compelling and require contimliag support for a course of action
that would strengthen school/community-based prevention/intervention efforts tai-
lored to Indian youths. For the Indian Health Service, the framework for action tar-
geted to the Indian youth on alcoholism and substance abuse prevention/intervention
is already underway. If the commitment is made at every level, there is convincing
indication that the IHS Alcoholism/Substance Abuse Objectives for 1995 will be
attained.

Finally . . . "In the long run, prevention is far more effective than our capacity to
repair and it is short-sightedness bordering on blindness to build up on the clinical
endeavor at the expense of the preventive one" (Sarason 1977).
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Appendix A

IHS Alcoholism/Substance
Abuse Objectives for 1995

Alcohoi/Substance Abuse

By 1995, 80 percent of Indian high school seniors should comprehend that frequem
cigarette smoking, smokeless tobacco use, marijuana use, alcohol or other drug use,
intoxication, or sniffing pose risks to their health.

By 1995, the proportion of adolescents 12 to 17 years of age who abstain from r" in
alcohol or other drugs should rt. ach the 40 percent level for alcohol, the 50 percent
level for marijuana, 80 percent for inhalants, and 85 percent for stimul - ,.

By 1995, the nroportion of the population over age 15 that can identify specific appro-
priate resources for suicide revention assistat. .e and help in dealing with stress
sh 'uld he greater than '10 percL't.

By 1995, 100 percent of all Tribal/PL 93-638 contrict schools (K-12) and 1-lead Start
Programs serving predominantly American Indian/Alaska Native children will :lave
access to a comprehensive health education program including content on alco-
hol/substance abuse.

Health Status

By 1995, alcohol cirrhosis mortalicy will be reduced from 25.3 per 100,000 to 20 per
100,000.

By 1995, the motor vehicle fatality rate of 63.3 per 100,000 will b, reduced k:o 55 per
100,00.

By 1995, the rate of suicide emorg Indians and Alaska Natives will be reduced from
18.3 per 106,000 to 15 per 100,000.
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Appendix B

Glossary

BABES

Beginning Alcohol and Addictions Basic Education Studies (BABES) began as a pri-
mary prevention program for children ages 3 8. It utilizes kit that includes pup-
pets, stories, and songs that illustrate real lite situations to teach the positive living
skills necessary to prevent substance a'..use and help young people to have happy,
healthy lives.

BABES is based on the concept that children can and will learn how to live succes--
fully with others and that such learning, coupled with facts about abusive use of alco-
hol and other drugs, is essential to healthy growth and development.

Here'. 3 Looking at You

Here's Looking at You is a complete rug educate. 1 curriculum that begins in
kindergarten and continues through high : chool. The curriculum (1) addresses known
risk factors such as having drug-using friends, living in a family with chemically
'tTendent members, and early first use of drugs, (2) focuses on gateway drugs (drugs

that increase the risk of using other drugs) like alcohol, nicotine, and marijuana, and
(3) contains clear "no drug use" messages for children.

Project Charlie

Project Chadic; is a drug abuse prevention program for elementary school children.
It purpose is to pr mote the social and emotional growth of children and to discour-
age chemical use as a way to avoid problems. Project Charlie aims to establish a
partnership between school Quid family and to teach children crucial living skills that
can be vital in a child's education. The program emphasizes feeling good strategies
drawn from available research, practical application, and experience.

Chemical People

A program designed to get families involved with their children in chemical-free
activities and environments. It has a strong' drug prevention component.
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T.RA.I.L.S.

A youth program for Alcohol Drug Abuse Prevention for early and late adolescents.
T.RA.I.L.S. is an acronym that stands for testing realities and investigating life styles.
The program offers youth alternative activities both traditional and current suit, is art
theory, traditional dancing, cooking, bead and basket work, and recreational pro-
grams. The program also offers Health Promotion and Disease Prevention Education
geared to ..'arci meeting the specified needs of youth. T.RA.I.L.S. is funded through
the State Health Department in Wisconsin, Division of Community Services.

Circles of Life

The Circle of LifeHealth and Human Services Training Seminaris a statewide
annual conference held in Michigan since 1980. The conference participants consist
of Indian and non-Indian Health and Human Service workers who work with Tndian
tribes and organizations located within the State of Michigan. Each year's agenda
consistently addresses the health Promotion/Disease Prevention needs of Indian
people in a variety of areas, which includes Alcohol/Chemical Dependency Preven-
tion.

Children Are People, Inc.

This is a chemical dependency program geared toward elementary school children.
The CA.P. Program strives to involve school administration and support start par-
ents, teachers, other helping professionals, and volunteers in the implementatio,i of
this program. The CAP. program deals with the sociological/emotional implication
of drug use and drug abuse. 1 he CA.P. Program is representative of a community
prevention model. For further information write Children Are People, Inc., 1599
Selby Avenue, St. Paul, Minnesota, 55104 (612) 644-3033.
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Appendix C

General Mortality Statistics*

CHART 4.23

The age-adjusted alcoholism death rate for American
Indians and Alaska Natives has decreased 65 percent
since its peak in 1973 of 66.1 deaths per 100,000
populatic In 1984, the Indian rate was still 4.8

times the ate for U.S. All Races, 30.0 compared to
6.2.

Age Adjusted Alcoholism
Death Rates
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*From Indian Health Service. Chart Series Book. Washington, DC: U.S. Department

of Health and Human Services, PHS, Health Resources and Services

Administration, April 1987.
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TABLE 4.23

ALCOHOLISM DEATHS AND MORTALITY RATES
American Indians and Alaska Natives in Reservation States and U.S. All Races
Age-Adjusted Rates per 100,000 "opulation, 1969-1984

Calendar
rear

Number of Deaths Acle-Adiusted Rates and Their Ratio
American Indian

and Alaska
Native

U.S.
All Races

American Indian
and Alaska

Native

U.S.
All

Races
Ratio of Indian to:
U.S. All Races

1984 316 15,706 30.0 6.2 4.81983 293 15,424 28.9 6.1 4.71982 298 15,596 30.7 6.4 4.8
1981 338 16,745 35.8 7.0 5.21980 382 17,742 41.3 7.5 5.51979 398 17,064 45.1 7.4 6.1

1978 437 18,490 54.5 8.1 4.71977 429 18,437 55.5 8.3 6.71976 475 18,484 58.2 8.6 6.81975 403 18,150 62.2 8.6 7.21974 417 18,5i0 64.2 8.6 7.5

1973 399 17,191 66.1 8.6 7.71972 315 17,484 55.0 8.6 6.41971 334 16,891 62.9 8.4 7.51970 272 16,130 56.2 8.1 6.91969 267 15,138 56.6 7.7 7.4

NOTE: For 1969-1978 includes deaths due to alcoholism, alcoholic psychoses
and cirrhosis of the liver with mention of alcoholism. For 1979 and
after includes deaths due to alcoho° dependence syndrome, alcoholic
Psychoses and chronic liver disease and cirrhosis, .specified as
alcoholic. Population estimation mthodolegy for the American Indian
and Alaska Native population revised in 1976. Maine, New York and
Pennsylvania included as Reservation States beginning in 1979,
Connecticut, Rhode Island and Texas in 1983 and Alabama in 1984.
Decennial Census Population counts used for 1970 arm 1980.
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CHART 4.2

the two leading causes of death fur American
Indians and Alaska Natives ages 15 to 24 years
(1982-1984) were accident, and suicide. For the

U.S. All Races (1983), they were :cidents and
homicide.
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TABLE 4.2

TEN LEADING CAUSES OF DEATH FOR. DECEDENTS 15 TO 24 YEARS OF AGE
American Indians and Alaska Natives in Reservation States, 1982-1984
Comparable U.S All Races Rates, 1983
Mortality Rates per 100,1'430 Population

American Indians
and Alaska Natives

U.S. All
Races

Mortality

Ratio:
In. Ian to
U.S. AllMortality

Cause of Death bud= Rake tate Ram

Total 15 to 24 lears 1.624 121,1 2y,Q 1.1

Accidents 925 100.6 48.5 7.1

Motor vehicle 604 65.7 35.1 1.9

Otner accidents 321 34.9 13.4 2.6

Suicide 249 27.1 11.9 2.3

Homicide 180 19.6 12.4 1.6

Malignant neoplasms 41 4.5 5.6 0.8

Diseases of heart 22 2.4 2.6 0.9

°neumonia and influenza 10 1.1 0.7 1.6

LIngenite: anomalies 10 1.1 1.4 0.8

CLronic liver disease
and cirrhosis 8 0.9 0.2 4.5

Cerebrcvascular disea.,es 6 0.7 0.8 0.9

Nephrit s, nephrotic
syndrow and nephrosis 6 O.. 0.2 3.5

All other cuses 167

NOTE: Connecticut, Rhode Island and Texas included as reservation states
beginning in 1993, and Alabama in 1984.
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Appendix D

School/Community-Based
Alcoholism/Substance Abuse

Prevention Survey

85 hs



SCHOOL-BASED
ALCOHOL/SUBSTANCE ABUSE

PRIMARY PREVENTION INVENTORY

PART 1 - DEMOGRAPHICS

DATE:

SCHOOL NAME:

IHS AREA CODE: NAME:

IHS SERVICE UNIT CODE: NAME:

RESPONSIBLE PERSON:

ADDRESS:

CITY: STATE: ZIP:

PHOL.: ( )

TYPE OF SCHOOL: (check one only)

BIA

TRIBAL 638/CONTRACT

PUBLIC

PAROCHIAL

OTHER

STUDENT POPULATION: (check as man: as appropriate)

HEADSTART/EARLY CHILDHOOD EDUCATION

ELEMENTARY SCHOOL

JUNIOR HIGH/HID SCHOOL

SENIOR HIGH SCHOOL
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SCHOOL NAME:

SCHOOL YEAR:

SCHOOL-BASED
ALCOHOL/SUBSTANCE ABUSE

PRIMARY PREVENTION INVENTORY

PART 2 - INVENTORY

DATE:

(i.e. 1985-1986)

IHS AREA CODE AND SERVICE UNIT CODE / / / / /

1. PROGRAM JUSTIFICATION FOR PLANNING ALCOHOL/SUBSTANCE ABUSE CURRICULUM:
(check as many as applicable)

Attendance problem

Disciplinary problem

Low self-concept

Low academic achievement

Truancy

Marijuana

Inhalants

Alcohol

Cigarettes

Smokeless tobacco

Health problems (i.e., obesity, handicapped, pregnancy)

Other substance abuse, specify:

2. NETWORKING WITH COMMUNITY GROUPS:
(Enter the number of individuals from the community groups/agencies listed

below, who )anticipated in the school-sponsored alcohol/subtance abuse

prevention curriculum)

IHS Church

BIA CHR Program

Tribal School

parents

Alcoholism/Substance Abuse Program

Others, specify : -,
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PART 2 - INVENTORY

(CONTINUED)

3. TYPES OF CURRICULUM USED IN YOUR SCHOOL:
(check as many as applicable)

BABES

Number of sessions

Number of students

Frequency

weekly

bi -- monthly

monthly

other

Project CHARLIE

Number of sessicns

Number of students

Frequency

weekly

bi-monthly

mi nthly

other

DARE to be You

Number of sessions

Number of students

Frequency

weekly

bi-monthly

mont%ly

other

88
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PART 2 INVENTORY
(CONTINUED)

Here's Looking at You

Number of dlssions

Number of students

Frequency

weekly

bimonthly

monthly

other

Local Curriculum

Number of sessions

Number of students

Frequency

weekly

bimonthly

monthly

other

Topical Substance Abuse Curriculum

Number of sessions

Number of students

Frequency

weekly

bimonthly

monthly

other

Others, specify:

q-'
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PART 2 - INVENTORY
(CONTINUED)

4. CONTENT AREAS INCLUDED IN CURRICULUM:
(check as many as appli,able)

History of alcoholism/substance abuse amr American
Indians/Alaska Natives

Physical and emotional effects of alcohol/substance abuse

Self-awareness and culture identity issues

Values and attitude clarification

Peer pressure and decision making

Effective communication

Family bonding and enrichment

Risks to children of alcoholics

Fetal Alcohol Syndrome Prevention

Other, specify:

5. ENTER THE NUMBER OF INDIVIDUALS INVOLVED IN THE TEACHING OF PREVENTION
CURRICULUM FROM THE ORGANIZATIONS LISTED BELOW:

Tribal

School

IHS

Parents

BIA

Others, specify:



PART 2 - INVENTORY
(CONTINUED)

6. INDICATE TYPES OF MASS MEDIA RESOURCES USED TO HELP PREVENT
ALCOIOL /SUBSTANCE ABUSE BY YOUR SCHOOL:
(check all that apply, enter amounts if applicable)

TV/Cable TV

Total number of spots

Number of different messages

Radio

Posters

Total number of spots

Number of different messages

Number of different posters

Pamphlets

Number of different pamphlets

Other

Number of different messages

7. INDICATE TYPES OF PREVENTIVE INTERVENTION ACTIVITIES PROVIDED BY YOUR

SCHOOL: (check all that apply)

SADD

MADD

Chemical People

Other Outreach

Workshops/Training

Self help/Support groups

Peer Group Counseling

Referral for Counseling

Others, specify:

91



PART 2 - INVENTORY

(CONTINUED)

8. SPECIFY CURRICULUM EVALUATION TECHNIQUES USED BY YOUR SCHOOL:

Paper pencil alcohol/substance abuse knowledge test

Course evaluation

Cliw-iculum evaluation

Self-rating scales to determine personal-social-attitudinal
growth and developments

9. CHECK ALL THE FOLLOWING POSITIVE OUTCOME INP'CATORS WHICH RESULTED FROM
YOUR PREVENTIVE CURRICULUM AND PREVENTION ACTIVITIES:
(Please justify with pertinent data)

Increased participation in outreach programs

Conducted worl-shops/training

Reduced truancy

Increased attendance

Decreased disciplinary problems

Increased number of graduates

Increased self-concept

Reduced alcohol use

Reduced substance abuse

Reduced .lealth problems

Others, specify:

10. IN ORDER TO FULLY EXPIINE ON-GOING SCHOOL-BASED ALCOHOL/SUBSTANCE ABUSE
PRIMARY PREVENTION PROGRAMS THAT HAVE POTENTIAL FOR REPLICABILITY, PLEASE
USE THE ATTACHED "SCHOOL-BASED PRIMARY PREVENTION OPTIONAL REPORTING
FORM" TO DESCRIBE YOUR PROGRAM/S.

92
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SCHOOL-BASED
PRIMARY PREVENTION REPORTING FORM

(OPTIONAL)

NAME OF PROGRAM:

ADDRESS:

CITY: STATE: ZIP:

TELEPPONE: (

CONTACT PERSON/S: POSITION:

TARGETED GROUP/S:

PROGRAM OBJECTIVES:

PROGRAM METHODS EMPLOYED:

POSITIVE OUTCOME INDICATORS:

ANNUAL NUMBER OF PERSONS SERVED (UNDUPLICATED):

OTHER PROGRAM INFORMATION:

(USE ADDITIONAL SHEETS AS NECESSARY)
93



COMMUNITY NAME:

COMMUNITY-BASED
ALCOHOL/SUBSTANCE ABUSE

PRIMARY PREVENTION INVENTORY

PART 1 - DEMOGRAPHICS

DATE:

YEAR: (i.e. 1985-1986)

IHS AREA CODE: NAME:

IHS SERVICE UNIT CODE: NAME:

RESPONSIBLE PERSON:

ADDRESS:

CITY: STATE: ZIP:

PHONE: (

TARGET POPULATION: (check as many as appropriate)

PARENTS

SINGLE PARENTS

WOMEN

MEN

AGE OVER 65

YOUTH

TRIBAL EMPLOYEES

GOVERNMENT EMPLOYEES

OTHERS, specify:
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COMMUNITY NAME:

COMMUNITY-BASED
ALCOHOL/SUBSTANCE ABUSE

PRIMARY PREVENTION INVENTORY

PART 2 - INVENTORY

DATE:

YEAR: (i.e. 1985-1986)

IHS AMA CODE AND SERVICE UNIT CODE / / /

1. PROGRAM JUSTIFICATION FOR PLANNING ALCOHOL/SUBSTANCE ABUSE CURRICULUM:
(check as many as applicable)

Fetal Alcohol Syndrome

Fetal Alcohol Effect

Alcohol/substance abuse related arrests

Alcohol/substance abuse related family violence

Alcohol/substance abuse related child abuse/neglect

Alcohol/substance abuse related accident

Vehicle

Drowning

Fire

Smokeless tobacco

Alcohol/substance abuse related pregnancies

Alcohol/substance abuse related morbidity and mortality

Cirrhosis

Acute hospital/clinic admissions

Homicides

Suicides

Trauma

Others, specify:

95
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PART 2 - INVENTORY
(CONTINUED)

2. NETWORKING WITH COMMUNITY GROUPS:
(From the groups listed below, please indicate the number of individuals
who participated in the community-sponsored alcohol /substance abuse
prevention program activities)

IHS Tribal

BIA School

CHR progr.?.m Church

Parents

Alcoholism /Substance Abuse Program

Others, specify:

3. TYPES OF PROGRAMS USED IN YOUR COMMUNITY:
(Check as many as applicable)

BABES

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

Project CHARLIE

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

96 .10



PART 2 - INVENTORY
(CONTINUED)

DARE to be You

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

Here's Looking at You

Number of sessions

Number of students

Trails

Frequency

weekly

bi-monthly

monthly

other

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

97
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PART 2 - INVENTORY

(CONTINUED;

Chemical People

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

Circle of Like

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

or

Parent Effectiveness Training

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

981



FART 2 - INVENTORY
(CONTINUED)

Children of Alcoholics

Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

Locally Self-Developed Program_
Number of sessions

Number of students

Frequency

weekly

bi-monthly

monthly

other

Others, specify:

99
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PART 2 - INVENTORY
(CONTINUED)

4. CONTENT AREAS INCLUDE" IN PROGRAM:
(check as many as applicable)

Decision making skills development

Alcohol/substance abuse education

Effective parenting

Awareness of community resources

Single parenting activities

Building self-esteem (concept) and coping skills

Family bonding and enrichment

Developing mutual-help and self-help support groups

Creating health promotion/disease prevention activities

Others, specify:

5. ENTER THE NUMBER OF PARTICIPANTS INVOLVED IN THE TEACHING OF PREVENTION
PROGRAMS FROM THE GROUP/S BELOW:

Tribal

School

IHS

Parents

BIA

Others, specify:
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PART 2 INVENTORY
(CONTINUED)

6. INDICATE TYPES OF MASS MEDIA RESOURCES USED TO HELP PREVENT
ALCOHOL/SUBSTANCE ABUSE BY YOUR COMMUNITY:
(check all that apply, enter amounts if a'plicable)

TV/Cable TV

Total number of spots

Number of different messages

Radio

Posters

Total number of spots

Number of different messages

Number of different posters

Pamphlets

Number of different pamphlets

Number of different messages

7. INDICATE TYPES C7 PREVENTIVE INTERVENTION ACTIVITIES PROVIDED BY YOUR
COMMUNITY: (check all that apply)

Other

SADD

MADD

Chemical People

Workshops/Training

Self help/Support groups

Alcohol/Substance abuse counseling/referral

Defensive Driving Course

Employee Health Promotion

Summer Camps

Drivers Education

Others, specify:

101



PART 2 - INVENTOR?

(CONTINUED)

8. SPECIFY PROGRAM EVALUATION TECHNIQUES USED BY YOUR COMMUNITY:

Questionnaires

Opinionnaires

Attitudinal Scales

Interviews and conversations

Observation schedules and interaction analyses

Active participation and participant observer

Historical, biograhic and anecdotal

Rating scales and checklists

9. CHECK ALL THE POSITIVE OUTCOME INDICATORS LISTED BELOW WHICH RESULTED FROM
YOUR PREVENTION PROGRAM ACTIVITIES:
(Please justify with pertinent data)

Conducted workshops/training

Increased participation in outreach programs

Reduced alcohol/substance abuse related:

Accidents

Arrests

Famil.; violence

Child abuse/neglect

Teen-age pregnancy

Cirrhosis

Acute episodes of hospital/clinic admission

Homicide

Suicide

Trauma

Reduced Fetal Alcohol Syndrome

Reduced Fetal Alcohol Effects

Reduced alcohol/substance abuse

Others, specify:
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