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The Prevention Enhancement Protocols System (PEPS) series was initiated by the
Center for Substance Abuse Prevention in the Substance Abuse and Mental Health
Services Administration (CSAP/SAMHSA) to systematically evaluate both research
and practice evidence on substance abuse prevention and make recommendations
for the field. In doing so, PEPS strives to maximize the prevention efforts of State
" substance abuse prevention agencies, practitioners, and local communities.

Prakash L. Grover, Ph.D., M.PH., is the‘program director of PEPS and the Execu-
tive Editor of this guideline series for CSAP. Mary Davis, Dr.PH., succeeded by
Robert Bozzo, served as team leader for PEPS staff during the development process.
With assistance from the Expert Panel, the PEPS staff—primarily Mim Landry,
Susan Weber, and Deborah Shuman—wrote and edited the Reference Guide through
several iterations. Karol Kumpfer, Ph.D., panel chair, was a major contributor to
Chapter 2. Donna Dean wrote the Practitioner’s Guide and the Community Guide,
based on the evidence summarized in the main guideline.

Exhaustive review of the documents was conducted by Robert W. Denniston, Mark
Weber, and Tom Vischi. Clarese Holden served as the Government Project Officer
of the Prevention Technical Assistance to States (PTATS) project, under which this
publication was produced.

The presentations herein are those of the Expert Panel and do not necessarily reflect
the opinions, official policy, or position of CSAP, SAMHSA, or the U.S. Depart-
ment of Health and Human Services.

This publication was prepared for the Substance Abuse and Mental Health Services
Administration (SAMHSA), CSAP, by Birch & Davis Associates, Inc. (Contract No.
277-92-1011).
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Foreword

he Center for Substance Abuse Prevention in the Substance Abuse and

Mental Health Services Administration (CSAP/SAMHSA) is committed

to enhancing prevention activities as planned and implemented by feder-
ally funded State agencies and community-based organizations across the country.
Through a participatory process involving policymakers, researchers, program man-
agers, and practitioners, the Prevention Enhancement Protocols System (PEPS) is
generating products that can substantially improve planning and management of
prevention programs, consolidate and focus prevention interventions, and poten-
tially serve as the foundation for prevention studies.

CSAP selected the topic of family-centered prevention approaches because problems
of substance abuse among adolescents are pervasive, serious, and usually embedded
in multiple issues of adolescent antisocial behavior relating to mental health, delin-
quency, violence, poverty, and parental and family incapacities. Additionally, etio-
logical and intervention research is increasingly demonstrating how adolescent
problems of antisocial behavior have roots in the family’s structure and in the greater
community in which the family exists. On both national and local levels, govern-
ment, communities, and organizations are interested in finding ways to more effec-
tively support families in their efforts to meet the needs of their children.

This guideline is designed for broad use. Its intended audiences include not only
State substance abuse agencies but also national, State, and local organizations that
address issues relating to children and families, such as substance abuse, delinquency,
child health and welfare, and family support. It is a practical, detailed guide for
considering the advantages and disadvantages of specific interventions and for plan-
ning prevention initiatives in the community. 4

The most important aspect of PEPS is the use of systematic protocols to prepare
guidelines such as this one. Ultimately, the overarching methodological accomplish-
ments of PEPS may have far greater influence than any single guideline, for they will
have given birth to a tradition of development and dissemination of science-based

recommendations for the substance abuse prevention field.

Nelba Chavez, Ph.D. : Karol Kumpfer, Ph.D.

Administrator Director

SAMHSA Center for Substance Abuse Prevention,
‘ SAMHSA
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About This Guideline

he Prevention Enhancement Protocols System (PEPS) is a systematic and

analytical process that synthesizes a body of knowledge on specific preven-

tion topics. It was created by the Division of State and Community Systems
Development of the Center for Substance Abuse Prevention in the Substance Abuse
and Mental Health Services Administration (CSAP/SAMHSA) primarily to sup-
port and strengthen the efforts of State and territorial agencies responsible for
substance abuse prevention activities. The PEPS program is CSAP’s response to
the field’s need to know “what works,” and is an acceptance of the responsibility
for leading the field with current information supported by the best scientific knowl-
edge available. ' )

This second guideline in the PEPS series summarizes state-of-the-art approaches
and interventions designed to strengthen the role of families in substance abuse
prevention. This topic was chosen in response to the field’s expressed need for direc-
tion and in recognition of the important role of the family as the first line of defense
against the dangerous, insidious, and addictive consequences of substance abuse.

THE PEPS DEVELOPMENT PROCESS

The development of a PEPS guideline begins with the deliberations of a Planning
Group comprising nationally known researchers and practitioners in the field of
substance abuse prevention. With input from their colleagues in the field, these
experts identify a topic area that meets pre-established criteria for developing a guide-
line. A Federal Resource Panel (FRP) with representatives from appropriate Federal
agencies then convenes to discuss the proposed content of the guideline. The FRP,
taking into consideration recommendations from CSAP and the PEPS Planning
Group, identifies those experts in the field best suited to serve on an Expert Panel for
the chosen topic.

Once formulated, the Expert Panel meets to determine the scope of the problem to
be addressed in the guideline. The PEPS staff conducts exhaustive searches for rel-
evant research and practice information, guided by the knowledge of the Expert
Panel and its chair. The studies and practice cases found are extensively analyzed and
their findings compiled and presented in draft form according to the similarity of
the prevention approaches used.
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A subpanel of selected Expert Panel members then meets to apply the PEPS Rules of
Evidence (described later in this section) to formulate summary judgments on the
quality of the research and practice evidence, by approach, and to develop recom-
mendations for the prevention field. This draft is reviewed by the full panel. A re-
vised version of the guideline, including the revisions of the Expert Panel, is distributed
for extensive review by the field. The critique and analysis received are used to fur-
ther refine and increase the accuracy, readability, and presentation of the guideline.

PEPS SERIES GOALS

The primary goal of PEPS is to develop a systematic and consistent process for im-
provement of substance abuse prevention practice and research. Its objectives are to

* synthesize research and practice evidence on selected topics,

*  present recommendations for effective substance abuse prevention strategies
in versions suitable for several target audiences,

* ensure that PEPS products receive optimal dissemination among target
audiences, and

* monitor the usefulness and relevance of PEPS products.

Although lessons from available science are distilled and specific recommendations
are made, this guideline is not a “how-to” handbook, nor is it a prescriptive preven-
tion planning guide. Audiences for PEPS products include State prevention agen-
cies, other Federal and State authorities, and community-based organizations
addressing the problems of substance abuse or serving populations at high risk. There-
fore, targeted users of PEPS guidelines include policy analysts and decisionmakers,
who need sound data to justify funding for prevention planning; State agency and
community-based administrators and managers, who will find the series useful in
allocating resources and planning programs; researchers, who will receive guidance
on the need for future studies; and practitioners, who will find recommendations for
programming options that are most appropriate for the populations they serve.

THE SCOPE OF THIS GUIDELINE

Preventing Substance Abuse Among Children and Adolescents: Family-Centered
Approaches focuses on research and practice evidence for a select number of approaches
to the prevention of family-related problems. The criteria used for inclusion of stud-
ies in this guideline (described in appendix B) excluded some research and practice
evidence. Although other conceptual or practice approaches do exist, sufficient docu-
mentation of their use is not yet available. This guideline describes the following
three prevention approaches: .

12
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1. Parent and Family Skills Training.
2. Family In-Home Support.
3. Family Therapy.

The information included in this guideline was used to develop two additional pub-
lications: a Practitioners’ Guide and a Parents’ and Community Guide. The Practi-
tioners’ Guide summarizes much of the information in this guideline and highlights
practical information that is most useful to those directly involved in planning and
implementing prevention programs. The Parents’ and Community Guide provides
a brief overview of substance abuse problems and courses of action for concerned

citizens, and provides tips for becoming involved in family-centered prevention.

LEVELS OF EVIDENCE

At the heart of the guideline development process are several concepts concerning

the weight of evidence that makes research or practice information strong enough to
serve as the basis for recommendations. Because these concepts are at the foundation
of understanding the rigorous process used to develop this guideline, they are ex-
plained in detail in this introductory section.

The term research evidence refers to the research-based body of knowledge that exists
for a specific prevention approach. This information is gained from scientific inves-
tigations that range in design rigor from experimental to quasi-experimental to
nonexperimental. The term practice evidence describes information gained from pre-
vention practice cases, information generally presented in the form of well-designed
and -executed case studies that include process evaluation information on program
implementation and procedures.

In chapter 3, the description of each prevention approach includes at least one shaded
box that presents information on levels of evidence. These boxes highlight the con-
sensus of the Expert Panel on conclusions that can reasonably be drawn from an
analysis of the research and/or practice evidence for each approach. These boxes also
indicate the strength of the level of cumulative evidence supporting the conclusions.
The criteria for assigning levels of evidence are shown in the following boxes. The
first three categories for level of evidence indicate the extent of research and practice
evidence for rating the varying degrees of confirmation of positive effect. The fourth
category applies to research and practice evidence indicating that a prevention ap-
proach is. ineffective. ‘

i3
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Strong Level of Evidence

a. Consistent positive results of strong or medium effect from a series of studies,
including:

e At least three well-executed studies of experimental or quasi-experimental design
OR |
* Two well-executed studies of experimental or quasi-experimental design
AND
¢ Consistent results from at least three case studies
b. The use of at least two different methodologies
¢. Unambiguous time ordering of intervention and results

d. A plausible conceptual model ruling out or.controlling for alternative causal paths or
explanations

Application. This level of evidence means that practitioners can use a prevention approach

with the most assurance that the approach can produce the particular effect specified in
the evidence statement.

Medium Level of Evidence
a. Consistent positive results from a series of studies, including:
* Atleast two well-executed studies with experimental or quasi-experimental designs
OR

¢ Atleast one well-executed study and three prevention case studies sh owing statisti-
cally significant or qualitatively clear effects

b. The use of at least two different methodologies
¢. Unambiguous time ordering of intervention and results when so measured

d. A plausible conceptual model, whether or not competing explanations have bq’en ruled
out .

Application. This level of evidence means that although the number or rigor of the studies
reviewed is limited at this time, there is still substantial support for a prevention approach’s
ability to produce the particular effect specified in the evidence statement. Practitioners

can proceed but should exercise discretion in application and in assessment of process
and outcomes. :

14
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Suggestive but Insufficient Evidence

This category is used to describe research and/or practice evidence that {1) is based on a
plausible conceptual model or on previous research and (2) is being demonstrated in
rigorous evaluation studies or appropriate intervention programs currently in process.

One of two conditions typically causes evidence to be described as suggestive but insuf-
ficient: .

a. In the first condition, the evidence, although limited, appears to support a conclusion,
but additional research is needed to fully support the conclusion. This condition often
applies to areas in which there has been little study, such as those that are impractical
to research or new areas of study.

b. A second condition involves equivocal results. In this condition, a specific conclusion
is supported in some studies but is not supported in others.

Application. This level of evidence.means that the prevention approach has shown prom-
ise for the effect specified but should be regarded as not well documented. Practitioners
should be cautious about undertaking approaches with this level of evidence. However,
depending on local circumstances, should the approach fit the situation and merit adop-
tion, special attention should be given to its systematic testing and documentation.

Substantial Evidence of Ineffectiveness

This category describes research and practice evidence demonstrating that a prevention
approach is not effective. The criterion for inclusion in this category is the absence of a
statistically significant effect or a statistically significant negative effect in a majority of
well-executed studies, including at least two quantitative studies with sample sizes suffi-
cient to test for the significance of the effect. :

Application. This level of evidence means that the approach has not demonstrated the
intended results or has shown negative findings for the particular effect specified. Practi-
tioners should avoid these approaches because they offer no promise of success at this
time.

Using Levels of Evidence in Program Planning

Because prevention activities vary in their emphasis, scope, and content, no two
research studies or practice cases are the same. As they differ in the subjects of evalu-
ation and in the methods used, it is difficult to reach a single conclusion about a

particular approach. Additionally, there may be varying levels of evidence for differ-

ent desired results of a prevention approach, as shown by similar findings from more
than one study. Therefore, more than one evidence statement may be made to iden-
tify and rate conclusions that can be drawn from evidence available on a single ap-
proach. For instance, studies may show that a prevention approach has strong evidence
for attaining a desired effect in the short term, but suggestive bur insufficient evidence
for sustaining that effect over time.

| BEST COPY AVAILABLE
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The prevention approaches presented in this guide should be considered in light of
local circumstances; it may not be feasible to implement only those approaches with
a strong level of evidence. Local needs, interests, resources, and abilities—as well as
the level of evidence—must all be considered when planners and practitioners make
program development choices.

RECOMMENDATIONS FOR PRACTICE

Following analysis of evidence for each approach, a special section outlines recom-
mendations for practice. This section presents the PEPS Expert Panel members’
recommendations, suggestions, observations, and interpretations regarding the pre-
vention approach evaluated in the preceding text. General recommendations and
suggestions that are applicable to more than one prevention approach appear later in
the chapter. |

Types of Recommendations

The recommendations for practice vary considerably in nature and intent. Some are
practical suggestions for optimal implementation of a particular intervention while
others suggest techniques and cautions to avoid problems. A few are practical obser-
vations about what to expect during certain prevention activities. Others interpret
research findings or illustrate the practical context of prevention efforts. Some rec-
ommendations reflect expert opinions of the panel members, such as assumptions
and hypotheses that drive certain prevention activities. Many represent “best prac-
tices” among prevention experts. Some recommendations relate to implementation
of specific prevention interventions. (A comprehensive discussion of implementa-
tion is presented in chapter 4.)

Basis of Recommendations

These recommendations are based on the research and practice evidence reviewed in
the Analysis of Evidence section, additional evidence not described in the section,
and the professional experience and opinions of Expert Panel members. Many rec-
ommendations are derived from the experiences of Expert Panel members involved

with research or practice activities that are not explicitly described in this chapter.

These recommendations represent the transfer of practical information from pre-
vention research and practice experts to prevention decisionmakers, such as State
and local prevention authorities, other prevention practitioners and researchers, and
members of community prevention organizations.

Y
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A REQUEST TO READERS

Based on comments received from users of the first guideline, Reducing Tobacco Use
Among Youth: Community-Based Approaches, several significant changes have been
made in the structure and presentation of this publication. CSAP actively seeks a
continuing dialog with its constituents on the extent to which they find this series
useful and the ways in which future guidelines may be improved. Therefore, com-
ments are actively solicited for inclusion in revisions of this guideline or in produc-
tion of future guidelines. They should be referred to: PEPS Program Director, Division
of State and Community Systems Development, Center for Substance Abuse Pre-
vention, SAMHSA, 5600 Fishers Lane, Rockwall II, Rockville, MD 20857.
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Introduction

“major focus throughout our society is the importance of the family in
sustaining the foundations of American values; cultures; and religious, educa-
A tional, economic, and community institutions. Increasingly, however, there
are significant indications that our Nation’s children are having difficulty acquiring
the skills necessary to become competent, caring adults who can live
together peacefully and productively in communities. In the face of tre-  §ometime in early to
mendous stresses in society and often in the family itself, many parents middle adolescence,

worry about their ability to help their children develop the values and
many young people

begin to use and
abuse alcohol,

skills that will enable them to succeed as adults.

In particular, there is recognition that in early to middle adolescence
(and sometimes earlier), many young people begin to use and abuse al-
cohol, tobacco, and illicit drugs. For many of these young people, sub- tobacco,

stance abuse is only the most recent manifestation of antisocial or other ~a@nd illicit drugs.
problem behaviors that developed during childhood years, a time when

they were most closely supervised by their families. For a variety of reasons, their

families were unable to prevent or arrest these early problems and the later onset of

substance abuse in their children. When these problems escalate during early adult-

hood, the result is often a lack of motivation or an antipathy toward the pursuit of

socially approved pathways to income and-education. These young adults may then,

in turn, be unable to effectively nurture their own children. Some may use violence

as a primary problem-solving tool.

There is increasing recognition that such problems do not merely characterize a few
very troubled youth, but are found in significant numbers of American families.
And although it is clear that the problems of substance abuse are not necessarily
associated with poverty, families with limited social and economic resources are par-

ticularly vulnerable.

However, family problems do not exist in isolation. They also exist and must be
addressed within communities. The policies, resources, attitudes, and support net-
works found within a community can provide opportunities for families to learn
healthy ways to meet their needs and address their problems.

The purpose of this guideline is to present the audience with ways to work with
families to address the risks that may lead children to substance abuse. The preven-
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tion approaches described here are based on both research and practice evidence on

family-centered strategies to prevent substance abuse among youth.

RATIONALE FOR THE FAMILY AS A FOCAL POINT FOR SUBSTANCE ABUSE
PREVENTION

Family and community life are the contexts within which young children cultivate
desired prosocial behaviors that will lay the foundation for adolescent development.
Children develop over time, learning, relearning, and adding new skills in each de-
velopmental period in their lives. As they grow, living within the context of the

nurturing available from their parents and life experiences that may be enhancing or

-damaging, they undergo successes and failures, gains and losses, growth and set-

backs. As they grow older, the influence of peers plays an increasing role in their
lives. Some children emerge into adolescence with advanced prosocial skills, whereas
others may have many problems (biological or interpersonal) that inhibit develop-
ment of these skills. A child’s limitations in coping with some of the problems that
are known risk factors for substance abuse can be the precursor from which adoles-
cent substance abuse emerges.

Although substantial accuracy can be claimed for the foregoing portrait of children,
families, and communities, practitioners of substance abuse prevention often do not
design their interventions accordingly. Frequently, they do not begin addressing the
problem until adolescence, although data indicate that it begins in childhood. Fur-
ther, they overwhelmingly promote school-based prevention strategies that target
the child or adoléscent and his or her peers, but neglect the family context. Finally,
although it is well documented that the capacities of families are related to the sup-
port they receive from the communities in which they live, the presence of that
support, as well as gaps and needs in support systems, are rarely acknowledged or
assessed in preparing for prevention interventions. This guideline presents preven-
tion approaches that take these factors into account, demonstrating evidence of ef-
fectiveness.

Family Life and the Development of Children

Family life provides the critical context for the nurturing and development of chil-
dren into healthy, competent, and caring adults. For some, this context includes one
or two parents and siblings. For others, this context includes an extended network of
family members who are biologically related or who are “like family.” For still oth-
ers, this context includes a community of people, such as a church community, a
cultural community, or a closely knit neighborhood, with whom the family closely
identifies and who are committed to the joint effort of raising their children.

The members of a family, however defined, are interdependent in their functioning.

Each has roles and responsibilities that are crucial to the success and support of the

1 .
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entire family. Whatever limits or weakens the capacity of one member to carry out
his or her roles or responsibilities weakens the entire family. Likewise, the steps

“taken to strengthen the entire family have a positive impact on all family members.

Community Life as the Context for Families

Children need families that have time for them; that eschew violence and discord as
methods for solving problems; that have values and rules that sustain and protect
their family life together; that keep them safe and protected; and that meet basic
needs, such as food, housing, health care, and education. Just as children need the
nurturing, stimulation, protection, and resources that caring adults can provide, fami-
lies need such support from a caring community. All families need decent housing,
safe neighborhoods, adequate schools, access to health care, income from employ-
ment, and respect from others for their culture. Some families meet these needs with
relative ease and require only occasional support for specific problems that may arise.
Others have greater difficulties and need protracted support and assistance.

A smaller percentage of families have the greatest need for resources and support but
have only marginal capacities to find and use those resources. These families may
need active intervention to ensure the protection of children and family members.
Even for these families, however, interventions must involve them fully in the solu-

tions, build on family strengths, and preserve family integrity.

DEFINITIONS USED IN THIS GUIDELINE

A number of terms used throughout this guideline have specific meanings within
the context of family-centered prevention. These terms are defined and discussed
here to assist the reader in using the guideline.

Family

This guideline addresses interventions for families with school-aged children (par-
ents or parent figures who are raising children between 5 and 18 years of age). For
the purposes of this guideline, therefore, family is defined as parents (or persons
serving as parents) and children who are related either through biology or through
assignment of guardianship, whether formally (by law) or informally, and who are
actively involved together in family life—sharing a social network, material and
emotional resources, and sources of support. Persons serving as parents can be foster,
adoptive, or divorced parents, stepparents, or extended family members or friends
with formal or informal guardianship of children. In a given household, the family
may include one or two parents and/or guardians, children, extended family mem-
bers, and other individuals regularly living there who are involved in the ongoing
care of the children.

Preventing Substance Abuse Among Children and Adolescents o O
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Prevention

As most who work in the field of prevention are aware, agreement on a definition of
prevention is problematic. The traditional definition, which has been used for a
broad range of prevention efforts, draws upon the public health classification system
of disease prevention first proposed by the Commission on Chronic Illness in 1957,
cited in the Institute of Medicine (1994). According to this schema:

*  Primary prevention efforts seek to decrease the number of new cases of a
disorder.

»  Secondary prevention efforts seek to lower the rate of established cases.

»  Tertiary prevention efforts seek to decrease the amount of incapacity associated
with an existing condition.

According to the above public health definitions, primary prevention efforts are suit-
able for the general population, secondary prevention efforts focus on high-risk popu-
lations that are beginning to exhibit a problem, and tertiary prevention efforts address
the needs of persons who are already experiencing a problem. This traditional defi-
nition of prevention, however, has become increasingly difficult to apply because of
the complexity of biological, psychological, and social factors associated with sub-
stance abuse and the interplay between risk factors and mitigating protective mecha-
nisms. Targeted populations and the interventions directed toward them do not fall
neatly into one slot. It has become increasingly difficult to make distinctions be-
tween prevention and treatment.

An alternative classification scheme for prevention offered by Gordon (1983, 1987;
also cited in Institute of Medicine, 1994) is used in this guideline. Gordon has op-
erationally classified prevention measures on the basis of the population groups for
which they are optimally used, incorporating an assessment of the benefits and the
costs of addressing various populations. In the application of this scheme to
family-centered substance abuse prevention, the benefits of addressing populations
at various degrees of risk for substance abuse are weighed against the cost to society

of carrying out interventions with these families.

Gordon defined the three categories of universal, selective, and indicated preventive
measures as follows:

*  Universal Preventive Measures are directed toward a general population. In
the context of family-centered substance abuse prevention, universal mea-
sures are directed to general population groups that have not been identified
on the basis of risk factors related to substance abuse (i.e., have no known
risks) but for whom exposure to prevention strategies could reduce the possi-
bility of substance abuse.
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Universal prevention strategies are beneficial in that they address a wide-ranging
audience that includes everyone who might possibly gain something. Although
a universal preventive measure can be brief, resulting in a low cost per family,
some costs will be incurred in providing prevention strategies to families who

do not need them.

Selective Preventive Measures are directed to members of subgroups of the popu-
lation whose risk of developing problems is above average. In the context of
family-centered substance abuse prevention, selective measures are directed to
families with children who do not yet abuse substances but who, as a subgroup,
have an above average risk for developing substance abuse problems.

The benefit of selective preventive measures is derived from the opportunity to
focus intensively on groups of families who may have a greater than average

need for these interventions. These tailored interventions may be more expen- .

sive per family, and costs may be incurred for families who do not engage in or
sustain participation in the program.

Indicated Preventive Measures are applied to individuals who, on examina-
tion, are found to manifest a risk factor, condition, or abnormality that iden-
tifies them as being at high risk for the future development of a problem.
When used in the context of family-centered substance abuse prevention,

indicated measures are directed to specific families (as opposed to subgroups

of families) whose children are not abusing substances but who have known,
identified risk factors for doing so.

The benefit of using indicated preventive measures lies in the capacity to target
those families with the most serious problems and to design interventions to
meet their specific needs. These interventions have a high cost per family; these
families are beset by such serious difficulties that the interventions must be
lengthy and comprehensive to be successful. Further, families with these diffi-
culties are often unable to marshal the motivation and resources needed to
participate or remain in the program until they can realize its full benefits.

Families receiving prevention interventions that employ universal and selective mea-
sures are usually recruited from general populations or from higher risk subgroups.
For this reason, these interventions are likely to include families at higher risk than
the intervention is intended to address. Thus, it is important that these interven-
tions incorporate referral resources for families who may need more assistance than

the intervention is designed to provide.

In making complex decisions about the choice of substance abuse interventions, this
set of definitions is likely to be more helpful to program developers than the tradi-
tional set. Program developers can use this framework to make relative judgments-
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by weighing numerous factors, including benefits and costs, rather than thinking
only in terms of three exclusive choices. Local communities can decide which risk
factors to target based on the interplay of local community and family dynamics,
resources, and problems. Table I-1 summarizes aspects of this broader definition of
prevention that can be considered when making these decisions.

TABLE I-1:
Type of Measure

Characteristics of Substance Abuse Preventive Measures

Target Population*

Primary Goals

Primary Benefits

Cost Considerations

Universal

All families in a
common setting that
is not distinguished
by degree of risk (i.e.,
school district,
community, or
religious institution).

To teach parents and
children how to
recognize the risk
and protective
mechanisms for
substance abuse and
how to improve
family life to reduce
risks and enhance
protective factors.

Provides every
family with the basic
skills to address
general concerns
about substance
abuse and with a
knowledge base to
recognize substance
abuse risks and
problems.

Provides families
general support in
raising their children
to avoid substance
abuse problems.

Benefits communi-
ties by giving all
families a source of
support in prevent-
ing substance abuse.

High costs are
incurred by serving
everyone, including
families who do not
need help.

Cost per family can
be low because the
intervention is less

intensive than other
measures and does
not address specific
risks.

Selective

Families who share
common general risk
factors for substance
abuse, such as
economic depriva-
tion, single-parent
household, and
location of home in
high-risk community.

To teach parents and
children specific
skills to improve
family interaction
patterns and family
management
practices in order to
reduce risks of
antisocial behavior
and accompanying
substance abuse and
to enhance prosocial
behavior.

To provide families
with the opportunity
to practice skillsin a
supportive environ-
ment.

Benefits families and
children who may be
struggling with
unusual stress in
coping with difficul-
ties in their lives,
thus making them
more vulnerable to
substance abuse.

Offers support and
opportunities to
children and families
to prevent problems
from becoming more
serious.

Benefits communi-
ties by addressing
problems before they
become entrenched
in individuat families.

Costs are focused on
families who may
need extra help, and
interventions are
enhanced by
targeting high-risk
populations.

Intervention may be
more expensive per
family because of the
need to address the
specific risks of
participating
families.
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Type of Measure

Target Population*

Primary Goals

TABLE I-1: Characteristics of Substance Abuse Preventive .Measures {continued)

Primary Benefits

Cost Considerations

Indicated

Families with children
who already exhibit
diagnosed or
documented
antisocial behavior,
conduct disorder
problems, or other
behavior problems
that place them at risk
for substance abuse.

To provide parents
and families with
sustained therapeutic
counseling, thera-
peutically focused
parent or family skills
training, or in-home
services designed to
intervene in a
specific family.

Benefits families and
children who have
already diagnosed
problems, such as
antisocial behavior,
and communities that
are experiencing the
consequences of that
behavior.

To reduce the risks of
behavior problems
and accompanying
substance abuse and
enhance prosocial
behavior.

To provide extensive
opportunity for
families to integrate
new behavior
patterns and skills.

Interventions, and
therefore, costs are
targeted to those
most in need.

Cost per family is
high because
intervention
requires sustained,
intensive efforts by
a family therapist.

*For all measures, the target population is composed of families whose children are not abusing alcohol, tobacco, or illicit drugs.
SOURCE: Gordon, R. {1983). An operational classification of disease prevention. Public Health Reports 98{2),107-109.

Effectiveness

In this guideline, the term effectiveness is used to describe the degree to which a
prevention approach or intervention achieves specified objectives or outcomes. Pro-
gram evaluators generally use two terms when assessing the general concept of
effectiveness—“efficacy” and “effectiveness.” Efficacy evaluation is used when an
intervention is assessed under ideal program conditions—usually a well-funded
project conducted by researchers. Effectiveness evaluation assesses an intervention
under practice conditions—typically, the implementation of an intervention in the
field (Windsor, Baranowski, Clark, & Cutter, 1994). In this guideline, evidence
based on both types of effectiveness evaluation has been considered in reviewing
prevention interventions.

Substance Abuse

The term substance abuse broadly refers to the consumption of psychoactive drugs
in such a way as to significantly impair an individual’s physical, psychological, or
emotional health; inte‘rpersonal interactions; or functioning in work, school, or
social settings. With regard to minors, the term refers to their use of any psychoac-
tive substance that only adults may purchase (i.e., alcohol and tobacco) or of illicit
substances, including marijuana and hashish; cocaine and crack cocaine; heroin;

Preventing Substance Abuse Among Children and Adolescents
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phencyclidine (PCP); steroids; so-called “designer” drugs or illicit synthetics; inhal-
ants; and psychoactive prescription and nonprescription medications. According to
this definition, any level of use by minors of any of these substances is considered
substance abuse.

Antisocial and Other Problem Behaviors

Most families with children experience child conduct and behavior problems. These
behaviors vary greatly with regard to frequency, severity, type, impairment, and con-
sequences. Some children occasionally break minor rules, resulting in negligible con-
sequences, whereas others engage in persistent patterns of aggression and delinquency
whose consequences are more serious. The child problem behaviors experienced by
most families lie somewhere between these two extremes.

This guideline focuses on interventions designed for families with children who may
have behavior-related problems or disorders or both. Thus, in this document, the
term antisocial and other problem behaviors can describe either behavior-related prob-
lems or behavior-related disorders or both.

Behavior-Related Problems

Children with behavior problems that are isolated or intermittent can be said to
have behavior-related problems. These problems, which may be characterized by
episodes of impulsiveness, aggression, destruction, negativity, disobedience, and hy-
peractivity, are not part of a persistent behavior pattern and vary in severity and
seriousness of their consequences. For instance, occasional episodes of impulsiveness
or disobedience are often considered a natural part of the development process and
require no professional attention. In other cases, serious but intermittent episodes of
aggression or destruction may prompt parents to seek help with child management.
In this guideline, families receiving interventions using selective or universal mea-
sures for preventing substance abuse are considered likely to have children with
behavior-related problems. »

Behavior-Related Disorders

Children with behavior problems that occur in persistent patterns and characteristic
clusters and that cause clinically significant impairment are said to have
behavior-related disorders. These disorders are defined by mental health profession-
als as mental disorders and often cause family distress that necessitates clinical man-
agement for the child and assistance for the parents. In this guideline, children of
families receiving interventions using indicated measures for preventing substance
abuse are likely to have one of a handful of mental disorders related to child conduct
problems. ‘
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In particular, disorders related to behavior and conduct problems include atten-
tion deficit hyperactivity disorder (ADHD), conduct disorder, and oppositional
defiant disorder. As is true for behavior-related problems, these disorders range in
intensity and impairment from mild to severe. Table I-2 illustrates the character-
istics of four disorders that are associated with child and adolescent conduct and
behavior problems.

TABLE I-2: Behavior-Related Disorders

Disorder Prominent Characteristics

Attention deficit Persistent pattern of inattention and/or hyperactivity and

hyperactivity disorder impulsivity.

Conduct disorder Repetitive and persistent pattern of violating the basic
rights of others or major age-appropriate societal norms
or rules. -

Can include aggression to people and animals, destruc- '
tion of property, deceitfulness or theft, and serious
violation of rules.

Oppositional defiant disorder Recurrent pattern of negative, defiant, disobedient, and
hostile behavior toward authority figures.

. Includes some features of conduct disorder but does not
include the persistent pattern of violating the rights of
others or major societal norms or rules.

Adjustment disorder Clinically significant emotional or behavioral symptoms in
response to a psychosocial stressor.

Includes distress in excess of expectations or significant
impairment in social or academic functioning.

SOURCE: Adapted from American Psychiatric Association. (1994). Diagnostic and statistical manual of
mental disorders (4th ed.). Washington, DC: Author.

CONTENT OF THE GUIDELINE

Each of the five chapters of this guideline explores a different aspect of family-centered
approaches for preventing substance abuse among children and adolescents.

Chapter 1, Substance Abuse Problems and the Status of the American Family, de-
scribes the status of families in American society with respect to key demographics
and statistics about the problem of substance abuse in families, specifically for women
and youth. Following the discussion of the patterns of substance use in the general
population, in women, and in adolescents, as well as an overview of the risks associ-
ated with adolescent substance abuse, is a description of the stressors that create an
environment in which both children and adults are at high risk for substance abuse.
Chapter 1 provides the rationale underlying the family-centered prevention approaches
discussed in the remainder of the guideline.

[ Fa)
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Chapter 2, Risk and Protective Factors and Developmental Models in the Etiology of
Substance Abuse, explores the factors in children’s lives that predispose them to, or
protect them from, the risk of substance abuse. The complex and interrelated cit-
cumstances that make it likely that a child will abuse drugs in adolescence have been
studied extensively by many researchers. Increasingly, investigators are also examin-

_ing those mechanisms that interact with these risk factors to prevent or ameliorate

their effects. This chapter explores the ways in which these risk and protective fac-
tors interact and the etiological models that explain how substance abuse and other
antisocial behaviors develop in young people. Finally, a brief overview is given of the
prevention approaches that are based on these etiological models and that are pre-
sented in greater detail in chapter 3.

Chapter 3, Analysis of Evidence and Recommendations for Practice, presents an analysis
of the effectiveness of three family-centered approaches to the prevention of sub-
stance abuse in youth: parent and family training, family in-home support, and fam-
ily therapy. The chapter includes an analysis of research and practice evidence for
these prevention approaches as well as suggestions, recommendations, and interpre-
tations from the Prevention Enhancement Protocols System (PEPS) Expert Panel.

Chapter 4, Program Development and Delivery of Family-Centered Prevention Ap-
proaches, discusses appropriate methods to assess, plan, deliver, and evaluate
family-centered approaches to prevent substance abuse. This chapter describes spe-
cific issues that practitioners should address to maximize the effectiveness of imple-
mentation efforts. It also includes relevant research and practice findings from chapter
3 that illustrate the challenges faced by practitioners during program development
and delivery.

Chapter 5, Emerging Areas of Research and Practice, explores two constructs, resil-
ience and family support, that are widely incorporated into prevention practice but
for which the level of research evidence is still relatively unknown. The stringent
evidence-based process for examining the prevention approaches presented in chap-
ter 3 resulted in the exclusion from that chapter of some issues that did not meet the
criteria for sufficient research and practice evidence; however, these issues may be of
great interest to practitioners. Therefore, chapter 5 presents the status of research
and evaluation of these two constructs to enable practitioners to take them into
account when planning interventions.

INCLUSION AND EXCLUSION OF RESEARCH AND PRACTICE

Chapters 2, 3, and 4 provide the reader with review, evaluation, and recommenda-
tions regarding three family-centered prevention approaches: parent and family train-
ing, in-home support services, and family therapy. However, the broad field of
family-centered prevention is not limited to these approaches. Especially in chapter
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3, decisions to include or exclude family-centered prevention approaches were based
on a selection protocol with-inclusion and exclusion criteria, the key inclusion crite-
ria being that sufficient research evidence be available to assess their effectiveness.
Appendix B provides a complete description of the research and practice search pro-
tocols used to develop this guideline.

Adequacy of Evidence

The first criterion for inclusion was that a potential prevention approach have suffi-
cient research and practice evidence—that is, enough research studies and practice
cases must have existed to be reviewed and evaluated. A prevention approach must
have been addressed by at least three intervention research studies. Prevention ap-
proaches having practice evidence but no research evidence were excluded. Many
prevention practice cases were excluded because the programs did not sufficiently
document process evaluation activities. Prevention approaches that were excluded

on the basis of insufficient research and practice evidence included parent leader-

ship, parent peer support, parent involvement in youth substance abuse prevention -

programs, parent-child activities, and parent education.

As stated earlier, because of an inadequacy of research evidence, two potential pre-
vention approaches, resilience and family support, were excluded from formal re-
view and analysis in chapter 3. However, they are described and reviewed in chapter

5 as emerging areas of research and practice.
Relevance to Topic

Research evidence was evaluated with regard to relevance to the topic of
family-centered substance abuse prevention and application of an intervention to
prevent substance abuse among children and adolescents. The criteria stated that
the child, rather than the family, was the target of prevention efforts; the treatment
group had to comprise more than 10 subjects; the intervention study had to have
relevant outcome measures; the target children had to be at least 5 years old; and the
target children must not have been selected on the basis of a diagnosis of a substance

abuse disorder.

Treatment interventions for substance abuse among adolescents were not reviewed
in this guideline because this problem falls outside the definition of prevention used
here (see the earlier section, Definitions Used in This Guideline). For the purposes
of this guideline, however, programs that treat substance abuse problems of parents
in a family setting are considered to be prevention strategies, because they serve to
reduce the risk of substance abuse in the family’s children.

In summary, this guideline does not review and analyze all family-centered approaches
to preventing substance abuse among youth. Neither does this guideline provide an
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exhaustive review of all of the many types of practice programs currently in use.
Rather, it reviews and analyzes a group of family-centered prevention approaches for

" which there is sufficient research and practice evidence to evaluate and from which

to learn. Ideally, this information can help policymakers and decisionmakers, practi-
tioners, and researchers make informed decisions regarding family-centered substance
abuse prevention programs.

The process of developing this guideline series is based on recognition of the impor-
tance of the relationship between research and practice—and that substance abuse
research and practice greatly impact one another. It also illustrates that in some
areas, research is more advanced than prevention practice, but in other areas, re-
search must catch up. Most important, developing the PEPS guidelines reempha-
sizes the need for an ongoing dialog between research and practice and hence, between

researchers and practitioners.
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Substance Abuse
Problems and the
Status of the

American Family

ubstance abuse, which has been called the number one preventable

health problem in the United States (Robert Wood Johnson Foun-

dation, 1993), places tremendous psychological and financial bur-
dens on families. Because it is directly associated with emo-

tional and physical problems, substance abuse often results Many of the recent

in family disruption, financial problems, lost productivity, . .
changes in American

unemployment, and crime or legal problems (Liddle &
Dakof, 1995). : society have created

Many of the changes that have taken place in American stressors that place

society in recent decades have created and perpetuated stres-  families at increased
sors for families. These stressors create an environment  risk for substance
that places many children and adults at high risk for sub-  gpyse.

stance abuse. The fact that many of the adults who abuse

substances are parents results in important implications for the health and

well-being of their children.

An examination of these stressors and the patterns and trends of substance
use in American society can provide perspective on the scope of the chal-
lenges facing families today. Therefore, this chapter presents detailed infor-
mation on the breadth and extent of substance use in the United States,
including current trends among youth and women. An overview of some of
the changes that affect families, such as economic status, family structure,
and the rates of violent crimes, is also presented. Chapter 2 expands and
elaborates on this discussion in terms of factors that have been identified as
increasing children’s risk of developing substance abuse problems in their
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later years. Chapter 4 applies practical aspects of this information by describing
ways to address substance abuse problems in the community.

Many of the statistics presented here to describe the prevalence of substance use and
its consequences are derived from standardized national surveys. A description of
the survey methods used and the populations surveyed are provided in exhibit 1-1.

SUBSTANCE ABUSE IN THE UNITED STATES: THE
“There are more deaths, illnesses, ;‘ EXTENT OF THE PROBLEM

and disabilities from substance
abuse than from any other prevent-
able health condition. Of the two mil-

Although current rates of substance abuse in the United States
are substantially lower than during the late 1970s, in the past

lion U.S. deaths each year, more than l few years.the.re have been some reversals of this trend. This is
one in four is attributable to alcohol, |, particularly true among certain subgroups, such as adolescents,
ilticit drug, or tobacco use.” and in relation to certain drugs, such as marijuana. Irrespec-
(Robert Wood Johnson Foundation, ~tive of trends and fluctuations, the use of alcohol, tobacco, and
1993, p. 8) . illicit drugs is widespread in our society and is associated with.

an increased risk for a variety of health problems.
Patterns of Substance Use in the General Population

The number of current users of any illicit drug has declined from over 25 million to
13 million since 1979—a decline of nearly 50 percent. Changes in cocaine use have
contributed to this trend. For example, the number of current users of cocaine among
households has decreased from a peak of 5.7 million users in 1985 to 1.7 million in
1996—a decline of 70 percent (Substance Abuse and Mental Health Services Ad-
ministration [SAMHSA], 1997a). Also, the current use of marijuana is down from
23.8 million usersin 1979 to 10.1 million in 1996, a decline of 58 percent (SAMHSA,
1997a). Figure 1-1 illustrates the estimates of past-month substance use among
Americans aged 12 years and older during the period from 1979 through 1996
(SAMHSA, 1997a).

The National Household Survey on Drug Abuse provides estimates of the preva-
lence of use of a variety of drugs among the general population. The following 1996
survey results highlight the prevalence of substance use within the past month, gen-
erally considered a measure of current use (SAMHSA, 1997b):

o Illicit drug use—An estimated 13 million Americans report using any illicit
drug within the past month. (The number of current illicit drug users was at
its highest level in 1979, with 25 million users.)

o Cocaine use—An estimated 1.75 million Americans report using cocaine within

' the past month. This is a decrease from a peak of 5.7 million in 1985.

o Heroin use—Approximately 216,000 Americans report using heroin within

the past month, an increase from 68,000 in 1993.
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EXHIBIT 1-1: Sources of Information on Substance Abuse

This chapter presents information based in part on standardized and regularly
administered national surveys sponsored by the Federal Government to monitor
trends of substance use in the United States.

General Population

* The National Household Survey on Drug Abuse (NHSDA) began collect-
ing information on the use of alcohol, cigarettes, and illicit drugs in 1971
from a household sample that has subsequently been expanded to in-
clude the civilian noninstitutionalized U.S. population 12 years of age
and over. Until 1991, the NHSDA was conducted under the purview of
the National Institute on Drug Abuse (NIDA); in 1992, this responsibility
was assumed by the Substance Abuse and Mental Health Services Ad-
ministration.

Youth

* The Monitoring the Future Study is an annual school survey conducted
each spring by the University of Michigan Institute for Social Research
and is sponsored by NIDA. Until 1991, the stratified, random probability
sample comprised only high school seniors; after 1991, the survey was
expanded to include 8th and 10th graders. ’

¢ The Youth Risk Behavior Surveillance System (YRBSS) collects informa-
tion from a representative sample of youth aged 12 to 21 years. Youth
are surveyed on six categories of risk behaviors that contribute to the
leading causes of morbidity and mortality in the United States, including
use of alcohol, tobacco, marijuana, and cocaine. This survey began in
1990 under the sponsorship of the Centers for Disease Control and Pre-
vention. Because the sensitive data collection procedures emphasize
privacy, rates of substance use reported in the YRBSS are generally higher
than those in other surveys.

Women

The National Pregnancy and Health Survey was initiated with funding from NIDA
in 1992-1993 to provide information on the extent to which a random-probability
sample of women who had just given birth to a live infant had used substances
during pregnancy or during the 3 months before conception.

Criminal Offenders

The Survey of Inmates of Local Jails and the Survey of Inmates of State Correc-
tional Facilities are sponsored by the Bureau of Justice Statistics to collect infor-
mation on the use of drugs by offenders in the month before the index crime for
which a conviction was obtained.
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FIGURE 1-1: ESTIMATE OF PAST-MONTH SUBSTANCE USE AMONG U.S. POPULATION
12 YEARS AND OLDER, 1979-1996
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So-urce: Substance Abuse and Mental Health Services Administration. (1997a). Preliminary estimates from
the 1996 National Household Survey on Drug Abuse. Rockville, MD: Author, Office of Applied Studies.

o Alcohol use—An estimated 109 million Americans aged 12 and older report
using alcohol in the past month. About 32 million engaged in binge drinking
(five or more drinks on at least one occasion in the past month), and abour 11
million were heavy drinkers (five or more drinks per occasion on 5 days or

" more in the past 30 days).

‘e Cigarette use—An estimated 62 million Americans were current smokers in

~ 1996. This represents a smoking rate of 29 percent.

The effects of such substance use are seen in high rates of health problems, ranging
from sexually transmitted diseases (STDs) to accidents and injuries (Kann et al,
1996). Dependence on alcohol and other drugs is also associated with psychiatric
problems, including depression, anxiety, and antisocial personality disorder. The
problems correlated with specific drugs are described in the following sections.

Alcohol

Although definitions vary, the National Health Interview Survey.defines heavy drink-

ers as those who consume 2 or more alcoholic beverages per day or 14 or more per
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week. Chronic heavy use of alcohol is associated with liver disease, cancer, cardiovas-
cular disease, and neurologic effects (blackouts, dementia, seizures, and hallucina-
tions).

Alcohol is a factor in about half of all fatalities from motor vehicle crashes, homi-
cides, and suicides in the United States. Families of heavy drinkers are more likely
than others to be characterized by violence between spouses, child abuse, and a higher
than average likelihood of raising children who themselves become heavy drinkers.

Children in alcoholic families often exhibit emotional and adjustment difficulties, -

many of which are caused by the stress of living as children of alcoholic parents.
These difficulties include aggressive behaviors, conduct problems, difficulties with
peers, hyperactivity, and poor school performance (Robert Wood Johnson Founda-
tion, 1993). Other problems are caused by serious conditions related to fetal alcohol
syndrome, which is linked to alcohol consumption during pregnancy.

Tobacco

Tobacco use is the single most preventable cause of premature death in the United
States. Use of tobacco products jeopardizes health in many ways and substantially
increases health care costs. Tobacco-related illnesses are responsible for one in every
five deaths in the United States and are a direct contributor to four of the five leading
causes of death: Cardiovascular disease, cancer, cerebrovascular disease, and chronic
obstructive pulmonary disease (U.S. Department of Health and Human Services
[DHHS], 1993). Children whose parents smoke have more health problems than
others, including respiratory infections and decreased lung growth (Robert Wood
Johnson Foundation, 1993). Pregnant women who smoke increase their risk of mis-
carrying, delivering low-birth-weight babies, and experiencing obstetric complica-
tions (American College of Obstetricians and Gynecologists [ACOG], 1994; DHHS,
1991, 1993).

lllicit Drugs

In its survey of illicit drug use, the National Household Survey on Drug Abuse
(NHSDA) includes marijuana and hashish; cocaine, including crack cocaine; inhal-
ants; hallucinogens; heroin; and psychotherapeutic agents when used for nonmedi-
cal purposes. The 1996 NHSDA showed marijuana to be the illicit drug most
commonly used in the general population, reported by about 80 percent of those
aged 12 years and older who acknowledged illicit drug use within the month preced-
ing the survey (SAMHSA, 1997a). Weekly cocaine use (defined in the NHSDA as
use on 51 or more days within the past year) has remained relatively steady at a rate
of 0.2 to 0.4 percent since 1985 (SAMHSA, 1997a, 1995a). Similarly, the rates for
use of inhalants and nonmedical use of stimulants, sedatives, and tranquilizers have

generally remained stable or declined in the last few years (SAMHSA, 1997a). While
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low, the rate of past-month use of hallucinogens doubled between 1994 (1.1 per-
cent) and 1996 (2 percent).

Cocaine use can result in myocardial infarction, cardiac arrhythmia, and stroke and
can lead to eating disorders. Crack cocaine use has been associated with an increase
in STD rates among both adolescents and adults (DHHS, 1993; Johnson & Muf-
fler, 1992). In pregnant women, cocaine can affect the fetus, increasing the risk of
spontaneous abortion, pregnancy complications, fetal death, and congenital malfor-
mations (ACOG, 1994; Bingol, Fuchs, Diaz, Stone, & Gromisch, 1987; Handler,
Kistin, Davis, & Ferre, 1991). Because they are highly addictive, cocaine and crack
cocaine add significantly to the caseloads of drug treatment programs, the criminal
justice system, public health facilities, and child protective custody and foster care
systems.

Use of Multiple Drugs

Abuse of one substance seems to increase the likelihood for abuse of another. In the

1996 NHSDA, one-third of heavy drinkers also reported recent use of illicit drugs,

compared with 5.3 percent of current but not heavy users of alcohol and only 1.9

percent of persons currently abstaining from alcohol (SAMHSA, 1997a). Similarly,

current smokers are more likely than nonsmokers both to drink

oL I D T heavily and to use illicit drugs (SAMHSA, 1997a, 1995a).
Multiple Drug Use Patterns of Substance Abuse Among Women

e Among people aged 12 years

and older who smoked, ap-

proximately 13 percent re-

ported consuming five or more

drinks on 5 or more days in the

Although substance abuse among women is less prevalent than
among men, the health consequences for women may be greater.

In particular, use and abuse of addictive substances by women

previous month, and 15 percent | i their childbearing years harms their own health and
were current users of illicit . | well-being as well as that of their children.
drugs (SAMHSA, 1997a). |

o Incontrast,among nonsmokers { In many families, women are the primary caretakers of chil-
aged 12 years and older, just3 ‘| dren, and the proportion of households headed by females is
percent were heavy drinkers, | i, reasing. Substance abuse during a woman’s childbearing years
and 3 percent were current us-

ers of illicit drugs (SAMHSA, | endangers her ability to successfully protect and nurture her

1997a). !
+ Use of combinations of alcohol,
tobacco, and illicit drugs by
o pregnant women can make it

difficuit to determine the effects | .
of individual drugs onthe fetus, | | lems from seeking treatment (Center for Substance Abuse Treat-

children, however much she may wish to do so. The result is
that children may be neglected, otherwise abused, or placed in
foster care. Fears of criminal prosecution and of losing their

children sometimes deter women with substance abuse prob- -

reducing the ability to prevent | ment, 1993).
and treat health probiems dur-
ing pregnancy and after birth
DHHS, 1993).
™ ( .

o I [ —

prem e
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Alcohol

Women who consume alcohol have historically been more stigmatized for it than
men. As a result, many women, as well as clinicians and researchers, have been un-
willing to acknowledge the existence of alcoholism in women. This has made it
difficult to estimate the extent of the problem (Jacobs Institute of Women’s Health,
1995). National surveys and studies that now include women are providing signifi-
cant information about their use of alcohol. It is estimated that more than 2 million
women in this country are heavy drinkers, and in the 1996 NHSDA, 44 percent of
women reported use of alcohol within the past month (SAMHSA, 1997a).

Women are less likely than men to consume alcohol heavily: In the 1996 NHSDA, 9
percent of all men were estimated to be heavy drinkers, compared with only 2 per-
cent of women (SAMHSA, 1997a). Even so, there is evidence that women who
drink alcohol in amounts comparable to those consumed by men are likely to be
more impaired, both immediately and over the long term (Jacobs Institute of Women’s
Health, 1995). Smaller quantities of alcohol are required to produce intoxication in
women than in men because the body water content of women tends to be lower
than that of men, resulting in more rapid alcohol diffusion (National Institute on
Alcohol Abuse and Alcoholism [NIAAA], 1990a; National Institute on Drug Abuse
[NIDA], 1993).

Tobacco

Although the rate of cigarette smoking has decreased overall in recent years for both
men and women, this decline has been smaller among women. Smoking within the
past month by females aged 12 to 17 years remained between
9.5 and 11.2 percent between 1988 and 1993, but has been-

increasing since 1992 (SAMHSA, 1993, 1994, 1995b). Among
women over 12 years of age, 27 percent report smoking ciga-
rettes within the past month (SAMHSA, 1997b).

Women who currently smoke are more likely than others to be
separated or divorced, to have no more than a high school edu-
cation, and to have a low income {Centers for Disease Control
and Prevention [CDC] 1997b; Schoenborn & Boyd, 1989). In
1994, there were approximately 170,000 new cases of lung
cancer in the United States, of which roughly 70,000 were in
women (Friedberg & Kaiser, 1997). Lung cancer now exceeds
breast cancer as the leading cause of cancer death in women
(National Center for Health Statistics [NCHS], 1995).
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Alcohol and Women

Over 16 percent of pregnant
women report drinking during
the preceding month (Centers

for Disease Control and Preven- .

tion, 1997a). .
A longitudinal study of alco-
holic women estimated that
their life span is reduced by 15
years because of disease,
alcohol-related incidents, and
suicides (Smith, Cloninger, &
Bradford, 1983). '

Alcohol use during pregnancy
has been identified as the lead-
ing preventable cause of birth
defects {DHHS, 1991).
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Hlicit Drugs

Among females aged 12 years and older, 4.2 percent report using any illicit drug
during the past month. Self-report of any illicit drug use is greatest among females
aged 18 through 25 years (11 percent) and notable among those aged 12 through 17
years (8.9 percent) (SAMHSA, 1997b). An estimated 3.2 percent of pregnant women
report using illicit drugs within the past month. However, women who gave birth
within the past 2 years had a rate of 6.2 percent, suggesting that many women re-
sume their drug use after giving birth. Similar patterns are seen for alcohol and
cigarette use (SAMHSA, 1997a). The rates of self-report for using any illicit drug
are higher among males for every age group and for all patterns (ever, past year, and
past month) (SAMHSA, 1997b).

Psychotherapeutic drugs, including prescription stimulants, sedatives, tranquilizers,
and analgesics, may be used nonmedically or in a manner inconsistent with pre-
scribed use. These medications are often prescribed for legitimate therapeutic pur-
poses, such as treatment of depression and anxiety. However, among women, the
1996 estimated prevalence rate for nonmedical use of any psychotherapeutic medi-
cation was 8 percent for lifetime use, 2.5 percent for past-year use, and 1.1 percent
for past-month use (SAMHSA, 1997b). Among women who report any nonmedical
use of psychotherapeutic medications, 0.6 percent report analgesic use, 0.4 percent
report using tranquilizers, 0.1 percent report using sedatives, and 0.3 percent report

using stimulants within the past month.
Prenatal Drug Exposure

Maternal substance use, notably the use of alcohol, cigarettes, marijuana, and co-
caine, can have significant effects on the health of the newborn and possibly the
older child as well. Most researchers and practitioners acknowledge, however, that

effective nurturing and a supportive environment that addresses other risk factors in

a child’s life can make a significant difference for the child who was exposed to
substance abuse in utero (Beckwith et al., 1994; Chasnoff, 1992).

Obstetric complications and poor pregnancy outcomes due to prenatal substance

abuse have been well documented, as follows:

»  Smoking durirg pregnancy is known to increase the risk of low birth weight
(less than 2,500 grams), preterm birth (before 37 weeks), and miscarriage
(pregnancy loss before 20 weeks) (ACOG, 1994; DHHS, 1991).

* Infants whose mothers used heroin or tobacco during pregnancy are at in-

creased risk for sudden infant death syndrome (ACOG, 1994; Chasnoff, 1992).
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* Heavy consumption of alcohol during pregnancy is associated with an in-
creased risk of fetal alcohol syndrome, a condition comprising a constellation
of physical and neurological deficits that includes growth retardation, facial
deformities, and mental retardation (ACOG, 1994).

o  The use of illicit drugs, particularly cocaine, has been linked to impaired fetal
growth and neurobehavioral deficits (ACOG, 1994; Chasnoff, 1992).

Cigarette smoking in particular increases the likelihood of low birth weight and
obstetric complications, such as problems with the placenta and preterm delivery
(ACOG, 1994; DHHS, 1991). Older children of women who smoke are also at risk
for health problems because of the effects of passive smoking, which contributes to
‘'serious upper respiratory problems among infants and young children (National
Research Council, 1986; Office on Smoking and Health [OSH], 1986). Some data
also suggest an association between maternal smoking (both during and after preg-
nancy) and an increased risk of sudden infant death syndrome (Schoendorf & Kiely,
1992). Quitting smoking before 16 weeks of pregnancy appears to offset many of
these risks (ACOG, 1994).

Research on the possibility and extent of long-term effects of prenatal drug exposure
is still in its early stages. Some research documentation exists to support the theory
that problems in social, language, and cognitive development may appear as the
child who was exposed in utero to drugs (particularly cocaine) grows older (Beckwith
et al., 1994; Chasnoff, 1992; Chasnoff, Griffith, Freier, & Murray, 1992).
Neurobehavioral problems in cocaine-exposed infants have to do primarily with motor
behavior (reflexes and motor control and coordination), state control (the ability to
move appropriately through the various states of arousal in response to outside
stimuli), and orientation (the ability to interact actively with the external environ-
ment). Many of these infants exhibit irritability, sleeplessness, and difficulty in be-
ing nurtured (Chasnoff, 1992).

The developmental problems seen in older drug-exposed children appear to reflect
the self-regulatory problems observed in the newborn. These children have diffi-
culty regulating their behavior in response to complex stimuli and have low thresh-
olds for overstimulation and frustration. They may feel overwhelmed by
environmental stimuli, to which they may respond by withdrawing and/or losing
control of their behavior, exhibiting hyperactivity and impulsiveness (Chasnoff et
al., 1992).

In children exposed prenatally to cocaine and other drugs, Chasnoff et al. (1992)
found that smaller head circumferences observed in infancy persisted through 3 years
of age. One-third of drug-exposed children had delayed normal language develop-
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ment and problems in self-regulation and attention. Beckwith et al: (1994) studied a
group of infants matched for similar family and socioeconomic backgrounds whose
mothers had used phencyclidine (PCP) and/or cocaine during their pregnancies..
The drug-exposed infants showed greater persistence of immature play strategies
(patterns of disorganized and disruptive free play), less sustained attention, more
deviant behaviors, and fewer positive social interactions than infants who had no
prenatal drug exposure.

Researchers agree that, despite the possibility of long-term effects, protective factors
can play a significant role in ameliorating the adverse consequences of maternal
substance abuse. In their study, Beckwith et al. (1994) found that 25 percent of
drug-exposed children were indistinguishable from control children in their play
patterns. These drug-exposed children were found to have mitigating effects in their
environment that helped counteract the adverse consequences of prenatal drug ex-
posure. Mitigating factors included having mothers with more maternal sensitivity
and responsiveness in the first year of life, having better attachment relationships to
the primary caregiver, and having mothers with more years of education than other
mothers. These results indicate the importance of a nurturing environment in pro-
tecting against the potentially debilitating effects of in utero exposure to drugs. -

Patterns and Consequences of Use of Specific Substances by Youth

Adolescence, typically a time of exploration in many areas of life, is a period when
many young people first experiment with substance use. Young people today face

increasingly complicated demands and expectations as they make the transition

- through adolescence to adulthood (Carnegie Council on Adolescent Development,

1995). Combined with social pressure to use drugs, these challenges are increasingly
influencing many preteens and adolescents to experiment with drugs of abuse. The
use of certain drugs, such as marijuana, among adolescents increased during the
mid-1990s, but seems to be leveling off (see figure 1-2).

Alcohol

As in the total population, alcohol is the drug most frequently used by youth aged 12
to 17 years. By the 12th grade, most students (80 percent) have tried alcohol at least
once. Slightly more than half of high school seniors report drinking within the past
month, a fairly consistent pattern during the 1990s. During the 1970s and 1980s,
the rates were substahtially higher (NIDA, 1996). Even among 8th-grade students,
more than half have tried alcohol, and a quarter have used alcohol within the past
month (NIDA, 1996).

Chronic use of alcohol during adolescence can jeopardize physical, emotional, and

social development during these formative years and compromise the transition to
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FIGURE 1-22 RECENT USE OF SELECTED DRUGS BY HIGH SCHOOL SENIORS
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recent years.

adulthood. Even infrequent intoxication can have acute consequences; the
alcohol-related death rate is disproportionately high for those aged 15 to 24 years.

Tobacco

Cigarette use among high school seniors peaked in 1976 and 1977, dropped sub-
stantially until 1982, remained stable until about 1992, and has been gradually but
steadily rising since then. Among high school seniors in 1997, 65 percent report
having ever smoked a cigarette, 37 percent report smoking a cigarette within the
past month, 25 percent report daily cigarette use, and 14 percent report smoking a
half pack of cigarettes or more daily (University of Michigan Institute for Social
Research, 1997). Most chronic smokers started when they were young teenagers,
and many are starting even earlier. About one-quarter of high school seniors who
have ever smoked report they smoked their first cigarette by the time they were in
6th grade (OSH, 1994). The many factors that encourage young people to begin
using tobacco include peer pressure, parental and sibling smoking behavior, adver-
tising and promotion by the tobacco industry, and the easy availability of cigarettes
(OSH, 1994). Adolescents who begin smoking at young ages are at increased risk of
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Heavy Drinking and Youth becoming regular, heavy smokers and of

contracting or dying from tobacco-related
¢ The rates of youth who consumed five or more drinks & ying

in a row within the past week are 15 percent, 24 per- illness. Adolescent smokers also have

cent, and 30 percent for students in the 8th, 10th, and higher rates of cough, shortness of breath,

12th grades, respectively (University of Michigan In- and other indicators of poor physical fit-

stitute for Social Research, 1997). ness than do nonsmokers (DHHS, 1993;
o During the 1990s, a third or more of high school se- OSH, 1994) :

niors report having been drunk during the past month ’ )

(NIDA, 1996; University of Michigan Institute for So-

nts
cial Research, 1997; SAMHSA, 1995a, 1995b). Inhala
e . Every year, preteens and teenagers die of

causes related to inhalation of substances
such as lighter fluid, fabric protector spray, paint thinner, nail polish remover, and
gasoline. Inhaling fumes from these substances may provide a quick high, with rapid
dissipation and minimal hangover. Most inhalant abusers do not die of this practice,
but it is impossible to predict when an otherwise healthy individual will suffer fatal
consequences, even from a single episode of inhalant use. Inhalants can cause severe
depression of the central nervous system, leading to cessation of breathing, cardiac
arrest, coma, and death.

Chronic abuse of some inhaled substances, including glues, aerosols, and solvents, is
associated with neurological damage and injury to the liver and kidneys. Some of the
most deadly inhalants are the most widely used because they are found in many
household products. Because they are inexpensive and widely available, they can be
obtained by the very poor and the very young. In fact, inhalant use is highest during
early adolescence (SAMHSA, 1995b).

Hlicit Drugs

The rates of overall illicit drug use among youth declined substantially between the

late 1970s and the early 1990s. Although current rates are generally half of the rates

seen at the 1978-1979 peak, there was an increase in youth

reporting use of any illicit drug during the 1990s. This trend

Inhalant Use and Youth 7 appears to have leveled off (NIDA, 1996; University of Michi-

* Inhalants are more popular gan Institute for Social Research, 1997). There have been dif-
, . among younger teens than | ferent trends in relation to such illicit drugs as lysergic acid
t older teens. Lo . . -1

) : [ diethylamide (LSD) and other hallucinogens; tranquilizers and
: * Youth in 1997 reporting any in- P ' yam . ( )ax? .r Heinogen raflq “an
| halant use in the prior 12 sedatives; stimulants, including methamphetamines and “Ec-
. 1 months were 12 percent, 9 per- stasy” (MDMA, or 3-4-methylenedioxymethamphetamine);
cent, and 7 percent in grades 8, and cocaine.

; X 10,and 12, respectively (Univer-
' sity of Michigan Institute for Marijuana. Of particular concern is the pattern of marijuana
. Social Research, 1997). ] use by youth. After 6 years of steady increases, marijuana use
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leveled off in 1997 among 8th grade students. Among high

school students as a whole, the decelerating trend of marijuana lilicit Drug Use and Youth

“use observed since 1985 started to reverse in 1992 and has In 1997, one-third of 8th graders, al-
continued on that trajectory. In 1997, for the first time in 6  most half of 10th graders, and more

years, there was an increase among 8th grade students in dis- than half of 12th graders reported that
they had used an illicit substance at
some time in their lives (University

of Michigan Institute for Social Re-
gan Institute for Social Research, 1997). search, 1997).

approval of marijuana use, and there was little further erosion
of these attitudes among older students (University of Michi-

Regular use of marijuana may impair adolescents’ ability to

think, listen, express themselves, solve problems, and form abstract concepts. There
is some evidence that students do not adequately acquire or retain knowledge when
experiencing the effects of marijuana, and their motivation to learn may be altered
(Nicholi, 1983). Further, marijuana smoking may have the same long-term conse-
quences for the respiratory system, particularly pulmonary function, as does ciga-
rette smoking (DHHS, 1993).

Hallucinogens, Cocaine, Heroin, and Prescription Drugs. Experimentation with
and more frequent use of illicit drugs other than marijuana is infrequent among

* youth. The rates of high school seniors who report using a hallucinogen during the
past month has fluctuated between 2 and 4 percent during the 1975 through 1997
period. However, among high school seniors, rates of lifetime use of hallucinogens
have risen from about 10 percent during the early 1990s to 15 percent in 1997,
signaling an increase in experimentation (University of Michigan Institute for Social
Research, 1997). '

Intoxication with hallucinogens and PCP has been associated with unintentional
injury. Use of cocaine and crack cocaine has never been prevalent among youth in
school, but rates of experimentation with cocaine have been steadily (although mod-
estly) increasing during the 1990s. Rates of heroin use among students are quite low,
but they have risen significantly during the 1990s. Heroin is sometimes smoked in
conjunction with cocaine and crack cocaine to prolong the euphoric effect. Also
emerging in many areas of the country is the abuse of combinations of prescription
drugs and of potent tranquilizers such as '

Rohypnol. U
L lllicit Drug Use and High School Seniors

. _y r
Designer Drugs. Several sources indicate '/ e In 1997, 15 percent of high school seniors reported

i having tried hallucinogens at least once.

signer drugs” (Office of National Drug " e Almost 9 percent of seniors reported having tried co-
- Control Policy [ONDCP], 1995). These | caine at least once.
' e Slightly more than 2 percent of seniors reported hav-

. ing tried heroin at least once {University of Michigan
stances are manufactured illegally for the Institute for Social Research, 1997).

an increase in the use of so-called “de-

synthetic analogues of controlled sub-
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specific purpose of abuse. They are created by making minor changes in the molecu-
lar structure of substances such as amphetamines (McCormick, 1989). These sub-
stances, sometimes termed “illicit synthetics,” include 3-methylfentanyl,
methamphetamine, PCP, and Ecstasy.

Because many of the illicit synthetics are clandestinely manufactured, contamina-
tion is relatively common and in some instances has been linked to neurodegenerative
side effects (McCormick, 1989). Further, risk of overdose is pronounced because of
their extreme potency; some are hundreds or even thousands of times stronger than
the substance from which they are derived (Seymour, Smith, Inaba, & Landry, 1989).

Some illicit synthetics are typically used by teens and young adules (ONDCP, 1995).
Several sources indicate that, because of their relatively easy availability and low
cost, their use is expanding in major urban areas of the United States (ONDCEP,
1995). Because some illicit synthetics are not included in national surveys, the preva-
lence of their use is difficult to determine. However, in 1997, the lifetime prevalence
of Ecstasy was 7, 6, and 3 percent among students in the 12th, 10th, and 8th grades,
respectively (University of Michigan Institute for Social Research, 1997).

General Risks Associated With Substance Abuse Among Youth

Young people face unique risks related to substance abuse, in both the long and the
short term. The effects of various substances can be more potent in adolescents than
in adults because of their generally smaller body size and lower body weight. For this
reason, they are at serious risk for a number of direct and indirect consequences,
including intentional and unintentional injury. Three in four deaths in this age group
are attributable to causes that are known to have a high association with alcohol use:
motor vehicle crashes (35 percent) and other unintentional causes of injury (10 per-
cent), homicide (17 percent), and suicide (13 percent) (DHHS, 1993). Additional
risks relate to increased sexual activity, which can be the result of lowered inhibition
brought on by the use of alcohol and illicit drugs (DHHS, 1993). Still other poten-
tial consequences are physical and emotional problems, learning disorders, poor school
performance, and dropping out of school.

Early Sexual Activity

Beginning sexual activity at an early age is increasingly common among today’s youth.
CDC notes that more than half of all high school students have had sexual inter-
course at least once, more than one-third have had sexual intercourse within the past
3 months, and nearly one-fourth have had sexual intercourse with four or more sex
partners (Kann et al., 1996). Among the potential consequences of early sexual ac-
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tivity are contracting a sexually transmit-
ted disease, including infection with the
human immunodeficiency virus (HIV).

Sexually Transmitted Diseases. Of the
12 million new cases of STDs diagnosed

Sex and Youth

. More than half of all high school students have expe-
rienced sexual intercourse. Approximately 40 percent
of girls and 36 percent of boys experienced sexual in-
tercourse within the past 3 months,

[
* Approximately one-fourth of hi |
‘ gh school students ‘
each year, 86 percent occur in 15- to used aicohol during their last sexual intercourse (CDC !

29-year-olds (DHHS, 1993). Because of 1996).
the nature of the cervical tissue during . __k

adolescence, gitls who are sexually active

are particularly susceptible to STDs. Among the most common STDs in young
females are infections with chlamydia and human papillomavirus (HPV), which
may cause genital warts. Some types of STDs are linked to an increased risk of

cervical cancer.

HIV and AIDS. Adolescents are more likely to acquire HIV infection through het-
erosexual contact than through other modes of transmission (DHHS, 1993).
Two-thirds of cases of acquired immunodeficiency syndrome (AIDS) in adolescents
result from heterosexual contact. In 1994, the death rate from AIDS in 13- to
19-year-olds was 186 per 100,000 for males and 134 per 100,000 for females (NCHS,
1995). Among 13-year-olds, injectable drug use accounts for 22 percent of cases of
HIV infection (DHHS, 1993). Seventeen percent of AIDS cases in 13- to 24-year-olds
result from the use of injectable drugs (DHHS, 1993). AIDS among injected-drug
users is the fastest growing cause of death among substance abusers: Two-thirds of
new AIDS cases occur among injected-drug users and their sexual contacts (Robert
Wood Johnson Foundation, 1993).

Unintended Pregnancy. Séxual activity in young females carries a particular risk for
unintended pregnahcy, which in turn increases the risk of induced abortion and
death from childbearing. Approximately 40 percent of teenage pregnancies end in
induced abortion (DHHS, 1993). In' 1992, there were 61 births to every 1,000 fe-
males aged 15 to 19 years and 1.4 births per 1,000 females aged 10 to 14 years
(NCHS, 1995). Childbearing at these '
young ages increases the risk of obstetric

_— ———— Lz -y

complications and maternal and fetal Pregnancy and Youth

death. In 1992, 7 of every 100,000 live
births to females under 20 years of age
resulted in the death of the mother
(NCHS, 1995).
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e Each year since 1974, more than 1 million adolescents
have become pregnant.

e Females under 20 years of age account for about |
one-fifth of abortions and 13 percent of births. i

¢ Adolescent mothers are at increased risk for pregnancy
complications, and their children are at increased risk
for physical disability and infant death (CDC, 1997¢; |
DHHS, 1993). J i
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Dual Diagnosis

In the late 1970s, mental health practitioners across the country were increasingly
seeing young adults who were unresponsive to standard treatments for substance
abuse. Treatment professionals became more aware of the relationship between sub-
stance abuse and psychiatric conditions, recognizing that substance abuse can cause
psychiatric symptoms and can mimic psychiatric disorders or lead to their develop--
ment, provoke their reemergence, and worsen their severity. Heightened attention
was paid to individuals with coexisting psychiatric and substance-related disorders,
popularly known as “dual diagnosis.” The already difficult problem of treating men-
tal illness became even more complex because of substance abuse. Even compara-
tively mild use of drugs of abuse can make the treatment of mental illness extremely
difficult (Pepper & Ryglewicz, 1984). The mental disorders with the highest life-
time prevalence are related to substance abuse (Bourdon, Rae, Locke, Narrow, &
Reiger, 1992).

The Gateway Hypothesis

Just as initiation of tobacco use often precedes that of alcohol, initiation of alcohol
use usually precedes that of marijuana. The fact that use of these substances often
precedes the first use of other drugs suggests support for the “gateway” hypothesis,
which posits that the use of alcohol and tobacco at an early age is associated with

progression to illicit drug use and greater involvement with drugs at older ages
(DHHS, 1993; Robins & Przybeck, 1985).

SUBSTANCE ABUSE: CRITICAL ISSUES FOR FAMILIES AND CHILDREN

Most Americans agree that the family is the central institution responsible for ensur-

ing the safety of children and for providing the nurturing and guidance they need to

become competent and contributing adults. In the last few decades, many changes

have taken place in American society and in the characteristics of American family

life. Some of these changes, such as widespread immunization programs, advances

in medical technology, and more stringent safety regulations, are positive. Others,

however, have contributed to the difficulties faced by parents in providing adequate

nurturance and support for their children. Most families, in-

“Within our lifetime, dramatic cluding those under economic or other significant stressors,
changes have occurred in the struc- | Succeed in raising healthy children despite these difficulties.
ture of American families and of the ; For some children, however, potential for a successful outcome
workplace.” " plummets as family and community stresses escalate. Many
(Carnegie Council on Adolescent  Children are raised in an environment that presents them with

Development, 1995). risks associated with substance abuse.
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Risks for the Family
Effects of Economic Status and Employment

The gap between family incomes for the affluent and the poor has widened in the
last decade. Inequalities of income are now greater than at any time since the 1930s,
and poverty rates for children as a group have continued to rise steadily since the
1970s. Low socioeconomic status is associated with a number of threats to children’s
health. Mental retardation, learning disorders, emotional and behavioral problems,
and vision and speech impairments are more prevalent among children living in
poverty than among those at higher socioeconomic levels (DHHS, 1991).

Economic Deprivation. Poverty is also a known risk'factor for antisocial behaviors,
including substance abuse (Hawkins, Catalano, & Miller, 1992). For many eco-
nomically deprived youth, drug trafficking and substance abuse become the only
perceived options for breaking the cycle of poverty and obtaining the material goods
and resources their parents cannot afford to give them. Additionally, neighborhoods
where people have little attachment to or investment in the community, in which
social institutions are not strong, and in which there is low surveillance of public
places have higher than average rates of adult and juvenile crime and drug traffick-

ing.

Changes in economic status over the past two decades have

been felt by many families with dependent children. The pov-  Very young chiidrenare particularly
erty rate for African-American families has remained substan-  likely. to be living-in poor families.

tially higher than that for White and Hispanic families. .
However, poverty has been growing most rapidly in these lat-
ter groups: Over the past 20 years, the rate of increase in pov- | 1g96).
erty has been greatest for White and Hispanic families with j :
dependent children.

Homelessness. The rate of homelessness has increased more rapidly among. families
with young children than in any other group over the past 20 years; today, one in
four homeless persons is a child under 18 years of age (Children’s Defense Fund
[CDF], 1995). Negative experiences during childhood, particularly poverty, residen-
tial instability (e.g., nonparental placement or housing problems), and family prob-
lems (e.g., adult substance abuse or physical or sexual abuse), have been found to be
related to a child’s risk of becoming a homeless adult (Koegel, Melamid, & Burnam,
1995).

Studies of the homeless reveal that these populations report rates of substance abuse
that are up to 25 times higher than those for populations living in households (Breakey
et al., 1989; Fors & Rojek, 1991). Homeless alcohol abusers are at a substantially
increased risk of trauma, victimization, frostbite, and tuberculosis (NIAAA, 1990b).
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More than one in four children un- .
der 6 years of age lived in poverty in

1994 (Children’s.Defense Fund,




Urine tests of residents of homeless shelters in New York City in 1992 revealed a 54
percent prevalence of recent cocaine use and a 20 percent prevalence of recent mari-
juana use (New York City Commission on the Homeless, 1992). Drug use by home-
less and runaway youth in shelters in the southeast United States was two to seven
times higher in comparison to school samples (Fors & Rojek, 1991).

Numbers of Mothers in the Work Force. Another change affecting American fami-
lies at all income levels is the growing number of mothers in the work force. Most
mothers’ employment is necessary for their economic survival as well as for their
self-esteem and future security. Unlike families of a previous generation, however,
many families now face the difficulty of finding quality child care and have less time
to spend with and monitor their children (Dishion & Loeber, 1985; Dishion, Andrews,
& Crosby, 1995; Farrington, 1978; McCord, 1979; Patterson, Reid, & Dishion,
1992). About 70 percent of youngsters with working mothers are cared for by an
adult outside the immediate family. The number of “latchkey children,” who care
for themselves after school hours, is also growing. '

The costs of child care can be a cause of concern and stress for low-income families.
Already under significant stress, these families spend on average more than 20 per-
cent of their income on child care, and families below the poverty line spend an even
larger portion of their income—27 percent—on child care (CDF, 1995).

Parents’ concern about the quality of their children’s care also contributes to the
stress experienced by families. A 1995 study found that the quality of child care
provided by most centers is poor to mediocre, and 12 percent

-, —

Women, Work, and Children

* Approximately 70 percent of

mothers were in the labor force
(either working or looking for
work) in 1996.

Overall, 54 percent of mothers
with children under 1 year old
were in the labor force during
1996, while 63 percent of moth-
ers with children 2 years of age
were in the labor force.
Approximately 50 percent of
unmarried mothers with chil-
dren under 1 year of age were
in the labor force, while 56 per-
cent of married mothers with
children the same age were in
the labor force in 1996 (Bureau
of Labor Statistics, 1997).

1-20

children’s safety and development (CDE, 1996). Thirty-five
percent of the family child care homes sampled in a Families

l of centers provide care so inadequate that it jeopardizes
|

and Work Institute survey were found likely to harm children’s
development because of poor-quality care (CDE, 1996).

Changes in Family Structure and Interactions

Changes in the structure of families and in the roles available
to women have made it much more difficult for families to
perform the traditional functions of nurturing and protecting
children. In many cases, parents’ time and opportunity for com-
municating with and supervising their children have also less-
ened. The degree to which families are unable to meet the basic
developmental needs of their children, especially when this in-
ability is manifested by incidents of maltreatment by parents
or family members, has a direct correlation with adolescent

substance abuse.
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Single-Parent Families. One of the most frequently reported changes in families
over the past two decades has been the increase in the number of children who live
with a single parent. Children living in single-parent families are more likely to
experience a number of negative outcomes. Some research has indicated that chil-
dren in single-parent families are at greater risk of emotional problems and academic
difficulties than those in intact two-parent families (Emery, 1988; McLanahan, 1988;
McLanahan & Sandefur, 1994).

The growing number of single-parent households is due in part to the increasing
proportion of distupted marriages, which approaches 50 percent for those married
before 1974 (NCHS, 1990). In addition to an increasing divorce rate, a major rea-
son for the rise in single parenthood is childbearing by single women. In 1991 there
were more than 1.2 million births to unmarried females, the highest number ever
recorded in the United States (NCHS, 1993). However, the number and rate of
births to unmarried women have since declined (Ventura,_Martin, Curtin, & -
Matthews, 1997). A significant proportion of such births are to teenagers, 500,000
of whom give birth every year.

Teenage mothers face an above average risk of pregnancy complications, preterm
birth, and low-birth-weight infants, and their infants are more likely to have physi-
cal disabilities and health problems than infants of older women (DHHS, 1993).
Teen mothers are also more likely than are women in their 20s to receive either late
prenatal care or none at all. Few young, single mothers are sufficiently mature or
independent to assume the responsibilities of parenting. They are less likely than
nonparent students to finish high school or to develop market- '
able skills. Female-headed households with dependent children
have consistently experienced greater poverty than two-parent  Currently, 25 percent of children in
households. Within their peer group, single mothers are also  this country live with only one par-
more likely than others to be on welfare and to have entered ent (NCHS, 1394). App rqxcmately
. . three-quarters of these children ex-
into early marriages that end in divorce (CDF, 1995; National perience poverty before they are 10
~ Commission on Children, 1991). The children of these moth- | years old (CDF, 1995).
ers are themselves more likely than other children to become :
single parents at an early age (McLanahan & Sandefur, 1994).

Single-parent families also face more difficulties in monitoring the activities of and
spending time with their children. Monitoring of children has been shown to be a
protective factor in preventing and reducing risks for substance abuse (Hawkins et
al., 1992). Conversely, lack of maternal involvement in a child’s life has been found
to be a risk factor for his or her later substance abuse (Kandel & Andrews, 1987).

Child Abuse and Neglect. In 1993, 51 U.S. jurisdictions reported that more than 1
million children were found to be victims of maltreatment (National Center on Child
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Abuse and Neglect, 1994). Included among the types of maltreatment reported were
the following:

*  Neglect—49 percent.

*  Physical abuse—24 percent.

* Medical and emotional neglect and other forms of maltreatment—23 per-
~ cent.

*  Sexual abuse—14 percent.

Nearly 9 of every 10 perpetrators of child maltreatment investigated by child protec-
tive services agencies were a parent or other relative of the victim; parents accounted
for 77 percent of perpetrators (National Center on Child Abuse and Neglect, 1994).
In recent years, substance abuse by parents has come to be seen as a major cause of
child abuse and neglect. Yet in 1994, only 11 States reported having any new initia-
tives focused on parental substance abuse and its relationship to child abuse (CDE,
1995).

Parental and Sibling Substance Abuse

When children are raised in a family with a history of alcoholism, their own risk of
having substance abuse problems increases (Hawkins et al., 1992). When parents
use illegal drugs, are heavy users of alcohol, or are tolerant of their children’s use of
drugs, the children are more likely than otherwise to become substance abusers in
adolescence.

Siblings are also role models for children’s behavior. One study found that older
brothers’ drug behavior and artitudes were more strongly related to younger broth-
ers’ use than was parental modeling of substance abuse (Brook, Whiteman, Gordon,
& Brook, 1988). (See chapter 2 for a discussion of family-related risk factors.)

Risks for Children
Physical and Mental Health of Children

Children’s health in the United States has apparently improved over the last several
decades, as measured by reductions in infectious disease and infant mortality, in-
creasing access to health care and immunizations, and more stringent safety regula-
tions, such as those for car safety seats and safety belts. However, there are offsetting
negative trends in the proportion of women receiving inadequate prenatal care, in
the number of low-birth-weight babies, and in the number of pediatric cases of
AIDS and injuries. In addition, wide disparities persist along lines of race and in-
come in overall health status and some other child health indicators (e.g., rates of
infant mortality, unintentional injury, immunization and hospitalization, and lead
poisoning). '
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Physical Health. A large percentage of the health problems in children currently
seen by pediatricians involve developmental delay, learning difficulties, and emo-
tional and behavioral problems. These conditions and others, including asthma,
allergies, and eating disorders, were labeled “the new morbidity of childhood” in the
mid-1970s (Haggerty, Roghmann, & Pless, 1975). Because these conditions may
also have a psychosocial component, they do not easily fit into the framework of
physical disease models. Some of these psychosocial problems have been identified
as risk factors for substance abuse in adolescence (see chapter 2). The increasing
prevalence of these conditions makes them of growing concern to health profession-
als and policymakers.

Mental Health. Increases in childhood behavioral disorders have been attributed to
the growing proportions of children who experience parental
divorce, poor mother-infant bonding, or poor infant stimula- .

tion; who were born outside of marriage; or who are raised in  n 1993, nearly 20 percent of children
conflict-filled, low-income, low-education, and/or single-parent ~ 3ged 3to 17 years were diagnosed as

households. The etiology of most behavioral disorders, how-
ever, is not well understood. When considered with chronic

physical conditions that are common in childhood, behavioral

disorders clearly rank among the most prevalent health condi-
tions (CDC, 1994a).

Increasingly, parents and educational systems are reporting that behavior problems
in children and adolescents are major disruptive forces in the home and at school.
These behavior problems may stem from the physical or mental health problems of
children or from stresses that interfere with normal progression through childhood
developmental stages. In many cases these factors are intertwined, and biological or
genetic conditions set the stage for behavioral problems that may need special atten-
tion. Serious behavior problems in children often precede and are linked to sub-
stance abuse. (Chapter 2 provides a discussion of developmental pathways that may
lead to adolescent substance abuse.) There is also concern that, although the behav-
ioral problems of middle-class White youth are often handled within the mental
health system, the same sorts of problems among low-income African-American or
Hispanic youths often go untreated, only to be dealt with eventually by the criminal
justice system (Office of Technology Assessment, 1986).

Suicide. Between 1950 and 1989, suicides among those 15 to 19 years of age qua-
drupled, from 2.7 to 11.1 per 100,000 (CDC, 1986a, 1995). Suicide is the third
leading cause of death among 15- to 24-year-olds (Hammett, Powell, O’Carroll, &
Clanton, 1992). Substance abuse is associated with this rapid escalation in the sui-

cide rate, as are mental illness; impulsive, aggressive, and antisocial behaviors; ad-
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having a developmental delay, a
learning disability, or an emotional or
behavioral problem (CDC, 1994a).
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verse family influences; severe stress in school or social life; and sociocultural changes

(CDC, 1995; National Commission.on Children, 1991).
Declining Participation in School

Level of education is increasingly recognized as an important correlate of substance
abuse. Heavier use tends to occur among those who are less well-educated (Robert
Wood Johnson Foundation, 1993). About 30 percent of all students entering high
school do not graduate within the next 4 years. (CDE, 1995).

Difficulty in Academic Achievement. Many youngsters do not develop the skills
and habits necessary to keep up with classmates and complete their education. Such
achievement problems may result from early behavior problems, learning disabili-
ties, inadequate teaching methods, or other problems. Beginning in the late elemen-
tary grades, academic failure increases the risk of both early substance abuse and
delinquency. It appears that the experience of school failure itself increases the risk
of problem behaviors (Hawkins et al., 1992).

In addition, some studies indicate that successful school performance is associated
with a decreased likelihood of frequent substance abuse:

Successful school performance is a protective factor mitigating against escala-
tion to a pattern of regular marijuana use. Working toward strengthening the
educational system would have many beneficial effects, including a potential
reduction in the number of students who go on to abuse drugs (Kandel &
Davies, 1992).

Dropping Out of School. Because most surveys of substance abuse and related risk
behaviors among American youth do not regularly reach those who are not in school,
the 1992 Youth Risk Behavior Surveil-

! o Youth and Mé}lta-iﬁéalth | lance Survey oversampled youngsters

—— e}

aged 12 to 19 years who had dropped out

1 ¢ An estimated 12 to 15 percent of youth have a mental
: P Y of school (CDC, 1994c). Risk behaviors

disorder. E
¢ The proportion of children receiving psychological as- | | for these children were compared with the
! sistance increased by 80 percent between 1981 and - risk behaviors of youth who remained in
© 1990,

, ) o school. The survey found that all types
¢ The most frequently diagnosed disorders in children

are disruptive behavior, including attention deficit hy-
peractivity disorder and conduct disorder. Children out-of-school adolescents were signifi-
with either of these conditions are at above average |/ cantly more likely than those in school
risk for developing substance abuse problems in ado-
lescence (see chapter 2).

e More than 5 percent of all school-aged children have
diagnosable depression or anxiety and serious learn- ing, however, did not vary by school
ing difficulties (National Commission on Children, |i enrollment status.)

1991). E
S L .

of substance abuse increased with age, but

to report recent use of a psychoactive sub-
stance. (The rate of episodic binge drink-
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Cr(me and Safety Problems Out-of-Scliool Youth
Violent crime consists of murder and ¢ e school drop-out rate is particularly high in
manslaughter, rape, robbery, and assault. inner-city high schools, where as many as half of stu-
In the United States, there were approxi- dents do not graduate (Johnson & Mu.fﬂer, 1992). .
mately 1,800,000 violent crimes during ¢ Qut-of-school adolescents are more ||ke|Y than their
. . student counterparts to have had sexual intercourse
1995, a rate of 685 per 100,000 inhabit- (70.1 versus 45.4 percent} and to have had four or more
ants (Federal Bureau of Investigation, sexual partners (36.4 versus 14.0 percent), but are not
1996). Violence has increasingly become more likely to use condoms.
| & Youth who are not in school are also more likely than
their student counterparts to take rides with drivers
who have been drinking, to get involved in physical :
fights, and to carry a dangerous weapon (CDC, 1994b, I
flict. For this reason, and because of the ! 1994c¢).

not only a premeditated tool used to com-
mit criminal acts but also a response to

emotional distress and interpersonal con-

substantial increase in the number of vio-
lent acts, violence—previously seen as the primary responsibility of the fields of law

enforcement, social services, and mental health—has become a national public health
priority.

Nonfatal injuries seen most frequently in emergency facilities include gunshot and
knife wounds, broken bones, and lost teeth. The economic, political, and social
disenfranchisement of inner cities is linked to the proliferation of crimes and drug
trafficking, especially by youth in low-income communities. Rates of injury from
violent and abusive behavior are highest among males, African Americans, people
aged 19 to 24 years, those who are separated or divorced, those living in poverty, and
residents of inner cities (Harlow, 1989). The most frequent victims of rape are women
who are young, unmarried, and have a low income. The rates of rape and attempted
rape, however, are difficult to measure because it is estimated that only about half of
all victims contact law enforcement officials to report the crime (Bureau of Justice
Statistics, 1985). Homicide is the 11th leading cause of premature death in the United
States. Most homicides are committed with a firearm and occur among or between
acquaintances (CDC, 1986b). Poverty and the use, manufacture, and distribution of
.drugs have been identified as important factors associated with homicide. Among
youth, intentional injury exacts a disproportionately high toll of deaths, and the
problem appears to be worsening (DHHS, 1991). The age of children involved in

serious crimes is dropping as guns become more readily available.

Delinquency. Although youth who become involved in delinquent behavior and
substance abuse come from all social strata and vary markedly in personality, juve-
niles in the justice system are more likely to be male, poor, living in high-density
areas, and from an ethnic minority population (Earls & Reiss, 1994). Many juve-
niles who enter the justice system have psychosocial deficits in their backgrounds.

These risk factors stem from breakdowns in five influential domains in juveniles’

4
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Hﬁmiéi&é and Vt.)ut‘ﬁ_ o lives: Neighborhood, family, school,
peers, and individual characteristics

o Although adults still commit 84 percent of all murders, (HaWkins & Catalano, 1992). The pres-

the number of juveniles arrested for homicide in-

; creased by 168 percent between 1984 and 1993 (NCHS, ence of risk factors such as community
' 1995), _ disorganization, availability of drugs and
o In 1991, nearly half (49 percent) of homicide victims in firearms, and persistent poverty make

the United States were males aged 15 to 34 years
~ (NCHS, 1995).
! e More adolescent boys die of gunshot wounds than of
j

children more prone to involvement in
delinquent behavior than if those factors

all natural causes combined (NCHS, 1995). were not present. Additionally, when a
i ¢ The homicide rate among Blacks far exceeds that for child’s family life is filled with violence,

non-Blacks of the same age and sex (CDC‘, 1386?).- problem behaviors, poor parental moni-

‘ .
e - - ezl . . . e
toring, and inconsistent disciplinary prac-

tices or maltreatment, the child’s risk of delinquency increases. Youth exhibiting

combinations of these deficits in multiple domains of their lives are at highest risk of

delinquency.

There are several reasons why many youths who are involved with drugs enter the
juvenile justice system. Substance abuse increases the likelihood that individuals will
engage in risky, destructive, or even violent behavior. Youths who are addicted may
commit crimes such as theft, drug trafficking (which does not necessarily correlate
with addiction), or prostitution. These youths often come in contact with others
who are involved in substance abuse and crime and who reinforce these behaviors.
(See discussion of the social development model in chapter 2.)

" Three research projects supported by the Office of Juvenile Justice and Delinquency
Prevention found that substance use and involvement in delinquent behavior are
clearly interrelated (National Consortium of TASC Programs, 1995). Further, across
all age, gender, and ethnic groups, the seriousness of a youth’s involvement in sub-
stance abuse increases with the seriousness of his or her involvement in delinquency,
and vice versa. Many of the risk factors for substance abuse presented in chapter 2
are also risk factors for delinquency. '

Early Onset of Substance Abuse

The age at which young people start experimenting with alcohol, tobacco, and illicit
drugs is a powerful predictor of later substance abuse, especially if use begins before
age 15 (Robert Wood Johnson Foundation, 1993). Those who begin using alcohol
or tobacco when they are very young have a higher rate of heavy use later in life. This
is cause for concern because, by the time they are in 8th grade, 70 percent of youth
report having tried alcohol; 10 percent, marijuana; and 44 percent, cigarettes (Rob-
ert Wood Johnson Foundation, 1993). Although many young people experiment
with alcohol, tobacco, and illicit drugs at an early age, many do not continue to use
them in adulthood. '
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CONCLUSION

The negative consequences of substance
abuse place an enormous burden on
Americans—not only on individuals but
also on families, communities, and soci-
ety as a whole. The consistent view of
health experts is expressed in a report by

Violent Crime and Youth

.® Juveniles were responsible for 17 percent of all vio-

lent crimes in 1991.

'e The estimated 122,900 arrests of juveniles in 1991 re-

ported by the Violent Crime Index was the highest in
history. A total of 3,400 arrests were made for murder,
6,300 for forcible rape, 44,500 for robbery, and 68,700
for aggravated assault (Allen-Hagen & Sickmund,

|
|
1

the New York State Anti-Drug Abuse

1993).
Council (1989) Ao e ———— e i - T Ll T T T e L L T T ‘.._._._,.__}

Evidence is overwhelming that alcoholism and drug abuse are inextricably linked
to the most pernicious social, health, and economic problems facing Ameri-
cans today. These problems include family violence and child abuse, increased
health care costs, AIDS transmission, and decreased learning in school, among
others.

This chapter has presented evidence about conditions that affect family life and
point to increased risks associated with substance abuse. Although some data reflect
improvements in these conditions for all families, there is a significant core of fami-
lies under stress for whom conditions continue to be deeply troublesome. These are
the families whose children are at greatest risk of engaging in antisocial behavior,
including substance abuse. As discussed in chapter 2, risks are related in part to the
degree of nurturing and support children receive from their families, as well as the
support their families receive from their communities. In communities where many

risk factors prevail, it is likely that there is an elevated rate of substance abuse among -

family members, including children.

USING THIS GUIDELINE

The following chapters are presented at a level appropriate for those who already
possess the necessary skills to implement the recommended actions or who have the
ability to acquire these skills using extant resources in the field. This guideline is not
prescriptive, but is based on the recommendations of a non-Federal Expert Panel.
The substance abuse prevention approaches presented in the guideline should be
implemented with careful attention to community needs and available resources in
combination with the evidence analyzed through the Prevention Enhancement Pro-
tocols System (PEPS).

Seven major audiences have been identified for PEPS products:

1. State-level agencies—Single State agencies for substance abuse prevention and
treatment and collaborating State-level agencies are primary audiences for the
PEPS guidelines. *
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2. Substate agencies—In all States, substate agencies are involved to varying de-
grees in basic prevention planning and development functions. These substate
agencies also constitute a primary audience of PEPS-products.

3. Community-based programs—PEPS guidelines can address the guidance needs
of programs ranging from dynamic grassroots efforts to projects affiliated with
schools, churches, workplaces, or other organizations within the community,
thus conserving State and local resources.

4. Individual practitioners—Certain prevention interventions will likely be of spe-
cial interest to school principals and staff, youth leaders, health personnel, phy-
sicians, nurses, lay and religious leaders, and judicial personnel, among others.
PEPS practitioner’s guides and community guides are tailored specifically to
the needs of these individuals.

5. Targer groups—PEPS companion documents may also be developed to inform
substance abuse prevention target groups about emerging prevention activities
that focus on the community and to advise these groups of opportunities to
participate in these projects. .

6. Federal and national prevention program sponsors—Prevention guidelines may
be useful to the many Federal and national programs that sponsor substance
abuse prevention efforts across the country. Prevention concepts, recommended
approaches, and resources needed for specific interventions are all possible top-
ics of interest to these groups.

7. Prevention researchers—Each guideline in the PEPS series devotes considerable
attention to identifying gaps in knowledge and areas for further research. To
the extent that these observations reflect a consensus of researchers and practi-
tioners in the field, they serve as a good starting point for setting research pri-
orities.

CONTENTS OF THIS GUIDELINE
Chapter 2, Risk and Protective Factors and Developmental Models in the Etiology of

Substance Abuse, uses three domains, or areas of influence, as the framework for a
discussion of the factors that place youth at risk for substance abuse and the factors
that play a protective role. The three domains are personal characteristics of the
child, family conditions, and the social environment. The chapter proceeds to re-
view several theoretical models that have been used to study the interaction of risk
and protective factors and the impact they have on the likelihood of substance abuse.

Chapter 3, Analysis of Evidence and Recommendations for Practice, examines three
approaches to the prevention of substance abuse among youth. Each approach is
subjected to PEPS criteria for rigor and extent of existing research and practice evi-
dence. Specific conclusions for each approach are presented in the form of four pos-

sible levels of evidence. The level-of-evidence statements are complemented by

<
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evidence-based lessons learned and recommendations for practice that draw on both
the evidence and the insight of the Expert Panel.

Chapter 4, Program Development and Delivery of Family-Centered Prevention Ap-
proaches, provides guidance for community action in terms of assessment, planning,
delivery, and evaluation. The chapter also focuses on special planning issues, includ-
ing collecting data with reference to risk and protective factors, involving families
and communities in program planning, and identifying resources in the community

to support target families and their community.

Chapter 5, Emerging Areas of Research and Practice, discusses the constructs of resil-
ience and family support. These constructs are relevant to family-centered approaches
but were not included in this guideline’s analysis of research and practice because of
an insufficient body of evidence to meet PEPS criteria. In addition to a description
of these constructs, the chapter identifies recent and ongoing research efforts and
areas that require more research and development.

Six appendixes are included to augment readers’ understanding of the PEPS process
and the content of the guideline and to point out relevant areas of information and
sources not covered by this guideline.
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Risk and Protective
Factors and
Developmental
Models in the Etiology
of Substance Abuse

esearchers have known for some time that certain conditions in
R the lives of some children and adolescents make it more likely or

less likely that they will use alcohol, tobacco, and illicit drugs.
These conditions are often referred to as either risk factors—conditions that
increase the likelihood of substance abuse—or prorective

factors—conditions that prevent or modify risk factors or o maximize the

improve circumstances in the lives of adolescents, thereby prevention of

reducing the likelihood of substance abuse. Researchers
adolescent substance

believe that it is necessary both to reduce risks and to en-
hance protective factors to maximize the prevention of abuse, it is important
adolescent substance abuse. both to reduce known

The most extensively studied risk and protective factors risks and to enhance
affecting adolescent onset of substance abuse have been protective factors.
described and categorized in a variety of ways during the

past decade (Bry, 1995; Hawkins, Catalano, & Miller, 1992; Hawkins,

Arthur, & Catalano, 1994; Kumpfer & Alvarado, 1995; Institute of Medi-

cine, 1994; Rutter, 1987a; Turner, 1995; Werner, 1986, 1989, 1992). Based

on this research, a number of etiological models have been developed to

explain the relationship between the presence or absence of these factors

and the development of substance abuse and other adolescent problem be-

haviors. The prevention approaches described in chapter 3 are built on these

studies of risk and protective factors and on current etiological models.
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THE INFLUENCE OF RiISK AND PROTECTIVE FACTORS

Risk and protective factors for adolescent substance abuse are not discrete traits or
characteristics, but are complex factors that interact in dynamic ways. As under-
standing of these interactions grows, researchers are generally reaching agreement
on the following:

*  Many influences in the lives of families and children determine the impact of
risk and protective factors. These influences include the developmental level
of the child, the degree of interaction among the risk and protective factors,
the number that are experienced simultaneously, their intensity and dura-
tion, and the interactions among the risk and protective factors within fami-

 lies and with the larger environment.

° A core of risk factors is common to several adolescent problem bebaviors. Be-
cause several risk factors for substance abuse are also risk factors for delin-
quency—dropping out of school, teen pregnancy, and other serious problems
of adolescence—addressing the common core of risk factors can affect these
and other problems.

*  Risk and prosective factors operate in multiple domains. The ways in which
risk and protective factors interact among different domains can increase or
decrease the probability of substance abuse in adolescence. The major do-
mains in which risk and protective factors operate include the following:

— The child’s genetic and biological makeup, behavior, and personality.

— Family structure, management, and practices.

— Environmental influences and conditions outside the family, such as school
experiences, peer influences, the work and social milieus of parents, and
community mores and values.

Some researchers refer to these domains as “a set of nested systems” (Bronfenbrenner,
1979; Szapocznik & Kurtines, 1993). For example, children are affected by the dy-
namics and interactions of the families in which they live, which are in turn influ-
enced by the surrounding community environment. This point is discussed in more
detail in the section on contextualism later in this chapter.

Risk Factors and the Link to Substance Abuse

In many cases, a causal relationship between the risk factors described in this chapter
and adolescent substance abuse has not been established. Rather, evidence that such
a correlation exists is based on longitudinal observations of the presence of an iden-
tified risk factor during the onset of adolescent substance abuse. However, many
researchers have concluded that even though the causal role of many risk factors is
under investigation, it is worthwhile to aggressively address them in efforts to pre-

vent adolescent substance abuse.
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As described, the core risk factors identified in research thus far relate to the do- -

mains of the individual child, the family, and the larger environment, including the
school, the neighborhood, and the community. Each™ of these domains is described
below.

Individual Bisk Factors: Biology, Behavior, and Personality

Investigators continue to examine the role of genetic and biological factors in sub-
stance abuse. Research has demonstrated that in some cases, children’s antisocial and
other problem behaviors can predict substance abuse, particularly when these prob-

lems exist at an early age. Further, the severity of adolescent drug involvement ap-

pears to correlate directly with the frequency of problem behaviors, including
delinquency (e.g., interpersonal aggression, theft, and vandalism). The likelihood
. that antisocial and other problem behaviors (which are themselves predictors of sub-
stance abuse) will persist into adulthood increases with the variety, frequency, and
severity of antisocial behaviors in childhood. Some of the behavioral and personality
factors most commonly identified as possible risks for the onset of substance abuse
are as follows: :

* Antisocial and other problem behaviors, such as conduct disorder, attention
deficit hyperactivity disorder (ADHD), and aggressiveness (particularly in
boys).

* Alienation and rebelliousness.

* High tolerance of deviance and a strong need for independence.

*  Psychopathology.

*  Attitudes favorable to drug use. ' ’

* High-risk personality factors, such as
— sensation seeking,

— low harm avoidance, and -

— poor impulse control.
Family Risk Mechanisms

The interaction and communication of parents, parents and children, and siblings
play an important role in creating, exacerbating, or ameliorating the risk of sub-

stance abuse. Researchers have explored many of the circumstances and characteris-

‘tics of families that predispose children to this risk. These examinations have led to
several categorizations and groupings of risk factors, as well as hypotheses about
various paths that lead to substance abuse. The family risk factors most commonly
documented in the research literature fall into the following categories:

Family Behavior Concerning Substance Abuse. The likelihood of substance abuse
by children increases when their parents abuse substances, either privately or in the

Preventing Substance Abuse Arﬁong Children and Adolescents
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presence of the children; when parental attitudes are perceived by the children as
permissive toward youths’ substance use; or when siblings (particularly older broth-
ers) use drugs.

Family Management and Parenting Practices. Many behaviors and attitudes on the
part of parents have been correlated with higher risk for children’s substance abuse.
These include overinvolvement of one parent and distancing by the other, low pa-
rental educational aspirations for children, and unclear or unrealistic parental expec-
tations for children’s behavior, especially as these expectations relate to the children’s
developmental level. Poor disciplinary techniques have been linked to the risk for
substance abuse, such as a lack of or inconsistent discipline or excessively harsh pun-
ishment. The quality of the mother’s relationship with the child has also been the
subject of studies, indicating that the following parenting practices predispose chil-
dren to substance abuse: '

° Low maternal attachment. :

©  Lack of maternal involvement in children’s activities.

©  Cold, unresponsive, underprotective attitudes on the part of the mother.
¢ Maternal use of guilt to control children’s behavior.

Family Conflict. Numerous studies have shown that conflict among family mem-
bers is a strong predictor of delinquency and antisocial behavior, including sub-
stance abuse. A nontraditional family structure (i.e., single-parent household or
“blended” family of parents and children from current and past unions) does not

appear to be as strong a predictive factor as conflict among family members.

Physical Abuse. Perpetration of physical abuse is a major risk factor for adolescent
substance abuse as well as for other antisocial behaviors. The earlier the age when
physical abuse is experienced, the greater the potential for negative effects. Although
common sense would suggest that sexual abuse is also a risk factor, research has not
yet addressed this issue.

Environmental and Contextual Risk Factors

The social, institutional, and economic contexts in which families live have a strong
bearing on the extent of children’s risk for substance abuse. In most instances, envi-
ronmental contexts operate independently as risks for adolescent substance abuse
(e.g:, peer influences or academic failure). However, the environment can also inter-
act with existing child and family risk factors to heighten children’s predispositions
to substance abuse. The environmental and contextual risk factors commonly cited
in the research are as follows:
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Influence of Peers. Rejection or limited acceptance of children by their peers, paf-
ticularly in the early school grades, appears to increase the risk of school problems
and delinquency, which are in turn risk factors for substance abuse.

Cultural and Social Norms and Laws. Certain trends in social norms for substance
abuse, as ‘well as laws governing the availability and use of both legal and illegal
substances, increase children’s risk for substance abuse. Such trends include poor
enforcement of the minimum purchase age for alcohol and tobacco products, social
norms condoning use, and a proliferation of alcohol and tobacco product advertise-

ments.

Poverty. Although the extent of economic well-being plays a role in the risk for

substance abuse, poverty appears to increase this risk only when it is extreme and -

only in children with behavior problems or other risk factors. Children from fami-
lies with high socioeconomic status generally have a lower than average rate of delin-
quency, while high population density, overcrowding, and poor housing appear to
contribute to antisocial behavior and delinquency, which are risk factors for sub-

stance abuse.

Neighborhood Disorganization. Studies explicitly examining the relationship be-
tween “neighborhood disorganization” and substance abuse are scarce, but a num-
ber of environmental factors relating to neighborhoods and communities have been
identified as contributing to delinquency and drug trafficking. These factors include
deterioration of the physical state of the neighborhood, lack of a sense of commu-
nity, a high crime rate, poor visibility of public places, and high mobility and tran-
sience. Deteriorating neighborhood conditions are sometimes due to the withdrawal
of economic investments and jobs and the accompanying loss of a tax base. Neigh-
borhood disorganization appears to hinder the ability of parents to instill prosocial
values in their children—values that could help ward off delinquency and substance

abuse.

Failure to Achieve in School. Academic failure, especially in the late elementary

grades, increases the risk for substance abuse in adolescence. This is true regardless

of whether school failure is due to behavior problems, truancy, learning disabilities,
poor school environment, or other causes. Intellectual ability, however, has not been
found to relate directly to an avoidance of substance abuse. In fact, some studies
have shown a positive correlation between high intelligence and some types of sub-
stance abuse (Hawkins et al., 1992).

The Role of Protective Factors in Substance Abuse Prevention

Even when risk factors are present, they are not precise predictors of the develop-
ment of unwanted behaviors. Most children exposed to the risk factors described
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above do not, in fact, develop substance abuse problems as adults. Many of these
children successfully negotiate the stages of childhood and adolescent development,
possibly experimenting with substance use, without becoming chronic abusers. In-
vestigators studying the etiology of substance abuse have attempted to identify and
define the characteristics of these resilient children’s personalities, families, and so-
cial environments, characteristics that appear to protect them from circumstances
that could otherwise lead them to engage in substance abuse.

Factors that protect against adolescent onset of substance abuse have been far less
extensively studied than have the risk factors that may lead to it. Researchers have
hypothesized, however, that this protection is not merely the absence or opposite of
risk factors, but rather the presence of positive influences that supplant, prevent, or
counteract the risks. Protective mechanisms: can interact with existing risk factors to
prevent, modify, or moderate their effects. Protective mechanisms can also interact
with each other to strengthen their protective effects (Hawkins et al., 1994; Rutter,
1987a). For example, the absence of a nurturing parent (a risk factor) could be coun-
teracted by the presence of a nurturing grandparent or family friend (a protective
factor). A child’s strong bonding with his or her mother (a protective factor) can

- enhance that child’s academic achievement in school (also a protective factor).

The best researched protective factors have also been categorized as individual and
personality characteristics, family characteristics, and environmental factors. Protec- -
tive factors are also frequently explained using the construct of resilience, an emerg-
ing area of research discussed in chapter 5.

Protective Individual and Personality Characteristics

Protective mechanisms relating to individual characteristics, as identified and de-
scribed in the literature, include the following;

* A positive temperament or disposition.

* A broad repertoire of social coping skills.

*  Belief in one’s self-efficacy and the ability to adapt to changing circumstances.
* A positive social orientation.

As stated earlier, the role of intelligence as a protective factor against substance abuse
remains unclear. In fact, high intelligence has in some cases been found to correlate
with certain types of adolescent substance abuse. However, a number of researchers
have found that intelligence can be a protective factor against severe childhood stresses,
juvenile delinquency, and incompetency as an adult (Garmezy, 1993; Kumpfer, 1993;
Werner, 1986). Because of the association between juvenile delinquency and sub-
stance abuse in adolescent behavior, it could be inferred that intelligence is therefore
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also a protective factor against substance abuse, but the dynamics of this relationship
have not yet been demonstrated by research. _ .

Because some individual protective mechanisms (e.g., positive temperament) are
influenced by hereditary traits, they are not always directly amenable to prevention
interventions. However, identifying and understanding these traits may make it pos-
sible to teach parents and children how to cope with and compensate for character-
istics that pose risk. Some researchers have suggested that successful coping can in
and of itself be a protective mechanism (Rutter, 1987a).

Protective Family Characteristics

Research indicates that two types of family-related factors can protect against the
risk of substance abuse: (1) cohesion, warmth, and attachment (bonding) with one
or both parents during chlldhood and (2) parental supervision of daily activities and

conduct.

The importance of cohesion, warmth, and bonding as protective me_chahisms was
illustrated in a study by Richters and Martinez (1993), in which children atténding
elementary school in a Washington, DC, neighborhood characterized by violence
were assessed to identify early predictors of adaptational success or failure. The re-
searchers found that, despite being exposed to similar levels of violence in their neigh-
borhoods, the children exhibited varying degrees of adaptational success and failure
(defined by academic performance and reports of behavior by their parents). The
children’s degree of success or failure was determined by characteristics of their home
lives. The risk of adaptational failure increased only when external adversities threat-
ened the stability and safety of the children’s homes. ) B

Contrary to many popular assumptions about parents’ lack of influence on adoles-
cents, parental monitoring of adolescent substance abuse has been found to be a
significant deterrent to substance abuse for adolescents across many demographic
groups and cultures (Dishion, Reid, & Patterson, 1988; Ensminger, 1990; Richardson
et al., 1989). Parental monitoring is particularly effective in middle childhood, when
children may be vulnerable to initiating substance abuse and associating with devi-
ant peers—when monitoring is accompanied by positive methods of behavior man-
agement and by famxly bonding and warmth (Catalano et al., 1992; Chilcoat, DlSthn,
& Anthony, 1995).

Protective Environmental Factors

The environmental contexts in which families live have a 51gn1ﬁcant mﬂuence on
children’s lives and, when unfavorable, have the potential to predispose them to sub-
stance abuse. Sources of emotional support outside the immediate family—particu-
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larly one or several close friends and an informal network of neighbors, extended
family, peers, and elders—can help protect children who are exposed to other risk
factors. Successful school performance and strong commitment to school are also
important. The following external factors appear to prevent or reduce the effects of
risks such as poverty, low education, and family conflict:

* A positive external support system.

* Formal and informal family supports and resources.

* Norms, beliefs, and behavioral standards against substance use.
*  Successful school achievement and commitment to school.

ETIOLOGICAL MODELS FOR THE DEVELOPMENT OF ADOLESCENT
SUBSTANCE ABUSE

Etiological models for the development of adolescent substance abuse generally seek
to explain the relationships among risk and protective factors, that is, to identify the
patterns and principles underlying the way these factors interact to shape children’s
lives. They also help to explain observable patterns of substance abuse among ado-
lescents and provide markers for its development. Many of the approaches devel-
oped and used to prevent substance abuse in children and youth, including those
presented in chapter 3, are based on the etiological models described in this section.

Researchers have not often had the opportunity to intervene in the lives of families
with young children and then follow these children to observe their experimentation
and substance abuse patterns during adolescence. Therefore, many of the preven-
tion approaches assessed in chapter 3 do not directly measure adolescent substance
abuse, but rather evaluate factors that are important precursors of substance abuse,
as identified by etiological models. An understanding of these models will therefore
help practitioners plan programs that can affect these precursors. |

The strength and association of risk and protective factors differ among groups by
gender, ethnicity, culture, and social ecology or context. Local prevention program
designers should not assume any one theory of causation for their target population,
but should seek local data or locally tested theories on which to base prevention
designs (Kumpfer & Turner, 1990-91).

The Developmental Pathways Model

A -wealth of research describes various models of the relationship between develop-
mental risk factors and adolescent substance abuse (e.g., Baumrind, 1991; Block,
Block, & Keyes, 1988; Brook, Whiteman, Gordon, & Cohen, 1989; Brook,
Whiteman, Cohen, & Tanaka, 1991; Coombs & Coombs, 1988; Kazdin, 1992;
Maguin, Zucker, & Fitzgerald, 1994; McMahon, 1994; Patterson, 1982; Rutter,
1987a, 1987b, 1989). For example, risk factors—such as poor parenting skills, ad- -
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verse family and environmental conditions, and characteristics of the child (e.g.,
irritability and discipline problems)—can interact over time to lead to conduct prob-
lems and to subsequent substance abuse. Some investigators have attempted to iden-
tify the pathways this sequence of events takes. According to the developmental pathways.
model, the presence of individual, familial, or social risk factors in a child’s life can
predispose him or her to engage in negative behaviors, which may in turn lead to
additional adverse events and circumstances—and further counterproductive inter-

actions.

The developmental pathways model can be illustrated by the development of con-
duct problems that begin during childhood (in contrast to those that begin in ado-
lescence, which are usually less severe). This developmental pathway may involve
risk factors such as stressful family conditions, which, in interaction with poor
parenting skills, reinforce child noncompliance and “teach” children to engage in
aversive behavior, as described below.

The apparent mechanism underlying this process involves stressors, such as marital
conflict or financial difficulties, that make it difficult for parents to set consistent
limits for their children or to provide effective support for them. This difficulty is
exacerbated when the children have characteristics such as irritability or hyperactiv-
ity and when parents lack effective parenting skills. In the absence of constructive
guidance from their parents, the children can become increasingly noncompliant,
aggressive, and impulsive. Parents who lack the skills to deal with this behavior may
allow it to continue, thereby reinforcing its use by the children. Subsequently, the
children may begin to use aversive behavior in their social interactions outside the
family. In other words, children learn to use aversive and hostile behaviors to react to
their home environment and eventually extend these hostile behaviors to school and
peer interactions. In this way, the child develops antisocial behaviors in nearly all of
his or her interactions over time (Conduct Problems Prevention Research Group,
1992). These antisocial behaviors place the child at high risk for initiating substance
abuse. |

This example does not account for all of the many possible variables in a given
pathway, nor does it allow for the variety of positive circumstances that can break the
cycle of failure or otherwise affect the outcome for the child. Therefore, the develop-
mental pathways model also takes mitigating factors into consideration. Among these
mitigators are genetic predisposition, biological manifestations, shaping of the envi-
ronment, cognitive and social skills, self-esteem and self-efficacy, habits, cognitive
sets (internal organization of one’s personal traits), coping styles, and links between
experiences (Rutter, 1989). '

- '
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Such pathways may be set in motion throughout an individual’s life or only during
certain periods. Conduct problems, for example, may begin early and may result in
a deviant lifestyle; may begin later, during adolescence, and may be less severe; or
may develop temporarily in response to certain situations (Moffitt, 1993). The study
of children over time, from childhood to early adulthood, has provided evidence of
relationships or pathways leading from early conduct problems, accompanied by
parental social dysfunction, to the subsequent development of late adolescent sub-
stance abuse (Brook et al., 1991).

Integral to the developmental pathways model is the view that windows of opportu-
nity exist during childhood to arrest or prevent the development of aversive behav-
iors that lead to substance abuse, such as poor conduct. These opportunities are
theorized to be present during transitional periods, such as the move from preschool
to elementary school and from elementary school to middle school. According to
this model, it is especially appropriate to deliver intensive interventions to children
with conduct problems during the developmental stages in which these events occur
(Conduct Problems Prevention Research Group, 1992).

The Scciai Development Model

The social development model seeks to explain antisocial behaviors, which are them-
selves risk factors for substance abuse, by examining the socialization processes (the
interaction of developmental mechanisms through relationships with family, school,
and peers) that predict such behaviors. This model hypothesizes that all children
progress through similar developmental processes, during which they may develop a
predominance of either prosocial or antisocial behaviors, depending on how they
experience socialization and the other influences affecting their development (Catalano
& Hawkins, 1996; Catalano, Kosterman, Hawkins, Newcomb, & Abbott, 1996;
Hawkins & Weis, 1985). Therefore, the social development model specifies the
mechanisms by which identified risk and protective factors interact to give rise to
either prosocial or antisocial behaviors (Catalano et al., 1996).

el - = The social development model holds that both prosocial and
Interventions based on the social de-  antisocial patterns of behavior are learned from the same so-
velopment model include the model-
ing of prosocial activities. For example,

parents are taught to give consistent
messages about substance abuse and by which social behavior patterns are learned include children’s

cialization agents. These agents include the family, school, re-

ligious and community institutions, and peers. The processes

to encourage adolescents’ participa-  perceived opportunities for involvement and interaction with
tion in activities that increase oppor-
tunities for prosocial interaction
(Spoth, Redmond, Haggerty, & Ward,
1995). Children and adolescents typically experience both prosocial -

others, their degree of involvement in these interactions, their
skills to participate in them, and their reinforcement from them.

R -~ f

oo ————————---- - and antisocial influences and engage in both types of behavior
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during their development. According to the social development model, however, the
predominant behavior of adulthood will depend on the influence that was dominant
during childhood and adolescence. Youth who have primarily been exposed to
prosocial influences are more likely to exhibit prosocial behaviors; those who have

primarily experienced antisocial influences are more likely to exhibit antisocial be-

haviors (Catalano et al., 1996).
The Social Ecology Model

Like the social development model, the social ecology model (Kumpfer & Turner,
1990-91) is based on the belief that an adolescent’s interactions with social, school,
and family environments ultimately influence substance abuse and other antisocial
behaviors. The social ecology model, however, emphasizes the importance of in-
creasing opportunities within the social environment for youth to develop social com-
petencies and self-efficacy.

. It is known that the immediate direct predictor of substance

abuse among adolescents is association with antisocial peers
and involvement in antisocial peer behavior. Through empiri-
cal testing of the social ecology model, however, Kumpfer and
Turner found that the factor leading to an adolescent’s selec-
tion of prosocial or antisocial peers was his or her self-esteem
or perceived self-efficacy—and his or her bonding with the

school as a prosocial environment that rewards students for

achievement and promotes involvement.

According to this model, the interplay between a youth and
his or her family climate also influences the youth’s self-esteem
and self-efficacy. Family climate is determined over time

~ through interactions between children and parents as they so-

cialize and bond. Thus, bonding with both the school envi-
ronment and the family shapes perceived self-efficacy and

The social ecology model offers an
explanation of the “buffering effects
of positive family and school envi-
ronments on involvement with
negative peers” (KGmpAfe'ir'&Turner,
1990-91, p. 456). Positive interac-
tions with family and. schoo! envi-

ronments.can have a pdsiiiye effect .

on the choice of prosocial friends,
which in turn can positively influ-

_ence the adolescent’s choices about

substance abuse. Thus, prevention
programs based on this model at-
tempt to improve family and school
environments to foster prosocial de-
velopment.

subsequent choice of peers—which influences choices about substance abuse.

Contextualism

Contextualism hypothesizes that all behavior must be understood within its context.
“Context,” howeve;, is broadly defined to include not _only interactions between a
person and his or her immediate environment but those between the individual and
the domains of family, school, peers, community, and the larger societal or global
environment. The concept of contextualism has its source in the work of Urie
Bronfenbrenner (Bronfenbrenner, 1986; Bronfenbrenner & Crouter, 1983) and is

Preventing Substance Abuse Among Children and Adolescents t~
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Contextualism can provide a basis for |
interventions that can be imple-

now incorporated in a model that attempts to explain adolescent substance abuse
(Szapocznik & Kurtines, 1993).

Szapocznik and Kurtines (1993) have examined and applied the model of
contextualism to adolescents’ increased risk for substance abuse within the context
of family conflicts. Working with Hispanic adolescents, Szapocznik and Kurtines
observed that family conflict developed when these youths began to assimilate Ameri-
can cultural values, which were in many ways in opposition to the Hispanic values
held by their parents. Using the contextualism model, the authors reframed the
intergenerational conflict between the youth and their parents as “nested” in a cul-
tural context. Thus, the family members were able to perceive cultural conflict as a
common foe. Cross-alliances were fostered between parents and youth, who were
encouraged to appreciate aspects of each other’s cultural values that were meaningful
to them.

In a different setting, Conger et al. (1991) examined the rela-
tionship between the contexts of family economic means on

mented in multiple systems and en- the one hand, and family environment on the other. Their
vironments (e.g., family, school, peer focus was the effect of economic hardship on adolescent alco-

relationships, and culturai value sys-
tems), especially the natural systems
in which adolescents live and oper-

hol use in midwestern families. Financial hardships were shown
to lead to conflict between the parents and increased hostile

ate (Borduin & Henggeler, 1990). behavior by the parents toward the children. Marital conflict,
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hostile behavior between parents and youth, and decreased pa-
rental control all contributed directly to the risk of alcohol use
by these adolescents.

FAMILY-CENTERED APPROACHES TO PREVENTION

The etiological models just described have been used by practitioners and research-
ers to develop prevention approaches directed toward substance abuse by youth. (Pre-
vention approaches are groups of prevention activities that broadly share common
methods and strategies, assumptions, and outcomes, as defined in chapter 3). Of
these prevention approaches, three met the criteria for inclusion in this guideline:
parent and family skills training, in-home support services, and family therapy (see
appendix B for the inclusion criteria used to select the prevention approaches de-
scribed in chapter 3 and for a description of prevention approaches not included in
this guideline). From the review of the etiological models on which these approaches
are based, several prevention trends emerged concerning the interrelationships and
interactions among children, families, and the broader domains within which they
exist, as follows:

*  There is a trend away from focusing on individual behaviors of children in
single domains and toward broad contextual functioning of families in mul-
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tiple domains. Intervention research has broadened from addressing children’s

needs in discrete settings, such as just the school or just the family, toward

addressing multiple domains involving the family, the school, and the com-
munity.

There is a trend away from viezbing_ the family as a self-contained and indepen-

dent unit and toward viewing it as an interdependent unit. Increasingly, re-

searchers are examining interactions not only among family members but
among families and community networks and systerhs that affect families’
capacities and outcomes at many levels.

There is a trend away from intervening in child bebavioral problems as isolated

events and toward recognizing that children’s behaviors are embedded in ongo-

ing developmental and family processes. Research is focusing on the develop-
mental stages and processes of children as they unfold in relationship to their
families, recognizing the following:

— Interventions must be appropriate to the age, sex, culture, and develop-
mental processes of the individual child and may be more successful if
introduced during children’s earlier developmental stages.

— Problems accumulate, reformulate, and reemerge throughout a child’s
development stages. Intervention researchers have interpreted this phe-
nomenon as an indication that interventions are needed throughout all

developmental stages and all environmental settings.

The three approaches addressed in this guideline use varying combinations of pre-

ventive measures, strategies, and settings. These characteristics, as well as the family

members included in the intervention and the intended outcomes, are shown in

table 2-1. The universal, selective, and indicated prevention measures referred to in
the table, measures that relate to the child’s degree of risk, are defined in chapter 3.

The three prevention approaches are briefly described in the following paragraphs as

an introduction to the detailed presentations in chapter 3.

Prevention Approach 1: Pareni and Family Skills Training

Parent and family skills training seeks to reduce the risk factors and enhance the

protective factors relating to family life and behavior. The interventions in this ap--

proach have as their objectives the following:
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Parent and family skills training to improve and strengthen family life.
Promotion of healthy children within the family setting, '
Improvement of relationships between parents and children.
Instruction to parents on addressing specific problem behaviors of their
children.

General improvement of the structure, functioning, and interaction of families.
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TABLE 2-1: Key Features of Family-Centered Prevention Approaches
Prevention  Prevention Family Members Key
Approach Measures Used Included Strategies Outcomes Setting
Parent and Universal Parent training Teaches skills, Strengthen Individual families
Family Skills  Selective targets parents sometimes in family ties. or groups of
Training Indicated only, possibly combination Acaui families in clinic or
’ with children with support Acquire or classroom.
in separate groups or improve
sessions. counseling. pa'rentmg
skills.
Family skills |
training is held with m$rove .
both parents and child behavior.
children.
Combined parent
and family skills
training targets both
parents and children.
In-Home Indicated Entire family Provides skills Preserve and/or Individual families
Support living in training, therapy,  reunite family with  in the home and in
Services household. and support problems of child the community.
services. abuse or neglect
or antisocial
behavior.
Stabilize crises.
Improve parenting
skills to nurture
children.
Improve family
functioning.
Family Indicated Parents and Therapy. Improve family Individual family in
Therapy children, some- functioning and a clinic or in home.
times including dynamics to
siblings or other resolve or mitigate
family members, problems with
. chiid.
Most interventions that use the approach of parent and family skills training are based
on the social development or social ecology models, which stem from social learning
and operant theories of behavior. Other parent and family skills training interventions
are based on the developmental pathways and contextualism models.
Most parent and family skills training approaches work to strengthen ties within
families by teaching parents how to model and reinforce positive behavior. Because
of the emphasis on developing and enhancing skills, interventions within this ap-
proach are usually intended to help parents practice what they learn (either with
their children or through role playing and other learning exercises) and to receive
feedback from the results of their practice.
2-16 Reference Guide



These approaches teach parents how to model and reinforce positive behavior in
relationship to identified interactional, communication, problem-solving, and disci-
pline problems, especially with children who are exhibiting antisocial and other prob-

lem behaviors (or who are at above average risk for these behaviors). By modeling

social skills, teaching them to their children, and strengthening family ties, parents
reduce the risk that their children will be influenced by antisocial and substance-using
peers.

In addition to directing prevention measures to children and families with varying
degrees of risk, interventions for family and skills training may or may not involve
both parents and children, as follows:

»  Parent training interventions may involve the parents without the children,
or parents and children separately. '

o Family skills training interventions include the parents and children in train-
ing sessions in a clinic or at home.

»  Combined parent and family skills training can be conducted in a variety of
ways. For example, separate sessions may be held for the parents alone and
for the family as a whole. Alternatively, separate sessions may be held for
parents, for children, and for the family as a whole.

Prevention Approach 2: Family In-Home Support

Family in-home support is a prevention approach that addresses risk and protective
factors by focusing on preserving families through intervention in the home. Such
interventions are designed to help reunite families with children who have been
placed in foster care or to alleviate crises that, left unaddressed, might lead to the
out-of-home placement of children. This approach uses indicated prevention mea-
sures to support families at home through crisis-related services in response to im-
mediate needs, longer range services to improve parenting skills and support child
development, and support services such as respite care, health care, and housing
(Kinney, Haapala, Booth, & Leavitt, 1990).

Depending on the combination of services and training provided to a family, in-home
~ support may draw on any one or all of the four etiological models discussed earlier in
this chapter. This approach also draws on an eclectic mixture of other approaches. For
example, it may draw on the parent training approach to teach parenting skills, as well
as on the approach of family therapy (described in the following section) to restore a
very troubled family’s structure and functioning.

Prevention Approach 3: Family Therapy

Family therapy usually employs prevention measures to intervene in families with
children or adolescents with recognized antisocial or other problem behavior. Most

Preventing Substance Abuse Among Children and Adolescents
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such families have high levels of conflict, and many live in highly stressful environ-
ments. Interventions based on this approach most often take place in a clinic setting
and are usually delivered to an individual family rather than a group of families.

Although the family therapy approach as defined here addresses families in which
children and adolescents are not yet abusing substances, in practice, this distinction
may be difficult to uphold. Many researchers believe that delinquency, conduct prob-
lems, and substance abuse among adolescents often occur simultaneously—that where
one condition exists, the others are likely to be present, even though not diagnosed.
Thus, practitioners may often find that substance abuse is already present in adoles-
cence, even when they are intervening for delinquency or conduct problems to pre-

vent substance abuse. N

The following paragraphs describe therapies that are representative of the interven-
tions used in the family therapy approach. Although there is some overlap in the
concepts on which these therapies are based, each is sufficiently distinct to warrant
mention here.

Structural and Strategic Therapies

Structural and strategic therapies focus on altering the structure and functions of
internal family dynamics. Their primary goal is not the achievement of deep insight
into behavior, but a change in family interactions so that individual development is
supported while a sense of belonging is preserved. By making a family’s relationships
more functional, its members are better able to solve the problem that created the
need for therapy (Santisteban et al., 1995).

Multisystemic Therapy

Also referred to as family ecology therapy, multisystemic therapy recognizes that child-
hood problems exist in a broad social context that includes multiple domains—such
as the family, the school, and the community—and that each of these domains af-
fects the influence of the others; that is, they are bidirectional. Therapists using this
intervention attempt to identify the relationships among systems that contribute to
dysfunction in children and families. They work on improving children’s social skills
as well as altering the interactions of family members between and among these life
domains. Multisystemic therapy is therefore designed to intervene directly in the
systems and processes of the individual family, including parental discipline, family
affective relations, peer associations, and school performance, which are known to
be related to antisocial behavior in adolescents (Henggeler, Melton, & Smith, 1992;
Henggeler et al., 1986).
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Functional Family Therapy

Functional family therapists strive to help family members understand their interac-
tions and relationships. Family members and their behaviors are seen as a highly
interdependent set of relationships in which change in the behaviors of one family
member affects all family members. Therefore, functional family therapy works to
change the communication and behavior patterns of individuals to improve the ways
in which relationships function within the family unit (Alexander & Parsons, 1982).

CONCLUSION

The family-related events and conditions in the lives of children and adolescents
that predispose them to substance abuse are multifaceted and complex. One must
take into account the relationships between the child and the family; among family
members; and among the child, the family, and the larger environment. Researchers
are increasingly recognizing the importance of the risk and protective factors identi-
fied as precursors to adolescent substance abuse, even though they do not yer fully
understand the causal nature of these relationships. Approaches that seek to reduce
risks and enhance protective factors to prevent adolescent substance abuse are now
widely recognized and used by prevention practitioners.

Although many models and theories exist to explain human and family behavior,
most of the interventions described in chapter 3 draw on one or more of the four
etiologic models described (the developmental pathways model, the social develop-
ment model, the social ecology model, and contextualism) to explain the relation-
ships between risk and protective factors and adolescent substance abuse. Chapter 3
presents detailed information about research and practice interventions in three pre-
vention approaches for substance abuse (parent and family skills training, in-home
support, and family therapy). Some interventions in these approaches do not specifi-
cally address substance abuse prevention but are directed at reducing the risks and
enhancing the protective factors associated with adolescent substance abuse. As dem-
onstrated in the next chapter, these interventions are often embedded in the efforts
of community programs and organizations, such as schools, child behavior clinics,
child development programs, family therapy programs, child welfare agencies, and
churches—all organizations that are trying to meet the broader needs of families.
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Analysis of Evidence
and Recommendations
for Practice

among children and adolescents are used in a variety of settings

I l‘ amily-centered approaches to the prevention of substance abuse

and have diverse goals. Three approaches were identified and in-

cluded in this guideline because evidence of their effectiveness is documented

in the literature: parent and family skills training,
family in-home support, and family therapy. Fam-
ily therapy and parent and family skills training
are commonly provided in clinical settings and are
often used to help families address child behavior
problems. In-home family support is usually em-
bedded in programs that focus on family preserva-
tion, child abuse, or other health care issues. This
approach can be found in child welfare programs,
healthfbased organizations, schools, neighborhood

centers, and as part of church-related activities. Re-

This chapter describes

an analysis of the
effectiveness of
family-centered approaches
to substance abuse
prevention and provides
recommendations for
practice.

view and analysis of the research and practice evidence for each of these

approaches follow.

This chapter includes the following four major sections:

1. Classification of Preventive Measures and Description of Approaches—
The first part of this section presents a classification scheme for devel-

oping preventive measures and categorizing them according to the risk

levels of their target audiences. The next part of this section defines

the term prevention approach and the three family-centered approaches

evaluated in this guideline.

2
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2. Analysis of Evidence—This section describes the analyses of the research and
practice evidence for each of the three prevention approaches. The presentation
of each approach includes the following:

a. The conceptual foundation for the approach.

b. A list of the research and practice evidence reviewed.

c. " The level of evidence found, including the conclusions drawn from the
evidence and the strength of the evidence supporting the conclusions (see
the discussion of the levels of evidence in About This Guideline).

d. Lessons learned for each prevention approach based on the research and
practice evidence reviewed.

e. Suggestions for future research based on the research and practice evidence
reviewed.

f.  Recommendations for practice, observations, and interpretations made by
the Expert Panel regarding the three prevention approaches (see the
discussion of recommendations for practice in About This Guideline).

3. General Suggestions for Future Research—This section includes suggestions for
future research that relate to more than one of the three prevention approaches.

4. General Recommendations for Practice—This section includes recommenda-
tions for practice that relate to more than one of the three prevention
approaches.

An appendix to this chapter, Research and Practice Evidence Abstracts, describes in a
standard format each of the research studies and practice cases that was analyzed.
Each abstract describes the study design (where appropriate), the overall intent of
the study or program, and the findings or results most relevant to the prevention
approach in question.

CLASSIFICATION OF PREVENTIVE MEASURES AND DESCRIPTION OF
APPROACHES

This section presents a classification scheme for developing preventive measures and
categorizing them according to the risk levels of their target audiences. It is followed
by a definition of the term prevention approach and descriptions of the three
family-centered approaches evaluated in this guideline.

Classification Scheme for Prevention

According to Gordon (1983), prevention efforts can be “operationally classified on
the basis of the population groups among which they are optimally used.” Gordon’s
classification scheme incorporates a cost-benefit assessment with regard to various
populations. In the context of family-centered substance abuse prevention efforts,
the benefits of working with families at various degrees of risk for substance abuse
are weighed against the cost to society for carrying out specific interventions with

these families. Gordon defined three categories of preventive measures: Universal,
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selective, and indicated (Gordon, 1983, 1987). The term preventive measure here
denotes a cluster of interventions designed for a group of families sharing a common
level of risk for substance abuse. '

Universal Preventive Measures

Universal preventive measures are desirable for everyone. These measures “can be
advocated confidently for the general public” (Gordon, 1983, p. 108). In relation to
substance abuse, universal measures are directed to the general population or to a
general subsection of the public (e.g., all families in a community, school district, or
religious institution). These families have not been identified on the basis of risk
factors related to substance abuse; however, exposure of these families to prevention
strategies could reduce the possibility of future substance abuse. The underlying
assumption of universal measures is that all children benefit when parents and fami-
lies have good nurturing skills that can create protective family and community en-

vironments.
Selective Preventive Measures

Broadly, selective preventive measures are “advisable for population subgroups dis-
tinguished by age, sex, occupation, or other evident characteristics, but who are
perfectly well” (Gordon, 1983, p. 108). In the field of substance abuse prevention,
selective measures are directed to subgroups of families with children who do not yet
abuse substances but who, as a subgroup, have an above average risk for developing
substance abuse problems. Examples of these subgroups are people living in areas
characterized by disorganization, violence, or drug trafficking; single-parent families
or families of divorce; and families in economic distress (e.g., the unemployed, the
homeless, recipients of Temporary Assistance for Needy Families (TANF), and the
low-income working poor). The goal of selective measures is to ensure that families
in these targeted subgroups have access to interventions designed to reduce family
risk factors that are characteristic of the subgroup and could lead to adolescent sub-
stance abuse—and to strengthen protective factors that can help prevent adolescent
substance abuse.

Indicated Preventive Measures

Gordon states that “indicated preventive measures should be applied only in the
presence of a demonstrable condition that identifies the individual as at
higher-than-average risk for the future development of a problem” (Gordon, 1983,
p. 108). When applied to family-centered substance abuse prevention, these mea-
sures are directed to specific families (as opposed to subgroups) who have children
with known, identified risk factors. As with other types of preventive measures, the
children of these families are not yet known to be abusing substances. Examples of
populations targeted for indicated preventive measures include families who have

Preventing Substance Abuse Among Children and Adolescents
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children with serious behavioral, conduct, emotional, or psychiatric disorders re-
quiring clinical treatment; families who have children with delinquency problems;
and families with substance-abusing parents, a history of physical or sexual abuse,
evidence of neglect, extreme family conflict, or other types of violence. Families
receiving indicated prevention interventions are usually identified through child
welfare programs, mental health clinics, substance abuse treatment programs for
adults, and schools and other community institutions that work with families whose
children are having serious difficulties with behavior or personal adjustment.

Prevention Approaches Analyzed in This Guideline

A prevention approach is defined as a group of prevention activities that broadly
share common assumptions (theories or hypotheses), methods and strategies, and
desired outcomes. The three prevention approaches evaluated in this chapter (par-
ent and family skills training, family in-home support, and family therapy) are rel-
evant to the outcome of preventing or reducing child and adolescent substance abuse.
However, some interventions described in the approaches are not designed to di-
rectly prevent substance abuse. Rather, they are intended to decrease risk factors (or
their effects) and increase protective factors (or their effects) that are related to ado-
lescent substance abuse. Changing behaviors and conditions through these interven-
tions should result in a decrease in the likelihood of substance abuse.

During the evaluation phase of guideline development, research and practice evi-
dence was identified and grouped within the three prevention approaches. As appro-
priate, the prevention approaches were then classified or subgrouped according to
the prevention classification scheme of Gordon (1983, 1987). Brief descriptions of
the prevention approaches are provided in the following sections.

Prevention Approach 1: Parent and Family Skills Training

Parent and family skills training is designed to improve family communication skills,
teach parents skills for nurturing and protecting their children, modify counterpro-
ductive parenting behavior, decrease children’s antisocial and other problem behav-
iors, and encourage the development of prosocial skills. This prevention approach is
divided into two subgroups: (1) parent and family skills training as universal and/or
selective preventive measures and (2) parent and family skills training as indicated

preventive measures.
Prevention Approach 2: Family In-Home Support

Family in-home support provides parents and families with services tailored to their
unique needs with the goal of stabilizing the family environment so that parents are
better able to protect and nurture their children. In this guideline, family in-home

support is characterized as an indicated preventive measure.
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Prevention Approach 3: Family Therapy

Family therapy helps family members reduce maladaptive family functioning, de-
creases negative behavior, and fosters skills for healthy family interactions. In this
guideline, family therapy is characterized as an indicated preventive measure.

ANALYSIS OF EVIDENCE

This section presents the results of the Expert Panel’s analysis
of the research and practice evidence for each of the three pre-

These analyses are based on a sys-
tematic and rigorous review and

vention approaches. The approaches are reviewed and presented  , z/uation of the research and prac-

in a standardized format that allows the reader to systemati- tice evidence.
cally examine their purposes, similarities, and differences.

Within each prevention approach presented, several elements

of the research and practice evidence are discussed. These ele-

ments are the following:

»  Conceptual Framework of the Approach or Cluster.
e Overview of the Evidence Reviewed.

e Levels of Evidence.

e Lessons Learned.

»  Suggestions for Future Research.

¢ Recommendations for Practice.

PREVENTION APPROACH 1: PARENT AND FAMILY SKILLS TRAINING

Family functioning, structure, and values have a significant impact on children’s
capacity to develop prosocial skills and cope with life’s challenges. Parent and family
skills training interventions can have a positive effect on parental and familial roles
and interactions by providing family members with new skills that promote better
nurturing and protection of children. This type of training can be used to decrease
antisocial, aggressive, or other problem behaviors of children and parents; help chil-
dren develop prosocial skills; and foster specific parenting skills. It can also be used
to train parents to deal with children who are particularly challenging or have behav-
ior problems. Parent and family skills training interventions can be delivered as indi-

cated, selective, or universal preventive measures.

In the following discussion of the effectiveness of parent and family skills training,
the three-part classification scheme for prevention described earlier was used to di-
vide the evidence into two intervention clusters: universal and/or selective preven-
tive measures, and indicated preventive measures. The universal and selective
classifications were combined because there was insufficient research literature to
permit separate evaluations of the evidence and because these classifications have

more similarities than differences.
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Conceptual Framework for Cluster 1: Parent and Family Skiils Training as
Universal and/or Selective Preventive Measures

The concept underlying parent and family skills training as universal and/or selec-
tive preventive measures is that promotion of prosocial behaviors and skills should
prevent the development of risk factors for substance abuse, such as antisocial and
other problem behaviors, and help children to develop and strengthen the factors
that protect against substance abuse.

The parent and family skills training interventions described in this cluster are tar-
geted toward families in the general population whose children have not been selected
on the basis of risk or symptoms of problem behavior or toward families whose chil-
dren are exposed to several risk factors and therefore at higher than average risk for
developing substance abuse problems. These parent and family skills training inter-
ventions are usually implemented in voluntary, nondlinical settings.

In this cluster, family skills training in-

Parent and Family Skills Training Clusters terventions involve parents or parents and

!’revention Approach 1, Parent and Family Skills Training, children in structured curriculum activi-

is divided into two clusters: ' ties designed to identify opportunities for

* Cluster 1: Universal and/or Selective Preventive change and improve family functioning,
Measures.

including strengthening children’s

* Cluster 2 Indicated Preventive Measures. pprosocial behaviors and skills. Also in this

The discussions for each cluster include overviews of the
research and practice evidence and levels of evidence. Les:

-sons learned and suggestions for future research are then . p ..
presented for the entire approach. = identifying opportunities for improved

cluster, some interventions focus specifi-
cally on strengthening parents’ skills by

) ‘ parenting, helping parents learn to deal
Presentation of the prevention approach concludes with rec-

ommendations for practice for both clusters. with partlcularly challengmg children,

and teaching parents how to strengthen
their children’s prosocial behaviors and
skills.

Overview of the Evidence for Approach 1, Cluster 1: Parent and Family Skills
Training as Universal and/or Selective Preventive Measures

Analysis of the effectiveness of parent and family skills training as universal and/or
- selective preventive measures is based on 14 research studies and 6 practice cases:
The objectives of the interventions reviewed in this cluster focused on such changes
as acquiring skills and increasing knowledge for parents and improving behavior for
children. The expected changes for parents included acquiring or improving parenting
skills, child management abilities, and psychological helping skills; developing rela-
tionships; and developing empathy. Expected changes for families included conflict
resolution and improvements in family cohesion, organization, and relationships.
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For youth, expected changes included improvements in general child behavior, psy-

chological adjustment, attachment to family, and commitment to school.

Activities in these interventions included parent and child skills training sessions

(primarily in the form of didactic and group sessions), as well as therapy and

video-based sessions. Specifically, these included videotape- and curriculum-based

training and modeling sessions; didactic, fole-playing, and skill practice sessions;

and cognitive-behavioral workshops and training sessions.

The following studies examined interventions that included parent training without

child involvement:

1.

The following studies examined interventions that involved parent training plus.

Felner et al. (1994) evaluated the effectiveness of a work-site-based parenting
program designed to improve parent-child interactions by increasing the knowl-
edge and improving the attitudes and discipline skills of parents.

Myers et al. (1990) examined a culturally appropriate cognitive-behavioral
parenting skills—building program.

Guerney (1977) evaluated the effectiveness of a skills training program designed
to improve psychological helping skills for foster parents.

Guerney and Wolfgang (1981) evaluated a skills training program for foster
parents that focused on the development of skills for child management, empa-
thy, relationship development, and understanding of children’s needs and de-
velopment. .

Thompson, Grow, Ruma, Daly, and Burke (1993) evaluated the effectiveness
of a parenting program designed to teach middle and lower income' parents
child management skills to decrease their children’s developmental, learning,
and behavioral problems.

Knapp and Deluty (1989) compared the effectiveness of a behavioral parent
training program involving modeling and role playing with a parent training
program involving readings, brief review testing, and discussions.

Wolchik et al. (1993) evaluated the effectiveness of a parent-based intervention
designed to improve psychological adjustment in children of divorced mothers.

family skills training:

1.

Preventing Substance Abuse Among Children and Adolescents -

Catalano, Haggerty, Gainey, Hoppe, and the Social Development Research
Group (19_95) compared the effectiveness of methadone maintenance treatment
alone and treatment by a methadone maintenance program that included a
parent training component designed to increase relapse prevention skills, im-
prove parenting skills and child skills and behavior, and reduce parent and child
drug use.

Spoth, Redmond, Haggerty, and Ward (1995) and Kosterman, Hawkins,

Haggerty, Spoth, and Redmond (1996, 1997) assessed the efficacy of a -
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theory-based family skills training intervention designed to prevent adolescent
substance abuse and other problem behaviors.

Spoth and Redmond (1996), Spoth, Yoo, Kahn, and Redmond (1996), and
Spoth, Redmond, Hockaday, and Yoo (1997) examined models of theory-based
mechanisms of change in selected outcomes, incorporating intervention pa-
rameters such as session attendance levels.

Spoth (in press), Spoth, Redmond, and Shin (in press), Spoth, Redmond, Shin,
and Huck (in press), and Spoth, Reyes, and Redmond (1997) evaluated the
effectiveness of a family competency training program designed to enhance
protective parent-child interactions and to reduce children’s risk for early sub-
stance use initiation.

The following three studies examined interventions that included parent training

with separate child training plus family skills training:

1.

Kumpfer and DeMarsh (1987) compared the effectiveness of three
parent-child-focused, family-based prevention conditions for reducing the sub-
stance abuse risk status of children living with a substance-abusing parent (par-
ent training alone, parent training plus children’s skills training, and parent and
child skills training plus a family skills training program).

Kumpfer, Turner, and Palmer (1991) evaluated the effectiveness of a behavior-
ally oriented parent-child-focused family skills training program for reducing
the substance abuse risk status of children in African-American families in rural
Alabama living with a substance-abusing parent. The family skills training pro-
gram was comprised of behavioral parent training sessions, separate children’s
training sessions, and joint parent and child training sessions.

Aktan, Kumpfer, and Turner (1996) evaluated the effectiveness of a family skills
training program for inner-city African-American families that is intended to
reduce risk factors for substance use in families in which one parent is known to
abuse substances. The program consists of concomitant parent training and
children’s skills training, followed by family skills training classes.

The following three case studies involve parent training without child involvement:

1.

The Kansas Family Initiative is a statewide prevention effort designed to train -
parents about substance abuse risk factors, developing a family position on al-
cohol and illicit drugs, techniques for alcohol and other drug refusal, managing

family conflicts, and strengthening family bonds.

The Parenting for Prevention program is a multiagency parenting education

and training program designed to reduce risks associated with' compromising

the health and protection of children, assist parents with child-rearing chal-

lenges through effective parenting, and promote bonding within families and

with the community.
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3. The Communication and Parenting Skills program was a nine-session
skills-oriented course designed to teach parental modeling of positive artitudes
and behaviors and teach effective communication (Klein & Swisher, 1983).
The program included class discussions, assigned reading, skills training, mod-
eling of desired responses, homework, reinforcement, and values clarification.
The following case study involved parent training with separate child training:
The Creating Lasting Impressions program involved the engagement of church
communities in rural, suburban, and urban settings. It involved ’training in
substance abuse issues, family management and enhancement, communication
skills for parents and youth, and substance abuse issues for youth.

The following two practice cases involve family skills training:

1. The Families in Focus program involves in-home activities designed to build
family cohesion, adaptability, and communication as a way to prevent sub-
stance abuse.

2. The Families and Schools Together program is a family- and school-based pre-
vention program that emphasizes enhancement of family functioning and de-
velopment of protective factors, prevention of school failure and substance abuse,
and reduction in family stress. Activities focus on cooperation and collabora-
tion, including assembling family flags, learning songs, and hosting meals.

Abstracts of the research and practice cases used in this analysis are provided at the
end of this chapter. Assessment of the level of evidence for Approach 1, Cluster 1 is
summarized on page 3-12.

Conceptual Framework for Approach 1, Cluster 2: Parent and Family Skills
Training as Indicated Preventive Measures

The concept.underlying parent and family skills training as indicated preventive
measures is that decreasing children’s and family’s antisocial and other problem be-
haviors, fostering prosocial skills in children, and improving the family environment
should reduce children’s risk factors for developing substance abuse problems and

enhance protective mechanisms relative to substance abuse.

This cluster describes family skills training and parent training interventions for
families with children who are exposed to multiple risk factors or who have a high
level of exposure to a single risk factor. The children have behavior disorders or
conduct problems and are therefore at high risk for, but are not yet experiencing,
substance abuse problems. These interventions are generally carried out in thera-
peutic or clinigal settings and. often include structured skills development, therapeu-
tic counseling, _and discussion groups.

Preventing Substance Abuse Among Children and Adalescents 9 3
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Level of Evidence for Approach 1, Cluster 1: Parent and Family Skills Training as
Universal and/or Selective Preventive Measures

The research and practice evidence in this cluster relates to parent and family
skills training as universal and/or selective preventive measures—interventions
for parents and families with children who have not yet developed diagnosed
problem behaviors or engaged in substance abuse, but who belong to a sub-
group whose risk of experiencing substance abuse is higher than average orin-
terventions for families with children who have not been selected on the basis of
any sign of substance abuse or elevated level of risk.

The research and practice evidence reviewed indicates that it is possible to suc-
cessfully implement parent and family skills training as universal and/or selective
preventive measures as follows:

¢ There is strong evidence that these interventions can stabilize or im-
prove conditions that allow development of risk factors, such as poor
parent-child communication, child problem behavior, inadequate
parenting skills, poor family relationships, parental substance use, and
deficient family functioning (family conflict, poor family communication,
and family disorganization).

* There is suggestive but insufficient evidence that, when specifically tar-
geted, these interventions can improve children’s social skills and
prosocial behavior.

¢ There is suggestive but insufficient evidence that, when specifically tar-
geted, these interventions can reduce parental stress and depression,
improve children’s self-esteem, and promote improvements in accul-
turation differences between parents and children. ‘

¢ There is suggestive but insufficient evidence that a combination of par-
ent training, children’s social skills training, and family relatrionship en-
hancement training leads to greater overall improvements in parent-child
relationships than does any of these interventions alone.

¢ There is suggestive but insufficient evidence that these interventions

can delay the onset and progression of substance use among young
adolescents.

In this cluster, interventions focus on developing family skills to address dysfunc-
tional and counterproductive family functioning and behavior, as well as on reduc-

ing or eliminating children’s problem behaviors. These interventions always involve

- parents and children in structured curriculum activities designed to improve family

functioning. Although parents are always participants in thesé interventions, the
involvement of children ranges from moderate to extensive. Parent training inter-
ventions in this cluster focus on development of parenting skills to address dysfunc-
tional and counterproductive parenting practices, to deal with particularly challenging
children, and to reduce or eliminate children’s problem behaviors.
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Overview of the Evidence for Approach 1, Cluster 2: Parent and Family Skills
Training as Indicated Preventive Measures

In the research studies and practice cases reviewed for this cluster, the objectives of -

the interventions were such changes as acquiring skills and increasing knowledge for

 parents, changing parents’ attitudes toward their children, and improving behavior
for children. The expected changes for parents included acquiring or improving
parenting skills, child management abilities, problem-solving skills, communication
skills, and crisis management abilities. The expected changes for youth included
improving general behavior, acquiring or improving self-control and compliance,
reducing antisocial and other problem behaviors, and reducing arrest rates among
offenders. . '

Activities used to meet the intervention’s objectives were typically parent and child
skills training sessions, primarily didactic and group ‘sessions, as well as therapy and
video-based sessions. Specific activities included videotape- and manual-based train-
ing and modeling sessions; didactic, role-playing, and skills practice sessions; and

cognitive-behavioral training sessions.

The following studies examined interventions that involved parent training without

child involvement:

1. Arnold, Levine, and Patterson (1975) examined the effectiveness of a parent
training program involving social learning techniques of child management to
reduce the rates of deviant behavior for targeted children’s siblings.

2. Dubey, O’Leary, and Kaufman (1983) compared the effectiveness of behavior
modification and a communications-based parent training program to reduce
child hyperactivity, problem severity, and daily problem occurrence in the par-
ents’ hyperactive children.

3. Anastopoulos, Shelton, DuPaul, and Guevremont (1993) evaluated changes in
parent functioning resulting from parental participation in a behavioral parent
training program designed for school-aged children with attention deficit hy-
peractivity disorder.

4. Patterson (1974, 1975) examined the effectiveness of a social-learning-based

~ child management program designed to alter the behavior of aggréssive
" children.

5. Webster-Stratton (1984) evaluated the effectiveness of providing mothers with
child management skills to enhance their parenting and reduce noncompliance
by their children with oppositional behaviors. This study compared individual
therapy with therapist-led therapy based on a standardized videotaped model-
ing program.

6. Webster-Stratton (1990a) evaluated the effectiveness of a self-help videotaped
parent training prograrh with and without therapist consultation. The pro-
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gram was designed to provide parents with skills to reduce the noncompliance
of their children with conduct disorder, to enhance maternal parenting skills,
and to improve parent-child communication.

Webster-Stratton, Kolpacoff, and Hollinsworth (1988, 1989) and
Webster-Stratton (1990b) evaluated the effectiveness of three parent training

“treatment methods to reduce conduct disorders and to improve parents’ behav-

iors and perceptions. The treatments consisted of individually administered,
videotaped modeling sessions; therapist-led group discussion and videotaped
modeling; or therapist-led group discussion. '
Webster-Stratton (1994) evaluated the effectiveness of a basic parenting skills
training program of videotaped and group discussion designed to model
parenting skills as compared with a program that added a broader-based, video-
tape and group discussion component designed to ‘train parents to cope with
interpersonal distress through improved communication, problem solving, and
self-control skills. '

The following research focused on parent training with separate child training;

1.

Horn et al. (1991) and Talongo et al. (1993) evaluated the effectiveness of high-
or low-dose methylphenidate treatment either alone or in combination with a
behavioral parent training and child cognitive-behavioral self-control instruc-
tion program for families with children having attention deficit hyperactivity
disorder.

Tremblay et al. (1991) and Tremblay, Pagani-Kurtz, Masse, Vitaro, and Pihl
(1995) evaluated the effectiveness of parent and child training on the reduction
of antisocial behavior among disruptive boys. .
Dishion and Andrews (1995) evaluated a program designed to provide a sup-
portive, nonstigmatizing intervention for high-risk families to promote adapta-
tion in the adolescent years by reducing maladaptive processes. The
parent-focused curriculum targeted parent family management practices and
communication skills. The teen-focused intervention targeted self-regulation
and prosocial behavior within the context of parent and peer environments.

Numerous studies examined family skills training interventions.

1.

Bank, Marlowe, Reid, Patterson, and Weinrott (1991) compared the effective-
ness of a parent training intervention with services traditionally provided by
the juvenile court and the community.

Baum and Forehand (1981) examined the long-term maintenance effect of a
parent training program on mother-child interactions, parents’ perceptions of
child adjustment, and parent satisfaction.

Forehand and Long (1988) and Long, Forehand, Wierson, and Morgon (1994)
conducted two follow-up evaluations of subjects who had participated in a series

Reference Guide



10.

of parent training programs several years earlier (McMahon & Forehand, 1984).
Parents had been taught to recognize and reward appropriate behavior, ignore
minor inappropriate behavior, issue commands and reinforce compliance, and
use the discipline technique of “time-out” for noncompliance.

McMahon, Forehand, and Griest (1981) examined the efficacy of incorporat-
ing formal training in social learning principles‘into a behavioral parent train-
ing program for mothers of children referred for the treatment of noncompli-
ance and other oppositional behaviors.

Rogers, Forehand, Griest, Wells, and McMahon (1981) examined whether par-
ents of low, middle, and upper socioeconomic status differed in their interac-
tions with and perceptions of their children and in their responsiveness to par-
ent training. '

Fleischman (1981) evaluated the effectiveness of parent-mediated treatment of
boys with conduct problems on changes in child aversive behavior and parental
perceptions of child behavior.

Kazdin, Siegel, and Bass (1992) assessed the effects of parent management train-
ing and cognitive-behavioral problem-solving skills training on children referred
to a psychiatric facility for severe antisocial behavior.

Szapocznik et al. (1986) compared the effectiveness of bicultural effectiveness
training and structural family therapy in improving measures of family interac-
tional patterns, family levels of acculturation and biculturalism, and adolescent
behavior problems and psychopathology.

Szapocznik, Rio, et al. (1989) compared the effectiveness of a minimum-contact
control condition with family effectiveness training that targets maladaptive
family interactions and intergenerational and intercultural conflicts.
Santisteban et al. (1996) examined the effectiveness of engagement family
therapy, which combines brief strategic family therapy with strategic structural
systems engagement as a method to bring into and engage in treatment those

families described as “difficult to reach.”

The following four studies examined interventions that consisted of parent training

plus family skills training:

1.

Bernal, Klinnert, and Schulez (1980) compared the effectiveness of behavioral
parent training and client-centered parent counseling in reducing problem be-
haviors among children with conduct disorder.

Dumas (1984) evaluated the effectiveness of a behavioral parent training pro-
gram designed to teach parents to respond appropriately to and modify the
aggressive and oppositional behavior of their children.

Hughes and Wilson (1988) compared the effectiveness of contingency manage-
ment training and communication skills training to modify the behavior of

children with conduct disorder.
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4. Whahler, Cantor, Fleischman, and Lambert (1993) compared the impact of par-
ent training alone and in combination with “synthesis teaching,” a process in
which the therapist and parent discuss the parent’s child care experiences and

other experiences that influence parenting.

The following practice evidence for parent and family skills training as indicated
preventive measures focused on family skills training:

The Nurturing Program for Parents and Children was designed to modify abu-
sive or potentially abusive parent-child interactions by providing training on
developmental expectations, empathy, behavior management, and self-awareness.

Abstracts of the research and practice cases used in this analysis are provided at the
end of the chapter.

Although the effectiveness of the two clusters that comprise this approach are evalu-
ated individually, lessons learned and suggestions for future research are presented
collectively below.

Lessons Learned From Evidence Reviewed for Prevention Approach 1: Parent
and Family Skilis Training (Clusters 1 and 2)

The research and practice evidence reviewed in this prevention approach provides
for several lessons learned, as follows:

1. Research demonstrates that parent and family skills training has positive ef-
fects on measures related to parents, the family, and children. When the re-
search is taken as a whole, positive outcomes include increases in parenting
skills, problem-solving skills, child management skills, and coping skills; and
improvements in attitudes, including acceptance of children (Aktan et al., 1996;
Catalano et al., 1995; Felner et al., 1994; Forehand & Long, 1988; Guerney,
1977; Guerney & Wolfgang, 1981; Kosterman et al., 1996, Kosterman et al.,
1997; Kumpfer & DeMarsh, 1987; McMahon et al., 1981; Myers et al., 1990;
Rogers et al., 1981; Spoth et al., 1995; Spoth & Redmond, 1996; Spoth,
Redmond, & Shin, in press; Szapocznik, Rio, et al., 1986; Szapocznik,
Santisteban, et al., 1989; Thompson et al., 1993; Webster-Stratton, 1990a;
Wolchik et al., 1993).

2. Many studies have shown that parent and family skills training can improve
parent-child family relations, increase family cohesion, and decrease family

_problem behaviors, family conflict, and substance abuse (Aktan et al., 1996;
Anastopoulos et al., 1993; Dishion & Andrews, 1995; Dubey et al., 1983; Fore-
hand & Long, 1988; Kumpfer et al., 1991; Kumpfer & DeMarsh, 1987; Long
et al., 1994; Myers et al., 1990; Rogers et al., 1981; Szapocznik et al., 1989a;
Webster-Stratton, 1984, 1994; Wolchik et al., 1993).
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Level of Evidence for Approach 1, Cluster 2: Parent and Family Skills Training as
Indicated Preventive Measures

The research evidence in this cluster focuses on parent and family skills training
as indicated preventive measures—interventions involving parents and children
in structured activities designed to improve family functioning and parenting
skills, delivered to families in which there are children (and possibly parents)
with identified, diagnosed problem behaviors and who are at high risk for sub-
stance abuse problems.

The research and practice evidence reviewed indicates that it is possible to suc-
cessfully implement parent and family skills training as indicated preventive mea-
sures, as follows:

« There is strong evidence that these interventions can improve adverse
child and parenting behaviors that are specifically targeted for improve-
ment, including child problem behavior, parenting skills, and family func-
tioning issues, such as family organization, communication, bonding,
and conflict. ]

o There is strong evidence that these interventions have positive and last-
ing effectiveness in improving parenting skills and behaviors and re-
ducing diagnosed problem behaviors in children.

« There is suggestive but insufficient evidence that, when specifically tar-
geted, these interventions can reduce parents’ stress, depression, and
alcohol and substance use; improve children’s self-esteem; and pro-
mote improvements related to differences in acculturation between
parents and children.

3. Positive outcomes for children include increases in prosocial behaviors and
decreases in adverse behaviors such as hyperactivity, social withdrawal, aggres-
sion, and delinquency (Aktan et al., 1996; Anastopoulos et al., 1993; Arnold et

‘al., 1975; Bank et al., 1991; Baum & Forehand, 1981; Dishion & Andrews,
1995; Dubey et al., 1983; Felner et al., 1994; Fleischman, 1981; Forehand &
Long, 1988; Kazdin et al., 1992; Knapp & Deluty, 1989; Kumpfer & DeMarsh,
1987; Kumpfer et al., 1991; Long et al., 1994; McMahon et al., 1981; Myers et
al., 1990; Patterson, 1974, 1975; Szapocznik, Rio, et al., 1986; Thompson et
al., 1993; Webster-Stratton, 1984, 1990a, 1990b, 1994; Webster-Stratton et

al., 1988, 1989). '

4. Research on family skills training is suggestive of a relationship between
increases in parental effectiveness and decreases in parental substance use
(Aktan et al., 1996; Catalano et al., 1995). However, the nature of this relation-
ship is unknown. Some positive effects may be-due to children’s exerting pres-
sure on parents to stop substance use, a higher parental awareness of the effects

of their drug use on family dynamics, and improvement in parents’ communi-
cation skills.
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5. Research yields suggestive findings that among parents being treated for sub-

stance abuse problems, family skills training may have an impact on sub-
stance use above and beyond the treatment program effect (Aktan et al., 1996;
Catalano et al.,, 1995). Enhancing addiction treatment by adding parenting or
family skills training may reduce the likelihood of relapse. This may be particu-
larly true for women because of an enhanced ability to communicate and man-
age the family efficiently following family skills training,

There are research findings indicating that videotaped training and education
components can be effective and cost-efficient elements of parent training
interventions that include therapist consultation and group discussion and can
promote parental modeling and improve parenting skills (Webster-Stratton,
1984, 1990a, 1990b, 1994; Webster-Stratton et al., 1988, 1989).

Suggestions for Future Research for Prevention Approach 1: Parent and Famiﬂy
Skills Training (Clusters 1 and 2)

- The research and practice evidence reviewed in this prevention approach provides

for several suggestions for future research.

1.

Research and practice evidence suggests that parent and family skills training
reduces social isolation among parents and families (Kumpfer & DeMarsh,
1987; Families and Schools Together). However, research is needed on the
long-term impact of improvements in the social health of families and the
reduction of social isolation as it relates to the prevention of substance abuse.
Future research on parent and family skills training should include ways to
improve the effectiveness of substance abuse prevention programs for spe-
cific populations by making them culturally appropriate and regionally and
developmentally relevant (Guerney, 1977; Kumpfer et al., 1991; Kumpfer &
DeMarsh, 1987; Myers et al., 1990). First, research 'is needed to identify the
specific needs of special populations. Second, research is needed to identify
interventions that best meet these needs. Third, research is needed to investi-
gate optimal ways to deliver these interventions to special populations. Finally,
research is needed to compare the effectiveness of culturally tailored parenting
programs with that of generic training programs presented to specific and spe-
cial populations.

There is a need for further research on parent and family skills training to
examine issues such as recruitment and retention, expected outcomes, and
content and delivery styles for different types of training (Bernal et al., 1980;
Dishion & Andrews, 1995; Fleischman, 1981; Guerney & Wolfgang, 1981;
Horn et al., 1991; Kumpfer & DeMarsh, 1987; Myers et al., 1990; Santisteban
et al., 1996; Spoth et al., 1995; Spoth & Redmond, 1996; Szapocznik,
Santisteban, et al., 1989; Webster-Stratton, 1990a; Wolchik et al., 1993).
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4. Although many parent and family skills training studies demonstrate short-term
positive outcomes, some of which are maintained over time, a few demonstrate
positive effects at long-term follow-ups that were not evident after treatment or
at a short-term follow-up (Patterson, 1974, 1975; Webster-Stratton et al., 1988,
1989; Webster-Stratton, 1990b). Therefore, research should examine the
long-term effects of family skills training, including effects not obvious dur-
ing short-term follow-up. In particular, research should examine the effects of
family skills training on substance abuse, delinquent behaviors, and academic
performance in children through the late adolescent years and beyond. It is
important to measure parent as well as child outcomes.

5. Although the development of communication skills is an effective prevention
effort, evidence suggests that contingency management training is more effec-
tive (Hughes & Wilson, 1988). More research should compare the effective-
ness of communication skills training and that of contingency management
interventions for specific developmental periods.

6. Research should be undertaken to examine whether communication skills
training is especially valuable at specific developmental periods in the life of
the child, such as during late adolescence (Dishion & Andrews, 1995; Dubey
etal., 1983;'Hughes & Wilson, 1988; Klein & Swisher, 1983; Webster-Stratton,
1990a).

7. Future research on parent and family skills training should be conducted in
partnership with parents and other stakeholders in the community the training
is intended to benefit.

The following section consists of recommendations, observations, and inter-
pretations made by Expert Panel members concerning the Parent and Family
Skills Training approach. The basis for these recommendations includes the
research and practice evidence reviewed in the Analysis of Evidence section,
research and practice evidence not reviewed in this chapter, and the Preven-
tion Enhancement Protocols System (PEPS) Expert Panel members’ exper-
tise, experiences, and opinions.

Recommendations for Prevention Approach 1: Parent and Family Skills Training
(Clusters 1 and 2)

The Expert Panel’s recommendations regarding parent and family skills train-
ing focuses on topics such as cultural content, environmental context, multi-
component programs, and program retention, as follows:

1. The concept underlying this prevention approach has great potential and
is expressed in various models of parent and family skills training inter-
ventions. Some models combine parent training and children’s skills train-
ing with family therapy. Such comprehensive family skills training pro-
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grams can address a broad array of family risk and protective factors for
substance abuse. These programs can target the total family system,
thereby preventing “family sabotage effects” that can emerge when only
the individual child or parent is treated. Family skills training and parent
training programs can be implemented more easily than family therapy
because they require less skilled staff and are highly structured. Further,
these programs can be modified and adapted with regard to ethnic and
cultural appropriateness, regional applicability, and developmental rel-
evance.

During planning and implementation of parent and family skills training
programs, relevant cultural content should be incorporated into the pro-
gram that will initiate positive changes in family dynamics and roles.
Szapocznik and colleagues found that maximizing families’ cultural
strengths promotes better interactions within the family. Their research
suggested that families who are not bicultural {i.e., effective in integrat-
ing traditional cultural norms with the norms of American society) may
experience behavioral problems that place youth at risk for adolescent
substance abuse. On the basis of this research, Szapocznik, Santisteban,
Kurtines, Perez-Vidal, & Hervis {1984) and Szapocznik and Kurtines (1993)
developed an intervention known as ”bicultural effectiveness training”
(BET), in which program content promotes family interactional processes
that enhance biculturalism. BET was tested in a randomized study and
found to be as effective as traditional family therapy (Szapocznik et al.,
1996; Szapocznik, Murray, et al., 1986; Szapocznik, Santisteban, Rio,
Perez-Vidal, & Kurtines, 1986).

In evaluating research on parents who are not successful in parent or
family skills training, it is important to consider factors other than the
failure of a parent training class to teach new skills. Rather, research
suggests that a lack of success in parenting training may relate to seri-
ous problems in the parents’ social lives and environmental context.
These include problems such as violence in the family, unsafe neighbor-
hoods, and poverty-related stresses that impede full engagement and
participation in training. Other factors include poor parental communi-
cation and the class not being tailored to the parents’ specific needs,
including culture and language.

Research on parent and family skills training suggests that multifocus
prevention efforts are superior to single-focus interventions. For example,
superior outcomes are associated with parent training interventions that
address multiple family and community contexts. Reducing social isola-
tion, building peer support networks, increasing awareness of commu-
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. nity resources, and teaching how to cope with depression and parenting
stress exemplify some of the tasks a multifocus prevention effort might
address.

5. Research demonstrates that parents of children with conduct problems,
even those with multiple problems, are often successfully retained in
parent training at high rates. This is in contrast to an opinion frequently
expressed by prevention specialists that it is nearly impossible. It may
be that parent training promotes parental retention because it is viewed
by parents as a helpful and acceptable form of intervention and may '
increase parental hope and a sense of competence.

6. Parent training interventions are more effective for those with younger
children than for those with older children with conduct problems. Pre-
vention approaches should incorporate the concept that early interven-
tion is superior to later intervention. ,

7. Prevention efforts that focus on parenting skills should include informa-
tion about community resources that provide support to the family, es-
pecially those that help meet the biopsychosocial, cultural, and spiritual
needs of families. For this reason, it is recommended that prevention
practitioners and service providers develop strong mutual networks and
become thoroughly acquainted with all available and relevant commu-
nity resources.

8. Experience and research suggest that conducting interventions in the
home is associated with certain advantages, such as the ability to in-
volve all family members and to gain an understanding of a family’s
dynamics over time (Baum & Forehand, 1981; Catalano et al., 1995;
McMahon et al., 1981; Patterson, 1974, 1975). Home-based interventions
heighten the capacity to engage the entire family in the intervention and
can offer improved opportunities to promote trust between the service
provider and the client. ’

PREVENTION APPROACH 2: FAMILY IN-HOME SUPPORT AS INDICATED
PREVENTIVE MEASURES

This approach attempts to prevent substance abuse among children and adolescents
aby providing comprehensive, intensive, multipurpose services in the home and ad-
dressing a range of family problems, typically involving all family members.

Conceptual Framework for Approach 2: Family in-Home Support as Indicated
Preventive Measures

Families with multiple risk factors or a high level of risk for a single factor have
numerous interrelated problems and needs that may benefit from being addressed

concurrently. Many of these problems and needs have contexts both within and
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outside of the family. As indicated preventive measures, family in-home support
provides parents and/or families with services that are tailored to their specific needs
and that are intended to help stabilize the family environment so that parents are
better able to nurture and protect their children. These intensive and comprehensive
services are provided for several months to a year; are generally intended to serve
multiple purposes; and address a range of family risk factors and immediate needs,
such as transportation, food, clothing, advocacy, crisis intervention, counseling, and
referral. They typically provide assistance to help keep the family intact. Services are
received in the home, and family members are linked to other services outside the
home. Among the most common goals of family in-home support are decreasing the
likelihood of domestic violence, child abuse or neglect, or placement of children in
foster homes or in institutions for juvenile delinquency.

Overview of the Evidence for Approach 2: Family In-Home Support as
Indicated Preventive Measures

Family preservation was the primary objective of the interventions reviewed in this
prevention approach. These interventions encompassed changes such as the acquisi-
tion of skills for parents, decreases in child problem behaviors, and family reunifica-
tion. Expected changes for parents included acquiring or improving parenting skills
related to discipline, family relations, communication, and anger management, and
decreasing the likelihood of parents engaging in child abuse and neglect. For youths,
expected changes included diminishing rates of arrests and criminal activities among
juvenile offenders. Expected changes for the entire family included preventing chil-

dren from being removed from the family and, in other cases, reuniting previously
removed children with their family.

Activities employed in these interventions included provision of direct services and
social services. Direct services included transportation, cash assistance, clothing, food,
and help with home repairs. Social services included individual and family counsel-
ing, crisis intervention, behavior management training, reunification services, refer-
ral to substance abuse treatment, and case management services.

The following research studies examined the effectiveness of family in-home sup-
port as indicated preventive measures:

1. Henggeler, Melton, and Smith (1992) and Henggeler, Melton, Smith,
Schoenwald, and Hanley (1993) evaluated the effectiveness of multisystemic
therapy, a family- and home-based treatment designed to intervene directly in
systems and processes such as parental discipline, family affective relations, peer
associations, and school performance, which are known to be related to antiso-
cial behavior in adolescents.
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Borduin et al. (1995) replicated the Henggeler et al. (1992) study and exam-
ined the use of multisystemic therapy with juvenile serious offenders.

Walton, Fraser, Lewis, Pecora, and Walton (1993) compared the effectiveness
of an in-home, family-based reunification service with routine out-of-home

* reunification services in returning children to and keeping them in their homes.

Services included transportation, cash assistance, clothing, basic food items,
household repairs, and training in such skills as communication, parenting,
and anger management. ‘

Lutzker, Wesch, and Rice (1984) and Lutzker and Rice (1987) compared the
effectiveness of conventional child protection services with that of an in-home
ecobehavioral approach to the treatment and prevention of child abuse and
neglect. The ecobehavioral intervention was a comprehensive, multiple-setting
behavior management program that provided services directly in clients’ homes,
schools, foster care settings, and day-care settings.

Berry (1992) evaluated the effectiveness of intensive family preservation ser-
vices to prevent out-of-home placement of children in San Francisco and Oak-
land, California, and to identify family and service characteristics associated
with successful family preservation.

Haapala and Kinney (1988) examined the effectiveness of an intensive home-based
family preservation program designed to treat status-offending youths in danger
of imminent out-of-home placement as well as their families.

The following two practice cases were examined:

1.

2.

‘The In-Home Care Demonstration Projects involved three self-care projects

for latchkey children and eight in-home care projects to provide intensive,
short-term services to families of children at imminent risk of removal from the
home.
The Intensive Family Preservation Services of the State of Connecticut are tar-
geted to families whose children are at imminent risk of removal from their
homes.

Abstracts of the research and practice cases used in this analysis are provided at the

end of this chapter.

Lessons Learned From Evidence Reviewed for Approach 2: Family In-Home
Support as Indicated Preventive Measures

The research and practice evidence reviewed in this prevention approach provides

for several lessons learned.

1.

Although family in-home support is currently a popular prevention approach,
the body of relevant research, especially-controlled studies, is meager. One bar-
rier to conducting research with experimental designs is the ethical issue of
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Level of Evidence for Approach 2: Family In-Home Support as Indicated
Preventive Measures

The research and practice evidence for this approach concentrates on family
in-home support as indicated preventive measures—comprehensive, intensive,
multipurpose services provided in the home and designed to address a range of
family problems, typically involving all family members.

The research and practice evidence reviewed indicates the following:

There is medium evidence that multisystemic therapy, provided in the
home, is effective in reducing juvenile criminal activity and rearrest.
There is medium evidence that multisystemic therapy, provided in the
home, is effective in improving family characteristics associated with
juvenile antisocial behavior, such as family cohesion and symptomatol-
ogy.

There is medium evidence that home-based family preservation ser-
vices are effective in preventing out-of-home placement and reducing
the number of days of placement.

assigning families with identified needs and problems to a nontreatment con-
trol group. However, the use of a comparison treatment condition as a control
group has been underutilized.

Another barrier to research is the complexity and interrelatedness of problems
experienced by families receiving in-home support services and the ethical need
to respond to all of these problems as soon as possible. It is difficult to formu-
late a research design that teases out the differing effects of the services and
intervention elements to determine whether there is a priority or hierarchy of
needs, or that measures interrelationships of specific elements of the interven-
tion and specific outcomes. Thus, only very broad conclusions can be reached
about the effects of an intervention.

Suggestions for Future Research for Approach 2: Family In-Home Support as
Indicated Preventive Measures

The research and practice evidence reviewed in this prevention approach provides

for two suggestions for future research:

1.

The level of evidence for the effectiveness of family in-home support studies is
not strong, because experimental studies having a common focus are few in
number. When a family experiences a serious crisis that requires out-of-home
placement of children, there is a possibility that, for some families, the crisis will
be resolved or will fade with time, even without treatment. Well-executed inter-
vention research with families in crisis must take into consideration the poten-
tial bias of misattributing all or most of the crisis resolution and family stabiliza-
tion to the intervention, as opposed to the passage of time. To avoid this bias,
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researchers can include wait-treatment, alternative treatment, or no-treatment
comparison groups (Borduin et al., 1995; Henggeler et al., 1992, 1993; Walton
et al., 1993). However, many researchers of family in-home support feel that it is
unethical to withhold immediate intervention from families who are in crisis
and have demonstrable needs. Nonetheless, it is recommended that, when ethi-
cally possible, future research on family in-home support should make greater
use of comparison groups. Overall, the field of in-home family support can
benefit greatly from experimental research designs.

2. Research on family in-home support should measure a range of variables to
examine the effectiveness of interventions. Suggested measures include mediat-
ing variables (e.g,, social support networks and family functioning, conflict, and
bonding) and ultimate outcomes (such as family stability, child problem behav-
iors, staying in school, academic success, prosocial skills, delinquency, and avoid-
ance of out-of-home placement). Research efforts should include multiple data
sources, such as parent and child self-reported behavior, observed behavior, and
archival record data (Berry, 1992; Borduin et al., 1995; Haapala & Kinney, 1988;
Henggeler et al., 1992, 1993; Lutzker et al., 1984).

The following section consists of recommendations, observations, and inter-
pretations made by Expert Panel members concerning the Family In-home
Support approach. The basis for these recommendations includes the research
and practice evidence reviewed in the Analysis of Evidence section; research
and practice evidence not reviewed in this chapter; and the PEPS Expert Panel
members’ expertise, experiences, and opinions.

Recommendations for Prevention Approach 2: Family In-Home Support as
Indicated Preventive Measures

The Expert Panel’s recommendations regarding family in-home support fo-
cuses on issues such as family-centered assessments, strength-based assess-
ments, fragmentation of services, neighborhood-based family workers, and a
variety of family preservation efforts, as follows:

1. Families should be encouraged to become integral partners in the as-
sessment process. The assessment should include the family’s perspec-
tives on the nature of the problems being addressed and the ways in
which problems should be solved. The assessment process should re-
flect families’ perspectives about their needs, goals, objectives, and
timelines. Assessments and service plans should address the needs of
the entire family. Conducting assessments in partnership with families
helps to clarify the roles and responsibilities of family members and ser-
vice providers. It also helps families increase their capacity to manage
their own responsibilities.
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Assessments and service plans should consider the context of the family’s
community and should include informal supports, such as family mem-
bers, churches, and neighbors. .

Historically, assessments have often focused predominantly on the
family’s problems and deficits and the provision of services to solve those
problems. Experience suggests that the usefulness of assessments and

~ subsequent family service plans is maximized when they build upon

areas of strength, competence, and capability, as well as address prob-
lem areas. Although a family in crisis may have areas of weakness, these
areas can be considered opporiunities forimprovement rather than defi-
cits. Further, itis important to identify and validate the strengths that are
helping the family survive. Evaluation of family strengths should include
an assessment of both the family’s readiness and willingness to change
and the parents’ capacity to invest in acquiring parenting skills. When a
family’s strengths are enhanced and weaknesses reduced, the capacity
to thrive is enhanced. _

Families in crisis must often negotiate a maze of complicated and differ-
ing health and social service systems when they are least able to identify
and gain access to the services they need. These families routinely work
with several provider representatives, frequently filling out duplicative
agency-specific paperwork. This fragmentation of service systems cre-
ates barriers to the formation of effective partnerships. Attrition and
recidivism are often related to these barriers, which should be removed
wherever possible, with the goal of making integrated and comprehen-
sive resources available for families.

Neighborhood-based family workers should be recruited to help fami-
lies and service providers integrate and manage services. This could
enhance the capacity of care providers to form alliances with formal and
informal neighborhood-based support networks to strengthen family
functioning. It also may help prdvide ongoing emotional and informa-
tional support and consistent relationships.

Family preservation programs vary with respect to theoretical orienta-

~ tion, length and intensity of service, and populations served (Henggeler,

Schoenwald, Pickerel, Rowland, and Santos, 1994). These variations re-
flect differences in program goals, including an emphasis on treatment
versus direct and support services, such as collaboration with health
care, housing, and employment agencies. For example, Nelson,
Landsman, and Deutelbaum (1990) concluded, on the basis of a review
of 11 studies involving child welfare populations, that intensive family
treatment programs appeared to be more effective than crisis interven-
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Level of Evidence for Approach 3: Family Therapy as
Indicated Preventive Measures

The research evidence for this approach focuses on family
therapy interventions for indicated populations—interven-
tions to improve family dynamics and interpersonal be-
havior in families with children who have diagnosed
behavioral or emotional problems that increase their risk
of developing substance abuse-related disorders.

The research evidence reviewed indicates the fo||owi‘hg:

problems and recidivism rates, improv-

ing the functioning of juvenile offenders,

and preventing initiation of substance

use.

The following studies examined the ef-

fectiveness of family therapy as an indi-

cated preventive measure:

1. Alexander and Parsons (1973) evalu-
¢ There is medium evidence that among this popu- ated the effectiveness of a short-term,
lation of families, family therapy results in family behaviorally oriented family interven-
interaction |mpr9vements, such. as enhanced tion for families with delinquent teen-
parenting skiils with adolescents, improved fam- . ) )
: T : agers. The intervention was designed
ily communication, increased parental knowledge . ]
about reducing antisocial behavior in their ado-- to reduce maladaptive interaction pat-
lescent children, improved perceptions and atti- terns in families, increase mutual posi-
tudes of parents and adolescents about each’ tive reinforcement, and reduce recidi-
i inin ropri arental .

other, and reductions in inappropriate p vism rates among the teenagers.
controf over adolescents.

2. Barton, Alexander, Waldron, Turner,

» There is strong evidence that among this popu-
lation of families, family therapy reduces the rates
of recidivism in delinquent teenagers.

and Warburton (1985) reported on
three studies_that evaluated the effec-

tiveness of functional family therapy

used by undergraduate paraprofes-
sional therapists and foster care case-workers in the treatment of seriously de-
linquent youth who had recently been released from a State criminal justice
institution. . '

3. Gordon, Arbuthnof, Gustafson, and McGreen (1988) compared the effective-
ness of standard probation with a home-based, time-unlimited,

~ behavioral-systems family therapy model in the trearment of juvenile offenders
of low socioeconomic status. ‘

4. Szapocznik, Murray, et al. (1989) compared the effectiveness of structural
family therapy, psychodynamic child therapy, and a recreational control con-
dition in the reduction of behavioral and emotional problems and improve-
ments in child and family functioning among Hispanic boys who had been
diagnosed with opposition disorder, anxiety disorder, conduct disorder, or
adjustment disorder.

5. Santisteban et al. (1997) evaluated the effectiveness of brief structural family
therapy to prevent drug use initiation among Hispanic and African-American

" youth.
6. Henggeler et al. (1986) compared the effectiveness of multisystemic
' family-ecdlogical therapy and an alternative therapy in improving family dy-
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tion and home-based programs. More research should be done on the
variations of family preservation to determine what efforts are most suc-
cessful, and under what conditions.

PREVENTION APPROACH 3: FAMILY THERAPY AS INDICATED PREVENTIVE
MEASURES

This approach attempts to prevent substance abuse among children and adolescents
by providing family therapy to families with children who have diagnosed behav-
ioral or emotional problems that increase their risk of developing substance
abuse-related disorders, with the goal of improving family dynamics and interper-
sonal behavior.

Conceptual Framework for Approach 3: Family Therapy as Indicated
Preventive Measures

Families experiencing multiple risk factors or high levels of a single risk factor often
have poor communication skills, negative perceptions about and behavior toward
one another, and other dysfunctional family dynamics. This is especially true of
families who have children with behavioral or emotional problems that increase their

-risk of developing substance abuse problems. As an indicated preventive measure,

family therapy helps family members develop interpersonal skills to improve com-
munication among family members and improve family dynamics. This approach
can be used to help family members improve their perceptions of one another, change
maladaptive functioning, decrease negative behavior, and create skills for healthy
family interaction. It can also be used to enhance parenting skills and reduce inap-
propriate parental control over children.

Although approaches to family therapy differ with respect to theories and goals, they

commonly seek to restructure behavior patterns among family mémbers, change

members’ perceptions of one another, and improve their roles and functions. Gener-
ally, family therapy also seeks to improve the awareness and insight of participants,
especially regarding dysfunctional and maladaptive interactions and behaviors.

Overview of the Evidence for Approach 3: Family Therapy as Indicated
Preventive Measures

The objectives of the interventions reviewed focused on improving family function-
ing and reducing children’s recidivism and problem behaviors. Expected outcomes
for families included increasing mutual positive reinforcement and decreasing mal-
adaptive interaction patterns, improving family dynamics in families with juvenile
offenders or adolescents with antisocial behaviors, acquiring skills, improving com-
munication, learning effective discipline methods, and learning self-management
skills. Expected outcomes for youth included reducing behavioral and emotional

111
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namics in families of juvenile offenders and in improving the behavior prob-
lems of these juveniles.

Mann, Borduin, Henggeler, and Blaske (1990) evaluated the effectiveness of
multisystemic therapy in the treatment of adolescent antisocial behavior by
using the therapy to treat “cross-generational coalitions,” in which a parent,
usually the mother, forms a stable coalition with the child against the other
parent in family transactions (as opposed to stable mother-father coalitions).
McPherson, McDonald, and Ryer (1983) compared the effectiveness of
short-term, intensive family counseling with casework-oriented probation for
youthful offenders. The therapy was designed to help participants acquire new
skills and ideas, understand and appreciate one another, improve communica-
tion, learn effective discipline methods, learn self-management skills, and ex-
amine their own and other family members’ expectations.

Springer, Phillips, Phillips, Cannady, and Kerst-Harris (1992) evaluated the
effectiveness of an organized art and play therapy, embedded within peer group
and family therapy, on the competencies and problem behaviors of children of
individuals with substance abuse problems.

Abstracts of the research used in this analysis are provided at the end of this chapter.

Lessons Learned From Evidence Reviewed for Approach 3: Famlly Therapy as

indicated Preventive Measures

The research reviewed in this prevention approach provides for several lessons learned:

1.

Research demonstrates that family therapy is an effective resource for im-
proving family functioning, increasing parenting skills, and decreasing recidi-
vism of juvenile offenders (Alexander & Parsons, 1973; Barton et al., 1985;
Gordon et al., 1988; Henggeler et al., 1986; Mann et al., 1990; Santisteban et
al., 1997; Szapocznik, Murray, et al., 1989).

Research demonstrates that family therapy can be embedded within multi-
component prevention efforts (Gordon et al., 1988; Springer et al., 1992).

Although it has not yet been the focus of research, family therapy can be a

component in prevention efforts that include in-home family support and
school-based problem-solving counseling.
For the most part, empirical investigations of family therapy have focused on

families with adolescents, many of whom are juvenile offenders (Alexander &

Parsons, 1973; Barton et al., 1985; Gordon et al., 1988; Henggeler et al., 1986;
McPherson et al., 1983). These youth are often clinically challenging and have
behavioral disorders of moderate to severe intensity. The applicability of fam-
ily therapy with younger children who have less severe behavior problems
has not been as thoroughly investigated, but the findings of Szapocznik and
others are encouraging.
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Suggestions for Future Research for Approach 3; Family Therapy as Indicated
Preventive Measures

The research reviewed in this prevention approach provides for several suggestions

for future research.

1.

Except for the work of Szapocznik, there has been little evaluation of, and
therefore more research is needed on, the cultural appropriateness of family
therapy programs.

More research based on experimental designs is needed to evaluate the use of
family therapy as an indicated preventive measure with regard to substance
abuse (Alexander & Parsons, 1973; Szapocznik, Murray, et al., 1989).
Additionally, research should use a wider variety and a greater number of
sources for data collection. These include self-reports of children and family
members, direct observations of parent-adolescent interactions, and school and
teacher reports, as well as information from collateral individuals, testing bat-
teries, archival records, and court reports and records (Alexander & Parsons,
1973; Barton et al., 1985; Klein et al., 1977; Santisteban et al., 1997; Springer
et al., 1992; Szapocznik, Murray, et al., 1989).

Additional research is needed on the impact of family play therapy on child
outcomes with regard to substance abuse prevention (Springer et al., 1992).
Research is needed on the use of neighborhood-based family workers in out-
reach engagement and retention of families in therapy.

In the substance abuse and mental health fields, there is substantial literature
on the effectiveness of various types of family therapies that is beyond the scope
of this guideline. Most of these therapies can be described as traditional psycho-
therapeutic therapies. However, there are several nontraditional family—centeréd
therapies, often spiritually based, such as interventions delivered within Native
American and other ethnic and cultural groups. These nontraditional family
therapies should be subjected to research regarding their effectiveness and
implementation.

Research has not yet explored ways that family therapy can be joined with
other prevention efforts and the ways in which the effectiveness of preven-
tion can be enhanced through such multicomponent activities.

The following section consists of recommendations, observations, and inter-
pretations made by Expert Panel members concerning the Family Therapy
approach. The basis for these recommendations includes the research and
practice evidence reviewed in the Analysis of Evidence section, research and
practice evidence not reviewed in this chapter, and the PEPS Expert Panel
members’ expertise, experiences, and opinions.
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Recommendations for Prevention Approach 3: Family Therapy as Indicated
Preventive Measures '

The Expert Panel’'s recommendations on family therapy focus on issues such
as interagency collaboration, program engagement and retention, cultural
context, and the appropriateness of including young children.

1. Because familiesin crisis are likely to receive services from multiple agen-
cies, family therapy providers should be linked with social and other
service agencies through interagency collaboration and coordination and
integrated case management—systemic strategies that address the link-
ages among programs, agencies, and departments. Regardless of the
specific model, interagency collaboration -and coordination may be fa-
cilitated by formal or informal interagency agreements, including memo-
randa of understanding, case management meetings, and regular
multidisciplinary interagency training. A special contract (e.g., a quali-
fied service organization agreement) is a common method for agencies

" to document their agreement on the provision of services, including the
development of joint referral, intake, and assessment procedures.

2. Family therapy is still viewed negatively by people of some ethnic groups,
socioeconomic strata, and regions. Thus, their engagement and reten-
tion in family therapy can be challenging but can be enhanced by reduc-
ing negative attitudes toward therapy and by labeling the program in a
culturally consonant way. When designing therapy-based research and
interventions, researchers and providers should educate the target popu-
lation and the community about the value of family therapy and
demystify the therapy process. Neighborhood volunteers and commu-
nity outreach workers can be trained to provide lectures on depression,
anxiety, substance abuse, and child problem behaviors. Working in close
partnership with churches, schools, and community centers, outreach
workers may be able to engage families skeptical of family therapy. It is
not necessary to make potential participants understand therapeutic jar-
gon. Rather, interventions can be packaged in ways that are acceptable -
to community members.

3. Practitioners should be knowledgeable and competent in the cultural
values, beliefs, and traditions of the families they serve and knowledge-
able about the resources available in the community in which the family
lives.

4. Family therapy that requires a participant’s understanding of complex
family and interpersonal dynamics may not be developmentally appro-
priate for some young children. Therefore, the selection of family therapy
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and other interventions should take into consideration the appropriate-
ness of specific interventions for child participants.

GENERAL SUGGESTIONS FOR FUTURE RESEARCH FOR FAMILY-CENTERED
PREVENTION APPROACHES

All of the Expert Panel suggestions on future research mentioned earlier are specific

to one of the three prevention approaches evaluated in this chapter. The following

suggestions are applicable to more than one prevention approach:

1.

Much family-centered prevention research has been conducted in
university-based settings. There is a need to develop, assess, and evaluate pro-
cedures for dissemination of research to the community.

Most family-centered prevention research has been conducted in urban envi-
ronments. There is a need for research and practice evidence to evaluate
whether programs can be effectively implemented in suburban and rural
areas. For example, there is a need to determine whether such programs can
overcome rural logistical problems, such as transportation difficulties and a
lack of trained professionals.

The outcomes and conclusions reached in the studies reviewed in this chapter
are primarily based on White families of mixed socioeconomic status. The
generalizability of the conclusions described in this chapter to diverse ethnic
and cultural groups is unknown. In addition, although several important re-
search studies have been completed on family-centered interventions for spe-
cific cultural groups, additional studies are needed for African-American, His-
panic, Asian-American, and’ American Indian populations and their subcul-
tures. Research should be conducted to evaluate the differences between urban
and reservation-based American Indians.

The effectiveness of family-centered prevention interventions needs to be ex-
amined separately for girls and boys. Just as there may be different developmen-
tal pathways to antisocial behavior and substance abuse for girls and boys, in-
terventions may also be differentially effective. Thus, research should examine
the effectiveness of and need for gender-specific prevention interventions.
There is a need to examine mechanisms related to effective recruitment, en-
gagement, and retention for family-centered interventions. Also, research should
address the generalizability of family-centered outcomes to contexts such as
schools, churches, and recreation centers.

Although direct behavioral observations can be expensive and labor intensive,
family-centered prevention researchers should consider including behavioral
observation in natural settings, such as the home, as well as in clinical and

other structured settings.
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7. There is a need to evaluate the value and role of formal and informal social
support systems in a community-based context with regard to family-centered
prevention interventions.

8. Both researchers and practitioners should investigate the apphmblhty and
efficacy of family-centered prevention approaches for families at various lev-
els of functioning. Results of such research should help to determine the most
efficient and cost-effective intervention approach for families at different levels
of functioning. For example, it would be useful to compare family therapy,
family skills training, and parent training as selective and indicated preventive
measures.

9. There is a need for continued research regarding risk and protective factors
and resiliency. Substantial research has been conducted on risk factors, but less
has been conducted on protective factors. Although resiliency appears to be a
promising area of prevention and research, it is underresearched. (Chapter 5
provides a more detailed description of resiliency and related research issues.)

10. With regard to research on antisocial and other problem behaviors, delinquency,
and associated substance use, there is evidence for the following:

a. Early-onset antisocial behavior is a better predictor of continued antisocial
behavior than is late-onset antisocial behavior, but more for boys than for
girls. Early substance use, however, predicts continuity in both sexes.

b. Most evidence suggests that antisocial and other problem behaviors precede
later substance use rather than the reverse, at least in those youngsters who
eventually engage in both.

c. Additionally, there is evidence that progression in one category of undesirable
behavior, such as substance use, is associated with an increased likelihood
of persistence in other categories of behavior, such as delinquency (Loeber,
1988). Therefore, there is a need for extended longitudinal studies that
evaluate children who experience antisocial and other problem behaviors
during their very early years (such as during preschool and elementary
school) and that continue to follow them through their later adolescent
years. Such studies could help determine the critical pathways and
developmental progression that lead from early conduct problems to more
serious antisocial behaviors and substance use problems. Research has not
adequately determined why certain children have conduct problems very
early in life and “grow out of it,” whereas a small percentage progress to
worse behavior and to substance use.

11. Research should also evaluate the interrelationships among serious child-
hood behavioral problems and disorders, family and ecological risk and pro- -
tective factors, and the later emergence of substance use disorders.

-1
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12.

13.

14.

It is typical for children with antisocial and other problem behaviors to be iden-
tified and evaluated only once, while they are symptomatic. However, most of
these children will “outgrow” such problems. As a result, children who experi-
ence temporary or situational antisocial and other problem behaviors are often
lumped together with those who experience “stable-pervasive” problems (i.e.,
problem behaviors that stabilize at a very young age and progressively worsen
over time and throughout developmental stages). Therefore, there is a need for
research to determine at what point between preschool and late adolescence
stable-pervasive antisocial and other problem behaviors best predict such
problems and substance abuse among young adults.

Certain types of prevention interventions are more effective for children
with particular types of behavioral problems and families, for children who
are at specific stages of development, and for those who have specific risk
and protective factors. Therefore, research should continue to explore the
most effective prevention interventions that match the specific needs of
the target populations. '

Perhaps the most important overall recommendation for future research on
family-centered prevention approaches concerns the need for longitudinal
studies to evaluate the effects of changes in child and family problem behav-
ior on subsequent substance abuse. Most of the studies of children’s antisocial
and other problem behaviors that were available for review focused on immedi-
ate outcomes regarding the problem behaviors of the child and the family. Some
follow-up studies were conducted to determine whether outcomes were sus-
tained a few years postintervention. Additionally, a line of etiologic research
examined the connections and associations between: childhood behavioral is-

sues and later adolescent .substance abuse. These etiologic studies typically at-

tempted to determine which clusters of risk factors and associated child and
family behaviors predicted adolescent substance abuse.

The interpretation, and in some cases the purpose, of many of these studies was
predicated on the hypothesis that the intervention would result in a decline in
children’s antisocial and other problem behaviors and that such changes would
lead to the prevention, reduction, or elimination.of substance abuse in later
adolescence or beyond. However, this hypothesis has not been adequately tested,
in part because the children were typically not followed over the course of several
years. Therefore, there is a tremendous need to conduct longitudinal studies
designed specifically to examine the relationships between interventions devised
to treat child problem behaviors and subsequent prevention, reduction, or
elimination of substance abuse during adolescence and later life.
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GENERAL RECOMMENDATIONS FOR PRACTICE FOR FAMILY-CENTERED
PREVENTION APPROACHES '

Most of the Expert Panel recommendations described previously are specific

to one of the three prevention approaches evaluated in this chapter. The fol-

lowing recommendations, suggestions, and interpretations are applicable to
- more than one prevention approach:

1. Family-centered prévention services are less likely to be successful when
families have significant unmet biopsychosocial needs, such as those
relating to food, shelter, employment, Iitéracy, and physical and mental
health. Indeed, families need to have their basic needs met both during
and after the intervention to increase chances for success. Thus, whether
through direct provision or through collaborative relationships with ser-
vice providers, prevention practitioners have a responsibility to provide
those services or the referral information and referral followup that will
ensure that families receive the biopsychosocial services they require.

2. Overall, antisocial and other problem behaviors fit on a continuum from

- mild and occasional to severe and chronic. For a child with these prob-
lem behaviors, there are typically periods of turbulence and intervals
without problem behaviors. Further, such problems exist in family and
community contexts that range from healthy to unhealthy and from sup-
portive of 'prevention goals to unsupportive. Therefore, it is unrealistic

~ to expect that a short-term (e.g., 10- to 14-session) intervention involv-
ing parent training, family skills training, or family therapy will provide
a “single-shot cure” for children with conduct disorder, oppositional
defiant disorder, or other problems. This is especially true for children
with severe and chronic behavioral problems in difficult family and com-
munity contexts. Rather, it is more realistic to apply such interventions
in repeated and booster sessions that are tailored to the major stages of
a child’s development. Likewise, it is advisable to consider using other
types of interventions before, during, after, or in place of family-centered
approaches, depending on the specific needs of the family and child.
These may include school-based student counseling, psychiatric inter-
ventions, self-help programs, and educational services.

3. Whenever possible, prevention interventions should be provided in set-
tings and locations that are comfortable, natural, and accessible to par-
ents and children. Services should be provided in the community where
the target population resides and in locations that are familiar to and
frequented by potential participants. It is ideal to bring the intervention
to the setting where the target group exists, such as schools, jails, wel-
fare centers, workplaces, homes, churches, and community centers.
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Most approaches to the prevention of substance abuse, such as
school-based and community-based interventions, are compatible with
and can include family-centered interventions. For example, school-based
interventions can easily be combined with parent and family skills train-
ing and even family therapy interventions. Doing so will help to reduce
family-related risk factors and increase resilience factors empirically re-
lated to substance abuse.

Family-centered interventions can be made more attractive and acces-
sible by providing vital services that remove barriers to participation
such as transportation, child care, and meals.

Family-centered interventions should be embedded within, and sanc-
tioned by, the community. This may involve conducting community out-
reach and educational efforts with community leaders such as minis-
ters, physicians, and educators and conducting outreach focus groups
and educational efforts with consumers.

Especially when involved in community education, prevention experts
should modify their roles and change the way they view themselves.
Rather than assuming authoritarian roles of those who identify prob-
lems in others and provide therapeutic services to solve these problems,
professionals should assume the roles of “information provider” and
“resource expert.” That is, they should provide information to families
about a variety of health and mental health issues, help families learn to
recognize the need for professional assistance when there is a problem,
inform them about options and resources in the community, and teach
them how to gain access to these resources. In this way, professionals
can help families make informed decisions rather than imposing deci-
sions upon them.

There is a tremendous need to build and sustain active partnerships
between prevention researchers and practitioners. These partnerships
must involve the transfer of skills, knowledge, and expertise between
both groups. Transfer of skills and knowledge from researchers to the
community should be a capacity-building process that allows the com-
munity to develop the mechanisms required to conduct long-term re-
search studies and to establish ongoing family-centered prevention pro-
grams. At the same time, knowledge transfer from the community to
researchers should include having local community experts, residents,
parents, and consumers participate in design and implementation of re-
search. (See the discussion of evaluation in chapter 4.)
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Chapter 3 Appendix:
Research and Practice
Evidence Abstracts

o understand the conclusions presented in this guideline, the strength of

the evidence supporting those conclusions, and the evidence-based

lessons learned, it is important to examine the basis on which those evalu-
ations were made. Thus, this section presents a summary of each research study and
practice case, including the study design, where appropriate; the overall intent of the
study or program; and selected findings or results.

‘The summaries present those outcomes most relevant to the prevention approach in
question, rather than all of the research and practice outcomes. In general, the quan-
titative outcomes reported as significant are statistically significant; the exact effect
size is not reported. In most studies, evaluations were conducted at baseline and
postintervention. Some also involved followup evaluations, defined here as evalua-
tions conducted after a postintervention evaluation. The summaries do not include
a critical analysis of study design biases (for research studies) or process evaluation
biases (for practice cases), or of program implementation. Analysis of these and other
similar characteristics were the basis for deciding whether or not a research study or
practice case constituted evidence for this guideline. The summaries simply provide
a “snapshot” of the research or practice evidence critically analyzed by the Expert
Panel. Where possible, the timeline or chronology of the intervention and study are
included in the abstract. When available and relevant, the following information is

included in the summaries:

1. Ethnicity, age, and sex of study participants.

2. Inclusion criteria (e.g., students with conduct disorder).
3. Purpose and design of the study.
4. Nature of the intervention and control or comparison conditions.
5. Amount of intervention exposure (i.e., duration and number of sessions).
6. Number and interval of evaluations (e.g., baseline and followup evaluations).
7. Descriptions of what was measured at evaluations.
8. Selected outcomes.
Preventing Substance Abuse Among Children and Adolescents 1 .) 1 3-37
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ABSTRACTS FOR PREVENTION APPROACH 1: PARENT AND FAMILY SKILLS
TRAINING : ‘

The Expert Panel recommended presenting research and the practice evidence under
Approach 1 for Clusters 1 and 2 separately. The Expert Panel also recommended
that the evidence be categorized according to child and parent involvement. There-
fore, the research and. practice evidence for Prevention Approach 1 is organized as
follows:

* Research Evidence Reviewed for Approach 1, Cluster 1
— Parent training without child involvement.
— Parent training plus family skills training.
— Parent training with separate child training plus family skills training.‘
*  Practice Evidence Reviewed for Approach 1, Cluster 1
— Parent training without child involvement.
— Parent training with separate child training.
— Family skills training.
* Research Evidence Reviewed for Approach 1, Cluster 2
— Parent training without child involvement.
— Parent training with separate child training.
— Family skills training.
— Parent training plus family skills training.
*  Practice Evidence Reviewed for Approach 1, Cluster 2
— Family skills training.
* Collateral Evidence Reviewed for Approach 1 (Clusters 1 and 2)

Research Evidence Reviewed for Approach 1, Cluster 1

The following are abstracts of research studies that constitute the research evidence
for parent and family skills training as selective and/or universal preventive mea-
sures. The research evidence for Cluster 1 is organized according to child and parent
involvement: parent training without child involvement, parent training plus family
skills training, and parent training with separate child training plus family skills
training.

Parent Training Without Child Involvement

B Felner et al. (1994)

Felner et al. (1994) evaluated the effectiveness of a work-site-based parenting pro-
gram designed to improve parent-child interactions by increasing the knowledge
and improving the attitudes and discipline skills of parents: In this quasi-experimental
study with a rotating pretreatment and posttreatment design, 191 parents voluntar-
ily participated in 24 1-hour sessions twice weekly for 12 weeks. Most subjects (96
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percent) were full-time employees living near a major metropolitan area in the Mid-
west and had preschool- and school-aged children. The parent training course sought
to modify risk and protective factors for substance abuse by improving parents’ in-
teractional and parenting skills, increasing support nerworks to address both parenting
stress and conflicts between work and family roles, and expanding parents’ knowl-
edge of and encouraging the adoption of healthy attitudes and behaviors toward
substance abuse. Measurements at baseline, posttreatment, and 9-, 18-, and 30-month
followup evaluations focused on changes in child behavior problems and parental
stress, interactional skills, and knowledge of child development. Program participa-
tion was described as either high program exposure (80 percent participation or
greater) or low program exposure (less than 80 percent participation).

Findings:

1. Parents with high program exposure rated child behavior problems “decreased”
and positive behavior and parenting practices and knowledge “increased.” These
improvements were maintained throughout the 18-month followup period.
Those with low program exposure reported no improvement in child behavior.

2. Parents with high program exposure reported reductions in stress and depres-
sion throughout the 9-month followup period. Parents with low program ex-
posure did not report these reductions.

3. Parents with high program exposure rated the impact of child problem behav-
ior and prosocial behavior more positively than did low-exposure parents.

4. Program attendance was greater among parents who reported higher prepro-
gram levels of social isolation and child behavior problems.

B Myers et al. (1990)

" Myers et al. (1990) conducted a quasi-experimental field test of a culturally appro-
priate cognitive-behavioral parenting skills building program. Two cohorts of
inner-city African-American parents and their 1st- and 2nd-grade children partici-
pated in the program (65 treatment and 34 control dyads per cohort). The 15-ses-
sion model program incorporated a range of historical and contemporary sociocultural
issues facing African-American families into the teaching of basic behavioral child
management strategies and skills. The intervention included lectures, skills demon-
strations, and parent role playing to teach parents how to describe and quantify
child behaviors and to use behavior-specific praise; mild social disapproval; and ig-
noring, time out, and special incentives as behavioral consequences for respectful
and disrespectful child behaviors. Evaluations at baseline, postintervention, and for
Cohort 1 at 1-year followup focused on the quality of the parent-child relationship,
parenting practices, and child behavior problems and social competencies.

< .
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Findings:

1. Improvements for Cohort 1 included reduction in subtle forms of parental re-
jection, increased reports of improved parent-child and family relationships,
and reduced withdrawal and hyperactivity (in boys) and sexual issues (in girls)‘.

2. Followup at 1 year indicated maintenance of reductions in parental rejection,
although there was a regressive trend toward using earlier and more coercive
parenting practices.

3. Reductions in child behavior problems were maintained, and there were addi-
tional significant increases in the communicativeness of boys.

4. Improvements for Cohort 2 included reductions in both subtle and
hostile-aggressive forms of parental rejection, decreases in the use of corporal
punishment, increases in verbal acknowledgment or praise, reductions in delin-
quent behaviors (e.g., lying, stealing) in both boys and girls, and increases in
social competency for girls.

® Guerney (1977)

Guerney (1977) evaluated the effectiveness of a skills training program designed to
improve psychological helping skills for foster parents of children aged 5 to 12 years.
Approximately 75 percent of the foster children were White (the ethnic composition
of the rest of the children was not described); about 10 percent were considered
emotionally disturbed or mildly retarded. The families came from small towns, ru-
ral settings, and from a large metropolitan area. In this nonexperimental-design study
with nonrandom assignment, 57 foster parents who were willing but unable to par-
ticipate in the program were compared with 75 foster parents who participated in a
skills training program 2 hours weekly for 10 weeks. Parental acceptance of and
sensitivity to children, and desirable and undesirable verbal communication skills
were measured at baseline and posttreatment.

Findings:

Foster parents in the treatment group (but not the comparison group) showed posttest
improvements as follows:

1. Increase in attitudes of acceptance toward the foster children in their care.
2. Increase in the acquisition of parenting skills defined as desirable.

3. Decrease in parenting responses defined as undesirable.

B Guerney and Wolfgang (1981)

In a nonexperimental study, Guerney and Wolfgang (1981) evaluated a skills train-
ing program for foster parents that focused on the development of skills for child
management, empathy, relationship development, and understanding of children’s
needs and development. The 10 program sessions of the Foster Parent Skills Train-
ing program used demonstrations and role playing and other types of practice as the
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predominant tools. Participation in the program was by self-selection at some agen-
cies and by foster agency staff at other agencies, based on their determination of
foster parents who most needed or were most likely to attend the programs. Control
groups included persons who had agreed to participate but for practical reasons could
not do so. The number of parents participating in the study was not specified, but
they were referred by several foster agencies. In this multiphase study, evaluation
was by direct interviewing and questionnaire. Baseline and posttraining evaluations
were conducted at all sites (number not provided). Some sites included a compari-

son group.
Findings:
The program consistently resulted in the following:

1. Increased parental accepting attitudes toward children.

2. Increased parental ability to provide responses to children in hypothetical situ-
ations that were consistent with the skills taught and the goals of promoting
child and parent-child relationship development. )

3. Increased parental ability to reduce the use of parental responses considered
unconstructive or destructive in their impact on children. These gains were

maintained at 9-month followup.

| Thompson et al. (1993)

Thompson et al. (1993) evaluated the effectiveness of a parenting program devel-
oped to teach middle and lower income parents child management skills to decrease
their children’s developmental, learning, and behavioral problems. In this
nonexperimental-design study, 34 parents participated in eight weekly 2-hour ses-
sions that included lectures, discussion, role playing, modeling, assignments, and
videotapes. The baseline, posttreatment, and 3-month followup measures focused
on child problem behaviors, parental attitudes, and parent;al problem-solving confi-
dence skills. '

Findings: ‘

1. Improvement was noted in the primary measures, including a decrease in the
number and frequency of child behavior problems and an increase in parental
problem-solving confidence and personal control.

2. Improvements were maintained at 3-month followup.

3. No significant differences over time were noted between middle and lower in-
come parents in reported changes.

B Knapp and Deluty (1989)

In an éxperimental study by Knapp and Deluty (1989), one of two 8-week behav-
joral parent training programs was provided to each of 40 mothers who responded
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to announcements of a behavior management program. Most of the mothers were
White; 22 were of middle socioeconomic status, and 18 were of low socioeconomic
status. Approximately half of the mothers were taught parenting techniques through
the use of modeling and role playing, and the others were taught through readings,

brief review testing, and discussions. Baseline evaluations included scored observa-

tions of parent-child interactions that focused on negative child behavior (noncom-
pliance and inappropriate behavior) and positive parent behavior (good commands,
attention, praise, and ignoring). Evaluations also included tests that focused on the
mothers’ perceptions of their children’s behavior, adaptability, acceptability,
demandingness, mood, distractibility, and hyperactivity as well as on children’s per-
ceptions of changes in their mothers’ behavior after training. The evaluations were
conducted at baseline, postintervention, and 2 months postintervention.

Findings:

1. After training, significant decreases in behavior problems from baseline levels
were reported by mothers of middle, but not lower, socioeconomic status.

2. Although the initial gains were minimal, the role-playing mothers of lower
socioeconomic status reported maintenance of gains at the 2-month followup,
whereas those of the same status in the reading and discussion group did not.

3. During structured observation, mothers of lower socioeconomic status in the
modeling and role-playing group more often used the skills they had been taught
than did mothers of lower socioeconomic status in the reading and discussion
group.

B Wolchik et al. (1993)

Wolchik et al. (1993) evaluated the effectiveness of a parent-based intervention de-
signed to improve psychological adjustment in children of divorced mothers. In this
experimental-design study, 70 divorced mothers were randomly assigned to a 12-ses-
sion parenting program (10 weekly group sessions and 2 individual sessions) or to a
waiting list. The intervention was designed to promote acquisition and/or enhance-
ment of parenting skills that would improve mother-child relationships and disci-
pline methods, minimize divorce-related trauma, increase contact with fathers, and
encourage support from other adults. Baseline and 12-week posttreatment evalua-
tions were based on children’s and mothers’ reports on parent-child relationships
and children’s reports on discipline and psychological adjustment.

Findings:

1. At posttest, program participants reported higher quality mother-child rela-
tionships and better discipline, fewer divorce-related traumas, and better men-
tal health outcomes than did control subjects.
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2. Mothers reported more positive effects than did children; families with poorest
initial levels of functioning also reported greater program effects.

3. Improvements in mother-child relationships partially mediated the effects of
the program on the children’s mental health. '

Parent Training Plus Family Skills Training
B Catalano et al. (1995)

Catalano et al. (1995) compared the effectiveness of methadone maintenance treat-
ment alone (control group) and that of a methadone maintenance treatment with a
theory-based parent training component (intervention group) designed to increase
relapse prevention skills, improve parenting skills and child skills and behavior, and
reduce parent and child drug use. In this experimental-design study, 144 parents in
methadone maintenance treatment for opiate addiction (most of whom were White
females) were randomly assigned to one of the two conditions (with and without
parent training). The parent training intervention was delivered in 33 parent train-
ing sessions conducted over 16 weeks; 12 of the sessions included the children. Train-
ing was reinforced through 9 months of home-based case management. Baseline and
posttreatment measures focused on refusal skills, relapse coping skills, effects on
family functioning, and parent drug use.

Findings:

1. Parents in the intervention group displayed higher skill levels than did control
parents during role playing with respect to drug refusal and relapse coping skills.
However, they were no more likely to believe that they would remain heroin-free
than were contro] pafents. . '

2. Families in the intervention group held more family meetings to discuss family
leisure activities than did families in the control group, but they did not have
more family discussions on drug issues or family problems.

3. At posttreatment, intervention subjects used opiates less frequently than did
control subjects, but no differences were found between groups on the preva-
lence of alcohol use and the use of drugs other than heroin.

4. At posttreatment, no differences were found between groups in family bond-
ing, family conflict, or domestic conflict.

W Spoth et al. (1995), Kosterman et al. (1996, 1997)

Spoth and colleagues (1995) conducted a series of studies as part of a large-scale
family-focused preventive intervention project (Project Family) to assess the efficacy
of the Preparing for the Drug (Free) Years program (PDFY) and the Iowa Strength-
ening Families program. Spoth et al. reported on parenting outcomes of PDFY, a
theory-based family skills training intervention designed to prevent adolescent sub-
stance abuse and other problem behaviors. The 209 rural families participating in
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an initial outcome study were randomly assigned to a group receiving PDFY or to a
waiting-list control condition. Parents in the intervention group attended a five-session
multimedia skills training program, including one session on peer resistance skills
that was also attended by their children. This experimental-design study included
self-reported and observational measures at baseline and posttreatment regarding
parenting skills specifically targeted by the intervention (communication and man-
agement specific to substance use, helping adolescents express feelings, and family
involvement) as well as general child management skills. Kosterman et al. (1996,
1997) examined outcomes specific to each of the five PDFY sessions.

Findings: -

1. At posttest, significant differences were noted between mothers and fathers in
the intervention group and those in the control group for parenting behaviors
directly targeted by the intervention and for general child management skills
not directly targeted by this intervention.

2. In addition to the intervention, individual differences in readiness for parenting
change, parenting self-efficacy, and parental attendance predicted changes in
parenting behaviors targeted by the intervention.

3. More parents in the intervention group than control parents provided rein-
forcement to their children for prosocial behavior, monitored their children’s
whereabouts, and reported increased family involvement with their children,
both in discussing family issues and in pleasurable activities.

4. Differential attendance at each of the sessions was noted among parents in the
intervention group. Those who attended specific sessions experienced more
improvements in behaviors targeted by these sessions than did the intervention
group as a whole.

5. More mothers and fathers in the intervention group than in the control group
demonstrated improved relationship quality and more proactive communica-

tion. Mothers were also observed to have less negative interactions with their
children.

B ‘Spoth and Redmond (1996), Spoth, Redmond, et al. (1997)
In an additional analysis of the PDFY program, Spoth and Redmond (1996) and
Spoth, Redmond, et al. (1997) examined three interrelated models of theory-based
mechanisms of change in selected outcomes,. incorporating intervention parameters
such as session attendance level.
Findings:

1. Maternal level of intervention attendance had direct effects on child manage-

ment and mother-child affective quality at posttest. Father’s level of interven-
tion attendance had direct effects on child management.
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2. Mothers' and fathers parent-child affective quality had direct effects on child
management behaviors. Additionally, there was evidence of a reciprocal effect
of child management behaviors on parent-child affective quality.

3. Attachment to parents and peer prosocial norms had direct effects on young
adolescents’ alcohol refusal skills. Indirect effects of parent intervention atten-
dance level on young adolescents’ alcohol refusal skills were also in evidence.

4. Family member attendance had a direct effect on young adolescents’ attach-
ment with parents; collectively, attachment with parents and peers’ prosocial
norms had a similar effect on behavioral tendency toward alcohol abstinence at
posttest, as did the pretest level of behavioral tendency toward alcohol absti-
nence.

5. The quality of young adolescents’ affectional relationship with parents and
prosocial peer affiliation had a significant effect on these young adolescents’

sense of mastery and self-esteem.

B Spoth (in press); Spoth, Redinond, and Shin (in press); Spoth, Redmond, Shin,
and Huck (in press); Spoth, Reyes, and Redmond (1997)

Spoth (in press); Spoth, Redmond, and Shin (in press); Spoth, Redmond, Shin, and
Huck (in press); and Spoth, Reyes, and Redmond (1997) evaluated the effectiveness
of a family competency training program designed to enhance protective parent-child
interactions and to reduce children’s risk for early substance use initiation. In this
experimental-design replication of an earlier study by Spoth and colleagues, 667
rural families with Gth grade students from 33 schools were assigned to one of two
family-focused prevention intervention conditions or to a minimal-contact control
group. The interventions examined were the five-session PDFY program and the
seven-session Iowa Strengthening Families program (ISFP).

Findings:

1. Mothers in the intervention group scored significantly higher than control-group
mothers on all three parenting outcome measures examined (intervention-
targeted parenting behaviors, general child management, and parent-child
affective quality).

2. Fathers in the intervention group scored significantly higher than control-group
fathers on the measures of intervention-targeted parenting behaviors and gen-
eral child management.

3. Both PDFY and ISFP had direct effects on intervention-targeted parenting
behaviors, which in turn directly impacted parent-child affective quality and
effective child management. PDFY and ISFP also showed significant indirect
effects on these two parenting outcomes.
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4. Family intervention attendance showed a direct effect on parent-child affective
quality, which in turn served to reduce young adolescent oppositional behav-
dors. Through the effect of improved parent-child affective quality, young
adolescent’s sense of mastery also served to reduce oppositional behaviors.

Parent Training With Separate Child Training Plus Family Skills Training
8 Kumpfer and DeMarsh (1987)

Kumpfer and DeMarsh (1987) compared the effectiveness of three
parent-child-focused family-based prevention conditions for reducing the substance
abuse risk status of 60 children living with a substance-abusing parent(s). The three
conditions consisted of a 14-week parent training program alone, parent training
plus a 14-session children’s skills training program, and parent and child skills train-
ing plus a 14-week family skills training program. In this quasi-experimental dis-
mantling study.with random assignment, baseline and posttreatment measurements
focused on child problem behaviors, child-parent interactions, and parental behav-
iors and attitudes.

Findings:

1. All three conditions had significant positive effects, primarily matching each
intervention’s objectives.

2. The combining of two and three programs had a cumulative effect. Thus, the
primary impact of parent training was improvement of the child’s targeted nega-
tive behaviors, that of children’s skills training was an increase in child prosocial
behaviors, and that of parent training plus children’s skills training was more
positive social interactions. The cumulative impact of two or more programs
was greater than the impact produced by any program alone.

3. The combination of parents’ and children’s skills training plus family skills train-
ing resulted in the above-mentioned effects, as well as a decrease in parents’
drug use in the presence of their children; a decrease in parental depression; an
increase in parenting enjoyment; and an increase in family cohesion, adaprabil-
ity, expressiveness, communication, social networking, and participation in family
activities.

4. The combination of parent training, children’s skills training, and family skills
training was more effective thanwere the other two conditions with regard to
improving the mental status of parents and children, decreasing children’s
risk behaviors, improving the family environment and parent-child relation-
ship, improving the children’s relationships with peers, and enhancing school
achievement.
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5. Only the combined parent, children’s skills, and family skills training condition
produced significant decreases in substance use by youth and parental improve-
ments in the parent-child relationship.

B Kumpfer et al. (1991)

Kumpfer et al. (1991) evaluated the effectiveness of a parent-child-focused family

skills training program for reducing the substance abuse risk status of children in 49 -

African-American families in rural Alabama living with a substance-abusing parent(s).
Most of the children were between the ages of 6 and 9 years. The parents were
mostly single mothers living in poverty. The nonexperimental study included com-
paring the effectiveness of the program for two clusters of the intervention group:
_high- and low-level substance users. The 14-week family skills training program was
comprised of behavioral parent training sessions, separate children’s training ses-
sions, and joint parent and child training sessions. The interventions were designed
to decrease children’s problem behaviors, improve children’s emotional status and
prosocial skills, and improve parenting skills and family environment and function.
Baseline and posttreatment measurements focused on child problem behaviors,
child-parent interactions, and parental behaviors.

Findings:

After the intervention, the following were observed:

1. Parents with high-level substance use reported a decrease in family conflict and
drug use, both in and outside of the home.

2. Parents with low-level substance use reported an increase in family organiza-
tion, and their children showed a decrease in obsessive-compulsive behavior.

3. All of the children experienced improvements in measures of externalizing, ag-
gression, delinquency, and hyperactivity.

B Aktan et al. (1996)

Aktan et al. (1996) evaluated the effectiveness of the Safe Haven program, a family
skills training program for inner-city African-American families intended to reduce
risk factors for substance use in families in which one parent is known to abuse
substances. The program consists of concomitant parent training and children’s skills
training, followed by family skills training classes. This repeated-measures,
quasi-experimental study with pre- and posttest design involved 88 parents and 88
children (aged 6 to 12 years) participating in 12 weekly structured sessions and a
nonequivalent comparison group. Baseline and posttreatment parent and child in-
terviews focused on parenting efficacy and bonding with children, children’s nega-
tive and positive behaviors and school performance, children’s school bonding and
association with positive peers, family cohesion, family communication, family ex-
pressiveness, and family organization. Analyses included a comparison of treatment

o
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effects on a group of parents who were heavy users and light users of alcohol, to-
bacco, and illicit drugs.
Findings:

1. The program had some positive effects on all parents, children, and families,
but more reductions in risk factors and increases in protective factors were noted
in children whose parents were heavy users than in those whose parents were
light users of substances.

2. Parents in both the heavy-use and light-use groups reported a drop in illicit
drug use in the family and a reduction in their own drug use.

3. The overall sample of parents and the heavy-use group reported decreases in
depression. :

4. The overall sample of parents and the heavy-use group reported significant
improvements in their perceived efficacy as parents.

5. The heavy-use group reported an increase in the amount of time spent with
their children. .

6. Children demonstrated reduced aggression and hyperactivity and increased
school bonding and time spent on homework.

7. The primary treatment effect on the family environment was improved family
cohesion.

Practice Evidence Reviewed for Approach 1, Cluster 1

The following are abstracts of practice case studies that constitute the practice evi-
dence for parent and family skills training as a selective and/or universal preventive
measure. This practice evidence is organized according to child and parent involve-
ment: parent training without child involvement, parent training with separate child
training, and family skills training.

Parent Training Without Child Involvement
B Kansas Family Initiative

The Kansas Family Initiative was a statewide prevention effort designed to help
parents learn about substance abuse risk factors, develop a family position on alco-
hol and illicit drugs, learn techniques for alcohol and other drug refusal, manage
family conflicts, and strengthen family bonds. Based on the Preparing for the Drug
(Free) Years curriculum, the five-session program was delivered to parents by at least
500 volunteers who were certified through a 3-day Training of Trainers (TOT) work-
shop. Reports were developed regarding the impact of the training on parents and
the trainers. For parents, baseline, posttreatment, and 3-week followup measures

focused on curriculum content, attitudes, program usefulness, home implementa-
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tion, and skills learned. For trainers, measures focused on knowledge and skills ac-
quired and level of confidence in the material being presented.

Findings for parents:

1. DPositive attitudes about the program and its usefulness were reported by 94
percent of parents at posttest and 91 percent at followup.

2. The ability to implement the skills learned in training at home was reported by

. 90 percent of parents at posttest and 84 percent at followup.

3. Gains in knowledge and skills based on chapter 3 of the curriculum (How to
Say No) were reported by 22 percent of participants, and 16 percent reported
such gains based on chapter 1 (Risk Factors).

Findings for trainers:

1. DPositive attitudes about the program and its usefulness were reported by 96
percent of trainers at posttest and 95 percent at followup.

2. Confidence in their ability to present the curriculum was reported by 84 per-
cent of trainers at posttest and 86 percent at followup.

B Parenting for Prevention

The Parenting for Prevention program of the King County, Washington, Depart-
ment of Alcohol and Substance Abuse Services is a multiagency parenting education
and training program designed to reduce risks associated with compromising the
health and protection of children, assist parents with child-rearing challenges through
effective parenting, and promote their bonding with families and the community.
This parent training curriculum focuses on positive discipline, effective family com-
munication, child growth and development, pride in cultural heritage, development
of healthy self-esteem in children, and substance abuse awareness. The number of
sessions ranged from 10 to 13, each generally lasting 2 hours or longer. A total of
214 participants attended two or more classes, and 180 completed the program. A
one-group pretest and posttest nonexperimental design was employed. Evaluation
measures focused on project implementation, participant characteristics, participant
sense of competence, family-parent-child interactions, child competence, and pro-

gram evaluation.

Findings:

1. All program participants exhibited improvements in general competence, child
behavior management, anger management, and problem-solving skills.

2. Program participants exhibited moderate improvements in the use of positive
and negative discipline methods and positive and negative communication strat-
egies and in family activities.

3. In participants’ ratings of their children’s behavior and social competence, im-
provements were observed in general competence, anger management, and
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problem-solving skills, and orientation toward drugs, gangs, and violence was
reduced.

4. Ninety-eight percent of participants reported that they would recommend the
program to others. Most described the activities and components of the inter-
vention as good or very good, and many participants who had reported nonin-
volvement in community activities at pretest reported involvement at posttest

measurement.

B Communication and Parenting Skills

The Communication and Parenting Skills (CAPS) program was a nine-session
skills-oriented course designed to teach parental modeling of positive attitudes and
behaviors and effective communication (Klein & Swisher, 1983). The program in-
cluded class discussions, assigned reading, skills training, modeling of desired re-
sponses, homework, reinforcement, and values clarification. The quasi-experimental,
posttest-only design included an intervention group and a waiting-list comparison
group, to which assignments were made by availability. Posttest measures focused

* on parental sensitivity to and acceptance of children and family environment. Data

were collected only once, after the intervention group completed the program and
before the comparison group received the program.

Findings:
1. Participants in the intervention group expressed constructive responses to their
children more often than did parents in the comparison group.
2. Participants in the intervention group expressed destructive responses less of-
ten than did those in the comparison group.

3. Parents in the intervention group reported increased respect for their children
as individuals than did parents in the comparison group.

Parent Training With Separate Child Training
n Creaﬁﬁg Lasting Impressions

The Creating Lasting Impressions program of the Council on Prevention and Edu-
cation: Substances involved the engagement of church communities in rural, subur-
ban, and urban settings. The program empowered these communities to identify,
recruit, and retain 12- to 14-year-old youth at high risk and their parents or guard-
ians for participation in prevention activities. The client-level component involved a
20- to 25-week curriculum of training in substance abuse issues, family manage-
ment and enhancement, communication skills for parents and youth, and substance
abuse issues for youth. It included 1 year of early intervention, referral, and followup

Reference Guide



services for both parents and youth. The program highlighted wellness, health pro-

motion, and resiliency factors.
Church community engagement findings:

Church advocate teams were frequently, but not always, able to recruit more than
the required number of families in targeted communities and were able to increase

those families’ level of empowerment and participation in prevention activities.
Parent resiliency findings:

There were short-term and sustained gains in parents’ levels of substance abuse knowl-
edge and beliefs, involvement with youths in setting rules concerning substance use,
and reduction of alcohol use in the African-American church community participat-
ing in the project. There were sustained gains in parents’ use of community services
for family or personal problems, in actions taken, and in the perceived helpfulness of

community services. '

Youth resiliency findings:

1. More youth in the program group than in the comparison group used com-
munity services when problems arose.

2. Short-term and sustained (but weak) increases were seen in mother-child bond-
ing.

3. Greater increases were seen in level of communication and bonding with fa-
thers and siblings among youth in the program group than in the comparison
group, although the increases were small.

Youth substance abuse findings:

1. Short-term and/or sustained delays were seen in the onset of substance use by
youth within program families where one or more of the following occurred:
Parents increased their substance abuse knowledge, increased the likelihood of
punishing youth for substance use, or decreased family conflict.

2. Short-term and/or sustained decreases were seen in the frequency of alcohol use

by youth within program families in which one or more other improvements-

such as those listed above were reported.
3. Short-term and/or sustained decreases in frequency of drug use were also seen
in program families showing one or more other improvements.

Family Skills Training

B Families in Focus

The Families in Focus program of the vCottage Program International is an intensive
family skills training program involving in-home activities designed to build family
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cohesion, adaptability, and communication as a way to prevent substance abuse.
Professionals and/or trained volunteers provide up to 36 hours of in-home or
small-group workshops in family skills training. All families complete the initial
phase of the program—establishing and charting a family profile—in nine group
meetings held every 2 weeks or during in-home visits made usually once weekly for
14 weeks. After assessment, families are directed to activities in the Families in Focus
manual that encourage improved family functioning in seven areas: fun, decision,
pride, values, feelings, communication, and confidence. Facilitator provide informa-
tion and referrals if needed and suggest program-related social events and incentives
to acquaint the families with community recreation activities. In this study, pretreat-
ment and posttreatment evaluations of 119 families focused on family environment
issues, such as family cohesion and adaptability, and on individual protective factors
related to family, peers, and personal behavior.

Findings:

1. At posttreatment, most respondents (67 percent) reported positive changes in
their perceptions of family cohesion, whereas 31 percent perceived less family
cohesion.

2. Respondents perceived positive changes in family adaptability.

3. The area in which the children showed greatest positive change was their per-
ception of supportiveness in the home environment.

#@ Families and Schools Together

The Families and Schools Together (FAST) program is a family- and school-based
prevention program that emphasizes enhancement of family functioning and devel-
opment of protective factors, prevention of school failure and substance abuse, and
reduction in family stress. Families participate in eight weekly 1.5-hour structured
activities that promote cooperation and collaboration through assembling family
flags, learning songs, hosting meals, reviewing the day, and playing charades based
on feelings. This is followed by 2 years of similar activities on a monthly basis. At
last report, the program had been implemented in at least 22 States. The effective-
ness of FAST is measured in terms of reduced child problem behaviors, increased
family adaptability and cohesion, decreased social insularity, and increased parental
involvement in school issues and activities. Seventy-five percent of FAST partici-
pants were boys, 85 percent of whom were between the ages of 6 and 9 years. About
half were African American, and about half were White. Seventy-five percent of the
families were headed by a single mother,“and the families had an average of three
children. Most of the families were impoverished and stressed. No formal evaluation
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process was incorporated in the prevention case study. However, the program’ in-
formation system suggests the following findings:

1. Children of families participating in the FAST program showed improvements
in classroom and home behaviors and in self-esteem.

2. Parents showed improvements in community and school involvement and re-
duced isolation.

3. After training, parents reported improved self-esteem and an increased ability
to assist their children.

4. Parents reported increased community involvement, such as obtaining a full-
or part-time job, obtaining referral to counseling and addiction treatment, and

participating in community groups and community center activities.
Research Evidence Reviewed for Approach 1, Cluster 2

The research evidence for parent and family skills training as indicated preventive
measures is organized according to the level of child and parent involvement: parent
training without child involvement, parent training with separate child training,
family skills training, and parent training plus family skills training.

Parent Training Without Child Involvement
o Arnold et al. (1975)

Arnold et al. (1975) reanalyzed data that had been gathered during an intervention
designed to train parents of low socioeconomic status in social learning techriques
of child management for their predelinquent children. In this nonexperimental study
with a time-series design, they examined data on 55 siblings (aged 2 to 16 'years) in
27 families to determine whether the parent training later resulted in reductions in
the rates of deviant behavior for the target children’s siblings. Fourteen noxious be-
haviors, such as noncompliance, yelling, and destruction, were measured during 6 to
10 baseline evaluations, weekly evaluations during the intervention, and 6 monthly
followup evaluations.
Findings:
1. At posttest, the siblings demonstrated an average reduction in deviant behavior
of 36 percent from baseline level.
2. At posttest, 49 percent of the siblings showed a reduction in deviant behavior of
at least 30 percent.
3. Overall, these effects were maintained throughout the 6-month followup

~F
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B Dubey et al. (1983)

Dubey et al. (1983) compared the effectiveness of two parent training treatment
conditions (a behavior modification group and a communications group) and a
delayed-treatment control group in reducing child hyperactivity, problem sever-
ity, and daily problem occurrence. In this quasi-experimental study, parents of
44 hyperactive children (primarily boys between 6 and 10 years of age) were
assigned to one of two 9-week, 2-hour treatment conditions or a 10-week
waiting-list condition. Parents were assigned so that groups were matched ac-
cording to the child’s age and score on a hyperactivity scale. The pretreatment,
posttreatment, and 9-month followup measures focused on the extent and sever-
ity of hyperactivity, problem behaviors, parental attitudes, child management,
and parental expectations.

Findings:

1. Parents in the treatment groups reported greater reductions in their child’s hy-
peractivity, global severity of problems, and daily occurrences of problems than
did parents in the control group. There were no intergroup rating differences
for these factors.

2. Compared with their counterparts in the communications group, parents in
the behavior modification group reported more global improvement in prob-
lem behaviors, greater willingness to recommend the course to a friend with
children having similar problems, a stronger belief that the course was appli-
cable to their problems, and more willingness to remain in the program.

3. Most treatment effects were maintained throughout the 9-month followup
period. '

B Anastopoulos et al. (1993)

Anastopoulos et al. (1993) evaluated changes in parent functioning resulting from
parental participation in a behavioral parent training program designed for school-aged
children with attention deficit hyperactivity disorder. The study subjects were 34
children and their mothers. The 25 boys and 9 girls, aged 6 to 11 years, were pre-
dominantly White and middle class. The subjects were nonrandomly assigned to
either parent training or a 2-month waiting-list control group. Fathers were encout-
aged and mothers were required to attend all sessions. The parent training consisted
of a nine-session program, included use of a treatment manual and parent counsel-
ing, and was completed by most over a 2-month period. The program included an
overview of information about the disorder, general principles of behavior manage-
ment, positive reinforcement skills, and positive attending and ignoring skills, with
instruction in reward-oriented home token/point systems and punishment. Baseline

evaluations included child behavior ratings by parents and teachers, parent self-rating,
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parent and child interviews, observational assessment, psychological testing, and
reviews of school and medical records. For the intervention group, measures were
collected within 1 week after treatment and again approximately 2 months later as a

followup. The waiting-list control group measures were collected at times equiva- .

lent to posttreatment and 2 months posttreatment.

Findings:

1. Relative to the waiting-list control group, subjects who completed the
nine-session program showed pretreatment gains in both child and parent func-
tioning,

2. These gains were maintained during the 2-month followup.

3. In particular, parenting stress was reduced and parenting self-esteem was in-
creased, changes that accompanied parent-reported improvements in the over-
all severity of their children’s attention deficit hyperactivity disorder.

B Patterson (1974, 1975)

Patterson (1974, 1975) examined the effectiveness of a parent training procedure
designed to alter the behavior of aggressive children. This nonexperimental study
made multiple evaluations of 27 families who were consecutively referred by com-
munity agencies because at least one boy in each family had exhibited extreme ag-
gressive behavior. The age range of the boys was 5 through 13 years, with a mean of
8.7 years. Most were White. The families were observed to evaluate the deviant and
prosocial behaviors of their children and parent-mediated consequences of these be-
haviors. Parents were required to study a text on social learning-based child manage-
ment techniques and were taught to identify and track rates of deviant and prosocial
behavior. Each squect received an average of 32 hours of therapist time and an
average of 28 hours of classroom program time. Each family received 6 to 10
home-based evaluations, including at baseline, after parents completed reading the
programmed text, after 4 and 8 weeks of training, and at termination. Followup
evaluations were conducted monthly for 6 months and then bimonthly during the
next 6 months (for a total of nine evaluations at months 1 through 6, 8, 10, and 12).
These evaluations included observations of family interactions in the family’s home
and daily reports by parents on children’s problem behaviors.

Findings:
1. A modest reduction was observed in targeted child deviant behavior immedi-
ately after the parents read the textbook. A further reduction was observed at

the 4- and 8-week evaluations, and this effect was generally maintained over the

treatment period.

)
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2. At termination there was, on average, a 60-percent reduction from baseline
levels in the parent-reported and observed behaviors that had been identified by
parents during the training and for which the parents had received individual-
ized training,

3. At termination, 74 percent of the children showed reductions of 30 percent or
more from baseline in deviant behavior.

4. Both observational and parent-reported followup evaluations demonstrated that
deviant behavior remained at or below termination levels throughout the
12-month followup period.

B Webster-Stratton (1984)

In an experimental study, Webster-Stratton (1984) evaluated the effectiveness of pro-
viding mothers with child management skills to enhance their parenting and reduce
their children’s noncompliant behavior (e.g., refusal to follow requests, tantrums,
and aggression). The mean age of the 25 boys and 10 girls was approximately 5
years. Thirty-five mothers were randomly assigned to one of two treatment groups
(9 weeks of individual therapy or 9 weeks of therapist-led group therapy based on a
standardized videotaped modeling program) or to a waiting-list comparison group.
Following the initial treatment wave, subjects in the waiting list control group were
randomly assigned to one of the treatment conditions. Measures related to changes
in child problem behaviors and to parent behaviors and attitudes were obtained at
three points: pretreatment, posttreatment, and 1-year followup.

Posttreatment findings:

1. Both treatment groups demonstrated less child noncompliance, fewer and less
severe child behavior problems, and more child prosocial behaviors than did
the waiting-list comparison group. Both treatment groups also showed improved
maternal behavior and resorting to less spanking. '

2. Outcomes did not differ between the two treatment groups.

One-year followup findings:

1. Child noncompliance and deviant behaviors had declined from posttreatment
measures.

2. The treatment groups did not differ on any maternal or child behavior mea-
sures or on parental attitudinal measures.

3. Posttreatment maternal behavior and parental attitudinal improvements were
maintained. ‘

B Webster-Stratton (1990a)

In a similar study, Webster-Stratton (1990a) evaluated the effectiveness of a 10-week
self-help videotaped parent training program consisting of two treatment conditions,
with and without therapist consultation. The program was designed to provide par-
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ents with skills to reduce the noncompliance of their children with conduct disorder,

enhance maternal parenting skills, and improve parent-child communication. The mean
age of the 34 boys and 9 girls studied was about 5.1 years. In this experimental study,
the parents were randomly assigned either to one of two treatment conditions, indi-
vidually self-administered videotaped modeling (IVM) treatment or IVM treatment
plus therapist consultation (IVMC), or to a waiting-list control group. Pretreatment
and 1-month posttreatment measures focused on improvement in child problem and
prosocial behaviors, parent-child relationships, parent behaviors and attitudes, and
parent satisfaction with treatment.

Findings: :

1. Mothers in the IVM and IVMC groups reported fewer child problem behav-
iors, less spanking, and less parental stress than did mothers in the control
group. Mothers in both treatment groups also reported higher consumer satis-
faction.

2. Mothers in the IVM and IVMC groups showed more positive affect toward
their children than did mothers in the control group.

3. As measured by parent self-reporting and maternal observations, the differ-
ences between the IVM and IVMC groups were not significant.

4, As measured in home visits, children in the IVM group exhibited about the
same number of occurrences of deviant behaviors as children in the control
group.

5. As measured in home visits, children in the IVMC group displayed fewer cases

' of deviant behavior than did children in the IVM or control groups.

6. As measured in home visits, mothers in the IVMC group gave more praise to
their children than did control mothers and gave fewer “no-opportunity” com-
mands than did mothers in the IVM group.

B Webster-Stratton et al. (1988, 1989), Webster-Stratton (1990b)

In an experimental study by Webster-Stratton et al. (1988, 1989) and Webster-Stratton
(1990b), three treatment methods were evaluated against a waiting-list control con-
dition for their effectiveness for 114 children having conduct problems and for their
parents. The 79 boys and 35 girls had an average age of 4.5 years. The 10 to 12
weekly treatments consisted of individually administered, videotaped modeling ses-
sions; therapist-led group discussion and videotaped modeling; or therapist-led group
discussion. Children and their parents were randomly assigned to one of these con-
ditions. Pretreatment, posttreatment, 1-year, and 3-year followup measures focused
on reduction of problem behaviors among children with conduct problems and on
improvement of parents’ behaviors and perceptions. '
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Posttreatment findings:

1. In general, and compared with the control group, all treatment groups demon-
strated improvements, such as fewer child behavior problems, more child
prosocial behaviors, and less spanking by parents.

2. There were few differences among treatment groups on most outcome mea-
sures, although the differences that were found consistently favored the group
discussion videotaped modeling treatment.

3. Individually administered videotaped modeling was the most cost-effective
treatment.

One-year followup findings:

1. All significant posttreatment improvements were maintained 1 year later.

2. Approximately two-thirds of the participants demonstrated clinically signifi-
cant improvements,

3. Few differences were found among the three treatment conditions. One of these
differences was that group discussion plus videotaped modeling was superior to
the treatments without both components.

Three-year followup findings:

1. Parents reported overall improvements over baseline in children’s behavior.
2. Only treatment that combined videotaped modeling with therapist-led group
discussion yielded stable improvements.

B Webster-Stratton (1994)

In a study using an experimental design, Webster-Stratton (1994) randomly assigned
78 families with a child diagnosed as having oppositional defiant disorder or con-
duct disorder to one of two family skills training conditions. Most of the identified
problem children were boys, and their mean age was 5 years. All families were ex-
posed to a 12- to 13-week basic parenting skills training program of videotaped and
group discussion (GDVM) designed to model parenting skills. Thirty-eight families
also received GDVM plus a broader-based, 14-session videotape and group discus-
sion component (ADVANCE), which was designed to train parents to cope with
interpersonal distress through improved communication, problem solving, and
self-control skills. Baseline, post-GDVM, and post-ADVANCE evaluations focused
on changes in children’s problem solving, children’s problem behavior, parent-child
communication, parent distress, and parent perception of child adjustment.

Findings:
1. Families in both conditions experienced significant improvements at short-term
follow-up.

2. Families who received the combined programs showed modestly improved out-
comes, compared with families who received only GDVM. Those who received
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the combined programs showed significant improvements in parents’
problem-solving, communication, and collaboration skills, as well as in children’s
problem solving. '

Parent Training With Separate Child Training
Horn etal. (1991), Ialongo et al. (1993)

In a study using an experimental design, Horn et al. (1991) evaluated the effective-
ness of randomly assigned high-dose methylphenidate, low-dose methylphenidate,
and medication placebo provided either alone or in combination with a 12-week
behavioral parent training and child cognitive-behavioral self-control instruction
program. Participants in the study included 96 children with attention deficit hy-
peractivity disorder and their parents. Most children were White, and they ranged in

age from 7 to 11 years. The pretreatment, posttreatment, and 9-month followup.

measures (Ialongo et al., 1993) focused on changes in child problem behavior, aca-

demic achievement, and self-concept.

Posttreatment findings:

1. Methylphenidate was effective in ameliorating the primary and many of the
secondary features of attention deficit hyperactivity disorder.

2. The combination of parent training and child self-control instruction was no
more effective than was high- or low-dose methylphenidate alone.

Nine-month followup findings:

Nine months after the withdrawal of methylphenidate and termination of the be-
havioral interventions, all treatment groups experienced erosion in
pretreatment-to-posttreatment gains in teacher-rated inattention, hyperactivity, and
impulsivity; direct observations of off-task behavior; and performance on laboratory
measures of attention and impulsivity.

Tremblay et al. (1991, 1995)

* Tremblay et al. (1991, 1995) evaluated the effects of parent and child training on the

antisocial behavior of boys identified as being disruptive in kindergarten. In this
experimental-design study, 172 boys were randomly assigned either to an interven-
tion group or to one of two nonintervention groups (an observation group or a
control group). The study was designed to evaluate the effectiveness of parent and
child training on the reduction of disruptive behavior, notably child antisocial be-
havior. The parent training included provision of a reading program, monitoring of
children’s behavior, giving of positive reinforcement for prosocial behavior, instruc-
tion in nonabusive punishment, management of family crises, and helping of par-
ents to generalize what they learned. For boys, the focus was on teaching social skills,
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the use of fantasy, and the critical use of television. The education strategies were
conducted every other week over a 2-year period, with a maximum number of 46
sessions (the mean number of sessions over 2 years was 17). The target subjects were
White, French-speaking Canadian boys from low socioeconomic backgrounds and
considered to be disruptive in kindergarten. Evaluations were made from the boys’
teachers, peers, and mothers at baseline and at years 1, 2, 3, and 6. At the final
evaluation, the boys were typically 15 years of age. Parents and teachers completed a
social behavior questionnaire, which included four scales: disruptive, anxious, inat-
tentive, and prosocial. Peer assessments were of disruptive behavior, social with-
drawal, and likableness. Self-reports included questions about fighting and stealing
both inside and outside the home. The observation and control groups were com-
bined for analysis when no differences were found between them.

" Findings:

1. Three years after the intervention, fewer treated boys (23 percent) than un-
treated boys (43 percent) were in special classes or being held back. A larger
proportion of the treated than of the untreated boys were in an age-appropriate
regular classroom during the elementary school years, but this difference disap-
peared from age 13 onward.

2. At 3and 6 years postintervention, analysis of the self-reports revealed that treated
boys were less likely than untreated boys to report fighting outside the home or
stealing at home.

3. At the end of the intervention, more mothers of boys who received the inter-
vention than of those who did not receive it assessed them as being disruptive
and inattentive. However, these differentiating perceptions faded over the course

of the followup.
Dishion-and Andrews (1995)

Using a quasi-experimental study design, Dishion and Andrews (1995) evaluated .
the effectiveness of various components of the Adolescent Transitions Program (ATP).
This program was intended to provide a supportive, nonstigmatizing, preventive
intervention for high-risk families in order to promote adaptation in the adolescent
years, essentially by reducing maladaptive processes. A total of 119 families was
randomly assigned to receive the parent-focused component, the teen-focused com-
ponent, the parent- and teen-focused components together, or a self-directed change
condition with materials only. An additional 39 families were recruited as
quasi-experimental control subjects who received no intervention. Families in the
study were primarily White and had adolescents with at least 4 of 10 areas of early
adolescent risk. The parent-focused curriculum targeted parent-family management
practices and communication skills. The teen-focused intervention targeted
self-regulation and prosocial behavior within the context of parent and peer environ-
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ments. Other components of ATP included peer consultants for both the parent-
and the teen-focused components and family therapy sessions at three strategic points
in the intervention process. Families received the intervention weekly for 12 weeks.
The authors examined family interaction patterns and family conflict, youth behav-
ior problems, and adolescent tobacco use at baseline, postintervention, and 1 year
after the intervention. '

Findings:

1. The parent- and teen-focused interventions resulted in immediate reductions
in reported and observed family conflict.

2. At l-year followup, however, the youth who had been assigned to only the
teen-focused intervention experienced an increase in behavior problems com-
pared with control youths.

3. The parent-focused intervention resulted in 1mmed1ate improvements in ado-
lescent behavior problems at school. .

4. At l-year followup, adolescents whose parents received the parent-focused in-
tervention had reduced their use of tobacco.

Family Skills Training
Bank et al. (1991)

Bank et al. (1991) compared the effectiveness of a parent training intervention with
services traditionally provided by the juvenile court and the community. In this
experimental-design study, 55 families with boys (average age 14 years) who exhib-
ited chronic delinquent behavior were randomly assigned to the treatment condi-
tion, which averaged 45 hours of professional contact, or to the control (traditional)
condition, which averaged more than 50 hours of contact. Baseline, posttreatment,
and 1-, 2-, and 3-year followup evaluations: focused on problem behaviors of chil-
dren, behaviors of family members, juvenile justice delinquency, and days-spent in-
carcerated. '

Findings:

1. During treatment, the rate of offenses declined for both groups, but the decline
was greater for the subjects receiving treatment than for control subjects.

2. Both groups experienced an overall drop in offense rates after the onset of treat-
ment; by the end of the followup perlod both groups experienced similar de-
creases.

3. Treatment subjects spent a total of 1,287 fewer days in institutional confine-
ment than did their control counterparts from begmmng treatment through
followup.

A
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4. Parents reported reduced delinquent behavior among children in the treatment
group.
Baum and Forehand (1981)

Baum and Forehand (1981) examined the long-term maintenance effect of a parent
training program on mother-child interactions, parents’ perceptions of child adjust-
ment, and parent satisfaction. All children were noncompliant with parental requests,
and many were aggressive, destructive, and exhibited negative verbal behavior. In
this one-group, nonexperimental-design study, 44 parent-child pairs completed the
original program, 36 were contacted at least 1 year after treatment, 34 completed
questionnaires, and 20 were the subject of in-home observations. Children’s ages at
followup ranged from 4 to 13 years. Baseline, posttreatment, and followup evalua-
tions, which were performed at least 1 year after treatment, focused on mother-child
interactions, parents’ attitudes, children’s problem behaviors, and consumer satisfac-
tion. Treatment length was not specified in the published report.

Findings:
1. Improvements in child behavior observed at posttreatment were maintained
for up to 4.5 years.
2. The improvements in parents’ perceptions of child adjustment that were ob-
served immediately after treatment were maintained at followup.
3. Parents expressed high levels of satisfaction with several aspects of the treat-

ment program, including favorable responses to the therapist and general satis-
faction with the skills taught during treatment.

Forehand and Long (1988) and Long et al. (1994)

Forehand and Long (1988) and Long et al. (1994) conducted two followup evalua-
tions of subjects who had participated in a series of parent training programs several
years earlier (McMahon & Forehand, 1984). Both studies employed matched com-
munity comparison groups. The initial presenting problem for the target children
was noncompliance with parental requests; secondary problems included aggres-
sion, property destruction, and negative verbal behavior. Children’s ages at the time
of participation ranged from 2 years, 4 months to 7 years, 10 months. In most cases,
only the mother and child participated in the program./The intervention consisted
of 8 to 10 clinic sessions in which the parent was taught to attend to and reward
appropriate behavior and to ignore minor inappropriate behavior, to issue commands
and to reinforce compliance, and to use time out for noncompliance. The interven-
tion used didactic instruction, modeling, role play, and practicing of skills both in
the clinic and at home.

The first followup study was conducted 4.5 to 10.5 years after the parent training
(Forehand & Long, 1988). Of the 43 parents who had participated in the parent
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training program at least 4.5 years earlier and whose child was now between 11 and
14 years of age, 21 agreed to participate in the followup study. A nonclinical com-
parison group consisted of 21 families who had not participated in parent training
and whose child had never been in any type of therapy. Followup evaluations fo-
cused on problem behavior of children, parent-child disagreements, family commu-
nication and conflict behavior, children’s self-perceived competence, parents’
perceptions of child competence, parents’ self-perceived competence, children’s aca-
demic grades, child and adult depression, global marital adjustment, parental con-
flict, and observational ratings. Long et al. (1994) conducted another followup study
of 26 late adolescents and young adults approximately 14 years after their participa-
tion in a series of parent training studies. Evaluations focused on relationships with
parents, delinquency, emotional adjustment, and academic performance.

Findings at medium-term followup:

1. Overall, the functioning of families who participated in parent training because
of noncompliant children was similar to that of a nonclinical comparison sample
of families.

2. Few signiﬁcant differences were noted among groups with regard to adolescent
externalizing problems, such as conflict behavior, problem behavior, and
parent-child disagreements.

3. Few significant differences were noted among groups with regard to internaliz-
ing problems, such as anxiety and withdrawal, perceived and actual compe-
tence, and behavioral observations of problem solving.

4. No differences were noted among groups with regard to parenting skills and

personal adjustment.

Findings at long-term followup:

Generally, no differences were noted in functioning across multiple areas, including
delinquency, emotional adjustment, academic performance, and relationship with
parents.

McMahon etal. (1981)

McMahon et al. (1981) examined the efficacy of incorporating formal training in
social learning principles into a behavioral parent training program for mothers of
children referred for the treatment of noncompliance and other oppositional behav-
iors. The average age of the children was slightly more than .5 years. In this
quasi-experimental-design study, 20 mothers were assigned either to parent training

‘alone or to parent training plus social learning principles training. They participated

in weekly treatment sessions with the child for 5 to 6 weeks. Baseline, posttreat-
ment, and 2-month followup evaluations focused on home observations of
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child-parent interactions, parents’ perceptions of children’s behavior, and consumer
satisfaction.

Findings:

At posttreatment, the group receiving instruction in social learning principles tended
to perceive their children as better adjusted and tended to be more satisfied with
treatment than did the comparison group. At followup, compared with the compari-
son group, children displayed an increase in child compliance. In addition, the mothers
in the treatment group did the following:

1. Scored higher on their understanding of social learning principles.
2. TPerceived their children as better adjusted.

3. Gave their children more attention and rewards.

4. Exhibited an increase in contingent parental attention.

Rogers et al. (1981)

Rogers et al. (1981) examined whether parents of low, middle, and upper socioeco-
nomic status differed in their interactions with and perceptions of their children and
in their responsiveness to parent training. The mothers in the 31 mother-child pairs
that were referred by a clinic for the children’s noncompliant behavior were catego-
rized in one of the three levels and taught to use social reinforcement and time-out
techniques. The mean age of the children was approximately 5 years. The frequency
and duration of treatment were not described. This nonexperimental-design study
employed four pretreatment and four posttreatment observations that focused on
parent-child interactions and parents’ attitudes toward their children.

Findings:
1. At posttreatment, no differences were noted in parental perceptions and behav-
ior by socioeconomic status.
2. No differences in treatment response were noted among the three groups.

3. All parent groups experienced significant improvements in parent-child inter-
actions and parental perceptions of their children.

Fleischman (1981)

Fleischman (1981) conducted a replication of Patterson’s 1974 study evaluating
parent-mediated treatmerit of boys with conduct problems. This nonexperimental
study was designed to assess changes in child aversive behavior and parental percep-
tions of child behavior in 35 families with sons and daughters aged 3 to 12 years.
The intervention included a formal 6-week training period for parents and an
open-ended treatment period (averaging 15 weeks) with a therapist who was avail-
able by parental request. Evaluations focusing on children’s and parents’ positive and
negative behaviors, children’s aggressive acts, and parents’ attitudes were conducted
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at baseline, during treatment, at termination, and during quarterly followups for 1
year.
Findings:
1. Significant reductions in total aversive behavior from baseline measures to ter-
mination were found for all families.
2. The degree of reduction in the target child’s observed aversive behavior was
greater for those families who completed treatment than for those who did not.
3. Significant changes occurred in mothers’ perceptions of their targeted child; in
particular, mothers perceived reduced aggression and fewer conduct problems
from baseline to termination.
4. Treatment appeared to have heightened effectiveness in families with low socio-

economic status.

Kazdin et al. (1992)

Kazdin et al. (1992) assessed the effects of parent management training (PMT)
and cognitive-behavioral problem-solving skills training (PSST) on children re-
ferred to a psychiatric facility for severe antisocial behavior. The mean age of sub-
jects was 10 years. Four-fifths were boys, most were White, and most had a biologic
mother as the primary caregiver. In this experimental-design study, children and
their parents were randomly assigned to one of three treatment groups: PMT only,
provided to parents; PSST only, provided to children; and PMT plus PSST, pro-
vided to parents and their children. The parents in the PMT group participated in
16 individual sessions lasting 1.5 to 2 hours each for 6 to 8 months; the children in
the PSST group participated in 25 individual sessions lasting 50 minutes each for
6 to 8 months. Baseline, posttreatment, and 1-year followup evaluations focused
on child behavior, child’s social competence, and parent and family functioning.

Findings: .

1. PMT alone, PSST alone, and PMT plus PSST combined were all associated
with decreases in child dysfunction and aggressive, antisocial, and delinquent
behavior and increased prosocial competence. '

2. Posttreatment improvements at home, at school, and in the community were
still present at 1-year followup in all but the PMT group.

3. The PMT plus PSST group experienced greater reductions than either the
PMT-only or the PSST-only group in child aggression, antisocial behavior,
and delinquency, as well as in parent stress, depression, and other symptoms of
dysfunction.

4. More children in the PMT plus PSST group than children in the PSST-only
group children whose parents were in the PMT-only group scored within the
normative range of functioning after treatment and at followup.
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' Szapocznik, Rio, et al. (1986)

Szapocznik, Rio, et al. (1986) compared the effectiveness of bicultural effective-
ness training (BET) and structural family therapy (SFT) in improving measures of
family interactional patterns, family levels of acculturation and biculturalism, and
adolescent behavior problems and psychopathology. BET uses cultural content as
a basis for changing the family’s style of relating to one another. In contrast, SFT
focuses on changing the family’s style of relating in a more process-oriented man-
ner and may use any content that emerges from the family. This experimental-design
study observed 31 Cuban-American families who had immigrated to the United
States within the past 20 years and who had an adolescent manifesting symptoms
of conduct disorder and/or social maladjustment. The families were randomly
assigned to one of the two treatment conditions. Baseline and posttreatment mea-
sures focused on psychiz}tric status, child behavioral problems, structural family
systems ré.tings, behavioral acculturation, and bicultural involvement.

Findings:
1. Families in both treatment conditions experienced improvements in family struc-
ture. No between-group differences were found.
2. Both conditions were equally effective in reducing maternal reports of adoles-
cent behavior problems.
3. Both conditions were associated with reductions in adolescent psychopa-
thology.

4. The biculturalism scores of participants increased more in the BET group than
in the SFT group. '

Szapocznik, Santisteban, et al. (1989)

Szapocznik, Santisteban, et al. (1989) compared the effectiveness of a
minimum-contact control condition with family effectiveness training (FET), which
targets maladaptive family interactions and intergenerational and intercultural con-
flicts. The FET program offered a series of 13 weekly sessions lasting 1.5 to 2 hours
each. In this experimental-design study, 79 Hispanic families (76 percent Cuban
and 24 percent other Hispanic) with preadolescents at risk for substance abuse were
randomly assigned to one of two intervention groups or to one of two control groups.
Seventy-one percent of the children were boys. The complicated research design
(Solomon four-group design) included one baseline, one pdsttreatment, and two
followup assessments (at weeks 13 and 39). Measurements focused on child behav-
ior problems, children’s self-concepts, structural family system ratings, and family

environment.
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Findings:

1. Parents of children in the FET group reported fewer behavior, personality, and
inadequacy problems at treatment termination than did their counterparts in
the contro] groups.

2. Children in the FET group reported greater improvements in their feelings
about themselves than did children in the control groups.

3. Families in the FET group were generally observed to have greater improve-

- ments in family structure and organization, resonance (responsiveness of fam-
~ ily members to each other), and development (appropriateness of behavior to
role and age) than did families in the control groups.

Santisteban et al. (1996)

A study by Santisteban et al. (1996) examined the effectiveness of engagement fam-
ily therapy, which combines brief strategic family therapy with strategic structural
systems engagement as a method of bringing into and engaging in treatment fami-
lies described as “difficult to reach.” The study was also designed to examine factors
associated with differential effectiveness. The study subjects were 193 Hispanic fami-
lies of adolescents suspected of or at risk for substance abuse. The families had tele-
phoned a family guidance center seeking services. Seventy percent of the adolescents
were boys, aged 12 to 18. Approximately half of the subjects were Cuban Hispanics;
the other half were composed of non-Cuban Hispanic families from Nicaragua, Co-
lombia, Puerto Rico, Peru, Mexico, and El Salvador. The families were randomly
assigned to the intervention condition or to one of two control conditions: brief
strategic family therapy without engagement family therapy, or group therapy with-
out engagement family therapy. Evaluations focusing on engagement and mainte-
nance in therapy were conducted at intake and at an in-office therapy session within
4 weeks of initial contact.

Findings:

1. Eighty-one percent of the families assigned to the intervention condition and
60 percent in the control condition were successfully engaged in treatment.

2. Nearly all (97 percent) of the non-Cuban Hispanics and more than half (64
percent) of the Cuban Hispanics were successfully engaged in treatment.

3. An analysis of intervention failures suggests that culture and ethnicity were
significant moderators of effectiveness in the intervention condition. The in-
tervention was effective across the board, with the specific exception of Cuban
families, who demonstrated parental resistance. Among these families, there
appeared to be resistance of a type that was not effectively addressed by the
intervention.
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Parent Trainfny Plus Family Skiils Training
Bernal et al. (1980)

In a quasi-experimental-design study, Bernal et al. (1980) compared the effective-
ness of two treatment approaches, behavioral parent training and client-centered
parent counseling, in reducing problem behaviors among children with conduct
disorder. Most of the 36 children studied were boys and ranged in age from 5 to 12
years. Their families were randomly assigned to one of two 8-week, 10-session
treatment conditions until the therapists’ and supervisors’ client caseloads were
full. Thereafter, families were randomly assigned to one of the two treatment con-
ditions or to a waiting-list control group. The 5-week baseline and posttreatment
evaluations focused on changes in child problem behaviors and in parent behav-
iors and perceptions.

Findings:

1. Parent reports and tests of child deviance and parent satisfaction showed a su-
perior outcome for the behavioral group over the client-centered and waiting-list
control groups, with no differences between the latter two groups.

2. At followup, however, the superior outcomes were not maintained.

3. Home observation data did not show an advantage of behavioral over

client-centered treatment, nor did these two groups improve significantly in
comparison with the waiting-list control group.

Dumas (1984)

Dumas (1984) evaluated the effectiveness of a behavioral parent training program
designed to teach parents to respond appropriately to and modify the aggressive and
oppositional behavior of their children (aged 2 to 11 years). This one-group,
nonexperimental-design study included a pretest, a posttest, and a 1-year followup
evaluation and examination of the differences between mothers who were and were
not successful in the program. Training for 52 mother-child dyads was provided
during weekly therapist consultations for 7 weeks. Evaluations during a 4- to 6-week
baseline phase and a 1-year followup phase focused on changes in aggressive and
oppositional child behavior.

Findings:

1. Unsuccessful mothers were twice as aversive toward their children as were suc-
cessful mothers, and they were more indiscriminate in their use of aversive
behavior.

2. Unsuccessful children were more aversive than were successful children during
treatment and at followup.
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3. During treatment, successful mothers increased their aversive behavior only in
response to their children’s aversive behavior. Unsuccessful mothers increased
their aversive behavior independently of their children’s behavior.

4, Most of the unsuccessful dyads scored high on several measures of socioeco-
nomic disadvantage.

Hughes and Wilson (1988)

To evaluate the effectiveness of two 7-week parent training programs designed to
modify the behavior of 42 children with conduct disorder, Hughes and Wilson (1988)
conducted an experimental study with random assignment to either contingency
management training or communication skills training or to a waiting-list control
group. For each type of treatment, one-half of the parents in the group participated
in the sessions with the child present. Pretreatment and posttreatment measures
focused on changes in general child problem behaviors as measured by behavior
problem checklists, daily report diaries, parent attitude surveys, and children’s
self-concept scales. Most of the children in the sample were boys, and their average
age was 12 years. Of the 52 parents, 41 were women and 11 were men. Sixteen were
single parents, 20 were from dual-parent couples in which both partners were par-
ticipating in the study, and 16 were from dual-parent couples in which only one
partner was participating. All parents were from a low socioeconomic area of a city.

Findings:

1. Parents who received either contingency management or communication skills
training reported improvements in the behavior of their children in compari-
son with the control group.

2. Contingency management training was more effective than communication
skills training in the proportion of children who reached at least a 30 percent
reduction in problem behavior.

‘3. Participation of the child during the sessions did not have an impact on the
effectiveness of either contingency management training or communication

skills training.
Wabhler et al. (1993)

Wahler et al. (1993) compared the impact of parent training alone and in combina-
tion with “synthesis teaching,” a process in which the therapist and parent discuss
the parent’s child care experiences and other experiences that influence parenting.
Subjects were referred to the study by social service agencies because of chronic op-
positional and aggressive behavior of their children at home and in school. Of the
children in the sample, 79 percent were boys, and 83 percent were White. The aver-
age age of the children was 7.5 years. Over one-third of the mothers were single
parents with low incomes. All mothers described themselves as isolated and fre-

Preventing Substance Abuse Among Children and Adolescents

3-69



3-70

quently harassed. The purpose of the experimental-design study was to identify dif-
ferences in the experiences of these two sets of women. A total of 29 mother-child
dyads were randomly assigned to one of the two treatment conditions and received
60- to 90-minute weekly clinic sessions for 9 months. At baseline and at 6 and 12
months, the investigators measured children’s aversive responses and assessed mater-
nal inconsistency during child-mother responses and a coding of conversations be-
tween mothers and therapists.

Findings:

1. No evidence of a treatment effect was found during the treatment period.

2. At the 6-month followup, mothers who received the combined treatment showed
significantly fewer indiscriminate reactions than did the mothers receiving only
parent training.

3. At the 12-month followup, children of mothers who received the combined -
treatment showed fewer incidents of aversive behavior than did children of

mothers who received parent training only. These children also became less
aversive in their behavior over the measurement phases.

Practice Evidence Reviewed for Approach 1, Cluster 2

The practice evidence for parent and family skills training as indicated preventive
measures addresses family skills training. ‘

Family Skills Training
Nurturing Program for Parents and Children

The Nurturing Program for Parents and Children was designed to modify abusive
or potentially abusive parent-child interactions by providing training on develop-
mental expectations, empathy, behavior management, and self-awareness. A
nonexperimental-design evaluation was conducted with 121 abusive adults and their
150 abused children who participated in more than 15 sessions lasting 2.5 hours
each. Subjects were primarily White, poor, and from Midwestern cities. Sixty per-
cent were unemployed. Baseline, posttest, and 1-year followup measures focused on
parent-child interactions, parents’ knowledge of behavior management, parenting
attitudes of parents and children, personality characteristics of parents and children,
and rates of parental child abuse.

Findings:

1. Positive changes occurred in the parenting and child-rearing attitudes of abus-
ing parents.

2. At l-year posttreatment, parents maintained empathic attitudes toward children’s

~ needs and a clear differentiation of parent-child roles. Attitude changes regard-
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* ing corporal punishment and inappropriate developmental expectations were
not generally maintained. v

3. DPositive changes occurred among both parents and children regarding child
self-awareness and parent-child role reversal.

4, At l-year posttreatment, children continued to increase their self-awareness
and to decrease their beliéfs in the value of corporal punishment.

5. Positive personality changes among parents included intelligence, enthusiasm,
social boldness, and self-assuredness, as well as decreases in radicalism, anxiety,
and tough poise.

6. Dositive personality changes among children included increases in assertiveness,
enthusiasm, and tough poise. '

7. At posttreatment, positive changes in family patterns included increases
in family cohesion, expressiveness, independence, and a decrease in fam-
ily conflict.

8. One-year posttreatment, further positive family changes included increases in
family cohesion, expressiveness, organization, a moral-religious emphasis, and
decreases in family conflict. _

9. At 1-year followup, 7 percent of the families had been charged with additional
acts of child abuse.

Collateral Evidence Reviewed for Approach 1

The following research evidence for Approach 1 focuses on parent training com-
bined with teacher training. Because the parent and teacher training occurred
concurrently, it is not possible to determine the effects of the parent training
only. As a result, the following collateral evidence was not used in the assess-
ment of the level of evidence for Prevention Approach 1. However, it is pre-
sented here because this research may shed light on the issues under discussion.,

Hawlkins, Yon Cleve, and Catalano (1991)

Hawkins, Von Cleve, and Catalano (1991) evaluated the short-term effectiveness of
concurrent parent and teacher training programs against antisocial behavior in st
and 2nd grade students. A total of 458 children were evaluated, and 37 teachers
participated in the study. Approximately half the students were non-White boys.
Parents of students randomly assigned to the treatment condition were offered par-
ent training involving modeling of skills, role playing, feedback, and homework.
The parent training program was offered in seven consecutive weekly sessions to all
parents of students in the intervention group when their children were in the 1st
grade and again when they were in the 2nd grade. First grade teachers received train-
ing in proactive classroom management methods, interactive teaching, and cogni-

tive social skills prior to the program. Second grade teachers received the same training

prior to the subjects’ entry in the 2nd grade. In this experimental longitudinal study,
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a self-report inventory measuring prosocial and antisocial orientations was com-
pleted by 1st grade students at the start of the school year. A teacher report was used
to measure the program’s effect at the end of the 2nd grade. Program implementa-
tion was based on a weekly teacher report and on observations in the fall and sprmg
when subjects were in the 2nd grade.

Findings:

1. Boys in the intervention group were rated lower (i.e., better) on a child behav-
ior checklist on the aggressive and externalizing antisocial subscales than boys
in the control group.

2. African-American boys in both groups had similar levels of aggressive and ex-
ternalized deviant behavior, suggesting that the intervention did not have an
effect on them. |

3. White boys in the intervention group were less aggressive and had less external-
ized deviant behavior after the intervention than did White boys in the control
group. ’

4. Girls in the intervention group were rated lower (i.e., better) on the
self-destructiveness subscale than were girls in the control group.

5. White girls in the intervention group were rated as less self-destructive, de-
pressed, and nervous-anxious after the intervention than were White girls in
the control group.

~ 6. .Ratings of African-American girls in both groups did not differ on any scale.
The reason for different effects of the intervention berween African-American
and White children is not known, but this indicates a need for studies of inter-
vention effects according to ethnic backgrounds and gender.

Hawkins et al. (1992)

In a modified followup to the Hawkins et al. (1991) study described above, Hawkins
et al. (1992) further assessed the impact of the parent and teacher training program
on child attachment and commitment to school and the initiation of alcohol use at
an early age. The followup study expanded the sample to include children in grades
1 through 4 in the original schools and 5th grade students at an additional 12 schools
in the Seattle school system when the original sample reached the 5th grade. This
followup study examined the impact of the interventions on children in the 5th
grade on the following measures: child perception of proactive family management
by parents, family communication, family bonding, attachment and commitment to
school, rates of initiation of delinquent behavior, and rates of alcohol use initiation.
Nearly half of the sample participants were White, 25 percent were African Ameri-
can, and 21 percent were Asian American.
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Findings:

Students who received the intervention were significantly more likely than those
who did not to report the following:

1. Proactive family management by their parents.
Greater family communication and involvement.
Greater bonding with family.

Perception of school as more rewarding,

More attachment and commitment to school.
Not having ever had an alcoholic drink.

Not having begun delinquent behavior.

ABSTRACTS FOR PREVENTION APPROACH 2: FAMILY IN-HOME SUPPORT
AS INDICATED PREVENTIVE MEASURES

Research Evidence Reviewed for Approach 2: Family In-Home Support

N AW kv

The following abstracts of research studies constitute the research evidence for fam-

ily in-home support as indicated preventive measures.

Henggeler et al. (1992)

Henggeler et al. (1992) evaluated the effectiveness of multisystemic therapy (MST),
a family- and home-based treatment. MST is designed to intervene directly in sys-
tems and processes such as parental discipline, family afféctive relations, peer asso-
ciations, and school performance, which are known to be related to antisocial behavior
in adolescents. In this experimental design study, 84 youth and their families were
randomly assigned to either MST or the standard services provided by the Depart-
ment of Youth Services. Youth in the control group received court orders including
one or more stipulations, such as curfew and school attendance requirements. The
43 youth and their families who received MST participated in the intervention for
an average of 13 weeks, averaging 33 hours of direct contact with therapists. The 41
youth in the control group met at least monthly with probation officers, who em-
phasized the importance of complying with the stipulations and the consequences of
not doing so. Baseline and posttreatment measures focused on socioeconomic char-
acteristics, justice system and criminal involvement, and psychosocial characteris-
tics. A followup study was conducted by Henggeler et al. (1993) an average of 2.4
years after participants’ referral to the original study, focusing on socioeconomic
status and social characteristics, as well as justice system‘involvement and criminal
activity.

Findings:

1. At posttreatment, subjects in the MST group had fewer arrests and less incar-
ceration and self-reported criminal activity than did those in the control group.
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2. At posttreatment, families in the MST group showed more improvement in
outcomes related to family cohesion and aggression with peers than those in
the control group.

3. At posttreatment, MST was shown to be equally effective for youths and fami-
lies with varying cultural backgrouﬁds and psychosocial strengths and weak-
nesses and for youths of both sexes.

4. At 120 weeks after referral to the original study, 39 percent of subjects in the
MST group and 20 percent of those in the control group had not been rear-
rested.

5. The mean times to rearrest for youths receiving MST and for youths in the
control group were 56 and 32 weeks, respectively. '

Borduin et al. (1995)

Borduin et al. (1995) replicated the above studies of Henggeler et al. (1992, 1993)
examining use of MST with juvenile serious offenders. This study added several
important methodological improvements, including a relatively large sample size to
permit subgroup analyses, a longer followup period for rearrests, observational mea-
sures of family relations, and a comparison group that received roughly the equiva-
lent number of treatment hours. The experimental-design study, using pretest and
posttest measures, a control group, random assignment to conditions, and a 4-year
followup evaluation for arrests, was used to compare the effectiveness of MST with
that of individual therapy. The study sample consisted of 176 families, each of which
had an adolescent offender aged 12 to 17 years who was referred by juvenile court
personnel. The youths had an average of 4.2 previous arrests, and the mean severity
of the most recent arrest was 8.8 on a 17-point seriousness scale, where 8 corre-
sponds to assault and battery. The group was 68 percent boys, 70 percent White,
and 30 percent African American. The average numbers of treatment hours were 24
for MST and 29 for individual therapy. Evaluations, which focused on individual
adjustment, family relations, peer relations, and criminal activity, were conducted at
baseline, postintervention, and 4 years later.

Findings:

1. At posttest, MST was more effective than individual therapy in improving key |
family correlates of antisocial behavior and in ameliorating adjustment prob-
lems in individual family members. There were improvements in perceived
family relations and observed family interactions, decreased symptomatology
in parents, and decreased behavior problems in the youths.

2. Analysis of the 4-year followup rearrest data showed that MST was more effec-
tive than individual therapy in preventing criminal behavior, including violent
offenses. The offenses were less serious for youths treated with MST who had
been rearrested than for their untreated peers.
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‘Walton et al. (1993)

Walton et al. (1993) compared the effectiveness of an in-home, family-based reuni-
fication service with routine out-of-home care reunification services in returning
children to and keeping them in their homes. The sample of children was primarily
White and ranged in age from 1 to 17 years, with a mean age of 11 years. Most
caregivers were White women with low incomes. Intensive in-home reunification
services were provided by caseworkers over a 90-day period, with at least three weekly
home visits per family. The services provided included transportation, cash assis-
tance, clothing, basic food items, household repairs, and training in such skills as
communication, parenting, and anger management. Caseworkers assigned to the

control group visited the child monthly to ensure stable placement and to assist the
" family in obtaining the resources necessary to enable the child to return home (e.g.,
mental health counseling and parenting skills training). In this experimental-design
study, 110 families were randomly assigned to the treatment or the control condi-
tion. Evaluations were conducted at baseline, at the end of the 90-day service period,
and at 6 and 12 months after the end of the service period. Evaluations focused on
general placement issues and demographic characteristics.

Findings:

1. More children in the intervention group than in the control group (93 percent
versus 29 percent) had been returned to their homes at the end of the 90-day
intervention period, at the 6-month followup (70 percent versus 41 percent),
and at 12 months after the intervention period (75 percent versus 49 percent).

2. Children in the intervention group spent a greater average number of days than
did control children living at home during the 90-day intervention period (65

versus 15 days), during the first 6-month followup period (141 versus 83 days),

and during the second 6-month followup period (151 versus 83 days).

3. During the total 15-month intervention and followup, more children in the
intervention than in the control group returned to and remained at home or,
after returning home, reentered out-of-home care briefly and then returned 77
percent) than did children in the control group (47 percent).

Lutzker et al. (1984)

Lutzker et al. (1984) compared the effectiveness of conventional child protection
services with that of Project 12-Ways, an in-home ecobehavioral approach to the
treatment and prevention of child abuse and neglect. Project 12-Ways is a compre-
hensive, multiple-setting behavior. management program that provides services di-
rectly in clients’ homes, schools, foster care settings, and day-care settings. Services
include training in parent-child skills, basic life skills, health maintenance and nutri-
tion, home safety, stress reduction, money management, leisure time, job finding,
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and self-control. Other available services include alcoholism treatment referral and
marital counseling. This nonexperimental study used a historical cohort design, re-
constructing data from records for a group receiving services from Project 12-Ways
and for a comparison group. Evaluation was limited to the family abuse recidivism
rate, based on State reports of child abuse and neglect. The quantity and duration of
services were not described for either condition. In a supplemental study, Lutzker
and Rice (1987) examined data on repeat child abuse and neglect for 710 families
from 1 to 5 years after receiving Project 12-Ways services.

Findings:

1. The abuse recidivism rates were consistently lower for families in the treatment
group than for those in the comparison group, but over time the rate increased
for both groups. | _

2. For fiscal year 1980, recidivism rates were 4 percent for families in the treat-
ment group and 26 percent for those in the comparison group.

3. For fiscal year 1981, recidivism rates were 12 percent for families in the treat-
ment group and 28 percent for those in the comparison group.

4. For fiscal year 1982, recidivism rates were 22 percent for families in the treat-
ment group and 31 percent for those in the comparison group.

5. For fiscal year 1983, recidivism rates were 25 percent for families in the treat-
ment group and 35 percent for those in the comparison group.

Findings from the supplemental study:

1. Families receiving Project 12-Ways services were less likely to engage in child
abuse than were families receiving other child protection services (21 percent
versus 29 percent). ‘

2. For all treatment years except fiscal year 1981, families who received Project
12-Ways services had lower recidivism rates than did families who received
other child protection services. '

*3.  The cumulative recidivism rate increased gradually for both treatment groups.

Berry (1992)

Berry (1992) evaluated the effectiveness of intensive family preservation services
provided by the In-Home Family Care program in preventing the out-of-home place-
ment of children. An additional goal of this study was to identify family and service
characteristics associated with successful family preservation. This nonexperimental
study examined data from a historical cohort over a period of 3 years. The study
sample included 411 families, including 896 children, in San Francisco and Oak-

land, California, most of whom were African American, Latino, or White. All fami-

lies had at least one child at risk of imminent out-of-home placement. Measurements
were derived from demographics, child and parent problems, family function level,

Reference Guide

160



" household resource level, family cooperation levels, service characteristics, and place-

ment within 6 or 12 months after service termination.

Program effectiveness findings:
1. Of 367 families for whom data were available and who received intensive fam-
ily preservation services, 88 percent avoided child removal for 12 months after
receiving services.
2. Of the 896 children served in the 3-year study period, 96 (11 percent) were
placed in out-of-home care.

Family and service characteristics:

1. Families with members having a developmental disability or mental handicap
had more out-of-home placements than did families without such problems
(24 percent versus 13 percent).

2. Families experiencing child placement were rated as less cooperative during the
service period than were families that did not experience placement.

3. Families who remained together began treatment at higher levels of function-
ing than did families who experienced child placement in measures of
noncrowdedness, number of household resources, physical household condi-
tion, health care and grobming, and encouragement of childhood development.

4. The key predictor of success was the proportion rather than the amount of time
the worker spent in the home.

Haapala and Kinney (1988)

Haapala and Kinney (1988) examined the effectiveness of Homebuilder, an inten-
sive home-based family preservation program designed to treat status-offending youths
who are in danger of imminent out-of-home placement as well as their families. The
youth sample was 64 percent boys, primarily White, aged 6 to 17 years. Most had
never lived in foster, group, or residential placement. Each family was linked with
one Homebuilder therapist, who had a caseload of two families at a time and who
was available 24 hours a day, 7 days a week. Approximately 50 hours of intervention
were provided to each family for approximately 1 month. In this nonexperimental,
one-group, posttest-only design, data from a subsample of 64 youths from a total
sample of 678 youths focused on family problems and characteristics;
sociodemographic characteristics; and placement in foster, group, or psychiatric care.

Findings:
1. Family conflict was the most common family problem at the time of referral
(98 percent of youths). Other problems at referral included youths” behavior

(66 percent), school-related problems (30 percent), parenting issues (30 per-
cent), and runaway youths (25 percent).
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2. Of the 678 status-offending clients receiving services, 592 (87 percent) avoided
out-of-home placement during the 12-month followup period.

3. Rates of placement avoidance were stable across the 4 years of the contract.
Eighty-six percent of the youth avoided placement during the first. year, 91
percent during the second year, 86 percent during the third year, and 85 per-
cent during the fourth year.

Practice Evidence Reviewed for Approach 2: Family In-Home Support

The following abstracts of prevention practice case studies constitute the practice
evidence for family in-home support as indicated preventive measures.

. In-Home Care Demonstration Projects

The In-Home Care Demonstration Projects resulted from California State Assem-
bly Bill 1562, which provided funding for three self-care projects for latchkey chil-
dren and eight in-home care projects to provide intensive short-term services to
families of children at imminent risk of removal from the home. Within 1 week of
referral, families received services such as individual counseling, crisis intervention,
family counseling, parenting skills training, and case management. Families received
an average of 60 hours of services over an average of 7 weeks, given approximately
every other day for 2 to 4 hours. Followup services focused on linking families to
support or counseling services, such as Parents Anonymous, Alcoholics Anonymous,
Victims Anonymous, long-term therapy, addiction treatment, and brief consulta-
tions. Data were collected on 709 families, including 1,740 children, over a period
of 3 years. Followup data were collected on 95 percent of these families and children.
The legislation required an evaluation of the projects during the 3 years of opera-
tion. The in-home care projects were compared with traditional services for their
effects on placement rates, placement incidents, average length of time per place-
ment incident, and placement costs.

Findings:

1. No significant difference was found in placement rates between the interven-
tion and comparison groups. ,

2. The number of average placement days was 73 for the intervention group and

- 77 for the comparison groups. Families who received intervention services used
1,500 fewer days of placement than did comparison families.

. 3. The costs of placement during the 8-month study period were $141,375 for .
intervention families and $145,388 for comparison families.

4. Families who experienced placement after receiving intensive in-home services
were more likely than comparison families to have a primary caretaker with at
least one reported disability; to be receiving public assistance, to have experi-
enced previous placement of their children, to have subsequent investigations
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of abuse and neglecr, and to score lower and make less progress on most indices

~ of a child well-being scale at intake and at termination.

Children who were placed after receiving intensive in-home services were more
likely than control children to have at least one reported disability, to be at risk
of neglect rather than other types of maltreatment, to be younger, to have expe-
rienced one or more placements, and to be a dependent of the court.

Families who did not experience placement received more intensive services
than families who did experience placement.

Intensive Family Preservation Services

The Intensive Family Preservation Services of the State of Connecticut are targeted

to families whose children are at imminent risk of removal from their homes. Two

evaluative efforts were conducted. The primary study of 662 families (1,000 adults

and 1,775 children) whose children were at imminent risk of placement included a

1-year followup. A 2-year followup of 40 study families (20 families in which all

children were placed and 20 families in which no children were placed) was con-

ducted to provide information on an additional year of placement activity and the

costs associated with the second followup year.

Findings from, the primary studj:

1.

4.

Families receiving family preservation services showed greater improvements at
termination than did families not receiving services.

Families participating in family preservation had the greatest problems in
parenting skills, which was also the area that showed the greatest improvement
at termination of services.

Of the children participating in family preservation services, 82 percent were
not placed out of their homes during the followup year. However, there were no
differences in placement rates between families who were served and families
who were referred but not served.

Almost 40 percent of the families experienced at least one critical incident dur-
ing participation in services.

Twenty-six percent of the families terminated early from family preservation

services.

Findings from the folﬁwup study:

1.

Preventing Substance Abuse Among Children and Adolescents

Of the 20 families who experienced no placements in the first year, just 3
(7 children) experienced placement in the second year.

Nearly half of the children (21 of 46) who were placed during the first year were
returned to their homes within 24 months, an improvement over the State
average of 31 months.

Eighty-five percent of the 46 children who had never been placed were not
removed from the study.
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ABSTRACTS FOR PREVENTION APPROACH 3: FAMILY THERAPY AS
INDICATED PREVENTIVE MEASURES

Research Evidence Reviewed for Approach 3: Family Therapy

The following are abstracts of research studies that constitute the research evidence
for family therapy as indicated preventive measures. -

Alexander and Parsons (1973), Klein et al. (1977)

Alexander and Parsons (1973) evaluated the effectiveness of a short-term, behavior-
ally oriented family intervention for families with delinquent teenagers aged 13 to
16 years in Salt Lake City, Utah. The intervention was designed to reduce maladap-
tive interaction patterns in families, to increase mutual positive reinforcement, and A
to reduce recidivism rates among the teenagers. In this experimental-design study
with posttreatment measures only, 46 families were randomly assigned to the
short-term, behaviorally oriented family therapy; 19 were assigned to a client-centered
family group program; 11 attended a psychodynamic family counseling program
sponsored by the Church of Jesus Christ of Latter-day Saints; and 10 were assigned
to a no-treatment control group. The amount of treatment provided through
short-term behavioral intervention and client-centered group treatment was not de-
scribed. Posttreatment measures at 6- to 18-month intervals focused on family inter-
actions and processes and delinquency recidivism rates. In addition, Klein et al. (1977)
examined the effects of these treatment conditions with regard to contact with the
court system by younger siblings 2.5 to 3.5 years after treatment termination for the

referred child.
Findings:

1. The recidivism rate for delinquent youths from families receiving the short-term
behavioral intervention was 26 percent. This rate was 47 percent for families
receiving client-centered family group treatment, 50 percent for families receiv-
ing no treatment, and 73 percent for families receiving psychodynamic therapy.

2. Families receiving behaviorally oriented family treatment exhibited more equality
(i.e., lower variance) in talk time, less silence, and more positive interruptions
than did families receiving alternative or no treatment.

3. The length of time to first recidivistic offense after treatment did not vary among
treatment and control groups.

4. Siblings in families that received short-term behaviorally oriented family
therapy were less likely to be involved with the court system (20 percent)
than were subjects receiving no treatment (40 percent), the group receiving
client-centered therapy (59 percent), or the group receiving psychodynamic
therapy (63 percent).
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Barton et al. (1985)

Barton et al. (1985) reported on three studies that evaluated the effectiveness of
functional family therapy (FFT) used by undergraduate paraprofessional therapists
and foster care caseworkers in the treatment of seriously delinquent youth who had

been recently released from a State criminal justice institution.

The goal of the “Paraprofessional Therapists” study was to evaluate the effectiveness
of FFT when conducted by undergraduate paraprofessionals. In this study, eight
undergraduate students received 16 FFT training sessions lasting 2 hours each, ob-
served videotaped FFT sessions, participated in role playing, and spent 8 hours in
modules on behavioral intervention procedures with children, behavioral contract-
ing, and communication training. They participated in an average of 10 sessions
with randomly assigned families of status offenders who had been referred to neigh-
borhood probation units for three to six status offenses.

The goal of the “Foster Placement” study was to evaluate the effectiveness of FFT to
treat foster care cases after receiving 1 week of FFT training. Two State foster care
workers implemented FFT before deciding whether to place a child or children in
foster care in 109 cases and compared the foster placement outcomes of these cases

with those of 216 other State placement cases that did not receive FET. They re- -

viewed caseworker logs to compare case outcomes, using the proportion of cases
placed in foster care for 72 hours before and after implementation of FFT training,

The goal of the “Hard-Core Delinquent Study” was to compare the effectiveness of
FFT and alternative treatment in preventing recidivism of severe offenses by seri-
ously delinquent youth who had recently been released from a State institution.
Thirty youth received FFT and 44 youth received the alternative treatment, which
consisted primarily of placement in a group home. All youth were monitored for 15

months after their release from incarceration.
Findings from the “Paraprofessional Therapists” study:

The recidivism rate of 26 percent for families receiving FFT was comparable to the
FFT recidivism rates in studies using professional therapists and was lower than the
annual recidivism rate of 51 percent for the juvenile court district. The rates of
defensiveness declined in a manner consistent with the decline in rates of defensive-

ness produced in other applications of FFT.
Findings from the “Foster Placement” study:

The rate of foster care use for families who received training significantly decreased
from 48 percent before FFT training to 11 percent after training. The rate of foster
care use for the comparison group increased from 43 percent before FFT training to
49 percent after FFT training.

Preventing Substance Abuse Among Children and Adolescents 1 C 3

3-81



Findings from the “Hard-Core Delinquent” study:

The recidivism rate after treatment was lower for the group receiving FFT training
(60 percent) than for the group receiving alternative treatment (93 percent). Youths
who received FFT treatment were significantly less likely to commit another offense

than comparison youths and committed significantly fewer total offenses.

Gordon et al. (1988)

Gordon et al. (1988) compared the effectiveness of standard probation with a
home-based, time-unlimited, behavioral-systems family therapy model in the treat-
ment of juvenile offenders of low socioeconomic status (mean age, 15 years). In this
quasi-experimental study, 54 offenders were nonrandomly assigned to treatment or
to control conditions. The treatment group participated in an average of 16 sessions
of therapy plus assessment and education. Their parents also received an unspecified
amount of parent training. The group on probation met with a probation officer
once or twice monthly. The primadry outcome, recidivism, was measured by the num-
ber and severity of offenses during a 2.5-year followup period.

Findings:
1. The recidivism rates for the treatment and comparison groups were 11 and 67
percent, respectively. '
2. The annual average recidivism rates for the treatment and comparison groups
were 5 and 25 percent, respectively.

3. "The significant differences in recidivism rates held true in gender-specific com-
parisons.

Szapocznik, Murray, et al. (1989)

Szapocznik, Murray, et al. (1989) compared the effectiveness of structural family

therapy, psychodynamic child therapy, and a recreational control condition in the

reduction of behavioral and emotional problems and in improvements in child and -
family functioning among Hispanic boys aged 6 to 12 years who had been diag-

nosed with opposition disorder, anxiety disorder, conduct disorder, or adjustment
disorder. Treatment involved 12 to 24 contact hours over a 6-month period. Struc-

tural family therapy sessions of 60 to 90 minutes in length occurred weekly early in

treatment and less frequently thereafter. The individual psychodynamic child therapy

sessions consisted of one weekly 50-minute session with nondirective play situa-

tions. In this experimental study, 69 families were randomly assigned to one of two

intervention conditions or to a control condition. Evaluations at baseline, posttreat-

ment, and 1-year followup focused on attrition, child behavior problems, anxiety

and depression ratings, psychodynamic child ratings, and structural family system
ratings.

Reference Guide

1G5



Findings: _

1. Families receiving structural family therapy experienced more protection of fam-
ily integrity than the other groups, especially as compared with the dramatic
declines for families receiving psychodynamic child therapy.

2. Both treatment conditions were essentially equivalent in reducing child behav-
joral and emotional problems, according to parent and self-reports.

3. Both treatment conditions were essentially equivalent in improving psychody-
namic ratings of child functioning,

Santisteban et al. (1997)

San_tisteban et al. (1997) conducted a nonexperimental study to evaluate the effec-
tiveness of brief structural family therapy to prevent drug use initiation among
Hispanic and African-American youth. The sample included 103 Hispanic and 19
African-American boys and girls between the ages of 12 and 14 years who had
been referred to treatment by their school counselors because of conduct problems
or antisocial behavior with peers. This intervention uses a flexible implementa-
tion model to provide only as much therapy as is needed by a particular family.
Most families receive 12 to 16 weekly family sessions over 4 to 6 months. All
families receive the core components of joining, family pattern diagnosis, and re-
structuring. In this one-group study, the adolescents and their parents completed
measures of adolescent behavior problems, family functioning, and substance use
before treatment, immediately after treatment, and approximately 9 months after
treatment.

Findings:

1. Both Hispanic and African-American adolescents experienced significant im-
provements in behavior problems after therapy.

2. Adolescents experienced significant reduction of social aggression and conduct
problems.

3. Parents and adolescents reported significant improvements in family function-
ing over the course of the intervention. '

4. Hispanic adolescents experienced strongest improvements in conduct disorder,
anxiety and withdrawal, and family functioning.

5. African-American adolescents experienced improvements comparable to those
of Hispanic students across all behavior dimensions, but only modest improve-
ments in family functioning.

6. Improvements in parent-reported adolescent behavior problems predicted a
reduced initiation of substance use after treatment.
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Henggeler et al. (1986)

Henggeler et al. (1986) compared the effectiveness of multisystemic family-ecological
therapy and an alternative therapy in improving family dynamics in families of juve-
nile offenders and the behavior problems of these juveniles. The mean age of the
juveniles was 15 years, and 84 percent were male. The families, who lived in Mem-
phis, Tennessee, were largely African American (65 percent) and had low socioeco-
nomic status (75 percent), a mean size of 6.4 members, and in many cases an absent
father (62 percent). In this quasi-experimental study with two treatment groups and
a nonequivalent control group, 113 families were assigned nonrandomly to either
multisystemic or alternative treatment. Forty-four well-adjusted adolescents served
as developmental control subjects. Subjects received multisystemic therapy for an
average of 20 hours. The average total number of hours of alternative treatment
received by subjects was 24 hours over about 3 months. The alternative therapy
varied according to agency but included client-centered and behavioral approaches.
Baseline and posttreatment evaluations focused on child problem behaviors, parent
and adolescent personality characteristics, and family interactions and relationships.

Findings:
At posttreatment and compared with baseline, the following observations were made:

1. Adolescents in the multisystemic group condition demonstrated fewer conduct
problems and anxious-withdrawn behaviors and less immaturity and associa-
tion with delinquent peers than did those in the control condition.

2. The mother-adolescent, father-adolescent, and marital dyads in the multisystemic
group condition demonstrated more affection and warmth than did those in
the control condition.

3. Adolescents in the multisystemic condition were more involved in family inter-
actions, as shown by an increase in family conversations, than were those in the
control condition.

4. Adolescents in the alternative-therapy condition demonstrated no change on
behavior and personality variables, and the father-adolescent and marital dyads
in this group demonstrated deterioration in warmth and affection.

5. Adolescents in the control condition showed no change on behavior and per-
sonality variables and no change on family relations variables. Mothers in this
condition, however, showed a decrease in shpportive communications.

Mann et al. (1990)

Mann et al. (1990) evaluated the effectiveness of multisystemic therapy in the treat-
ment of adolescent antisocial behavior by using the therapy to treat “cross-generational
coalitions,” in which a parent, usually the mother, forms a stable coalition with the
child against the other parent in family transactions (as opposed to stable
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mother-father coalitions). In this quasi-experimental study with two treatment groups
and a nonequivalent comparison group, 45 family triads (mother, father, and son or
daughter) with adjudicated and delinquent adolescents (aged 13 to 17 years) were
assigned to groups receiving mliltisystemic therapy or individual therapy. Most ado-
lescent subjects were boys, 61 percent were White, and 39 percent were African
American. Sixteen well-adjusted adolescents served as a control group. The
multisystemic treatment involved a mean of 21 hours of family therapy and
school-related consultation. The individual therapy, which focused on expressing
feelings, developing insight, and providing support for behavior change, averaged
29 hours. Pretreatment and posttreatment evaluations focused on measures of ob-
served family relationships and self-reported symptoms.

Findings: v _

1. Before treatment, families with delinquent children demonstrated evidence of
cross-generational coalitions.

2. After treatment, fathers, mothers, and adolescents receiving multisystemic
therapy showed greater decreases in their symptoms than did their counter-
parts receiving individual therapy.

3. Families in the multisystemic-treatment condition demonstrated many more
positive changes in dyadic interaction than did those in the individual-therapy
condition. _

4. Mother-adolescent dyads in the multisystemic condition showed a greater de-
crease in their verbal activity than did mother-adolescent dyads in the
individual-therapy group.

5. Father-adolescent dyads in the multisystemic condition showed a greater
increase in supportiveness and a greater decrease in verbal activity and in con-
flict and hostility than did the individual-therapy group.

6. Individual symptomatology and family interactions improved from reassess-
ment to postassessment in the treatment group but did not improve in the

individual-therapy group.
Springer et al. (1992)

Springer et al. (1992) evaluated the effectiveriess of an organized art and play therapy,
embedded within peer group and family therapy, on the competencies and problem
behaviors of children of individuals with substance abuse problems. The children’s
ages ranged from 4 to 11 years; 56 percent were White, and 39 percent were His-
panic. Forty percent of the families were headed by a single parent, and 27 percent
received Aid to Families With Dependent Children. A total of 311 children partici-
pated in the program; of these, 42 percent actively participated throughout the
12-week program and were graduated. Initially, the peer group sessions and the
family interaction group sessions were each 1.5 hours and took place weekly. By the
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end of the project period, six peer group and six family interaction sessions were
held weekly. In this nonexperimental, single-group study design, baseline and post-
treatment evaluations focused on child competencies and problem behaviors, the
number of treatment sessions attended by children, referral sources, and demographic
characteristics. '

Findings:
1. Parent reports of child competencies increased and problem behaviors
decreased for the total sample at posttreatment compared with baseline.
2. Among boys aged 6 through 11 years, significant improvements were noted in
four syndromes: depression, hyperactivity, delinquency, and aggressiveness.

3. Among girls aged 6 through 11 years, significant improvements were noted in
four syndromes: sexual problems, depression, cruelty, and hyperactivity.

McPherson et al. (1983)

An experimental-design study by McPherson et al. (1983) compared the effective-
ness of short-term, intensive family counseling with casework-oriented probation
for youthful offenders. The subjects were 75 offenders who had committed a sta-

‘tus offense, misdemeanot, or felony; had not been supervised before by the county

juvenile court; and were less than 17 years of age. They were randomly assigned by
systematic sampling to intervention (7 = 15) and control (7 = 60) conditions. The
intervention was family counseling, with approximately 10 sessions lasting 2 hours
each for 3 to 4 months. Some sessions were held jointly with the parents and
children, and other family members were encouraged to participate. The therapy
was designed to help participants acquire new skills and ideas, understand and
appreciate one another, improve communication, learn effective discipline meth-
ods, learn self-management skills, and examine their own and other family mem-
bers’ expectations.

The effectiveness of the treatment was measured by reduced recidivism (referral of
any kind, criminal referrals, or stay in detention at 4 and 7 months) and improved
family functioning. Recidivism was evaluated during two time periods: from the
date of assignment to the end of the 4-month treatment phase, and from the date of
assignment to the end of 7 months. Fifteen control-group subjects were randomly
assigned to a subcontrol group to measure and compare family functioning with the
15 intervention subjects. These subjects were evaluated on four measures of family
functioning at the end of 3 months after assignment: parental child-rearing atti-
tudes, parent-adolescent communication, parent’s report of the child’s behavior prob-
lems, and parent’s report of the child’s social competence.
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Findings:

1. Family counseling was more effective than probation in reducing the percent-
age of recidivists and the amount of recidivism for total (any kind) and criminal
referrals during both time periods.

2. Family counseling was more effective than probation with regard to two family
functioning measures: Parents receiving the intervention had less need to main-
tain excessive control over their children than control parents, and children
receiving the intervention demonstrated greater social competence than con-
trol subjects.

3. Family counseling, however, was not more effective than probation in im-
proving the quality of communication or decreasing children’s behavior prob-

lems.
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Program Development
and Delivery of
Family-Centered
Prevention
Approaches

his chapter focuses on the basic steps of an implementation.
effort—assessment, planning, delivery, and evaluation—as applied
_ to family-centered interventions. Relevant research and practice
findings are highlighted to illustrate challenges faced by practitioners dur-
ing program implementation. Table 4-1, in the following section, lists the
most significant tasks necessary during each stage of implementation, as
discussed throughout this chapter. The information presented here is use-
ful for practitioners irrespective of the stage of the family intervention in
“which they are working. In addition to providing general guidance, the
chapter sheds light on pertinent issues that arise throughout the various
phases of the interventions.

KEY CONSIDERATIONS FOR PROGRAM DEVELOPMENT

During the planning stages of family-centered prevention programs, practi-
tioners can be aided by considering the following observations, which un-
derlie much of the information presented in this guideline.

Children vary in their levels of risk for substance use. Many conditions
interact over time that help to establish risk and protective factors (described
in chapter 2) that make children more likely or less likely to experiment
with substance abuse. Therefore, prevention approaches should be selected
according to the level of risk within the families being targeted. By catego-
rizing preventive measures as universal, selective, and indicated measures
(levels ‘which are defined in chapter 1 and used to group interventions in
chapter 3), specific approaches can be targeted to families at various levels
of risk, as follows:

4-3
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Families that are not yet known to exhibit any risk factors would receive uni-
versal preventive measures.

Families that belong to subgroups at above average risk levels would receive
selective preventive measures.

Families with children specifically known to have above average levels of risk
would be targeted for indicated preventive measures.

The extent to which prevention efforts are focused on families at these risk levels is

a critical planning issue for family-centered prevention interventions.

A review of the etiological and research literature addressing family-centered preven-

tion approaches indicates some consensus about certain key findings for developing
interventions. Although the following findings require further research, they can be
used as a starting point for project development (Hawkins, Arthur, & Catalano,
1994; Kosterman, Hawkins, Spoth, Haggerty, & Zhu, 1997; Kumpfer & Turner,
1990-91; Loeber, 1988; McMahon, Forehand, & Griest, 1981; Spoth, Redmond,
Haggerty, & Ward, 1995; Spoth, Redmond, Hockaday, & Yoo, 1997; Spoth,
Redmond, Khan, & Shin, in press-a, in press-b; Yoshikawa, 1994):

1.

Focus on families with young school-aged children. When possible, prevention
efforts for families work best with young children, before negatlve behaviors
and family problems become entrenched.

Reduce exposure to risks. Interventions can assist families in preventing the on-
set or reducing the impact of antisocial behavior and substance abuse by pre-
venting or reducing exposure to risks for these problems.

Enhance protective factors. Interventions can also help families to promote
prosocial behavior in their children by enhancing protective mechanisms that
prevent, modify, or ameliorate an individual’s exposure to risks.

Choose strasegies that are developmentally and gender appropriate. To achieve
maximum benefits, prevention interventions should be carefully chosen accord-
ing to the developmental stages and gender of the children to whom they are
directed. Important outcomes can be reinforced by appropriately revisiting in-
terventions through several developmental stages.

Develop interventions in multiple contexts and settings. Because families func-
tion in and are influenced by multiple settings and environments, the needs of
children and families should be addressed in as many contexts as possible, in-
cluding schools, cultures, religious institutions, neighborhoods, and communi-
ties.

Address multzple risk and protective ﬁzctors simultaneously. The most effective
interventions are those that address not only multiple settings, but also mul-
tiple risk factors and protective mechanisms (e.g., reducing domestic conflict
and children’s antisocial behavior and improving parenting skills and school
performance).
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Build on families’ strengths and encourage their leadership in the process of growth.
Practitioners need to teach their skills to families so they can use this expertise
to reach their goals. A family’s capacity to identify and solve problems should
also be supported by building on its strengths and preserving its integrity, in-
cluding language and culture. '

Recognize that families are directly affected by the level of resources, supports, and
values of the communities in which they live. Family life is affected by what
happens at work sites, social service agencies, schools, religious institutions,
and businesses in the community. The ability of a family to balance differing
community expectations and attitudes about work, culture, language, and so-
cioeconomic status has a profound effect on the degree and type of risk factors
its members may be experiencing. Families also need ready access to varying
resources and support systems.

Step in
Program

Development Tasks

TABLE 4-1: Specific Tasks and Activities During Program Development

Activities

Step 1:
Assessment

Develop a family and community pro-
file of risk and protective factors.

Define the problem.

Choose target family population and
prevention approach(es).

Assess characteristics of target families

that will affect their participation.

Establish a process for involving fami-
lies and community partners.

Gather information on demographics
and other social indicators.

Gather descriptive information (sur-
veys, interviews, meetings).

Include formal and informal sources.

Compare assessment information
with risk and protective factors.

Determine where problem has the
greatest impact on families.

Assess interests, needs, concerns, and
issues of families; assess their accep-
tance of potential approach(es).

Assess extent -of support and re-
sources from community partners.

Understand and respond to family
cultures and values.

Understand and respond to parental
attitudes and beliefs.

(See above activities.)
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TABLE 4-1:  Specific Tasks and Activities During Program Development (continued) -

Step in
Program
Development Tasks Activities

Step 2: Plan partnerships with parents and Identify barriers to recruitment of
Planning community collaborators. families.

Identify.barriers to participation:

1. Lack of awareness of benefits.

2. Cultural barriers.

3. Support for basic needs.

4. Negative views of approaches.

5. Work-site barriers.

6. Characteristics and settings.
Address the needs of the targeted chil- Fit intervention to age, gender, and

dren. developmental stage of children from
participating target families.

Step 3: Hire and support staff. Develop staff hiring criteria (e.g., ex-
Delivery pertise, training, interpersonal skills).

Develop hiring criteria specifically for
facilitators and therapists.

Train facilitators.

Provide staff support (e.g., teambuild-
ing, facilitator meetings).

Deliver the intervention in a partner re- Involve parents in delivery of the in-
lationship with parents. tervention. .

Encourage dialog between parents
and facilitators.

' ‘ Use parent “graduates” of the pro-
gram in leadership roles.

Develop strategies to monitor and Establish and publicize incentives for
retain participants. participation.

Monitor participant response and rea-
sons for not participating.

Maintain referral network for basic
support.
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TABLE 4-1: Specific Tasks and Activities During Program Development (continued)
Step in

Program

Development Tasks Activities

Step 4: Consult with evaluation experts. Consider options and choose the
Evaluation most appropriate evaluation.

Involve participants, staff, and other  Offer opportunities to participate in

community stakeholders in the evalu- the evaluation design.

ation process.

Consider a variety of methodsand mea- Choose evaluation methods and

sures to evaluate outcomes. measures that accommodate the ac-
tivities of the intervention and the
budget.

Develop unambiguous definitions of
what is to be measured and explain
to staff.

Identify data sources and develop pro- Identify such sources as assess-

cedures for collecting data. ments, client attendance, and feed-
back.

Ensure similar recording of data
among different facilitators/thera-
pists.

Determine scope and design needed
to achieve evaluation objectives and
outcomes.

Document significant improvements
in outcomes.

Consider cost factors. Outline cost of activities to determine
barriers to recruitment and participa-
tion.

Determine length of evaluation.
THE ASSESSMENT STAGE

The initial stages of any program development effort include a process of informa-
tion gathering and analysis. In the assessment stage of family-centered prevention
programs, family and community risk and protective factors that point to the need
for an intervention must be identified, as well as the community resources and assets
available to support this intervention. The assessment stage ultimately results in a
product that defines the substance abuse problem to be addressed, the target popula-
tion, and the intervention approach; and it results in a process that can be used to

Preventing Substance Abuse Among Children and Adolescents 4-7
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foster community involvement and support for development and delivery of the
intervention..

The desired product outcomes of the assessment include demographic and anec-
dotal dara that profile the community and its families, organized by evident risk
and protective factors. A description of the child and adolescent substance abuse
problem to be addressed is another product outcome of the assessment. A group of
target families who would be most affected by the problem should be identified, as
well as a prevention approach likely to meet their needs. The assessment should
also result in specific information about characteristics of the target families that
are likely to influence their participation in the intervention. Finally, community
partners who will help develop and carry out the intervention should be identi-

fied.

The desired process outcomes of the assessment include participation of a broad
variety of community organizations and groups in development of the product out-
comes listed above. Target families, including children and adolescents, should help
identify community and family needs and strengths and gather and assess the infor-
mation obtained for the product outcomes. -

Collect Family and Community Data and Organize by Risk and Protective
Factors '

For most communities, the prevention of substance abuse among adolescents is a
significant concern. To select the most appropriate family-centered approach for a
community, it is critical to identify existing problems and needs that increase the
risk of adolescent substance abuse, and to identify community assets or strengths
that protect against these risks by preventing, ameliorating, or reducing them. When
data are organized around risk and protective factors, program developers can high-
light the community and family characteristics that are the most important
predeterminants of substance abuse.

The assessment process typically is comprised of two levels of data collection. First,
statistical and descriptive data on families and communities is organized in the risk
and protective factors framework to define the substance abuse problem, determine
which target populations would benefit most from a prevention intervention, and
choose the approach that will best meet the needs of this population. Second, data
are collected specific to the target families to identify characteristics that will inhibit
or enhance their participation.

Table 4-2 presents some suggested data that practitioners can gather to develop a
profile of their communities and families. Prevention planners should supplement
the available statistical demographic information by secking the opinions and ideas
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of a wide variety of people who live in the community. This can be done through

telephone interviews, focus groups, written surveys, meetings, and personal.inter-

views. Regardless of the method chosen, it is essential to include families who are

likely to participate in different types of approaches, including representatives of

various socioeconomic strata, cultures, languages, and neighborhoods. Further, since

children and adolescents are the primary target poptilation for each of the approaches

presented in this guideline, it is especially important to include them in the data

gathering and analytical processes.

Type of Data

TABLE 4-22 Data Used for Developing Community and Family Profiles

Suggested Examples

Statistical Information
About Families

Statistical Information
About Children and
Adolescents

Economic status of families, including those living in poverty (whether
receiving public assistance or working).

Number and rate of families living in public or substandard housing
and number who are homeless.

Number and rate of single-parent and two-parent families, by income
level.

Number and rate of mothers in the work force, by income level.
Information'on family preservation, including rates of child abuse and
neglect, out-of-home placement of children, and percentage of fami-
lies in the child welfare system who are preserved or reunited as a
result of services.

Number of substance-abusing parents.

B

Number and rate of children who are abused and neglected.

Physical and mental health status of children, including number and
rate of infant mortality deaths and numbers with low birth weight, de-
velopmental delay, learning disabilities, and emotional or behavioral
problems.

Rate of suicide among children and adolescents.

Educational status and problems of children and adolescents, includ-
ing school drop-out rates as well as rates of those proceeding to higher
education or training.

Violence and crime rates, including number of juvenile delinquents and
homicides among youth.

Numbers and rates of substance-abusing children and adolescents.

Numbers and rates of unemployed teenagers and young adults.

Preventing Substance Abuse Among Children and Adolescents
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TABLE 4-2: Data Used for Developing Community and Family Profiles (continued)
Type of Data Suggested Examples

Descriptive Informa-  The infrastructure of support for families in the community:

tion About Commu-

nities ¢ Supportive resources available for families as well as for whom and
‘'under what conditions they are available.

* Needs of families for whom there are no resources.

° Practices of education, housing, business, the judicial system, wel-
fare, and other systems that help or hinder families in nurturing their
children.

Family-centered substance abuse prevention approaches and interven-
tions:

* Those currently being implemented in the community, families re-
ceiving interventions, and conditions under which services are avail-
able {i.e., whether for all families, only high-risk families, or families
in certain neighborhoods or housing areas).

o Unavailable or insufficiently available (yet necessary) resources and
interventions.

-e  Organizations, groups, and institutions that have the potential to
' become partners with program developers in addressing a
family-centered approach to prevent adolescent substance abuse.

NOTE: Whenever possible, these statistics should be gathered according to culture and ethnicity as well as
geographic section or neighborhood of the community.

Idéhﬁﬁi;lgiéon{munityiﬁesou}ceé-

In many cases, community resources to support families can be found outside of the more obvious
formal and traditional sources such as schools, child welfare agencies, or mainline service organiza-
tions with a "substance abuse prevention” or “family” iabel. Examples are the following:

* Neighborhood leaders and informal net- * Neighborhood drop-in programs.
works. * Child care and Head Start programs.

* Religious organizations and churches. ¢ Community centers.

* Community businesses. ¢ Literacy programs.

¢ Cultural groups.

In addition, it is important to identify more formal resources that offer family-centered programs, in-

cluding parent training, in-home support services, and family therapy. These resources could include
the following:

* School-based programs that offer parent training or education about substance abuse prevention.

* Child welfare agencies providing in-home support services to prevent separation of families or
specialized foster parent training for children with special needs.

* Juvenile court programs that offer parent training or family therapy.

¢ Universities, community colleges, and heaith clinics that provide special clinical therapeutic ser-
vices, parent training programs, or special demonstration or research programs.

4-10 Reference Guide
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Table 4-3 illustrates possible ways to relate demographic information about the com-
munity to the risk and protective factors described in chapter 2. The relationships
shown in this table are provided only as examples. Practitioners may find it difficult
to identify demographic indicators for certain risk factors, such as those relating to
family behavior, management, and parenting practices, or to assess the availability
and adequacy of various protective resources. It is particularly helpful to hold com-

munity meetings and interviews to determine how families assess and respond to

relevant problems, where they feel successful, and where they do not.
Define the Problem

Once the assessment of the community’s risk and protective factors is completed,
practitioners can work with community partners to analyze the information col-
lected. The purpose of this analysis is to identify the most prominent substance
abuse problems among children and adolescents in the community and the risk and
protective factors that are most clearly associated with these problems.

Substance abuse problems are often hidden or silent. Their extent may not be readily
visible to the community, even when statistical and descriptive data are available.
The risk and protective factors outlined in chapter 2 are valuable in determining
whether there could be substance abuse in a community.

TABLE 4-3: Community and Family Data Organized by Risk and Protective Factors

Community and Family Indicators

Social
Conditions Risk Factors (i.e., Problems) Protective Factors (i.e., Strengths) -
Economic Number and rate of families living in Number and rate of families living in
Status of poverty. poverty who have successfully raised
Families children to be productive adults.
Number and rate of parents who have
achieved economic self-sufficiency.
Availability of community programs to
assist parents in achieving economic
self-sufficiency.
Neighbor- Violence and crime rates, including Numberof programsin high-risk com-
hood rates of juvenile delinquency and ho- Munities that work with children and
Organization micide among youth. adolescents.
Rate of suicide among children and Counseling resources available for
adolescents. children and adolescents.

Number of neighborhoods that have
banded together to make improve-
ments.

Availability of child care resources.

Presence of housing opportunities for
low-income families.

Preventing Substance Abuse Among Children and Adolescents
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TABLE 4-3: Community and Family Data Organized by Risk and Protective Factors
(continued)

Community and Family Indicators

Social .

Conditions Risk Factors {(i.e., Problems) Protective Factors (i.e., Strengths)
Social Numbers and rates of children and ado- Availability of therapy resources for
Behavior of lescents with diagnosed conduct and children and families.

Children and other problem behaviors.

Adolescents

Violence and crime rates, including ju-
venile delinquency.

Number and rate of children living in
poverty.

Number and rate of unemployment
among young adults.

Availability of juvenile court rehabili-
tation resources.

Availability of alternative school pro-
grams and meaningful vocational
education opportunities.

Number and rate of low-income chil-
dren enrolled in programs for high
achievers, gifted/talented programs.

Family
Management
and Parenting
Practices

Number and rate of teenage parents.

Number and rate of working mothers.

Parent and family skills training pro-
grams available to all families and to
high-risk families.

Number of home visitation programs
and other resources for new or young
parents.

Awvailability and accessibility of parent
self-help groups.

Family
Behavior
Concerning
Substance
Abuse

Number and rate of adult alcohol and
drug abusers.

Number and rate of adolescent sub-
stance abusers (alcohol, tobacco, illicit
drugs).

Availability of substance abuse pre-
vention programs for families.

Availability of treatment programs for
parents and children.

Community laws and norms regard-
ing adolescents’ access to and abuse
of substances.

Physical
Maltreatment
of Children

Rates of child abuse and out-of-home
placement.

‘Presence of child abuse prevention

Availability and adequacy of family
preservation programs.

Percentage of children available for
adoption who are adopted.

programs in the community.

Failure to
Achieve in
School

Number and rate of school dropouts.

Number and rate of students who fail
required achievement tests or grades.

Number and rate of runaway and home-
less youth,

Awvailability of special education ser-
vices, tutoring, counseling, etc., for
children and adolescents.

Availability of alternative education
opportunities.

Availability of shelters and services for
runaway and homeless youth.
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TABLE 4-3: Community and Family Data Organized by Risk and Protective Factors
(continued)
Community and Family Indicators
Social
Conditions Risk Factors (i.e., Problems) Protective Factors (i.e., Strengths)
Parental Number and rate of working mothers.  Availability of afterschool care for chil-
Monitorin dren of working parents.
9 Number and rate of parents who par- gp
ticipate in school events for parents, in- Flexibility of hours in school and other
cluding conferences. community programs.
Number and rate of children in super-
vised afterschool programs. Adequacy -and safety of public trans-
ortation systems for adolescents.
Number and rate of children who are at P Y
home alone after school, by age.
Physical and mental health status of chil-
dren, including those with developmen-
tal delay, learning disabilities, and
emotional or behavioral problems.
Family Low-cost opportunities in communi-
Bonding ties for various family activities.
Availability of family support pro-
grams for all families and for high-risk
families.
NOTE: Wherever possible, information on these indicators should be gathered according to culture and
ethnicity as well as geographic or neighborhood distribution.

It is likely that several critical problems will be identified during the assessment
phase. Priorities must therefore be established to determine which problems should
be addressed first. A number of criteria can be used to determine these priorities,
depending on the seriousness of the situation and the resources available (including
the involvement of community partners). Thus, prograin developers initially may
want to address an easier problem to build community support around a successful
undertaking. In other circumstances, they may want to plan a more complex,
multiple-problem strategy that will take full advantage of the resources and partners
already in place. In all cases, the community should be solidly behind the criteria
and the approach adopted.

Community mapping is an important tool for analyzing the scope of community
problems. In the book Building Communities From the Inside Out, Kretzmann and
McKnight (1993) describe a process for mapping community needs and assets. In a
“Neighborhood Needs Map,” they identify areas with negative community factors
such as unemployment, gangs, child abuse, and lead poisoning. Each community
can fill in the demographics and anecdotal information pertaining to these areas. In
a “Community Assets Map,” they delineate areas of community strengths, such as
parks, cultural groups, businesses, and religious institutions. Community planners

Preventing Substance Abuse Among Children and Adolescents
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often overlook these neighborhood assets and their support for children and fami-
lies.

Examples of the Neighborhood Needs Map and the Community Assets Map are
shown in figure 4-1. Program developers can transfer their findings from the com-
munity assessment to these maps to determine where they have sufficient informa-
tion and knowledge about their community and where they need to look further.

When analyzing information about community partners; it is also helpful to note
the similarities and differences in agency and organizational missions, as well as
varying perceptions about the community and its needs.

Select a Target Population and a Prevention Approach

Practitioners, working with community and family collaborators, must decide how
best to address an identified problem by selecting a target group of families to be
served and a prevention approach that will meet their needs. In making these deci-
sions, it is helpful to consider whether the problem has the greatest impact on all
families in the community, or only on certain groups of families. that are at above
average risk for adolescent onset of substance abuse. The interests, needs, concerns,
and issues expressed by families during the assessment process in response to various
options should be taken into consideration. For example, some may hold the opin-
ion that the problem should be treated as something everyone faces, thereby avoid-
ing the labeling of families. High-risk families may either welcome or be resistant to
extra support. The strengths families bring to addressing the problem may come to
light during the assessment, as well as the extent to which community resources and
collaborating partners are available to help with identifying target families, design-
ing the intervention, and providing collateral support services and funding,

Assess Characteristics of Target
Families That Affect Participation

Targeted Intervention Measures Research on the etiology of adolescent

Of the approaches reviewed in chapte'r 3, only one, family substance abuse and famlly-centered

and parent training, encompasses universal, selective, and ’
indicated preventive measures. The interventions grouped
under this approach may address all families {universal
measures), subpopulations of families with above average
risk (selective measures), and/or specific families who have

prevention interventions has demon-
strated that broad demographic and an-
ecdotal data are not sufficient for

selecting a target population and plan-

children with known, above-average risks (indicated mea- ning an effective intervention. Rather,
sures). The other approaches, family in-home support and certain characteristics of target families
family therapy, are discussed in this guideline only for fami- need to be further explored to encour-

lies with known risks (indicated preventive measures).

age their participation in the interven-

tion.
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Targeted Audiences

It is widely believed that engaging families in family-centered interventions is ex-
tremely difficult. Moreover, many practitioners believe that the greater the number
of risk factors exhibited by families, the more difficult it is to elicit participation.
However, it is apparent from the evidence presented in chapter 3, as well as from
other etiological and intervention research, that it is possible to recruit and retain
at-risk families in prevention programs, especially when planners take sufficient time
to assess two particularly important areas: family cultural values, styles, and lan-
guages; and parents’ beliefs about the risks to their children and their capacity to
protect them.

Researchers and practitioners have used a variety of methods to involve potential
participants in gathering valuable information about their cultures, values, and be-
liefs. Such strategies include focus groups, interviews with community leaders, com-
munity meetings with parents and adolescents, and surveys of the communities or
neighborhoods in which families live (Spoth & Redmond, 1993; Spoth & Molgaard,
1993; Spoth, Ball, et al., 1996). In one program, registration forms for a work-site
intervention were designed to gather basic information about families (Millman,
1992).

If resources are limited, practitioners can benefit from the relationships that have
already been developed between the staff of community organizations and the fami-
lies with whom they work. Examples of these organizations include health clinics,
Head Start and other child development and child care programs, and visiting nurse
and in-home services programs. The staff of these programs can be engaged as part-
ners to implement some of the strategies for collecting information about parents’
needs and aspirations. Senior citizens’ groups and parent-teacher associations can be
asked to help with the interviewing process as well.

Family Cultures and Values

Families from different cultures vary tremendously in their child-rearing and parenting
values. Planners should define these values for the families and cultures they wish to
serve, rather than operate from generalizations. Planners can
begin by talking with local or neighborhood leaders, parents,
grandparents, and teenagers who are from the same culture as

Most of the studies reviewed in chap- the participants. The planners of the intervention can discuss
ter 3 target White families of mixed what they are planning with these individuals and ask for sug-

socioeconomic status. it is unknown
whether these studies will apply in

gestions on the best ways to learn about the culture.

nterventions with low-income fami- There is a tremendous need to learn more about helping fami-

lies or families from other cultures,
except for those studies that included
these types of families in sufficient

lies from various cultures and adapting approaches that have
been successful in meeting differing needs. The following para-

numbers in the original research, graphs give examples of studies and practitioner-trainer expe-
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riences that demonstrate how the results of careful cultural assessment of target fami-
lies can affect decisions about intervention planning.

Some cultures value the child and family as part of a total community that includes
parents, other relatives, friends, and neighbors. These cultures underplay the values
of individualism, individual achievement, or competitiveness. Interventions that
overemphasize teaching parents how to promote the individual identities of their
children may fail in families from these cultures because they counter the esteemed
norms of the cultural community. For example, many Native American families want
their children to learn patterns of communication and problem solving that fit with
their tribal history, family and community patterns of relationships, and tradition of
honoring elders. For these families, interventions should focus on enhancing family
functioning to promote the cohesiveness of the tribal group (Indian Health Service,
1995; Northwest Indian Child Welfare Association, 1993),

One study of bicultural effectiveness training for Cuban-American families demon-
strated the importance of addressing intergenerational conflict as a critical part of
family therapy. Teaching families how to identify and resolve these culturally based
conflicts between older parents and grandparents and younger adolescents helped
families regain their familial strengths to support adolescents (Szapocznik, Santisteban,

- Kurtines, Perez-Vidal, & Hervis, 1983).

In some cultures, parents’ capacities to teach their children to cope with racial preju-
dice can affect the youths’ ability to adopt prosocial behaviors. By understanding the
environment in which the family exists, practitioners can “market” the intervention

according to the family’s needs (Santisteban et al., 1995).

Observers of African-American families in various settings have noted the protective
factors afforded by strong kinship bonds; a willingness to open households to others,
especially children; and a strong religious orientation (Boyd-Franklin, 1990). Practi-
tioners can look for these strengths during family and community assessments and
design interventions that build on them.

Techniques for disciplining children among various cultural groups can influence
the ways in which families respond to specific types of interventions. In one inter-
vention that served Afri;an-American families (Myers et al., 1990), the authors found
it necessary to design specific discipline strategies that translated “traditional Black
discipline” into “modern Black discipline,” focusing on “appealing to children’s minds,
not behinds.” v ‘

Parental Attitudes and Beliefs

Planners can benefit from an assessment of parents’ beliefs about the susceptibility
of their children to substance abuse and their ability to prevent it. These beliefs may

Preventing Substance Abuse Among Children and Adolescents
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be associated with the socioeconomic status of the target population and may affect
the ability of the program to meet this population’s needs. Parents differ in their
beliefs about what can be accomplished to protect their children through parenting
practices and how this goal should be achieved. For example, many parents may not
be aware of the prevalence and severity of the problem of adolescent substance abuse
and the extent to which they can influence their adolescents’ behavior in this regard
(Spoth & Conroy, 1993). Characteristics such as income and education of parents
(demographics that can be obtained during assessment) are particularly important
clues for planners in understanding the beliefs and attitudes of the identified target
population (Spoth & Redmond, 1995; Spoth et al., in press-a).

Spoth and his colleagues (Spoth & Conroy, 1993; Spoth et al., 1997; Spoth, Redmond,
Yoo, & Dodge, 1993) conducted studies on protective parenting behaviors among
families across the socioeconomic spectrum. Factors including parents’ income, edu-
cational attainment, and gender can influence whether and how they seek formal
sources of help, such as counseling and skills training programs, and informal sources
of help, such as reading articles and books about raising children and discussing
parenting issues with friends and relatives. Additionally, in a prospective study of
predictors of actual enrollment in family skills training programs, education level
emerged as a relatively strong predictor of enrollment (Spoth et al., in press-a, in
press-b).

Studies of rural families indicated that these parents believed they could prevent
adolescent substance use through their parenting behavior and tended to be fairly
active in their parenting (Spoth & Conroy, 1993; Spoth et al., 1993). These parents,
however, tended not to seek formal support to prevent substance abuse by their
children, even though community demographics indicated the existence of a signifi-
cant adolescent substance abuse problem. When these families sought help, it was
through personal and informal contacts rather than professional sources or parent or
family skills training (Spoth & Conroy, 1993).

Practitioners should recognize that some parents do not consider engaging in parenting
skills training an appropriate or valid parenting practice. These parents may never
want to enroll in a parenting program, no matter how it is presented. It is important
to find out who these parents are. Then, efforts can be made to acquaint them with
the severity of adolescent problem behaviors so that they can appreciate the need for
delivery of an intervention (Spoth & Conroy, 1993).

Establish a Process for Involving Families and Community Partners

The key product of assessment, as outlined in the previous paragraphs, consists of a
number of steps geared toward gathering and analyzing information about the scope’
of the problem to be addressed, the target population, and the best approach to meet
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the needs of the community. Woven into each of these steps is the concept of involving
community organizations and target populations. While the product outcome of as-
sessment consists of a quantifiable end result (demographic profiles, a description of
the problem, and the approach selected to address it), the process outcome results in
the participation of the community in the development of that result.

If successful, the process outcome of assessment will accomplish the following:

* Inclusion of the primary target population in the collection and analysis of
information about the problem and the population it primarily affects.

* Identification of the common goals and missions of community organiza-
tions and agencies.

* Participation of community partners in the analysis and definition of the
community’s substance abuse problems.

°  Assessment of family cultural values and parents’ attitudes and beliefs about
the substance abuse problem and their own capacities to affect it.

e - - PR .

Addressing Intrapopulation Differences

Beyond addressing variations among cultures, practitioners should recognize that
families within target populations are not homogeneous. A recently published study
(Spoth, Ball, et al., 1996) illustrates how families from a seemingly homogeneous
population sharing a common culture and geography (White, rural, Midwestern)
differed by familial interest and readiness to participate in family-centered pro-
grams. The authors conducted a survey of the parents, requesting them to rank
the importance of program design features, such as program duration, meeting
length, program focus and format, and facilitator background. (See Spoth and
Redmond [1993] for a description of the consumer research methods that can be
used for this type of study.) When the responses were analyzed, three clusters of
families emerged. Preferences for specific program features varied among these
clusters.

The first cluster of parents expressed interest in an intervention involving mini-
mal effort and showed a very limited preference for specific program content.
The researchers concluded that it might be difficult to persuade these families to
participate and that they might require simple, frequently repeated, and
well-recognized messages about the intervention, including references to inter-
vention features of importance to them. A second cluster of parents indicated
interest in an intervention requiring more effort, but focused on substance abuse
prevention. A third cluster was interested in an intervention requiring moderate
effort and focusing on family communication skills. Had the authors not con-
ducted this survey, they might have assumed that these families, who shared
basic sociodemographic characteristics of a relatively homogeneous population,
all would have responded similarly to the offered intervention.

- The assessment processes described are essential in laying the foundation for com-

munity endorsement and commitment of resources and ongoing sharing of respon-

sibility for planning and implementation. Family participation in the intervention is

)
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also critical. Practitioners should attend both to the processes and the products of
assessment to achieve desired results from family-centered prevention interventions.

THE PLANNING STAGE

The desired outcome of the planning phase is an intervention design based on the
results of the assessment that will meet the needs of the target families. The primary
tools for developing this design are the information that was gathered and decisions -
made during the assessment process, including the folloWing:

' The data gathered on families and the community, organized by risk and
protective factors.

* A definition of the substance abuse problem to be addressed.

*  The target families most affected by the problem.

* The most appropriate approach to meet the needs of the target families.

*  The characteristics of the target families that will influence their participation.

* The community partners who can help with the project.

' The program plan should include goals and objectives that describe the action or

change expected and the extent of change anticipated, as well as the structure and
activities of the intervention. Activities should be chosen to meet the stated goals
and objectives and should be carefully described to provide a protocol for interven-
tion delivery. To assist in completing these tasks, planners often establish a planning
group that includes target families and is representative of the community. This
planning group can help to develop the community collaboration and resources needed
to support the project and can provide a forum for sharing the intervention plans
with the community at large and with potential participants.

Etiological and intervention research on family-centered interventions has focused
specifically on two critical areas of planning (which are discussed in the following
sections): (1) planning partnerships with parents and community collaborators and
(2) planning for recruitment and participation.

Develop Partnerships With Parents

Traditionally, program developers, trainers, social workers, and psychologists have
determined families’ needs and what is best for them based on their own experiences
and observations or on a particular theory about families. With this approach, how-
ever, families rarely have an opportunity to express their ideas about their own needs
or to collaborate in the development of a project in which they can be involved.
More important, however, in such situations, parents do not participate in decisions
about their own children, resulting in a loss of a wealth of knowledge and expertise,

and a missed opportunity to build the intervention on these strengths.

1))
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As there is now a greater appreciation of this issue by researchers and practitioners,
new research findings and practices are exploring ways to share expertise with fami-
lies so that they can become partners in the planning and evaluation of interven-
tions. The following strategies are particularly important for achieving optimal
effectiveness of an intervention:

*  Building opportunities for parents, rather than imposing requirements.

* Listening and responding to parents’ goals and expectations, rather than de-
fining them. '

* Increasing parents’ feelings of self-efficacy and self-control.

*  Designing program options to accommodate possible differences within family
populations that appear homogeneous.

*  Designing interventions that build on and integrate families” social and support
networks.

Research on parents’ readiness to change has emphasized the significance of forming
partnerships with parents in developing prevention interventions. Parents who are
open to self-development through a family-centered intervention tend to be those
who have already benefitted from professional help. The stronger their sense that
they can effect change for the better, the more likely they are to be ready to change
(Spoth et al., 1995). Socioeconomic status also affects parental self-efficacy: In par-
ticular, the more highly educated parents are, the more likely they are to feel that
_they can bring about change, but such feeling is tempered by a corresponding in-
crease in perceived susceptibility to problems (Spoth et al., 1993).

Develop Relationships With Commu_nity Partners

In designing family-centered interventions, the development of collaborative rela-

tionships with other community service providers-and family support groups can

provide a safety net of services to meet the basic needs of participating families.

Continued planning for such collaboration during the design

of an intervention will help providers understand the underly-

ing concepts and principles of a family-centered intervention Partnership Planning Strategies

and contribute to an informed consensus on shared goals. . .
n aec g Examples of partnership planning

strategies can be found in two of the
studies reviewed in chapter 3: Felner

. et al. (1994) is an example of a
sources that can support and enrich family life, such as child work-site parent training interven-

Weiss (1995) noted that the effectiveness of family-centered
programs depends on “the availability and quality of other re-

care and after school programs, recreational activities, and cul- tion, and the Families in Focus prac- !
tice case is an example of a family
skills training intervention.

tural events; services that can meet the needs and concerns of
children and families, including housing, jobs, and health care;
and the capacity of programs to comnect with these resources”

(italics added).

Sy
1
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Developing Collaborative Relationships

Some examples of interventions summarized in chapter 3
that developed coliaborative relationships with other or-
ganizations include the research studies of Felner et al.
(1994), Catalano, Haggerty, Gainey, Hoppe, & the Social De-
velopment Research Group (1995), Henggeler et al. (1986),
Mann, Borduin, Henggeler, & Blaske (1990), Spoth et al.
(1995), Spoth et al. (in press-a, in press-b), as well as the
practice cases of the Kansas Family Initiative, Creating Last-
ing Impressions, and Families in Focus. In addition, sev-
eral family-centered prevention projects have employed the
Cooperative Extension Network in every State.

Facilitating Partnerships

A community action agency in lowa, while planning a fam-
ily development program, realized that to be effective it
had to enlarge its effort to include “facilitating partner-
ships” within the larger network of community agencies.
Over a period of several years, this agency established a
47-member, cross-disciplinary “community academy.” The
academy of agencies increased its assessment of the sta-
tus of families to a five-county area (Deutelbaum, 1992).

Effective community collaboration inte-
grates the perspectives of multiple indi-
viduals and organizations who have an
interest in substance abuse problems in
the community. Collaborating parties
participate in finding solutions to those
problems. Involvement of these stake-
holders leads to a program design that
includes community resources and con-
cerns. Figure 4-1, Mapping Neighbor-
hood Needs and Community Assets, can
be used to identify and expand the com-
munity partnership network. In complet-
ing each section of the map, it is helpful
to focus first on those organizations that
have the most positive and mutually col-
laborative relationships—and then add
respected organizations that have this po-
tential. These organizations can form a
core collaborating group to assist with the

development and financing of the project.

Forming viable partnerships with one or

more institutions or agencies in other do-

mains, such as schools, religious institutions, work sites, cultures, or neighborhoods,

cannot be accomplished by patching together separate projects with individual funding
streams under one general heading and calling it a “multifocused strategy.” Rather,
it is essential that intervention activities be unified under one set of goals and out-
comes. and one planning structure. Although this effort is time consuming, the pro-

cess results in shared ownership of the vision and goals of the project, consensus on

outcomes, and more effective use of available resources, including funding.

Identify Barriers to Recruitment and Participation

A critical aspect of the planning stage is identifying potential barriers to recruitment
and participation of the targeted population. These barriers may have to do with the

ways in which an intervention is presented to the target population or with real or

perceived obstacles preventing their participation.

Reference Guide



Barriers to Recruitment Co e e ]
Muitifocused Prevention Strategies

The way in which program developers first present and de-
Some examples of studies described

scribe a family-centered intervention can influence parents’ . .
4 p in chapter 3 that jliustrate a

interest in the program and their willingness to participate in  multifocused strategy are the re-
it. For example, although planners may want to provide indi-  search studies of Catalano et al.
cated prevention measures for specific families who are identi- ~ {1995), Hawkins et al. (1992), and

Henggeler et al. {1986) and the prac-
tice cases Creating Lasting Impres-
_ . sions, the Parenting for Prevention
may make participation more appealing. Broadening the focus | program, and Families and Schools

fied as at risk, they may find that widening the focus of the
program to include families who are from at-risk populations
of a program in this way may help to avoid having participants L?Qether (FAST)-‘ o
feel as though they are being labeled “bad” parents (Hawkins —

et al., 1987). In other cases, some parents may resent being

asked to participate in an event labeled “parent training” but may respond positively

to a “child management skills program” (Lochman & Wells, 1996). The following
paragraphs describe additional examples demonstrating how planners overcame bar-

riers to recruitment.

The parent training program of Felner et al. (1994), reviewed in chapter 3, was
conducted at a large corporate work site and was offered to all employees. Recruit-
ment was carried out through several mechanisms, the most successful of which

included word of mouth, invitations from friends, and a registration booth.

In Fast Track, another family-centered parent training intervention, staff conducted
telephone interviews and home visits with parents to learn more about their inter-
ests, circumstances, and views before suggesting participation in an intervention.
This recruitment approach also supported a partnership with families and strength-
ened the interrelationship between family and school settings (McMahon, Slough,
& Conduct Problems Prevention Research Group, 1996).

A group of family therapy researchers found that resistance to participation in fam-
ily therapy interventions had to be addressed during the very first contact with the
family, rather than waiting for the first therapy session (Szapocznik et al., 1988;
Santisteban et al., 1996). Resistance to participation was so strongly intertwined
with the reasons why the family needed therapy that the therapist had to address the

resistance immediately, during initial engagement with the family.
Barriers to Participation

Research has demonstrated a number of real or perceived barriers that prevent par-
ticipation by parents in interventions. Identification of these barriers during the
planning stage allows them to be addressed in the design and budget for the inter-

vention. As discussed in the section on assessment, practitioners can assess barriers

Preventing Substance Abuse Among Children and Adolescents’ , 4-23
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Addressing Cultural Barriers

by conducting focus groups, surveys, or interviews during either the assessment or
y p
planning stages. Some of the common barriers are discussed below.

Lack of Awareness of Benefits of an Intervention. Spoth and Redmond (1995)
tested a model of motivational factors influencing parents’ inclination to enroll in a
parenting intervention in the rural Midwest. They found the perceived benefits of
the intervention {perceptions directly influenced by the perceived severity of the
problems and the perceived susceptibility of adolescents to the problems) were the
strongest predictors of the parents’ inclination to enroll.

Cultural Barriers. Many families do not trust or respond to projects that are de-
signed and led by persons outside of or unfamiliar with their culture. These families
may be concerned about being negatively singled out and may believe the project’s
values do not reflect those of their culture. In addition, because of issues associated
with immigration and acculturation and the distress that often accompanies these
experiences, many immigrant families need special assistance to rebuild and develop

social support systems and overcome language barriers.

Cultural barriers to participation can be overcome by consult-

ing and involving leaders in the community who are from the

Examples of studies reviewed in target families’ cultures in the design, interpretation, and pre-
chapter 3 that address cultural barri- | = senration of the intervention. These individuals can include

ers are those of Aktan, Kumpfer, &
Turner (1996), Kumpfer, Turner, &
Palmer (1991), Myers et al. (1990),

teachers, businesspeople, nurses, and grandparents. In addi-
tion, the intervention must be closely allied with the most ac-

Santisteban et al. (1995), and | cessible resources to support the service needs of families,

Szapocznik et al. {1989).

o e —— e e B e m e e T

Examples of studies summarized in
chapter 3 that address support for ba-

Addressing Basic Needs

especially those resources available within local neighborhoods
and communities.

Lack of Support for Basic Needs. Many families cannot participate in intervention
programs because they must attend to crises with housing, medical care, finances,
employment, or other basic needs. In addition, it is common to find considerable
mistrust and hostility among families that have been involved with multiple systems
such as child welfare, juvenile justice, and public assistance programs. Intervention
planners are increasingly realizing that to involve these families they must first, or
simultaneously, assist them with these crises. The prevention
approach of in-home support services is particularly effective
in addressing these barriers.

Additionally, collaborative efforts with community service pro-

sic needs are that of Catalano et al viders can be developed as part of the intervention.. Referral

(1995) as well as the practice cases systems that emphasize one point of coordination and service

Creating Lasting Impressions, Fami-
liesin Focus, and the FAST program.

management avoid pulling families in many directions because

4-24
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of competing requirements. Providing support for basic needs helps strengthen and
reinforce the family’s self-control and self-efficacy.

Negative Views of Prevention Approaches. Many families find any intervention to
be intrusive, particularly if their behavior is being assessed (especially by videotap-
ing); if they perceive interference with their parental rights, responsibilities, and
authority (i.e., someone interfering with the way their children think and act); or if
their participation is or seems mandated rather than voluntary. Family therapy, for
example, is often viewed as ¥mysterious” and out of the parents’ control. Others
misunderstand terms in parent training such as “contracting,” which may appear to
promote equality between children and parents and thus reduce parental authority.
In addition, some parents think they can handle problems effectively without pro-
grams (Spoth, Redmond, et al., 1996). |

One study. designed to engage adolescent substance abusers and families in treat-

“ment found that adolescents’ unwillingness to participate could be a major barrier to

successful treatment. It also found that fathers were less interested than mothers in

attending program sessions and that mothers’ decisions about whether to participate

were influenced by the fathers’ interest. From this study, it appears that any family

member who refuses to participate can influence the entire family’s participation

(Szapocznik et al., 1988). Another study (Families and Schools

Together) found that the assessment mechanisms asked inap- Addressing Negative Views

propriate questions, forced parents to compare their children

Examples of studies described in
chapter 3 that address negative views
Work-Site Barriers. Barriers may become apparent when inter- toward interventions are those of
Gordon, Arbuthnot, Gustafson, &
McGreen (1988), Kumpfer and

with other children, or to view their children negatively.

ventions are offered at parents’ work sites. For example, schedul-

ing an intervention at lunchtime may not work because many DeMarsh (1987), Spoth et al. (1995),
parents use lunch hours to attend to other priorities. Further, and the practice study on the FAST
employers may not allow long lunch hours or flexible schedules program.

to accommodate employee attendance at the intervention
(Millman, 1992). (See the study of Felner et al. [1994], a work-site
intervention described in chapter 3.)

Characteristics and Settings of the Intervention. At a minimum, interventions should
be carried out in accessible, comfortable settings located in the communities of the
participating families. Appropriate settings include schools, churches, community cen-
ters, homes, and housing projects. Familiarity with the needs and preferences of the
family populations served allows facilitators to provide the intervention in settings and
schedules comfortable and convenient for participants.

Preventing Substance Abuse Among Children and Addléécents 2 O 1 4-25




Intervéntion Charéﬁe;is»ti cs and Setfing§ Even when interventions are offered at times most conve-
nient for target families as a whole, studies show that sub-

Interventions discussed in chapter 3

that specifically address characteristics

and settings of interventions are the re- . . ) . .

search studies of Catalano et al. (1995) ing participants multiple scheduling options, thus accom-

Felner etal. (1994), Gordon etal. (1988),  modating the greatest number of families.

Mann et al. (1990), McPherson,

McDonald, & Ryer (1983), and Myers et Among the program characteristics that commonly affect

al. (1990); and the practice cases Creat-  participant attendance and retention are the following:

ing Lasting Impressions and the FAST

program. e Duration of the program.

stantial numbers of potential participants may still be unable
to attend. Consequently, practitioners should consider giv-

- -+~ -= e Length, time, frequency, and proximity of meetings.
°  Access to transportation, child care, and meals.
e Program focus, format, and endorsements.
o Expertise and background of facilitators.

If these factors do not match the desires, needs, and expectations of the targeted
families, these families may not participate or may drop out of the intervention.
Although these issues involve implementation steps, they must be addressed during
the planning stage to ensure that sponsoring organizations can provide the necessary
financial resources and facilities to meet the needs of the identified target pop-
ulation.

Ensure Appropriateness of the Intervention to the Needs of Targeted Children

To achieve maximum benefits, an intervention must be appropriate for the age,
gender, and developmental stage of the children for whom it is intended. For ex-
ample, research demonstrates that traditional family therapy does not work well
with young children, who are unable to communicate in this setting on an equal
footing with parents and older children. Several interventions described in chapter 3
appropriately include young children through family play therapy—i.e., teaching
parents how to improve their parenting skills through supervised participation and
interaction with their children while they are playing (e.g., Forehand & Long, 1988;
McMahon et al., 1981; Springer, Phillips, Phillips, Cannady, & Kerst-Harris, 1992).

DELIVERY OF THE INTERVENTION

If the issues identified during the planning stage have been attended to properly, all
major decisions concerning the intervention will have been made by the time plan-
ners reach the delivery stage. The task is then to carry out the intervention as planned.
Effective implementation, however, requires careful attention to the details of the
intervention as it unfolds and a capacity to adjust elements of the delivery in re-
sponse to participant and facilitator feedback. Delivery issues for family-centered
interventions include hiring, support, and training of staff and facilitators, provid-
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ing support in the best way to parents as partners in delivering of the intervention,
and implementing strategies to monitor and retain participants in the program.

Weigh Staffing Considerations

There is widespread agreement among researchers and practitioners that effective
staffing is crucial to the success of a family-centered intervention. Every aspect of
staffing deserves close attention.

Hiring Criteria for Staff

The following three requirements of staff are equally important to the success of the
project:

1. Expertise and training—For example, facilitators or therapists should be trained
in child and family development, substance abuse prevention, the interrelation-
ships of risk mechanisms and protective factors, and adult education and group
facilitation skills. _

2. Effective interpersonal skills—These include flexibility, positive attitudes about
children, and a capacity to be comfortable with and respectful of all kinds of
people.

3. Commitment—Individuals should believe in the efficacy of and have a commit-
ment to the intervention project.

Hiring and training qualified receptionists and secretaries should be a high priority
because they often have first contact with parents. Since their interpersonal skills
and commitment to the project are critical, they will need training to ensure that
they understand the project and have the skills to be supportive of families.

It is often difficult to ascertain the extent of expertise, interpersonal skills, and com-
mitment of a potential hire, even after careful review of paper qualifications, inter-
views, and recommendations. Resources that can assist practitioners in the hiring
process are the publications Effective Hiring Practices: A Look at Personality, Atti-
tudes, and Skills (Chalifour, 1993) and Helping Children Affected by Substance Abuse:
A Manual for the Head Start Management Team (Head Start Bureau, 1994).

Criteria for Facilitators and Therapists

Research has demonstrated that parents have very specific expectations of interven- -

tion facilitators (those who interact directly with them in carrying out the program),
whether they are social workers providing in-home support services, psychologists
providing family therapy, or trainers. These expectations are not always obvious.
They are often closely related to parents’ views of the efficacy of prevention efforts
and their views of themselves. Depending on desired outcomes, parents have defi-
nite preferences concerning facilitator’s knowledge, education, and resources. As dis-
cussed throughout this chapter, the views and preferences of the target families are
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important considerations in the planning Addressing Facilitator Preparation
of an intervention (Spoth & Redmond,

M £ . . ies de-
1993, 1996; Spoth, Ball, et al.-’ 1996). any of the intervention studies de

scribed in chapter 3 provide descrip-
tions of techniques for preparing
facilitators (whether as trainers or
, _ therapists), particularly in cases
levels of expertise, and male-female train- where the facilitators were graduate
ing pairs to be offered to participants. students (Barton, Alexander,
' Waldron, Turner, & Warburton, 1985;
Wolchik et al., 1993), volunteers (Cre-
. ating Lasting Impressions; Families
“the observer” and “the leader” (Lochman in Focus; Kansas Family Initiative), or
& Wells, 1996). { parent graduates (FAST; Guerney &

Wolfgang, 1981).
Thorough training of facilitator teams ]

Whenever funds allow, using cotrainers
or leaders allows various leadership styles,

Coleaders have the advantage of playing
different roles during training, such as

enhances the effective delivery of an in-

tervention. Kumpfer, Molgaard, & Spoth (1996) found that it is more effective to
conduct facilitator training in two sessions over at least 2 days. The first session can
include a basic'presentation of the materials, while the second session can be used to
give trainers structured opportunities to use the materials in role-playing exercises. ’

Support for Staff

Working with stressed or troubled families places an enormous emotional burden on
staff members, who need tremendous support. This support is especially important
if the intervention is large in scope or involves hiring paraprofessionals and parents.
Providing staff with a variety of support systems enhances their ability to perform
effectively and helps avoid burnout. The following methods. can be used to facilitate
staff support in the implementation of an intervention.

Team Building. This approach includes strategies for developing team approaches
to program development and delivery, such as defining and understanding each oth-
ers’ roles and responsibilities, managing conflict, making decisions, and communi-
cating effectively. ‘

Facilitator Meetings. These meetings provide opportunities for facilitators to sup-
port each other by discussing problems and exchanging ideas and experiences.

Staff Support Networks. These personal referral resources for staff (particularly for
staff paraprofessionals and parents) help with personal and family problems that
may emerge in the staff’s lives while they are participating in leadership of the inter-
vention. '

Participant Referral Network. A collaboration and referral network for facilitators
responds to crises and special needs of participating families (see the sections Collect
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Family and Community Data and Organize by Risk and Protective Factors and De-
velop Relationships With Community Partners in this chapter).

Deliver the Intervention in a Partnering Relationship With Parents

Continuing to share expertise and decisionmaking responsibility with parents dur-
ing the implementation stage helps them to become full partners in the delivery of
the intervention, rather than just recipients of a service. The extent to which the
partner relationship with parents is maintained depends heavily on the facilitators’
understanding of this concept and commitment to making it a reality. Although
some professionals have begun to provide interventions that enter into a partnering
relationship with parents, this type of relationship may be inconsistent with the
training of many professionals in social work, therapy, psychology, and teaching.
Most professionals in these fields have been trained to view the persons they serve as
clients or patients whose care they manage and for whom they have “the answer” or
solution. To overcome these biases and develop self-awareness about behavior, the
concept of partnership must be frequently revisited in staff training, supervision,
and communication. Several strategies to assist in these processes are described in
the following paragraphs.

Active Involvement of Parents

- Consistently involving parents in all aspects of intervention delivery reinforces part-

nership roles. Parents can serve as language or cultural translators or help with logis-
tics and food. Some parents can be hired as support staff or paraprofessional trainers.
Finally, participation by parents in some of the intervention’s parent-child interac-
tions, which draw upon parents’ knowledge of their children to evoke change, can be
viewed as in-service training. This encourages parents to view themselves as partners
in the training process, rather than just recipients (McMahon et al., 1996).

Dialog Between Parents and Facilitators

The delivery style of facilitators has a significant impact on the partnership with
parents. Facilitators can involve parents through several interactive processes (Cochran
& Woolever, 1983; Hawkins et al., 1987; Lochman & Wells, 1996; Prinz & Miller,
1996). These include the following:

*  Asking parents about their parenting styles, the strategies they are currently
~ using, and which ones they would like to improve.
*  Building on what parents are already doing that has elements of success, rather
than pointing out failures.
* Avoiding the suggestion or implication that parents must do things “your
way” and stop doing them “their way”; giving alternatives and encouraging
them to try out suggestions and report on the results.

D o
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Addressing Partnering With Parents |
The FAST program, described in chap-
ter 3, is one intervention that uses

°  Helping parents feel valued and competent by highlighting their progress,
validating their efforts, and celebrating their successes—e.g., for persisting in
their efforts or for achieving mastery of skills and knowledge.

°  Payingattention to adjustments in delivery of the intervention that will increase
parental control over their own behavior and their confidence with the children.

Use of Parent “Graduates” From the Program

Parents who have successfully completed the intervention (parent “graduates”) can
assist practitioners in recruitment and in contacting dropouts. They can also serve as
consultants in-the planning and design stages of the project. Parents who are com-
mitted to the intervention can be a strong motivating force and may prove to be the
most effective communicators with new parents and the most helpful in supporting
retention of these new parents in the project.

Devélop Strategies To Monitor and Retain Participants

Even with effective groundwork laid for recruiting families and ensuring their ongo-
ing participation, as described in the assessment and planning sections of this chap-
ter, retaining families in a project can prove difficult. Several strategies, described in
the following paragraphs, have been shown to be particularly helpful in encouraging
parents to continue participation and in determining the reasons why parents may
drop out.

Incentives for Participation

Providing incentives for parents who participate in the pro-

i gram can be an effective way to recruit and retain them. Ex-
amples of incentives include the following:

° Free transportation and child caré.

parent graduates. Otherinterventions | ©° Snacks or meals served during intervention activities.
discussed in chapter 3 that address °  Free coupons for food or video rentals.
the issue of partnering with parents ° “Graduation” gifts.

are those of McPherson et al. (1983)
and'the Families in Focus program.

4-30

° Parties or family outings.
°  Access to clothing or food banks.
o Referral services for legal, medical, housing, and financial

aid.

Cash incentives may be useful in some instances. Alternatively, if resources are avail-
able, program staff may prefer to provide goods or coupons to parents who come to
the initial session, with a bonus incentive of goods for completion of all sessions
(Kumpfer et al., 1996). Information about the incentives offered should be included

in recruitment literature, advertisements, and announcements, giving full credit to
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those who are donating services or collaborating with the program. This also will
strengthen community ownership and involvement with the project.

Addressing Nonparticipation

Despite the best planning efforts, some participants will drop out for a number of
reasons. These include unexpected crises, forgetting, feelings of incompetence and
hostility, inadequacies of the facilitator, or disappointment with the direction of the
project (Office for Substance Abuse Prevention, 1991). As information is gathered
about participants missing a session or dropping out, facilitators and supervisors
should meet to review what they have learned and to consider adjustments in the
content and delivery of the program.

The most effective way to understand why participants drop

out or attend infrequently is to talk with them individually, Addressing Incentives

preferably in person but, if necessary, by phone. Participants

who miss a session should be contacted and told that they were

Some interventions discussed in
chapter 3 that include incentives are

missed. The content of the last session they attended should  those of Catalano etal. (1995), Felner
be discussed to determine whether something happened to dis- ~ © al. (1994), and Myers et al. (1990)

appoint or offend them. An attempt should be made to deter- o7 program
. s.
mine, in a supportive and nonintrusive manner (perhaps using . _ L

a parent cofacilitator), whether a crisis has occurred or whether

the missing participant needs additional support to attend. Even if parents are not

‘willing to share their reasons for missing sessions, the caring interest and interaction

may draw them back to the next session.
Referral Network for Basic Support

A referral network for basic support will emerge from the community collaboration

work conducted during the planning phase. This network should include referrals -

for housing, food, job placement, and other services that are not directly available
through the intervention. Although this may seem like a straightforward rask, the
referral process is likely to be the first system to break down unless careful attention
is paid to its development and maintenance. Community ser-

vices are often fragmented, and agencies may have barriers buile |~ .
ing effectively together. In addition, service agencies may com-
pete for families, refuse to serve certain families, or quarrel

among themselves. (1992), Catalano et al. {(1995), Feiner
foral : . . et al. (1994), Kumpfer and DeMarsh
To maintain an effective referral service, the organization spon- (1987), and the Creating Lasting Im-

o

into their funding requirements that prevent them from work- ‘ Participant Retention Strategies

Examples of techniques for retaining
participants can be found in Berry

and the Parenting for Prevention and

soring the intervention must be thoroughly acquainted with  pressions program. These studies

the services provided by each agency; the people who receive  are discussed in chapter 3.

S
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these services; the rules of eligibility and participation for each agency; their hours of
operation and their locations (including how to get clients there by public transpor-
tation); and feedback from families about how effectively these services meet their
needs. The following steps can help develop and maintain an effective referral net- -
work:

°  Develop or obtain a community referral directory with pertinent informa-
tion about each agency and provide it to each staff person. Make the directo-
ries available for participants at a resource table and make announcements
about them during training.

°  Survey parents about the effectiveness of service agencies, especially those
that are most commonly used. Seek out groups of parents who use them, such
as parents from schools or churches in low-income communities. Find out
what is needed to make the most effective use of the referral service.

°  Train all facilitators in the referral system and the services available.

° Follow up on all referrals to make sure they are completed by parents, to
ascertain whether services were provided, and to uncover any problems.

°  Meet regularly with agencies in the referral system to exchange mutual feedback
about issues and problems and to develop more effective ways of serving the

intervention’ participants.

Although not all parents will need referral support, relevant services should be in
place so that support can be provided as the need of individual families arises.

THE EVALUATION STAGE

Two basic types of evaluations can be considered by practitioners, depending on the
purpose of the evaluation and how the results will be used. For each type of evalua-
tion, a range of evaluation activities can be used to determine whether the project
effectively helped the target families. A process evaluation reviews the way in which
project activities are carried out. Practitioners use process evaluation during the imple-
mentation stage of the intervention to monitor progress and determine whether the
project is being run in a manner likely to achieve specified goals and objectives. A
summative or outcome evaluation examines the degree to which the interventions
achieved the specified goals and objectives. Sponsoring organizations often require
summative evaluations to determine whether to obtain further financial support to
continue or expand the interventions. In addition, such evaluation is required to
justify continuation of a project or show that the project achieved specified out-

comes.

Practitioners of family-centered prevention programs may believe that they do not
have the resources, time, or appropriate expertise to conduct evaluation activities.
Others may believe that evaluations are useless or fear that the results will be harm-

ful in some way to the sponsoring organization’s program. As a result, practitioners
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often lose the opportunity to gain objective information about the success of their
undertakings. With some careful thought and consultant expertise, however, it is
possible to design evaluations that will yield valuable information about implemen-

tation of the intervention and attainment of outcomes.

To be most effective, evaluation activities must be planned very early in the program
development process, such as during the planning stage. Particular attention should
be paid to the following five evaluation activities:

1. Consulting with evaluation experts who have experience in evaluating
family-centered projects.

2. Developing data sources available from and procedures appropriate to
family-based approaches.

3. Continuing the involvement of participants, staff, and other stakeholders in
the evaluation process.

4. Considering a variety of evaluation methods and measures that can be used
easily with family-centered projects.

5. Considering cost factors in relationship to beneficial outcomes for families at
various degrees of risk.

Each of these activities is discussed in the following sections.
Consult With Evaluation Experts

Many organizations have access to an expert who can be consulted on the planning
and design of an evaluation. Universities, colleges, and community college systems
often have departments with this expertise, such as those of child and family devel-
opment, social work, psychology, public health, and social ecology. Depending on
the available financial and personnel resources, project staff could hire a faculty mem-
ber to conduct the entire evaluation or could persuade the institution to allow a
graduate student to conduct the evaluation as part of a dissertation. Alternatively,
the organization could request in-kind or free evaluation consultation from a quali-
fied collaborating organization in the community.

Several factors should be taken into account when selecting an evaluation consult-
ant. First, to ensure an objective evaluation, the evaluator should be independent of
the management and implementation of the program. Otherwise, the project design
could be altered by project staff to obtain positive outcomes. Second, the evaluator
should have an understanding of and a commitment to critical project concepts,
such as creating partnerships with parents and involving community stakeholders in
the assessment and planning processes. Third, an evaluator should be willing and
able to take costs into account and to design an evaluation that will meet both the
needs and the budget of the project. Finally, the evaluator should be willing to par-
ticipate in project development to understand the project’s objectives, anticipated
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problems, and staff attitudes and practices. Although the evaluator should remain
objective and independent, this person also can provide valuable feedback about
aspects of the design and implementation of the program to improve its compatibil-
ity with evaluation methodologies.

Develop Appropriate Data Sources and Procedures

Practitioners most often use process evaluation to ensure that a project is imple-
mented as planned. With the information gathered through this process, practition-
ers can monitor the implementation process as it unfolds and make midcourse
corrections for a project that may not be achieving specified goals. Practitioners must
realize, however, that midcourse corrections can interfere with summative or outcomes
evaluation results. The following are data sources for process evaluations of family-
centered prevention interventions:

* Assessment strategies.

*  Recruitment procedures and success rate.

*  Participant attendance at sessions.

*  Participant feedback about process and content of sessions.

»  Therapist’s or facilitator’s logs of sessions.

¢ Feedback from participants who did not complete the program.
* List of collaborating agencies.

*  Number of participants served.

For each of these data sources, program developers can review the preceding sections
of this chapter to identify questions they wish to answer as the project progresses.
Gathering information from these sources can assist in determining the degree to
which activities, resources, services, and environment facilitated achievement of the
intervention’s objectives; the appropriateness of activities for the target families; and

the consistency of the project’s implementation in comparison with what was planned.
cy pro) P P P

For example, practitioners may want to implement several recruitment strategies
and monitor resulting success rates during the initial phase of recruitment. They
could then use the most successful strategy to complete the recruitment process. .

Consider a Variety of Methods and Measures To Evaluate Outcomes

Many program planners consider just one or two commonly used evaluation meth-
ods, such as pretests and posttests, which may not give useful or adequate informa-
tion about project outcomes. Other evaluation methods, however, can allow program
planners to determine whether the project achieved its stated goals and objectives.

Many researchers believe that the ideal evaluation design for determining whether
an intervention has achieved its stated outcomes is an experimental or sophisticated

quasi-experimental design. These types of evaluation design require the use of con-
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trol or comparison groups, methods that are expensive and complicated for many
practitioners to carry out with available resources. Furthermore, such designs may
place sponsoring organizations in the difficult position of denying services or sup-
port to some families who would benefit from them, a practice that may be decried
by families who are participating in the planning stage.

It is possible, however, to learn a great deal about the outcomes of an intervention
without using these research strategies. Practitioners can use one of two simple meth-
ods of evaluation to determine whether the observed outcomes resulted from the
intervention. Either of the following methods will be inexpensive and will allow
more family participation in the evaluation process than an experimental or

quasi-experimental design:

1. Assessment of participants regarding specified family and/or child behaviors
before and after intervention delivery.

2. Comparison of the specified behaviors of participants who have completed the
program with those of participants who are on a waiting list, often referred to as

“wait-list controls.”

When carefully and rigorously employing these evaluation methods, practitioners
can use one or more of the following measures to assess the progress of participants.
The choice of measures to use depends on the specified outcomes and the interven-
tion used. Many of the studies described in chapter 3 used examples of these mea-
sures, which researchers tested for reliability and validity:

¢ Observation of the participants practicing what they learned in everyday set-
tings at home. ,

Exercises in which participants demonstrate what they learned in simulated
or clinical settings with their children.

* Role-playing activities.

*  Third-party observations of the intervention.

e Structured interviews with the parents.

Whenever possible, practitioners should use measures that have proven to be reliable
and wvalid. Measures that are reliable will produce the same result (score) when ap-
plied two or more times. For example, if parents are interviewed twice within a week

regarding their child’s behavior problems, a reliable interview will produce very similar -

reports about the problems. Measures that are valid actually assess what the evalua-
tor wants to measure. Thus, a valid parent interview would assess specific child
behavior problems that have been identified as leading to substance use, rather than
general child behaviors. For examples of appropriate measures, practitioners can re-
fer to the National Institute on Drug Abuse publications Diagnostic Source Book on
Drug Abuse Research and Treatment (Rounsaville, Tims, Horton, & Sowder, 1993)
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and Assessing Drug Abuse Among Adolescents and Adults: Standardized Instruments
(Friedman & Granick, 1994).

invoive Panidipants, Staff, and Other Stakeholders in the Evaluation Process

The evaluation design and process should include opportunities for input from a
variety of project stakeholders, including staff, family participants, and community
collaborators. The perspectives of these individuals on what can be gained from the
intervention should be considered in framing the evaluation. One evaluator calls
this the “development-in-context evaluation,” in which stakeholders (including par-
ticipants) design and implement an evaluation specific to the community in which
the evaluation is taking place and inclusive of as many different community view-
points as possible (Lerner, 1995).

Although it may be fairly easy to obtain evaluation input from professionals (e.g.,
staff and community collaborators), in many cases family ‘participants are reluctant
to be part of a research effort. Researchers have documented that family members
often decline to participate in a project when it involves evaluation, in part because
they are not informed about evaluation methods and purposes. This may result in
selective participation (i.e., only those individuals who want to change participate)
or a low recruitment or retention’ rate. Each of these problems can threaten the
validity of the project findings (Spoth 8 Molgaard, 1993; Spoth & Redmond, 1994).
Some studies, however, have demonstrated that involving participants in the collec-
tion of data about participation decisions can be helpful to the success of the project

design.

To overcome these problems, it is important to determine the reasons for a family’s
reluctance to participate in research and to offer them opportunities to help design
it. Program developers can achieve this by working with the project evaluator to
hold focus groups with potential participants, during which various types of re-
search methodologies could be presented. The potential participants could provide
feedback regarding the feasibility of these methods and the barriers these methods
might present to participation.

Consider Cost Factors

Selection and design of an evaluation always involve tradeoffs among costs, results
gained from incurring those costs, and outcomes lost by not incurring them. As a
rule of thumb, the more rigorous the evaluation, the more it will cost. The amount
of evaluation rigor required to demonstrate success varies, however, depending in
part on how an intervention is tailored (through the assessment and planning pro-
cess) to a local site. Practitioners should consider the following tradeoffs between
costs and desired outcomes when choosing an evaluation design.
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Documentation of Significant Improvements in Outcome

The level of risk factors, needs of the families who are the target of an intervention,
and the number of families receiving intervention must be sufficient to allow dem-
onstration of a clear improvement in specified outcomes. Otherwise, it will be diffi-
cult for practitioners to demonstrate a change that justifies the costs of the

intervention.
Recruitment and Participation

As discussed earlier in this chapter, practitioners- may need to conduct surveys or
focus groups with the target population to determine population barriers and needs.
These activities can be costly, but without adequate recruitment and participation,
project implementation may be futile.

Use of Process Data During or After Evaluation

As part of the evaluation design process, the project team must decide how process
evaluation data will be used during project implementation. These data—for ex-
ample, information on participation rates—could be examined periodically during
project implementation so changes can be made in intervention delivery to improve
participation rates. Alternatively, the data could be examined only after intervention
delivery has been completed. As suggested earlier, each of these options has associ-
ated costs and benefits that should be carefully considered.

Purpose of the Evaluation

The purpose and cost of an evaluation design will vary depending on whether the
evaluation is intended to gain funding for the program (which could require a rigor-
ous evaluation of considerable scope and cost) or to assess aspects of intervention
implementation (which could allow an evaluation of more limited scope and cost).

Length of the Evaluation

Before choosing an evaluation design, the project team must decide how long par-
ticipants will be assessed after the intervention has ended, as well as the costs associ-
ated with this decision. For example, the potential outcomes of a family skills training
intervention that targets families of children diagnosed with conduct disorder could
address changes in family risk and protective factors immediately after the interven-
tion and at 1-year intervals for a designated period afterward or continue the evalu-
ation to determine whether these children engage in substance abuse when they are
adolescents. If a long-term evaluation strategy is chosen, practitioners should re-
member to adopt an appropriate sampling design to be able to make valid inferences
after accounting for attrition and other confounding effects.

Preventing Substance Abuse Amang Children and Adolescents
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CONCLUSION

Many practitioners face challenges in their efforts to intervene with families to pre-
vent substance abuse by the children. Despite these difficulties, a growing body of
research and practice literature has documented strategies to enhance the chances
that prevention efforts will be successful. Key to this success is employing strategies
that involve participants in planning and decisionmaking at each stage of develop-
ment. In this way, the design and implementation of the intervention will be more
likely to match their needs, strengths, and expectations. The information and strat-
egies presented in this chapter offer substantial guidance to prevention planners in
tailoring a successful intervention.
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Emerging Areas
of Research and
Practice

ractitioners reading this guideline may wonder why certain pre-

vention approaches and strategies that are widely used (and per-

haps supported by a strong funding base) are not discussed in chap-
ter 3. Several types of family-centered prevention interventions were ex-
cluded from extensive analysis in this guideline because they did not meet
specific inclusion criteria of the Prevention Enhance-

-ment Protocols System (PEPS), despite their use in pre- While still in the early

vention practice. Some of these criteria are an ample stages of research,
resilience and family

support are prominent

body of research or practice evidence for review and
analysis, soundness of the studies’ research design, ap-
propriate age of the intervention subjects, and docu-
mentation of process evaluation for prevention practice ~ comstructs that have

cases. : ' emerged in prevention

Two constructs not previously examined in this guide-  practice.
line are resilience and family support. They are described

as constructs because they are in the early stages of research, even though
each has a theoretically based field of practice. This chapter identifies their
theoretical bases and describes their status in prevention research and prac-
tice. This information is intended to assist practitioners, policymakers, and
other decisionmakers in their understanding of these areas. It is hoped that
practitioners and researchers will build on this information when imple-
menting prevention interventions and contribute to the knowledge base in

these emerging areas.




EMERGENCE OF THE CONSTRUCTS OF RESILIENCE AND FAMILY SUPPORT

Over the past two decades, prevention research has increasingly focused on the im-
portance of the family’s role in nurturing prosocial behavior in children and on un-
derstanding how prosocial and antisocial behaviors develop. Prevention practitioners
most commonly use interventions designed to reduce risk factors and enhance pro-
tective factors to help families encourage prosocial behaviors in children. Although
there has been considerable research on the significance, hierarchy, and interaction
of risk factors, far less research has been conducted on protective factors. Questions
that have been left unanswered include the following:

* Why do many children and families achieve positive outcomes despite nu-
merous and severe obstacles?

* Why do these same obstacles prevent other families from reaching positive
outcomes? '

®  What are the qualities and characteristics of family interventions that best
help families develop the capacity to act on their own behalf and deal effec-
tively with their environments?

*  What are the qualifications, experiences, and skills of practitioners that help
families develop these capacities?

*  What is the role of social support systems, both formal and informal, in
enhancing family and child development?

Studies of resilience and family support have attempted to address these questions.
These two constructs have arisen from a number of observations of practitioners
and researchers involved in family-centered prevention. For example, there is a need
to identify enduring solutions that more effectively use available assets, capacities,
and resources of both families and communities. In particular, families have a capac-
ity for growth and development that traditional service systems do not effectively
mobilize. Most families can benefit from assistance that anticipates and provides the
support children need to meet the challenges of their developmental tasks (rather
than assistance that waits until problems emerge). It is also important to understand
the interactional influences among the child, the family, and the community envi-
ronment.

Challenges that remain with regard to these constructs are the delineation of their
elements and dimensions and the development of methods to appropriately evaluate
- interventions based on these working concepts.

The Construct of Resilience
Developing the construct of resil-

ience is complicated by a lack of con-  Exploring the construct of resilience has been stimulated by
sensus regarding definition of the  empirical observations from several sources, which follow:
term.
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* Findings from etiological studies about stress and coping with severe depriva-
tion, especially by survivors of wars and catastrophes (Epstein, 1979; Goldfarb,
1943; Harbison, 1983; Jahoda & Harrison, 1975; Langmeier & Matejcek,
1975; Leavitt & Fox, 1993; Rutter & Quinton, 1984; Spitz, 1945, 1946;
Thoits, 1983).

*  Findings from early longitudinal studies on children’s stressful life course events
(Elder, 1974; Elder, Liker, & Jaworski, 1984; Werner, 1989; Werner & Smith,
1982, 1992). .

* Related research and practice driven by limited resources to serve large numbers
of troubled families and designed to help families improve and enhance their
ongoing capacity to solve their own problems, rather than be dependent on
others to solve them. '

Defining Resilience

Developing the construct of resilience is complicated by a lack of consensus regard-
ing the meaning of the term. It is generally agreed that resilience involves compe-
tence or positive, effective coping in response to risk or adversity (Luthar & Cushing,
in press). Literature suggests that resilience to adolescent onset of substance abuse
may be defined as either of the following capacities of children (Herrenkohl,
Herrenkohl, & Egolf, 1994; Luthar, 1991; Luthar & Cushing, in press; Turner,
Norman, & Zunz, 1993):

1. The capacity to recover from traumatic life events (e.g., the death of a parent,
divorce, sexual abuse, homelessness, or a catastrophic event) and other types of
adversity to achieve eventual restoration or improvement of competent func-
tioning,. '

2. The ability to withstand chronic stress (e.g., extreme poverty, alcoholic parents,
chronic illness, or ongoing domestic or neighborhood violence) and to sustain
competent functioning despite ongoing adverse life conditions.

Although there is widespread divergence of opinion on how resilience should be
measured, resiliency researchers sometimes seek to measure the competency of chil-
dren by examining their degree of success in meeting important societal expecta-
tions and requirements for various types of social conduct. These include school
achievement, obeying the law, and successful interactions with peers who have a
positive influence (Garmezy, 1993). '

Elements of Resilience

Those attempting to describe and develop the construct of resilience have found that
the ability to successfully cope with stress and adversity arises from the interaction of
several elements in a child’s life. These include the following:
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¢ The child’s biological makeup and internal characteristics, especially
intelligence.

o The child’s temperament and internal locus of control or mastery.

¢ The family and community environments in which the child is raised, espe-
cially the extent to which significant nurturing and supportive qualities are
present. ‘

° The number, intensity, and duration of stressful or adverse circumstances

faced by the child, especially at an early age.

There is clearly suggestive evidence that each of these elements plays a role in a
child’s development of resilience. Further, some elements (e.g., the child’s personal-
ity development) are amenable to intervention strategies, whereas others (e.g., the
child’s biological traits) are not.

Because research on resilience is still in an early, descriptive stage, it is unknown how
these elements act and interact with each other, either in children or in families
(Garmezy, 1993), and many questions remain unanswered. For example, to what
extent does resilience rely and build on biological traits, as opposed to learned pat-
terns of behavior? Can everyone learn to be resilient, or must certain conditions be
present? Can families and communities learn to be resilient, or only individuals?

Studies Addressing Resilience

The 1989 research study by E. E. Werner, whose subjects were children born on a
Hawaiian island, is the best known and most frequently cited etiological study on
resilience. Among the many outcomes of this remarkable study are the following:

*  One-third of the children who experienced severe and extensive adverse cir-
cumstances (poor prenatal development, poverty, negative family function-
ing, and family disruption) developed into competent, normally functioning
adults. o

* The three elements in the lives of children that made the greatest difference
in overcoming adversity were adequate family functioning, sources of exter-
nal support, and resilient temperament (which included intelligence and a
pleasant personality).

* The impact of various risk and protective factors varied depending on when
they occurred in the child’s development. For example, successful functioning
at one point in development did not guarantee it at a later point.

* Some of the children experiencing adverse consequences grew up to be
competent adults, but not necessarily psychologically well-adjusted or happy
adults.
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Other researchers, who examined maltreated children (Herrenkohl et al., 1994),
high-risk adolescents (Luthar, 1991), and children in poverty (Garmezy, 1993), con-
firmed or expanded on these findings. Related research has revealed the following:

¢ Children do not necessarily exhibit competence in all domains at the same
time. For example, they may be academically competent but unable to have
close friends (Luthar, 1993).

¢ Children may exhibit or practice competence at great personal cost. For ex-

ample, intelligent children may be more susceptible to stress than their peers.

because they are more sensitive to their environments (Farber & Egeland,
1987; Garmezy, 1993; Werner, 1989). ’

¢ Competence may diminish over time if an individual is subjected to enough
stressors or adversity (Garmezy, 1993).

The Practice of Resilience-Based Interventions

The published research and evaluation studies on the construct of resilience define

important etiological factors and document their interactions in the lives of chil-

dren. However, virtually no intervention studies have been conducted that test the
outcomes of resilience variables. Further, the arena of study has focused primarily on
children, not on families.

Although none of the interventions discussed in ‘chapter 3 were designed to evaluate
resilience directly, several are closely allied to important elements of resilience (Aktan,
Kumpfer, & Turner, 1996; Kumpfer & DeMarsh, 1987; Kumpfer, Turner, & Palmer,
1991). These interventions.include multicomponent strategies designed to enhance
protective factors, such as effective communication and family management prac-
tices at home and school, that can buffer the effects of ongoing stresses and adversity
in a child’s development (Catalano, Haggerty, Gainey, Hoppe, & Social Develop-
ment Research Group, 1995; Hawkins, Von Cleve, & Catalano, 1991; Hawkins et
al., 1992). These strategies also include therapeutic interventions designed to re-
store effective family functioning by building on family and cultural strengths
(Szapocznik et al., 1986, 1989).

As the results of etiological research on resiliency have filtered into the practice lit-
erature, many practitioners have provided training on resiliency and its relationship
to enhancing protective factors for children and families. The concept has been widely
shared as a framework for highlighting the experiences of children, as many practi-

tioners believe this construct can make a significant difference in outcomes.
The Status of Resilience Research and Evaluation

Most resiliency researchers agree that the construct involves interaction among the
child’s biological and personality characteristics, his or her environmental influences
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and experiences, and the ability of the child to mature psychologically (Herrenkohl
et al., 1994). However, little is known about Aow these factors interact. Most of what
is known is based on etiological studies of the associations between childhood be-
havioral issues and later adolescent substance abuse. Some researchers debate whether
resilience is actually a protective factor and should be researched as such or if it is a
separate construct and area of research that extends beyond protective factors.

Although there is reason to believe that some aspects of resilience as a construct can
be confirmed through research, there are enormous barriers to research and docu-
mentation efforts. Differing perceptions of what constitutes resilience and compe-
tence, the need to sort out the complex interplay of risk and protective mechanisms,
and the interactions among various domains and developmental stages must be fur-
ther explored to clearly define an effective research intervention study.

The Construct of Family Support

ey

The driving force behind the con- The self-help and community-based movements of the 1960s
struct of family support is the con- and the changing demographics of the 1970s influenced many
viction that family-helping programs practitioners in the beliefs that traditional helping strategies

and resources have the responsibil-

were not sufficient and that limited resources must be stretched

ity to go beyond preventing prob-

lems to supporting optimum

further to address ever-intensifying family issues. It also be-

development of the capacities inher- came clear that, for the benefit of both families and communi-

ent in all families.

5-8

ties, solutions to family needs must support the development
- === of family capacities to act on their own behalf and gain control
over their environment (Weissbourd & Kagan, 1989). This concept is often referred
to as empowerment.

Toward this end, service providers experimented with ways to engage people
more fully in activities deemed beneficial. They also investigated ways to elicit
concerns and interests so that a menu of services could be tailored to the indi-
vidual (National Resource Center for Family Support Programs, 1993). How-
ever, these efforts were top-down and service directed and did not achieve the
results hoped for by practitioners. '

The construct of family support emerged from these concerns and experiences of
practitioners, as well as from the growing research literature on risk and protective
factors. Family support assumes that all families have inherent competencies and
capacities that can promote children’s healthy development. Further, family support
assumes that family-helping programs and resources must go beyond preventing
problems to supporting optimum development of these capacities. Expressed in a
diverse group of programs, this construct is based on a set of consensually developed
principles and premises that center on the inherent skills of families to improve their
own outcomes.
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Family support is proactive and views parenting as a developmentally learned task in
all families. The construct affirms that strategies for delivering family services should
be rooted in a community support system. The strengths and assets of both families
and communities are stressed as the starting point for developing family support

(Dunst, Trivette, & Deal, 1988; Weissbourd & Kagan, 1989).

Through the Best Practices Project, the Family Resource Coalition (1996) brought
together leading family support researchers, theoreticians, and practitioners in a se-
ries of meetings and focus groups. This led to agreement on the premises of family
support, the principles of family support practice, the definition of best practices,
and a conceptual framework for training in family support. The consensus report
from this effort defined a set of seven “Premises of Family Support” and nine “Prin-
ciples of Family Support,” which together describe the family support philosophy,
its underlying values, and the means by which these values are carried out in prac-

tice. These premises and principles are described in the following sections.
Premises Underlying the Family Support Construct

Despite the diversity of family support programs, virtually all share the same
philosophical premises and underlying values, which form the point of view from
which family support programs have been initiated and developed, and from
which practice has emerged (Family Resource Coalition, 1996). These premises
are the following:

1. Primary responsibility for the development and well-being of children lies within
the family, and all segments of society must support families as they rear their
children. The systems and institutions upon which families rely must effec-
tively respond to the needs of families to establish and maintain environments
that promote growth and development. This goal requires a society that is com-
mitted to prioritizing the well-being of children and families and to supporting
that commitment by allocating necessary resources.

2. The cornerstone of a healthy society is the well-being of families, who should
have universal access to support programs and services. A national commit-
ment to promoting the healthy development of families acknowledges that ev-
ery family, regardless of race, ethnic background, or economic status, needs and
deserves a support system. Since no family can be self-sufficient, the concept of
reaching families before problems arise is not possible unless all families are
reached. A public mandate is therefore necessary to make family support acces-
sible and available to all on a voluntary basis.

3. Children and families exist as part of an ecological system. An ecological ap-
proach assumes that child and family development is embedded within broader
aspects of the environment, including a community with cultural, ethnic, and

socioeconomic characteristics that are affected by the values and policies of the
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larger society. This perspective assumes that children and families are influ-
enced by interactions with people, programs, and agencies as well as by values
and policies that may help or hinder families’ ability to promote their members’
growth and development. The ecological context in which families operate is
therefore a critical consideration in programs’ efforts to help families.

4. Child-rearing patterns are influenced by parents’ understanding of child devel-
opment and of their children’s unique characteristics, by their personal sense of
competence, and by cultural and community traditions and mores. There are
multiple determinants of parents’ child-rearing beliefs and practices, and each
influence is connected to other influences. Because the early years set a founda-
tion for the child’s development, patterns of parent-child interactions are sig-
nificant from the start. The unique history of the parent-child relationship is an
important consideration in a program’s efforts.

5. Building on strengths, rather than treating deficits, assists parents in dealing
with difficult life circumstances and in achieving their goals, and therefore en-
hances parents’ capacity to promote their children’s healthy development. Fam-
ily support programs encourage development of competencies and capacities
that enable families to have control over important aspects of their lives and to
relate to their children more effectively.

6. The developmental processes of parenthood and family life create needs that
are unique at each stage in the lifespan of the offspring. Parents grow and change
in response to varying circumstances and to the challenges of nurturing a child’s
development. The tasks of parenthood and family life are ongoing and com-
plex, requiring physical, emotional, and intellectual resources. Many tasks of
parenting are unique to the child’s developmental stage; others are unique to
the parent’s point in his or her life cycle. Additionally, parents have been influ-
enced by their own childhood experiences and their own psychological charac-
teristics, and are affected by their past and present family interactions.

7. Families are empowered when they have access to information and other re-
sources and take action to improve the well-being of children, families, and
communities. Access to resources in the community—including up-to-date in-
formation and high-quality services that address health, educational, and other
basic needs—enables families to develop and foster optimal environments for
all members. Meaningful experiences participating in programs and influenc-
ing policies strengthen existing capabilities and promote development of new
competencies in families, including the ability to advocate on their own behalf.

The Principles of Family Support Practice
The accepted guidelines for this construct are built around principles that state how

family support premises are carried out in programs. While specific practice strate-

gies may be different in different program situations, they should be consistent with
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the principles that guide family support work. The following principles describe

good family support practice (Family Resource Coalition, 1996):

1. Staff and families work together in relationships based on equality and respect.

2. Staff enhance families’ capacity to support growth and development of all fam-
ily members—adults, youth, and children.

3. Families are resources to their own members, to other families, to programs,
and to communities.

4. Programs affirm and strengthen families’ cultural, racial, and linguistic identi-
ties and enhance families’ ability to function in a multicultural society.

5. Programs are embedded in their communities and contribute to the
community-building process.

6. Progfams advocate with families for services and systems that are fair, respon-
sive, and accountable to the families served. '

7. Practitioners work with families to mobilize formal and informal resources to
support family development. '

8. Programs are flexible and continually responsive to emerging family and com-
munity issues. .

9. Principles of family support are modeled in all program activities, including

planning, governance, and administration.

Family support theorists and practitioners put forward the following ways in which
family support differs from other prevention approaches:

Opportunity Factors Versus Risk Factors. Within the construct of family support,
risk factors are defined as influences that impede the development of family compe-
tence, whereas opportunity factors are those influences that facilitate and promote
competence (Garbarino 8 Abramowitz, 1992). Rather than focusing merely on elimi-
nating risks, interventions should promote opportunities for developing family com-
petence. Although the concept of promoting opportunities appears to be similar to
that of enhancing protective factors, family support researchers believe that this con-
cept extends further, beyond the focus on deficits to which protective factors are tied
(Dunst, Trivette, & Thompson, 1990).

Resource-Based Intervention Practices Versus Delivery to Those at Highest Risk
(Greatest Need). Resource-based interventions focus on identifying and mobilizing
a range and network of community social support systems that are available to ev-
eryone. This contrasts with the usual focus on the delivery of specific services that
become available after diagnosis and the prioritization of scarce resources to serve
those in greatest need. Three studies that examined implementing resource-based
practices with families found that families progressed more effectively toward posi-
tive outcomes and viewed themselves as more satisfied with their personal control of

Preventing Substance Abuse Among Children and Adolescents , 2 3 2

.o
FER



outcomes when they acquired skills for identifying and mobilizing community re-

sources (Trivette, Dunst, & Deal, 1996).

Family Empowerment Versus Professionally Diagnosed Services. The concept of
empowerment encompasses the following three assertions: (1) People are, or have
the capacity to be, competent; (2) an inability to demonstrate competence, rather
than indicating inadequacies of the individual, indicates that society has failed to
create opportunities for people to become competent; and 3) people seeking help
must reach a point where they believe they have enough control over their lives to

manage them (i.e., they attribute what happens in influencing important life events
to their capabilities) (Dunst et al., 1988; Dunst & Trivette, 1994).

To empower families, practitioners need to change how they view their responsibili-
ties and relationships with families, so that families have central roles in the develop-

ment and selection of all areas of policy, practice, and services that affect them (Dunst
& Trivette, 1994.)

Status of Family Support Practice

Over the past 10 years, the family support construct has been widely enacted in
practice, providing services to families in a broad array of settings. Targeted inter-

" ventions have been provided to families who are involved with the child welfare

system; those who have children with disabilities; those in need of programs for
child development and care; those with newborns; and those with special needs in
the areas of literacy, employment, or vocational training. Numerous settings have
been used to provide general support to families in the areas of recreation, parenting
education, information and referral, self-help groups, home visiting programs, and
parent-child interactions (Deutelbaum, 1992; National Resource Center for Family
Support Programs, 1993; National Resource Center for Family Support Services,
1982; Simmens & Harrison, 1991; Weissbourd & Kagan, 1989).

Further impetus to family support practice occurred in 1993 with the passage of the
Omnibus Budget Reconciliation Act of 1993. Title IV-B, Subpart 2 of the Social
Security Act (Public Law 103-66) provided funds for States to develop family sup-
port programs to serve children and families who would benefit from access to fam-
ily development resources but who may not qualify for support or need the resources
of the formal child welfare system. This has resulted in development of pilot family
support programs, passing of State laws, and provision of State and local funds to
replicate family support efforts that have demonstrated successful practice.

Status of Research and Evaluation on Family Support

Researchers and practitioners who evaluate family support interventions believe that

the traditional approach that relies only on experimental or quasi-experimental de-
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sign is insufficient. They contend that the processes used to design and implement
research are as important as the process and outcome findings of the research. To
evaluate family support interventions, they maintain that research should embody
the family support premises and principles by involving the participants in the re-
search design and implementation processes, and by incorporating research method-
ologies that ensure the evaluation goals and results are “owned” by the community
of users as well as researchers.

It is the deliberate exploration of these research methodologies and processes that
has created a new, if still rudimentary, body of research literature for family support
(Harvard Family Research Project, 1996; Whitmore, 1991). The Federal Govern-
ment and a number of leading foundations are currently conducting evaluative re-
search on family support programs that incorporate the range of methodologies
described above.

Etiological researchers have focused on efforts to describe the construct, to define
the elements that distinguish it from other theories or models, and to sort out sig-
nificant variables. Recent and ongoing research efforts include identifying the im-
portance of using informal resources to help families, determining how a family’s
style of functioning affects its capacity to cope and promote positive growth, and
describing the effects of different modes of helping on an individual’s ability to be-
come more independent (Deal, Dunst, & Trivette 1989). Some researchers have
suggested models of intervention (Dunst, 1995) and checklists for use by practition-
ers to assess the extent to which their programs implement family support principles
(Dunst, 1990). -

An additional, overarching problem for research on developing family support inter-
ventions has been the lack of data sources and information about family and com-
munity strengths and assets. Virtually all of the data about families describe either
neutral or deficit information, problems, and needs, such as that presented in chap-
ter 1 of this guideline. Many of the large foundation- and publicly funded research
evaluations of family support projects have required community mapping (as de-
scribed in chapter 4) to lay the groundwork for summarizing national and State data
about community strengths.

However, data on family strengths are still inadequate and data on community
strengths have not yet been summarized and analyzed to determine regional and
national trends and statistics. Without national and local descriptive data about the
positive characteristics of families and the areas in which they succeed, it will be

difficult to identify the strengths and assets that are most useful to families. -
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CONCLUSION

Many practitioners have developed and currently use interventions based on evolv-
ing etiological and intervention theories, especially if they make intuitive sense and
address emerging problems. The constructs of resilience and family support are ex-
amples of such theories. They focus on helping families develop capacities for
self-efficacy and emanate from the recognition that all families benefit from support
in their development, although some may need more support than others. Interven-
tions based on principles of resilience and family support offer program and fiscal
alternatives to treatment- and deficit-focused strategies. The challenge for research-
ers is to keep pace with practice by further defining constructs, developing accurate
measures, incorporating participatory evaluation processes, and assembling findings
into an integrated body of evidence. Such efforts can help to identify and increase
the mechanisms of effectiveness in these emerging areas of prevention.
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Appendix B:
Research and Practice
Search Protocols

PROTOCOL FOR IDENTIFYING RESEARCH EVIDENCE

1.

Through revisions of the prospectus and meetings of the Federal Re-
source Panel, the topics to be covered in this guideline were narrowed
and keywords identified.
The first set of searches, conducted in PsycLIT, MEDLINE, Reader’s
Guide Abstracts, and Sociofile databases, located literature regarding
the following: .
a. The combination of keywords,

— children, family, -or parents; and

— substance or drug use or abuse; and

— prevention.
b. Names of proposed Expert Panelists.
c. Deviant behavior and adolescents.
d. Ecology of substance abuse.
The PEPS Team Leader selected articles for retrieval based on the ab-
stracts obtained in the initial database search. Once retrieved, the ar-
ticles were added to an annotated bibliography, which was updated
frequently with new resources throughout the search process.
Several recently published books from local health libraries were re-
viewed -and the appropriate chapters retrieved.
Bibliographies from the panel chair’s research and that of other panel
members were reviewed by the Team Leader. Promising articles from
these bibliographies, as well as articles directly recommended by the
panel chair, were retrieved.
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6.

10.

11.

Most of the abstracts from Reader’s Guide Abstracts, MEDLINE, and Sociofile
did not yield promising or new information during the first searches. There-
fore, a second group of searches was performed only on PsycLIT; as follows:
Names of family-focused prevention researchers.

-Resilient children, youth, and adolescents.

High-risk children, youth, and adolescents.

Protective factors.

oo oW

Family support.

f.  Family preservation.

A search of the Family Resources Database was performed on Dialog to locate

publications after 1987 regarding

a. family, parent, adolescent, or child; znd

b. alcohol, tobacco, substance, or drug use or abuse; and

c. prevention. :

After a meeting with the panel chair and the PEPS Team Leader, PEPS staff

completed literature searches in PsycLIT and Sociofile, using the following key-

words:

a. Home-based therapy and intervention.

b. Family therapy. '

c. Family skills training.

d. Parent education, training, aid, and support.

Because these keywords sometimes yielded an unwieldy number of nonrelevant

articles, some of these searches were made more specific by the use of other

keywords, such as substance abuse, drugs, youth, and children.

During the next few searches, as the PEPS Team Leader and the panel chair

narrowed the scope of the guideline, articles were identified by using the fol-

lowing methods:

a. Searching names of authors who published promising studies already
retrieved by PEPS staff.

b. Retrieving articles cited in the bibliographies of studies written by the
panelists and of other promising studies already retrieved by staff.

c. Searching approach-specific keywords suggested by the panel chair.

After the Expert Panel’s first meeting, during which the prevention approaches

to be described in the guideline were defined, PEPS staff conducted a search by

the names of approaches that had not yet been searched. In addition, the panel

provided PEPS staff with a wealth of research resources to be retrieved within

each approach and procedures for assessing fugitive literature.

In addition, several panelists submitted approach-specific lists of resources, which

were reviewed by the PEPS Team Leader.
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12.

13.

14.
15.

16.

A variety of similar searches were conducted to gather information on conduct
disorders and on behavior problems of adolescents. .

All of the retrieved articles were reviewed. Those meeting the criteria of rel-
evancy to the topic and application of an intervention to prevent alcohol, to-

.bacco, and illicit drug use among children and adolescents were selected for

annotation. Criteria included the following:

a. The child, rather than the family, was the target of prevention efforts.

b. The treatment group included more than 10 subjects.

c. The intervention study had relevant outcome measures.

d. The target child was at least 4 years old.

The articles that met the criteria were annotated and organized by approach.
The PEPS manager, the PEPS Team Leader, the panel chair, and finally, the
Expert Panel for this guide reviewed the approaches and articles and selected
those to be included.

Six of the approaches that were initially considered were eliminated from pre-
sentation in chapter 3 because the available research on them was insufficient.
Research was considered sufficient for those approaches that had-been exam-
ined in at least three intervention research studies. Therefore, approaches ex-
amined only in practice literature were eliminated. The six eliminated approaches
were '

parent leadership, .

parent peer support,

parent involvement in youth prevention programs,

parent-child activities,

o a0 oo

parent education, and
f.  family support.

RESULTS

More than 700 articles were retrieved.
A rtotal of 52 research studies, represented by 64 articles, were included in the
guideline.

PROTOCOL FOR SOLICITING PRACTICE EVIDENCE

1.

Single State and Territorial Agency (SSA) directors, State National Prevention
Network (NPN) designees, and Federal Resource Panel members were each
sent a letter requesting information on family-based programs that serve as
examples of how to (and how not to) prevent alcohol, tobacco, and illicit
drug-related problems within the context of the family as a social and cultural
unit. The letters included background information on the PEPS program, a
short nomination form requesting contact information concerning practice
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projects (see Practice Evidence Nomination Form at the end of this appendix),
and a longer nomination form requesting specific project information.
2. Other groups who received requests for nomination included the following:
a. The Robert Wood Johnson Foundation.
b. American Humane Association.
c.  Child Welfare League of America.
d. National Resource Center for Family-Centered Practice.
e. Center for Family Research.
f.  Center for the Improvement of Child Caring,
g. Parenting: A Skills Training Program, Pennsylvania State University.
h. COSSMHO (National Coalition for Hispanic Health and Human Services).

Ounce of Prevention.

—

j.  Family Resource Coalition.
k. National Black Child Development Institute.
. The Carnegie Foundation. '
3. Followup phone calls were made to the State directors requesting the return of
the nomination forms. Nominations were received from 31 States.
4. Followup faxes requesting project information were sent to all nominated con-
tact persons.
5. All nominated projects were reviewed. Those meeting the following criteria
were selected for annotation:
a. Clearly stated objectives.
b. Definition and description of the intervention.
c. Process evaluation documentation.
d. Outcome evaluation information.
e. Adequate documentation to annotate the project.
6. Those projects that met the criteria were annotated and organized by approach.
7. The annotations were reviewed by the Family Expert Panel Subgroup for inclu-
sion in the guideline.

Results

* A total of 108 programs were reviewed.

* Nine programs met the criteria and were included in the guideline.

B-4 2 / Reference Guide

Ha
w




Practice Evidence Nomination Form

CRITERIA FOR PEPS PROGRAM REVIEW/TRIAGE DO NOT
(Please check all questions that apply.) ’ YES NO KNOW

Planning/Rationale
Was a community/group needs assessment conducted?

Were specific research findings/concepts used as a basis for program planning?

Program Design
Are objectives clearly documented?

Are selected strategies/activities explicitly related to stated objectives?

Documentation

Is there a system in place for documenting implementation and 6perations?
Documenting outcomes?

Are progress reports, program assessments, and evaluation results available?

Are training materials and/or operations manuals available?

Evaluation/Outcomes

If program has ended:
Did the program achieve desired outcomes or related positive outcomes?

If program has not ended:
Are there specific plans to assess outcomes?

Replication
Does the program show promise for replication?

Has this program been replicated?

Preventing Substance Abuse Among Children and Ado‘léscents B-5
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Appendix C:
Methodology for Arriving
at Recommendations

ANALYSIS OF RESEARCH AND PRACTICE EVIDENCE

The analysis of research and practice evidence was conducted on two lev-
els. First, each research study and practice case was analyzed on an indi-
vidual level with regard to design strengths, weaknesses, and potential

. biases. Second, each group of research articles and/or practice cases was
analyzed by each approach.

Individual-Level Analysis

Each research study and practice case was analyzed with regard to overall
summary information, intervention factors, and research/intervention de-
sign. Also, practice evidence was analyzed in terms of process evaluation.
The format for analyzing research studies and practice cases, the Annota-
~tion Shell, is shown in exhibit C-1.

Overall summary information included an overview or abstract of the
evidence, the stated or assumed hypothesis guiding the intervention, and
a description of the conceptual framework, if any. The summary included
the purpose or overall rationale for the study and the objectives of the inter-
vention. The findings were described, including primary and secondary

study outcomes, and unintended outcomes, if any.
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C-2

EXHIBIT C-1:  Annotation Shell

(Citation)

SECTION 1: SUMMARY

OVERVIEW
HYPOTHESIS
CONCEPTUAL FRAMEWORK
PURPOSE

OBJECTIVES

FINDINGS

CONCLUSIONS

SECTION 2: THE INTERVENTION

TYPE OF INTERVENTION

DRUGS OF ABUSE

ALCOHOL-, TOBACCO-, AND OTHER DRUG-RELATED BEHAVIORS
GENERAL RISK FACTORS

TARGET ENVIRONMENT OR POPULATION

SOCIAL OR INSTITUTIONAL SYSTEMS INVOLVED

STRATEGIES

ACTIVITIES

SECTION 3: PROCESS EVALUATION

NUMBER OF PERSONS OR AGENCIES SERVED
SOCIODEMOGRAPHIC INFORMATION

AMOUNT OF SERVICE PROVIDED _
NUMBER OF MATERIALS DISTRIBUTED AND CALLS RECEIVED
LIST OF COLLABORATORS '
WORK PLANS AND PROGRESS REPORTS A
NEEDS ASSESSMENT

TARGET GROUP REPRESENTATION IN PROGRAM
FACILITATION OF OBJECTIVES BY ACTIVITIES
APPROPRIATENESS OF MATERIALS

RECIPIENT PARTICIPATION AS EXPECTED

SECTION 4: RESEARCH DESIGN

EVALUATION OR STUDY DESIGN

" MEASUREMENT

ANALYSES

ASSESSMENT OF EVIDENCE
AUTHOR DISCUSSION OF BIAS
COMMENTS

A substantial amount of information was collected with regard to the interven-
tion. This included the type of intervention, the drugs of abuse being studied, the
drug-related behaviors being studied, individual and environmental risk factors
being studied, the target population of the intervention, the social or institutional
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systems involved, the type of approaches being used in the intervention, and the

specific approaches and activities of the intervention.

‘Evaluation of the research design was comprehensive and included noting the

specific research design employed, the specific behaviors or changes being mea-
sured, and the statistical analyses used. The process included a comprehensive
review of potential biases that could have influenced the outcomes and attribution
of effect.

Each prevention practice case was evaluated with regard to process evaluation.
This involved addressing the adequacy of the quantitative and qualitative infor-

mation collected.
Group-Level Analysis (Overall Level of Evidence) |

Once research and practice evidence were analyzed on an individual level, they
were grouped according to prevention approach and then analyzed as a group.
The goal of this analysis was to determine what conclusions could be drawn about
the evidence for a specific prevention approach and to ascertain the strength of the

evidence supporting the conclusions.

The strength or level of evidence was categorized as one of the following: strong,
medium, suggestive but insufficient evidence, or substantial evidence of ineffective-
ness. These levels are summarized in table C-1.

Criteria for Grading Levels of Evidence

The criteria for strong level of evidence included consistent results of strong or me-
dium effect from a series of studies, including at least three well-executed studies
with experimental or quasi-experimental designs. Alternatively, there could be two
well-executed research studies with experimental or quasi-experimental designs and
consistent results from at least three case studies.

Either way, there should have been the use of at least two different methodologies,
unambiguous time ordering of intervention and results, and a plausible conceptual

model ruling out or controlling for alternative causal paths or explanations.

The criteria for medium level of evidence included consistent positive results from a
series of studies, including at least two well-executed studies with experimental or
quasi-experimental designs. Alternatively, there could be at least one well-executed
study and three prevention case studies showing statistically significant or qualita-
tively clear effects.

Either way, there should have been the use of at least two different methodologies;
unambiguous time ordering of intervention and results when so measured; and a
plausible conceptual model, whether or not competing explanations had been ruled

out.
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Level of Evidence

TABLE C-i: Critéria for Grading Levels of Evidence

Criteria

1. Strong

Consistent results of strong or medium positive effect from a
series of studies, including at |east three well-executed studies
with experimental or quasi-experimental designs; determination
of this level is strengthened by evidence from research in which at
least two different methodologies were used.

OR

Evidence from two research studies with experimental or
quasi-experimental designs and consistent results from at least
three case studies. -

Unambiguous time ordering of intervention and results.

Existence of a plausible conceptual model, ruling out or control-
ling for alternative causal paths or explanations.

2. Medium

Consistent positive results from a series of studies, including at
least two well-executed studies with experimental or
quasi-experimental designs; determination of this level is
strengthened by evidence from research in which at least two
different methodologies were used.

OR

At |east one well-executed study and three case studies showing
statistically significant or qualitatively clear effects.

Unambiguous time ordering of intervention and results, when
measured.

Existence of a plausible conceptual model, whether or not
competing explanations have been ruled out.

3. Suggestive but Insufficient Evidence

Intervention based on plausible conceptual model or previous
research.

Rigorous evaluation studies or appropriate intervention programs
in process.

Minimal available evidence linking intervention being tested to
positive effect. :

4. Substantial Evidence of Ineffectiveness

The absence of a statistically significant effect or a statistically
significant effect in the unexpected direction in a majority of
well-executed studies, including at least two quantitative studies
with sample sizes sufficient to test for the significance of the '
effect.
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A third category, called suggestive but insufficient evidence, was used to describe
research and/or practice evidence based on a plausible conceptual model or on
previous research and demonstrated in rigorous evaluation studies or appropriate
intervention programs currently in process. One of two conditions typically
prompted this categorization. In the first condition, the evidence, although lim-
ited, appeared to support a conclusion, but additional data were needed to fully
support this conclusion. This condition often applied to areas in which there have
been little study, such as those that are impractical to research or new areas of
study. A second condition involved equivocal results. In this condition, a specific

conclusion was supported in some studies but not in others.

The three categories described above provide a way to arrange research and prac-
tice evidence for which there are varying degrees of confirmation of positive effect.
A fourth category called substantial evidence of ineffectiveness describes research
and practice evidence demonstrating that a prevention approach is not effective.
The criteria for inclusion in this category was the absence of a statistically signifi-
cant effect or a statistically significant effect in the unexpected direction in a ma-
jority of well-executed studies, including at least two quantitative studies with
sample sizes sufficient to test for the significance of the effect.

RULES OF EVIDENCE ABSTRACT

The Center for Substance Abuse Prevention (CSAP) created the Prevention En-
hancement Protocols System (PEPS) as part of its initiative to support and strengthen
the prevention systems in the States and territories. PEPS aims to compile, analyze,
and synthesize existing knowledge on specific topics in the prevention of alcohol,
tobacco, and illicit drug-related problems. These topics are considered by experts to
have major consequences for the field of substance abuse prevention. Further, there
is substantial knowledge available on these chosen topics to synthesize in the form of
specific guidelines. The PEPS guidelines are designed to assist States, practitioners,
and community-based organizations in program planning, allocating resources, and
choosing program options appropriate for the needs of their target populations.

Several previous attempts have been made by CSAP—as well as by other Federal,
State, and community-based organizations—to provide guidance to the field. PEPS,
however, is the first known systematic guideline development process in the field of
alcohol, tobacco, and illicit drug problem prevention. Although the accumulated knowl-
edge and practice in the field of prevention in general, and alcohol, tobacco, and
illicit drug problem prevention in particular, present special challenges for develop-
ing systematic guidelines, PEPS has benefited from earlier efforts by Federal agen-
cies and professional medical societies in developing guidelines for medical practice.

Preventing Substance Abuse Among Children and Adolescents
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Early in the PEPS program, CSAP was faced with the choice of developing guide-
lines through primary reliance on professional consensus or explicit evidence. Under
the former methodology, a group of well-known consultants is assembled and asked
to develop the guidelines based on their knowledge of the literature and their own
experience. Under the latter methodology, published and unpublished evidence on a
given guideline topic are researched according to'a defined protocol and analyzed for
validity. The cumulative evidence is then synthesized and its strength assessed ac- -
cording to clearly laid out rules for synthesis and development of recommendations.

Although the evidence-based approach demanded greater effort and investment of
resources, CSAP decided that developing the guidelines on the basis of explicit evi-
dence would provide more valid tools for prevention planners and practitioners and
would also further the quest for new knowledge in areas where evidence is not strong
or is lacking. To this end, the PEPS Planning Manual was developed to instruct
participants in the various stages of the development of guidelines under the PEPS
program. ‘

The Planning Manual contains the rules of evidence document, which provides cri-
teria for assessing the strength of available evidence for the effectiveness of alcohol,
tobacco, and illicit drug problem prevention interventions, measures, and programs.
These criteria are applied by the PEPS team to determine the level of evidence avail-
able for a particular intervention. The level of evidence indicates the level of confi-
dence that there is a causal relationship between a prevention intervention and a
change in the outcome(s) of interest; thus, it indicates the overall effectiveness of the
prevention activity.

The Planning Manual also presents definitions of research and practice evidence.

These definitions are followed by summaries of methodological and design issues to
be considered in assessing individual studies and programs; criteria for determining
the strength of evidence for the effectiveness of an intervention, combining research
and practice evidence; and procedures for specifying the conditions under which the
relationship between a particular intervention and outcome operates. The strength
or level of evidence for an intervention and the conditions under which this level

operates serve as recommendations regarding this intervention to the field.

The assessment criteria and levels of evidence discussed in this appendix have been
developed for use in the evaluation of existing research and practice evidence. These
criteria were not intended for use in designing interventions or research studies or
for developing policy.
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ASSESSMENT OF THE EVIDENCE
Biases

Biases are sources of systematic errors that arise from faulty designs, poor data
collection procedures, or inadequate analyses. These errors diminish the likelihood
that observed outcomes are attributable to the intervention. Biases are inherently
present in many nonexperimental observational studies but are of special signifi-
cance in case-control studies. Experimental and quasi-experimental study designs
control for many of these biases.

o Selection bias—A selection bias results when individuals knowingly or un-
knowingly are selectively included or excluded from the case or the control
group. Systematic and disproportionate frequency of important variables in
the case or control groups may result in a spurious measure of association.
Epidemiological studies are laden with problems of selection bias. Potential
problems include selective admission, selective nonparticipation, selective
survival, and selective detection. An example of selection bias is a comparison

. group that is not equivalent to the intervention group because of demographic,
psychosocial, or behavioral characteristics. Because case-control studies are
especially susceptible to selection bias, multiple control groups should be
chosen instead of only one, and at least one of the groups should come from
the same source of care as the case group.

*  Measurement bias—Measurement bias may result when collected informa-
tion on either the exposure variable or the health state is unreliable or invalid.
Historical data obtained by interviewing subjects without appropriate valida-
tion against recorded data or interviews with collateral sources are especially
susceptible to one form of measurement bias called recall bias. Another com-
mon source of measurement bias is the use of scales that have not been tested
for reliability or validity. Ways to control for information bias include using
only accurately recorded data, validating interview information, blinding the
investigator to the identity of the case or control subjects, and adhering to an
explicit and standardized method of data collection.

»  Confounding bias—An observed effect between intervention A and outcome
B may be attributable to a third factor, C, which is related to both A and B. In
other words, whereas the relationship between A and B may be weak or non-
existent, the explanatory relationship is between C and B. Thus, an effect can
be detected that is attributable to a confounding factor, not the intervention.
Age, ethnicity, sex, and socioeconomic status are important confounders. Ways
to contro! for confounding bias include matching techniques in the design
stage and using stratification and multivariate analysis during the analysis
stage.

Preventing Substance Abuse Among Children and Adolescents
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Attrition—Attrition that is nonrandom or excessive (defined as a dropout
rate of 10 percent or more) in the intervention or the control group can
introduce a bias in the outcome data. A differential drop-out rate between the
groups may also introduce a bias in outcome data.

Internal Validity

Internal validity is the extent to which an observed effect can be attributed to an

intervention. Threats to internal validity are particularly germane to intervention

studies, although policy and nonintervention studies may be susceptible to threats

of statistical power, history, and unit of assignment.

The overall question regarding internal validity is whether the intervention or some

other factors produced the observed effect.

Equivalence—For studies that have an intervention and a control or com-
parison group, comparisons between the two groups are most valid when
they consist of subjects that are essentially similar at the beginning of the
study. When this is not true, outcomes observed may not be attributable to
the intervention because the groups were already different in some way.
Statistical power—There should be an adequate number of participants in
each of the intervention and control or comparison groups in order to detect
statistically significant differences in outcomes. A rough guide for the mini-
mum number of participants in each group is 30. Fewer than 30 participants
per group generally do not yield adequate statistical power. Regardless of
the total number in a group, the groups should be about the same size.
Intervention contamination—It is important for the control or comparison
groups to remain unaffected by the intervention. When they are affected, the
control or comparison groups may change in similar ways to the intervention
group, thereby obscuring the effects of the intervention. For example, inter-
vention contamination could result if the control or comparison group re-
ceived any information about the intervention that would affect the outcome.
Randomization or blinding of observers—When research study staff know the
status of an individual or a group (intervention or control status), they may
change their own behavior in ways that can affect study outcomes. To mini-
mize this bias, the observers can be either blinded to the conditions or ran-
domized to measure either intervention or comparison groups.
Fidelity—The intervention should be delivered consistently during the inter-
vention period. Ideally, the researchers will have used a written protocol for
intervention delivery and will have documented a standard delivery to all
study participants.
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Unit of analysis and assignment—DParticipants- in a prevention program can
be assigned to a control or intervention condition on an individual basis or
on a collective basis, such as by classroom or community. Similarly, analysis
of a research study can be done on an individual or a collective basis. The unit
of assignment and the unit of analysis should be the same when researchers
analyze the effects of the intervention.

History—Significant and unplanned national, State, local, or internal organi-
zational events or exposure occurring at the program site during the evalua-
tion study period can result in a change by participants. In studies with a
time-series design, history is the principal threat to internal validity. For these
designs, it is particularly important to assess the plausibility of effects from
factors such as weather, seasonality, shifts in personnel, changes in resources,
or the enactment of a new law or policy. ’

Program or participant maturation—Natural, biological, social, behavioral,
or administrative changes that occurred among participants or staff members
during the study period may result in program or participant maturation and
could partially account for the results obtained. Such changes can include
growing older, becoming more skilled, or staff becoming more effective and
efficient in program delivery.

Testing or observation—Participants’ behavior regarding study outcomes can
change when they are frequently tested or observed. Measurements that oc-
cur at close points in time can also change the behavior and responses of
study participants. The behavior of study subjects can change because, for
example, they were taking a test or being interviewed or observed.
Statistical regression—Statistical regression can result when an intervention
or comparison group is selected on the basis of an unusually high or low level
of a characteristic that may change naturally in subsequent measurements.
The extent to which regression compromises results can be determined by
examining the comparability of people who participate and those who do
not. Studies employing a one-group pretest and posttest design or a
nonequivalent control group are poor at controlling for statistical regression.
Interactive effects—Any combination of the preceding factors constitutes
interactive effects.

External Validity

The focus of external validity is generalizability, that is, the extent to which an ob-
served effect that is attributable to an intervention can be expected in other settings
and populations- with similar or different characteristics.

Contextual factors—In the alcohol, tobacco, and illicit drug prevention field,
contextual factors relate to the degree to which a community is ready to pre-
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vent alcohol, tobacco, and illicit drug use. Indicators of community readi-
ness include norms, favorable attitudes, and restrictive policies. Studies of
communities with a high degree of readiness for prevention may not be
generalizable to all communities. For example, the ability to establish out-
door tobacco advertising restrictions would differ between California and
North Carolina. .

*  Generalizability—Factors unique to a study make it difficult to generalize
the findings to similar or general populations. For instance, a school-based
intervention in a primarily urban setting for African-American students may
not be generalizable to a suburban school setting with primarily refugee
students.
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Appendix D:
Collateral Areas
~ of Interest

his appendix briefly discusses available knowledge and research
for two family-oriented approaches that fall outside the scope of
this guideline (see guideline introduction). This information may
be helpful for those organizations and communities that would like to
develop these family-centered approaches in tandem with the prevention

approaches presented in this guideline. The approaches are

* family-centered treatment for adolescents who are already abusing
substances (an area that falls outside the definition of prevention
used in the guideline), and

*  home visiting, an approach widely used for families with children
aged 0 to 3 (an area that falls outside the age range for children
addressed in this guideline).

A selected bibliography of key literature reviews and well-known interven-

tion studies is included for each area.

'FAMILY-CENTERED TREATMENT FOR ADOLESCENTS WHO ABUSE

SUBSTANCES

Beginning in the 1980s, with strong assistance from the National Insti-
tute on Drug Abuse (NIDA), a small stream of studies examined family
therapy and family-based interventions that specifically addressed the
problem of adolescent substance abuse. These studies moved away from
the traditional interpretation of adolescent development, which presented
identification with peers following conflict with and rejection of family as

frequent and sometimes necessary elements of adolescent development.
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Researchers now believe the desired course of adolescent development is a positive
interdependence with, rather than a separation from, family as adolescents learn
the roles and tasks of adulthood (Liddle & Diamond, 1991; Steinberg, 1990).
The family is not just a reactional field on which adolescent development is played
out, but a proactive resource and protective factor for successful movement toward
adulthood. In particular, families can play a role in protecting the adolescent from
succumbing to peer influences to engage in substance abuse (Hauser et al., 1984,

1985; Liddle & Diamond, 1991).
Trends Within the Research

Several different types of family therapy are addressed in this research. Some therapies
focus directly on improving family systems, such as communication, interactional
patterns, and parenting behavior and management (Lewis, Piercy, Sprenkle, &
Trepper, 1990a; Piercy & Frankel, 1989), whereas others focus on interactions
among the adolescent, the family, and the larger contexts of school and community
within which the family resides (Liddle & Dakof, 1995a).

Researchers have found that family interventions can engage and retain families and
adolescents in treatment. These interventions have also resulted in significant re- -
ductions in substance abuse by adolescents. Other outcomes of family therapy inter-
ventions include reducing adolescent problem behaviors related to substance abuse
while improving adolescent prosocial behavior. However, the evidence for these out-
comes is only suggestive. Studies designed to achieve these outcomes are few, and
difficulties exist with their research methodologies and consistency of findings (Liddle
& Dakof, 1995b; Piercy & Frankel, 1989; Szapocznik et al., 1988).

Finally, recent studies have expanded the focus of research to include all the contexts
within which the adolescent and the family exist. This integrated approach draws
on the interactions with and influences of the entire ecological environment of the
family and substance-abusing adolescent, giving weight to the intra- and interper-
sonal dimensions of both the adolescent and the family. These studies include the
influences of education, child and adult welfare, law enforcement, the courts, and
health care (Hawkins, Catalano, & Miller, 1992; Liddle & Dakof, 1995a; Newcomb
& Feliz-Ortiz, 1992). |

Areas for Further Research

Although a promising body of research is developing in family-centered treatment of
adolescent substance abuse, the number and depth of coverage of these studies are
still limited. Many studies have flawed methodologies, such as no comparison group
and small numbers of subjects, and do not use terms and definitions that permit

cross-comparisons of study findings. This is particularly true of methodologies that
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establish the level and types of substances used (Liddle & Dakof, 1995b; Joanning,
Quinn, Thomas, & Mullen, 1992).

In addition, cost-benefit analyses of different treatment strategies have not been
conducted, although it seems obvious that the more comprehensive and integrated a
treatment intervention is, the more costs it will incur. It is unclear at this time whether
the margin of improvement obtained from a more expensive treatment justifies the

cost of carrying it out (Liddle & Dakof, 1995b).

HOME VISITING FOR CHILDREN AGED 0 T0 3

Many practitioners are interested in interventions and approaches for families with
infants and toddlers or pregnant women. Although the connection with later ado-
lescent substance abuse may be unknown, research and practice recognizes that the
time of a child’s birth may present a unique opportunity to positively affect the
mother’s view of herself and her child, as well as the family environment in which
the child will be nurtured (Erickson, Korfmacher, & Egeland, 1992). There is
also some evidence that the degree to which an infant or toddler attains appropri-
ate social competence, developed through interactions with parents, is an impor-

tant childhood developmental factor (Hans, Bernstein, & Percensky, 1991).

‘For practitioners interested in developing prevention interventions for families

with children aged 0 to 3 years (i.e., the prenatal period through toddlerhood),
this section briefly describes the approach of home visiting—a family-centered
approach widely used for very early intervention. This section describes the types
of families best served by home visiting, the interventions and strategies - home
visiting employs, the evidence for various outcomes, and relevant program and

evaluation issues.
Types of Families Served by Home Visiting

The home and immediate family environment are the entire world of an infant,
who is totally dependent on the caregiving of parents and is relatively sheltered
from wider interaction with those who might recognize problems or needs for
extra support. Thus, home visiting is used primarily as an intervention for im-
proving prenatal care; preparing teenage or new parents; assisting parents with
special challenges, such as disabled or developmentally delayed children or
low-birth-weight or preterm births; and supporting parents who are at high risk
for inadequate parenting or child abuse and neglect or who have a number of risk
factors associated with low socioeconomic status. Although home visiting could be
implemented as a universal preventive measure, researchers generally agree that it

is more appropriate as a selective or indicated preventive measure.
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Types of Interventions

Home visiting interventions can address the following special issues of families
with infants or families expecting newborns:

* Improving parenting behavior through coaching of enhanced parent-infant
interactions or providing parent training (Erickson et al., 1992; Olds &
Kitzman, 1993; Patteson & Barnard, 1990).

*  Providing formal or informal social support through activities such as liaison
with community services, parent support groups, or individually tailored in-
teractions that help families develop specific capacities (Olds & Kitzman,
1993; Roberts & Wasik, 1990). |

* Improving the life course development of mothers (very few interventions
address needs of fathers) by helping them prepare and find ways. to address
their aspirations and skills for improving health, education, employment, and
family management (Olds & Kitzman, 1993).

Some interventions begin with hospital coaching of parent-child interactions and
continue with home visiting, and some only involve one strategy or the other. Some
involve frequent home visits over an extended period of months or years, and others
involve only a few visits for 3 to 4 months. Some use professionals such as nurses,
social workers, or highly trained researchers; others rely on paraprofessionals.

Outcomes

The general consensus of a number of literature reviews completed between 1988
and 1994 is that there have been modest, short-term positive effects from most types .
of home visiting interventions, especially for families who are clearly at risk. These
positive effects include the following:

* Improvements have been noted with maltreating mothers in child-rearing
skills (Wekerle & Wolfe, 1993). However, none of the interventions ap-
pears to have decreased maltreatment as documented in Child Protective
Service records (Olds & Kitzman, 1993).

*  Decreases in the use of the health care system and emergency room service
for children from maltreating families are possible collateral evidence of re-
duction in maltreatment (Olds & Kitzman, 1993).

*  Modest short-term child cognitive benefits have been noted when the parent
receives and completes instruction in child development or management
(Wekerle & Wolfe, 1993).

° Improvements have been noted in parenting premature infants from
disadvantaged backgrounds, especially when a hospital-based intervention is

combined with home visiting, or when a hospital-based parenting intervention
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stresses parent involvement in the hospital care of the infant (Zahr, 1994;
Patteson and Barnard, 1990).

However, since the literature reviews examined different types of interventions,

used varying criteria for including and excluding studies, and exhibited other meth-

odological problems, practitioners should be aware of the following in considering

this approach:

Home visiting does not appear to show much effect with families from
universal populations, although there has been some exploration of using
the approach on a short-term, low-intensity basis for all families in a nonrisk
population (Wekerle & Wolfe, 1993).

There is still very little evidence that the approach has long-term effective-
ness, in part because longitudinal studies have not been conducted beyond 1
or 2 years (Sandall, 1990; Olds & Kitzman, 1993; Wekerle & Wolfe, 1993).
For home visiting to be a successful intervention, it must be intensive and
occur over a significant period of time. Although researchers use different
definitions of these elements, they generally agree that the intervention should
include several months of weekly visits. Many researchers believe that the
decision about intervention intensity and duration must be made in relation-
ship to the circumstances of each family, and intervention could continue for
up to 2 years (Wekerle & Wolfe, 1993; Olds & Kitzman, 1993).

Several researchers document findings in the literature that indicate home
visiting programs must also be comprehensive in focus; include parenting,
social support, and health interventions; and be staffed by well-trained pro-
fessionals (Olds & Kitzman, 1993; Heinicke, Beckwith, & Thompson, 1988).
Cognitive gain of children is a weak and unreliable measure to determine
impact of home visiting on infants. It ignores environmental impacts on in-
fants’ cognitive and social development, and does not accurately predict fu-
ture development (Hans et al., 1991). At least one researcher indicates that
home visiting must be accompanied by a center-based component to have
positive influences on the infant (Ramey, Bryant, & Suarez, 1985).
Although home visiting has been successfully used with families of develop-
mentally disabled infants, few studies have documented positive results (Olds
& Kitzman, 1993).

Most of the intervention studies have been carried out with White mothers.
Few studies have included fathers (Wekerle & Wolfe, 1993) or examined
other ethnic groups (Zahr, 1994).

Program and Evaluation Issues Needing Further Exploration

A number of researchers note that the home visiting approach is like the proverbial

“black box,” the inside of which still remains somewhat of a mystery. There is a
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strong need for further research to examine which types of home visiting work for
different families, what is the needed duration and intensity of interventions to achieve
positive results, what combination and elements of services are needed, and what are

.the long-term effects.

'Evaluations of home visiting programs have been hampered by the same issues as

other approaches presented in this guideline—e.g., the use of control or comparison
groups that may exclude high-risk families who need services and a failure to ex-
amine the dynamics and effects of attrition. Further, in.examining the effects of
home visiting ‘on families involved in child maltreatment, varying definitions of
child .abuse and neglect and varying legal requlrements for reportmg can make
research difficult. ' S

A number of researchers observed the need for more process evaluation of inter-
ventions, looking at effects related to varying strategies for delivering the interven-
tion and effects related to who delivers the intervention (Wekerle & Wolfe, 1993;
Patteson & Barnard, 1990; Olds & Kitzman, 1993). :

Because of the extensive number of literature reviews and documented interven-
tions addressing a broad spectrum of populatlons, the home v1smng approach is
'promnsmg However, practmoners should review the literature’ carefully before
using this approach to ensure they fully understand what can be accomplished
and under what circumstances. They also will have to make a “leap of faith” in
promoting the approach as one that can have subsequent positive effects on reduc-
ing adolescent substance abuse. The primary linkage, that improving the social
competence of ‘infants and.toddlers is a required prelude to the development of
social competence in older children, although intuitively sensible, has yet to be
made. .
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Appendix E:
Abbreviations and
Glossary

ABBREVIATIONS AND ACRONYMS

 ACOG

ADHD
AFDC
AHCPR
AIDS
AQODs

ATP

BET

CAPS
cDC
COSSMHO

CSAP
CSAT
DHHS
FAST

American College of Obstetricians and
Gynecologists

attention deficit hyperactivity disorder

Aid to Families with Dependent Children
Agency for Health Care Policy and Research
acquired immunodeficiency syndrome
alcohol and other drugs

Adolescent Transitions program

bicultural effectiveness training
communication and parenting skills
Centers for Disease Control and Prevention

National Coalition of Hispanic Health and

Human Services Organizations

Center for Substance Abuse Prevention

Center for Substance Abuse Treatment

U.S. Department of Health and Human Services
Families and Schools Together
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FET
FFT -
GDVM

HIV
HPV
IVM

IVMC
LSD
MDMA
MST
NCHS
NHIS

NHSDA

NIAAA
NIDA
NPHS
NPN

ONDCP -

OSAP
PCP
PDFY
PEPS
PHS
PSST
SAMHSA

family effectiveness training
functional family therapy

Group Discussion—Oriented Basic Parent Skills Training
program

human immunodeficiency virus
human papilloma virus

individually self-administered videotaped modeling
(treatment)

IVM treatment plus therapist: consultation

lysergic acid diethylamide
3-4-methylenedioxymethamphetamine
multisystemic therapy

National Center for Health Statistics

National Health Interview Survey

National Household Survey on Drug Abuse
Nati(;nal Institute on Alcohol Abuse and Alcoholism
National Institute on Drug Abuse

National Pregnancy and Health Survey

National Prevention Network

“Office of National Drug Control Policy

Office for Substance Abuse Prevention (now CSAP)
phencyclidine

Preparing for the Drug (Free) Years

Prevention Enhancement Protocols System

Public Health Service

problem-solving skills training

Substance Abuse and Mental Health Services Administra-

tion

. 2 '7 3 Reference Guide



SET structural family therapy -

SSA Single State Agency (State Substance Abuse Agency)
STD - sexually transmitted disease

TIP Treatment Improvement Protocol

TOT Training of Trainers

YRBSS Youth Risk Behavior Surveillance System
GLOSSARY

Adjustmenf disorder—a behavior-related disorder in which a person exhibits clini-

cally significant emotional or behavioral symptoms in response to a psychosocial

stressor. Includes distress in excess of expectations or significant impairment in so-

cial or academic functioning. See attention deficit hyperactivity disorder, conduct

disorder, and oppositional defiant disorder.

Antisocial and other problem behaviors—can describe behavior-related problernsA

(e.g., poor conduct and impulsiveness), behavior-related disorders (e.g., attention
deficit hyperactivity disorder), or both.

Assignment—the process by which researchers place study subjects in an interven-
tion, control, or comparison group. Experimental design studies randomly assign
study subjects to both intervention and control conditions. Quasi-experimental studies
nonrandomly assign study subjects to intervention and comparison conditions. Ran-
dom assignment increases the likelihood that the intervention and control groups
are equal or comparable and have similar characteristics. '

Attention deficit hyperactivity disorder (ADHD)—a behavior-related disorder in

‘which there is a persistent pattern of inattention and/or hyperactivity and impulsiv-
ity. See adjustment disorder, conduct disorder, and oppositional defiant disorder.

Attrition—an unplanned reduction in the size of the study sample resulting from
participants dropping out of the evaluation, because of relocation, for example.

Behavioral factor—a certain pattern of conduct that may be associated with sub-
stance abuse-related attitudes or behavior. Most prominent in substance abuse pre-
vention efforts are behavioral factors that lead to the perception of substance use or
related conditions as functional or appropriate. See environmental factor, personal
factor, and sociodemographic factor.

Behavior-related disorder—a specific behavioral problem that occurs in persis-
tent patterns and characteristic clusters and causes clinically significant impair-
ment. See behavior-related problem.
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Behavior-related problem—a behavioral problem that is isolated or intermittent
and is not part of a persistent behavior pattern and that varies in severity and
seriousness of its consequences. See behavior-related disorder.

Bias—the extent to which a measurement, sampling, or analytic method system-
atically underestimates or overestimates the true value of an attribute. In general,
biases are sources of systematic errors that arise from faulty designs, poor data
collection procedures, or inadequate analyses. These errors diminish the likelihood
that observed outcomes are attributable to the intervention.

Case study—a method for learning about a complex instance, based on a compre-
hensive understanding of that instance, obtained by extensive description and analy-
sis of the instance, taken as a whole and in its context.

Community—a group of individuals who share cultural and social experiences
within a common geographic or political jurisdiction.

Community-based approach—a prevention approach that focuses on the prob-
lems or needs of an entire community, including large cities, small towns, schools,
work sites, and public places. See individual-centered approach

Community readiness—the degree of support for or resistance to identifying sub-
stance use and abuse as significant social problems in the community. Stages of
community readiness for prevention provide an appropriate framework for under-
standing prevention readiness at the community or State level. See community toler-
ance, confirmation/expansion, denial, initiation, institutionalization, preparation,
preplanning, professionalization, and vague. awareness.

Community tolerance—is present when community norms actively encourage prob-
lematic behavior, which is viewed as socially acceptable. See community readiness.

Comparison group—in quési-experimental evaluation design, a group of evalua-
tion participants that is not exposed to the intervention. This term usually implies
that participants-are 7oz randomly assigned, but have characteristics similar to the
intervention group. See control group.

Conceptﬁal framework—in this guideline, the philosophical basis for a prevention
approach. Specifically, the assumed reasons or hypotheses that explain why the in-
terventions in a specific prevention approach should work.

Conduct disorder—a behavior-related disorder that has a repetitive and persistent
pattern of violating the basic rights of others-or major age-appropriate societal
norms or rules. The disorder can include aggression to people and animals, de-
struction of property, deceitfulness or theft, and serious violation of rules. See
adjustment disorder, attention deficit hyperactivity disorder, and oppositional
defiant disorder.
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Confirmation/éxpansion—the stage in which existing prevention programs are
viewed as effective and authorities support expansion or improvement of the efforts.
Data are routinely collected at this stage, and: there is a clear understanding of the
local problem and the risk factors for the problem. New programs are being planned
to reach other community members at this stége."S.ee community readiness.

Construct—an attribute, usually-unobservable, such as educational attainment or

socioeconomic status that is represented by an observable measure.

Contextualism—is a theory that all behavior must be understood within the con-
text of its occurrence. Context is broadly defined to include transactions not only
between a person and his or her immediate environment, but also between and
among the individual and the domains of family, school, peers, community, and
the larger societal or global environment. Contextualism examines adolescent sub-
stance abuse within embedded contexts, such as famlly conflicts “nested” within
the context of the family’s culture. See developmental pathways model, social
development model, and social ecology model.

Control group—in experimental evaluation design, a group of participants that is
essentially similar to the intervention group but is not exposed to the intervention.
Participants are designated to be part of either a control or intervention group through

random assignment. See comparison group.

Conventional pnmary prevenuon—substance abuse prevention approaches that

focus on detemng 1nmal use. See conventlonal secondary preventlon

Conventional secondary prevenuon—psychology-based substance abuse pre-
vention approaches that encourage people to stop. See conventional primary

prevention.

Correlational analysls—a form of relational analysns that assesses the strength and
direction of assocnatlon between variables.

Cross-sectional desngn—a research design that involves the collection of data on a
sample of the population at a single point in time. When exposure and health-status
data are collected, measures of associations berween them are easily computed. How-
ever, because health status and exposure are measured simultaneously, inferences
cannot be made that the exposure causes the health status.

Data—information collected according to a methodology using specific research
methods and instruments. ' '

Data analysis—the process of examining systematically collected information.

Preventing Substance Abuse Among Children-and Adolescents 2 7 n
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Denial—the stage in which a behavior is not usually approved of according to
community norms. At this stage, people are aware that the behavior is a problem
but believe that nothing needs to or can be done about the behavior at a local
level. -See community readiness.

Design—often referred to as research or study design, this is an outline or plan of
the procedures to be followed in scientific experimentation to reach valid conclu-
sions. See experimental design, nonexperimental design, and quasi-experimental
design.

Designer drug—a synthetic analogue of a controlled substance manufactured ille-
gally for the specific purpose of abuse. Designer drugs are created by making minor
changes in the molecular structure of substances such as amphetamines.

Developmental pathways model—a model that argues that the presence of certain
risk factors in a child’s life, whether individual, familial, or social in nature, can
predispose him or her to engage in negative behaviors, which in turn may lead to
additional adverse events and circumstances and further counterproductive and dis-
advantageous interactions. See contextualism, social development model, and social
ecology model.

Dual diagnosis—a term used to describe the phenomenon of coexisting psychiatric
and substance abuse disorders. -

Effect—a result, impact, or outcome. In evaluation research, attributing an effect to
a program or intervention requires establishing, through comparison, a logical rela-
tionship between conditions with and without the program or intervention.

Effectiveness—the degree to which a prevention approach or intervention
achieves specified objectives or outcomes. See efficacy evaluation and effec-
tiveness evaluation.

Effectiveness evaluation—assesses an intervention under practice conditions—typi-
cally, the implementation of an intervention in the field. See effectiveness and effi-
cacy evaluation. '

Efficacy evaluation—used when an intervention is assessed under optimal program
conditions—usually a well-funded project conducted by researchers. See effective-
ness and effectiveness evaluation.

Environmental factor—a factor that is external or is perceived to be external to an
individual but that may nonetheless affect his or her behavior. A number of these

 factors are related to the individual’s family of origin, while others have to do with

social norms and expectations. See behavioral factor, personal factor, and
sociodemographic factor.
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Experimental design—a research design that includes random selection of study

subjects, an. intervention and a control group, random assignment to. the: groups,

and measurements of both groups. Measurements are typically conducted prior to’

and always after the intervention. The results obtained from these studies typically
yield the most interpretable, definitive, and defensible evidence of effectiveness. See
design, nonexperimental design, pre-post test, and quasi-experimental design.

External validity—the extent to which outcomes.and findings apply (or can be gen-

eralized) to persons, objects, settings, or times other than those that were the subject.

of the study See valrdrty

Family—parents (or persons serving as parents) and children who are related erther
through biology or through assignment of guardianship, whether formally (by.law)
or. informally, who are actively mvolved together in family llfe—sharmg a socral

network, material and emotronal resources, and sources of support

Family in-home support-—a prevention approach that addresses risk and protective

factors by focusing on preserving families through intervention'in their home. envi-
ronments. See family therapy and parent and family skills training.

Family support—a proactive construct that views parenting as a developmentally
learned task for all families and affirms that strategies for. delivering family.services
should be rooted in a community support system. See resilience.

Family therapy—a prevention approach that provides professionally led counseling.

services to. 4 family.for the purpose of decreasing maladaptive family functioning
and negative behaviors and increasing skills for healthy family interaction. See fam-
ily m-home support and parent and family skills trammg '

Focus group—a qualitative research method consisting of a structured discussion -
among a small group of people with shared characteristics. Focus groups are de-.

signed to identify perceptions and opinions about a specrﬁc issue. They can be used
to elicit feedback from target group subjects about preventron strategles '

Formative evaluation—a process that is concerned with helping the developer of
programs or products through the use of emprrrcal research methodology Also called
feedback evaluation.

Fugitive literature—articles or materials of a scientific or academic nature that are
typically unpublished, informally published, or not read1ly available to the scientific
commumty, such as internal reports and unpublrshed manuscrrpts In thrs gulde-‘
line, some practlce cases are considered fugrtrve lrterature

Preventing Substance Abuse Among Children and Adolescents
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Gateway hypothesis—a hypothesis stating that the use of alcohol and tobacco at
an early age is associated with progression to illicit drug use and greater involve-
ment with drugs at older ages.

Heavy drinker—a person who consumes 2 or more alcoholic beverages per day or
14 or more alcoholic beverages per week.

Incidence—the number of new cases of a disease or occurrences of an event in a
particular period of time, usually expressed as a rate with the number of cases as the
numerator and the population at risk as the denominator. Incidence rates are often
presented in standard terms, such as the number of new cases per 100,000 popula-
tion. See prevalence.

Indicated preventive measure—a preventive measure directed to specific individu-
als with known, identified risk factors. See preventive measure, selective preventive
measure, and universal preventive measure.

Individual-centered approach—a prevention approach that focuses on the prob-
lems and needs of the individual. See community-based approach.

Initiation—the stage in which a prevention program is under way but still “on trial.”
P prog y

Community members often have great enthusiasm for the effort at this stage be-

cause obstacles have not yet been encountered. See community readiness.

Institutionalization—occurs when several programs are supported by local or State
governments with established (but not permanent) funding. Although the program
is accepted as a routine and valuable practice at this stage, there is little perceived
need for change or expansion of the effort. See community readiness.

Instrument—a device that assists evaluators in collecting data in an organized fash-

ion, such as a standardized survey or interview protocol. See methodology.

Intermediate outcome—an intervention outcome, such as changes in knowledge,
attitudes, or beliefs, that occurs prior to and is assumed to be necessary for changes
in an ultimate or long-term outcome, such as prevention of or decreases in substance
use and substance-related problems.

Internal validity—the ability to make inferences about whether the relationship
between variables is causal in nature and, if it is, the direction of causality.

Intervention—a manipulation applied to a group in order to change behavior. In
substance abuse prevention, interventions at the individual or environmental level
may be used to prevent or lower the rate of substance abuse or substance abuse-related
problems.
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Intended measurable outcome—in this guideline, the overall expected conse-

quences and results of the interventions within each prevention approach.

Lesson learned—in this guideline, a conclusion that can be reached about a spe-
cific prevention approach, based on research and practice evidence reviewed to
evaluate that prevention approach.

Longitudinal data—observations collected over a period of time; the sample . may
or may not be the same each time (sometimes called “time-series data”).

Maturation effect—a change in outcome attributable to participants’ growing
older, wiser, stronger, more experienced, and the like, solely through the passage of

time.
Mean—the arithmetic average of a set of numeric values.
Methodology—a procedure for collecting data. See instrument.

Multicomponent program—a prevention approach that simultaneously uses mul-
tiple interventions that target one or more substance abuse problems. Programs that
involve coordinated multiple interventions are likely to be more effective in achiev-
ing desired goals than Single-component programs and programs that involve mul-
tiple but uncoordinated interventions. See single-component program.

Multivariate—an experimental design or correlational analysis consisting of many
dependent variables. See variable.

Nonexperimental design—a type of research design that does not include random
assignment or a control group. With such research designs, several factors prevent
the attribution of an observed effect to the intervention. See design, experimental
design, pre-post test, and quasi-experimental design.

Oppositional defiant disorder—a behavior-related disorder showing a recurrent pat-
tern of negative, defiant, disobedient, and hostile behavior toward authority figures.
Includes some features of conduct disorder, but does not include the persistent pat-
tern of violating the rights of others or major societal norms or rules. See adjustment
disorder, attention deficit hyperactivity disorder, and conduct disorder.

Outcome evaluation or summative evaluation—analyses that focus research ques-
tions on assessing the effects of interventions on intended outcomes. See process

evaluation and program evaluation.

Parent and family skills training—a prevention approach in which parents are trained
to develop new parenting skills and children are trained to develop prosocial skills.
See family in-home support and family therapy.

Preventing Substance Abuse Among Children and Adolescents
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Personal factor—a cognitive process, value, personality construct, and sense of
psychological well-being inherent to an individual and- through which societal and
environmental influences are filtered. See behavioral factor, environmental factor,
and sociodemographic factor.

Practice evidence—information obtained from prevention practice cases, which
are generally compiled in the form of case studies and often include information
about evaluating program implementation and procedures. See research evidence.

Preparation—the stage in which plans are beinglmade to prevent a problem,
leadership is active, funding is being ‘solicited, and program pilot testmg may be
occurring. See community readiness.

i

Preplannmg—the stage in which there is a clear recognition that a problem be-
havior exists locally and that something should be done about it. At this stage,
general information on the problem is available and local leaders needed to ad-
vance change are identifiable, but no real planning has occurred. See community
readiness.

Pre-post test—in research design, the collection of measurements before ‘and after
an intervention to assess its effects. See design, experimental design, nonexperimental
design, and quasi-experimental design. '

Prevalence—the number of all new and old cases of a disease or occurrences of an
event during a particular period of time, usually expressed as a rate with the number
of cases or events as the numerator and the population at risk as the denominator.
Prevalence rates are often presented in standard terms, such as the number of cases
per 100,000 population. See incidence.

Prevention approach—a group of prevention activities that broadly share common
methods, strategies, assumptions (theories or hypotheses), and outcomes. - - -

Preventive measure—denotes a cluster of interventions that share similarities with
regard to the population groups among which they are optimally used. See indicated
preventive measure, selective preventive measure, and universal preventive mea-
sure.

Primary prevenuon—efforts that seek to decrease the number of new cases of a
dlSOl‘dCl‘ See secondary preventlon and tertiary prevention.

Probablhty sampling—a method for drawing a‘sample from a population such that
all possible samples have a known and specified probability of being drawn.

Process evaluation—an assessment designed to document and explain the dy-
namics of a new or continuing prevention program. Broadly, a process evaluation
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describes what happened as a program was started, implemented, and completed.
A process evaluation is by definition descriptive and ongoing. It may be used to
evaluate the degree to which prevention program procedures were conducted
according to a written program plan. See outcome or summative evaluation and

program evaluation.

Professionalization—the stage in which detailed information has been gathered
about the prevalence, risk factors, and etiology of a local problem. At this point,
various programs designed to reach general and specific target audiences are under
way. Highly trained staff run the program, and community support and involve-
ment is strong. Also art this stage, effective evaluation is conducted to assess and
modify programs. See community readiness.

Program evaluation—the application of scientific research methods to assess pro-
gram concepts, implementation, and effectiveness. See outcome or summative evalu-

ation and process evaluation.

Promotion model—enhancing and making the most of people’s positive function-
ing through development and improvement of competencies and capabilities that
strengthen people’s functioning and their capacity to adapt.

Protective factor—an influence that inhibits, reduces, or buffers the probablhty of
drug use or abuse, or a transition to a higher level of involvement with drugs. See
risk factor.

Qualitative data—generally constitute contextual information in evaluation studies
and usually describe participants and interventions. Often presented as text, the
strength of qualitative data is its ability to illuminate evaluation findings derived
from quantitative methods. See quantitative data.

Quantitative data—in evaluation studies, measures that capture changes in targeted
outcomes (e.g., substance use) and intervening variables (e.g., attitudes toward use).
The strength of quantitative data is the use of these data in testing hypotheses and
determining the strength and direction of effects. See qualitative data.

Quasi-experimental design—a research design that includes intervention and com-
parison groups and measurements of both groups, but assignment to the interven-
tion and comparison conditions is not done on a random basis. With such research
designs, attribution of an observed effect to the intervention is less certain than with
experimental designs. See design, experimental design, nonexperimental design, and
pre-post test.

Questionnaire—research instrument that consists of written questions, each with a
limited set of possible responses.

Preventing Substance Abuse Among Children and Adolescents
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Random assignment—the process through which members of a pool of eligible
study participants are assigned to either an intervention group or a control group
on a random basis, such as through the use of a table of random numbers.

Reliability—the extent to which a measurement process produces similar results
on repeated observations of the same condition or event.

Reliable measure—will produce the same result (score) when applied two or more
times. See valid measure.

Representative sample—a segment of a larger body or population that mirrors in
composition the characteristics of the larger body or population.

Research—the systematic effort to discover or confirm facts by scientific methods of
observation and experimentation.

Research evidence—information obtained from research studies conducted to evalu-
ate the effectiveness of an intervention and published in peer-reviewed journals. See
practice evidence.

Resilience—either the capacity to recover from traumatically adverse life events (e.g.,
the death of a parent, divorce, sexual abuse, homelessness, or a catastrophic event)
and other types of adversity so as to achieve eventual restoration or improvement of
competent functioning or the capability to withstand chronic stress (e.g., extreme
poverty, alcoholic parents, chronic illness, or ongoing domestic or neighborhood
violence) and to sustain competent functioning desplte ongoing stressful and ad-
verse life conditions. See family support.

Risk factor—a condition that increases the likelihood of substance abuse. See pro-
tective factor.

Secondary prevention—efforts that seck to lower the rate of established cases. See
primary prevention and tertiary prevention.

Selective preventive measure—a preventive measure directed to subgroups of popu-
lations that have higher than average risk for developing a problem or disorder. See
indicated preventive measure, preventive measure, and universal preventive mea-
sure.

Simple random sample—in experimental research designs, a sample derived from
indiscriminate selection from a pool of eligible participants, such that each member
of the population has an equal chance of being selected for the sample. See stratified
random sample.

Single-component program—a prevention approach using a single intervention or
strategy to target one or more problems. See multicomponent program.
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Social development model—a model that seeks to explain behaviors, which are
themselves risk factors for substance abuse, by specifying the socialization pro-
cesses (the interaction of developmental mechanisms carried out through relation-
ships with family, school, and peers) that predict such behavior. See developmental
pathways model, contextualism, and social ecology model. -

Social ecology model—a mode! that posits that an adolescent’s interactions with
social, school, and family environments ultimately influence substance abuse and
other antisocial behaviors. This model also emphasizes the importance of increasing
opportunities within the social environment for youth to develop social competen-
cies and self-efficacy. See developmental pathways model, contextualism, and social
development model.

Sociodemographic factor—a social trend, influence, or population characteristic
that affects substance abuse-related risks, attitudes, or behaviors. Such factors have
an indirect but powerful influence because of the limitations of the political, social,
economic, and educational systems of society. See behavioral factor, environmental
factor, and personal factor. '

Statistical significance—refers to the strength of a particular relationship between
variables: A relationship is said to be statistically significant when it occurs so fre-
quently in the data that the relationship’s existence is probably not attributable to

chance.

Stratified random sample—in experimental research designs, a sample group de-
rived from indiscriminate selection from different subsegments of a pool of eligible

participants (e.g., men and women). See simple random sample.

Substance abuse—refers to the consumption of psychoactive drugs in such a way to
significantly impair an individual’s functioning in terms of physical, psychological,
or emotional health; interpersonal interactions; or functioning in work, school, or
social settings. The use of psychoactive drugs by minors is considered substance
abuse. ‘ '

Tertiary prevention—efforts that seek to decrease the amount of incapacity associ-
ated with an existing condition. See primary prevention and secondary prevention. -

Threats to internal validity—factors other than the intervention that evaluators
must consider when a program evaluation is conducted, regardless of the rigor of
the evaluation design, that might account for or influence the outcome. These
factors diminish the likelihood that an observed outcome is attributable to the

intervention.
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Time-series design—a research design that involves an intervention group evalu-
ated at least once prior to the intervention and retested more than once after the
intervention. A time-series analysis involves examination of fluctuations in the rates
of a condition over a long period in relation to the rise and fall of a possible causative
agent.

Universal preventive measure—a preventive measure directed to a general popula;
tion or a general subsection of the population not yet identified on the basis of risk
factors, but for whom the prevention activity could reduce the likelihood of prob-
lems developing. See indicated preventive measure, preventive measure, and selec-

tive preventive measure.

Vague awareness—the stage in which there is a general feeling that a behavior is a
local problem that requires attention. However, knowledge about the extent of the
problem is sparse, there is little motivation to take action to prevent it, and there is
a lack of leadership to address it. See community readiness.

Valid measure—accurate assessment of what the evaluator wants to measure. See
reliable measure.

Validity—the ability of an instrument to measure what it purports to measure. See
external validity.

Variable—a factor or characteristic of the intervention, participant, or context that
may influence or be related to the possibility of achieving intermediate and long-term
outcomes. See multivariate.

NOTE: This glossary is based partially on work performed by Westover Consult- .
ants, Silver Spring, MD, and the Pacific Institute for Research and Evaluation,
Bethesda, MD, under contract with the Center for Substance Abuse Prevention.
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' Appendix F:
Resource Guide

his resource guide provides the reader with suggestions for

family-centered resources. The first section lists names and addresses

of researchers and practitioners whose work was considered as evi-
dence in evaluating the various intervention programs. Because detailed
descriptions of their program planning and content are beyond the scope of
this guideline (and often are not fully described in their published works),
CSAP thought that those interested in implementing specific strategies may
want to obtain more detailed information directly from these researchers
and practitioners. The second section of this appendix lists Federal Govern-
ment agencies and nongovernment organizations that provide information,
resources, and guidance regarding family-related interventions and programs.
Some of these organizations have information clearinghouses. This section
also lists examples of foundations that provide support for family-centered
interventions or research. Some of the foundations also provide educational
materials for practitioners or the lay public.
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RESEARCHERS AND
PRACTITIONERS

Researchers

Georgia Aktan, Ph.D.

Needs Assessment Studies

Michigan Department of Public Health

Center for Substance Abuse Services

3423 Martin Luther King, Jr.,
Boulevard

P.O. Box 30195

Lansing, MI 48909

James Alexander, Ph.D.
Department of Psychology
University of Utah

Salt Lake City, UT 84112

Arthur Anastopoulos, Ph.D.

Department of Psychiatry

University of Massachusetts Medical
Center

55 Lake Avenue North

Worcester, MA 01655

Lew Bank, Ph.D.

Oregon Social Learning Center
207 East Fifth Avenue, Suite 202
Eugene, OR 97401

Cole Barton, Ph.D.
Psychology Department
Davidson College
Davidson, NC 28036

Martha Bernal, Ph.D.
Department of Psychology
Arizona State University
Box 871104

Tempe, AZ 85287-1104

Marianne Berry, Ph.D.
School of Social Work

University of Texas at Arlington
Arlington, TX 76019

Charles Borduin, Ph.D.
Department of Psychology
University of Missouri-Columbia
21 McAlester Hall'

Columbia, MO 65211

Richard Catalano, Ph.D.

Social Development Research Group
School of Social Work

University of Washington

146 North Canal Street

Suite 211, XD-50

Seatde, WA 98103

Thomas Dishion, Ph.D.

Oregon Social Learning Center
207 East Fifth Avenue, Suite 202
Eugene, OR 97401

Robert Felner, Ph.D.

National Center on Public Education
and Social Policy

University of Rhode Island

Shephard Building, Room 300

80 Washington Street

Providence, RI 02903

Matthew Fleischman, Ph.D.
Family Research Associates
81 East 14th Street
Eugene, OR 97401

Rex Forehand, Ph.D.

Institute for Behavioral Research
Psychology Department

Barrow Hall, Room 111
University of Georgia

Athens, GA 30602
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Donald Gordon, Ph.D.
Department of Psychology
Ohio University L
Athens, OH 45701-2979

Louise Guerney, Ph.D.
Individual and Family
Consultation Center

The Pennsylvania State University
University Park, PA 16802

David Hawkins, Ph.D.

Social Development Research Group
School of Social Work

University of Washingron

146 North Canal Street

Suite 211, SC-50

Seattle, WA 98105

Scott Henggeler, Ph.D.

Department of Psychiatry and
Behavioral Sciences

Medical University of South Carolina

171 Ashley Avenue

Charleston, SC 29425

Nicholas Ialongo, Ph.D.

School of Hygiene and Public Health
Department of Mental Hygiene
Johns Hopkins University

624 North Broadway

Baltimore, MD 21205

Alan Kazdin, Ph.D.
Department of Psychology
Yale University

PO. Box 11A

Yale Station

New Haven, CT 06520-7447

Preventing Substance Abuse Among Children and Adolescents

Michael Klein, Ph.D.

Department of Educational Psychology

University of Wisconsin—Milwaukee
PO. Box 413 '
Milwaukee, W1 53201

Patricia Knapp, Ph.D.

Department of Psychology -

University of Maryland,
Baltimore County

1000 Hilltop Circle

Baltimore, MD 21250

Rick Kosterman, Ph.D.

Social Development Research Group
School of Social Work

University of Washington

9725 Third Avenue, NE., Suite 401
Seattle, WA 98115

Karol Kumpfer, Ph.D.
Department of Health Education
HPER N-215 (Annex 2007)
University of Utah

Salt Lake City, UT 84112

Patricia Long, Ph.D.
Department of Psychology
Oklahoma State University
215 North Murray
Stillwater, OK 74078

Barton Mann, Ph.D.
Department of Psychology
University of Missouri~Columbia
210 McAlester Hall

Columbia, MI 65211

Hector Myers, Ph.D.

Center for the Improvement of
Child Caring

11331 Ventura Boulevard, Suite 103

Studio City, CA 91604
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Gerald Patterson, Ph.D.
Oregon Social Learning Center
207 East Fifth Avenue, Suite 202
Eugene, OR 97401

John Reid, Ph.D.

Oregon Social Learning Center
207 East Fifth Avenue, Suite 202
Eugene, OR 97401

Daniel Santisteban, Ph.D.

Center for Family Studies

Department of Psychiatry and
Behavioral Sciences

o University of Miami School of

Medicine
1425 NW. 10th Avenue
Miami, FL 33136

Richard Spoth, Ph.D.

Social and Behavioral Research Center

for Rural Health

Center for Family Research in Rural
Mental Health

Iowa State University

ISU Research Park

Building 2, Suite 500

2625 North Loop Drive

Ames, 1A 50010

Fred Springer, Ph.D.

EMT Associates, Inc.

771 Oak Avenue Parkway, Suite 2
Folsom, CA 95630

José Szapocznik, Ph.D.

Department of Psychiatry

University of Miami School of
Medicine

University of Miami

1425 NW. 10th Avenue

Miami, FL 33136

Ronald Thompson, Ph.D.

Program Planning, Research, and
Evaluation

Common Sense' Parenting Program

Father Flanagan’s Boys Home

Boys Town, NE 68010

Richard Tremblay, Ph.D.

Research Unit on Children’s
Psychosocial Maladjustment

University of Montréal

750 Gouin Boulevard East A

Montréal, Québec, Canada H2C 1A6

Robert Wahler, Ph.D.
Department of Psychology
227 Austin Peay Building
University of Tennessee
Knoxville, TN 37996

Elaine Walton, Ph.D.
College of Social Work
Ohio State University
1947 College Road
Columbus, OH 43210

Carolyn Webster-Stratton, Ph.D.
Parenting Clinic

School of Nursing

Box 354801

1107 NE. 45th Street, Suite 305
University of Washington
Seattle, WA 98105-4631

Peter Wilson, Ph.D.
Department of Psychology

University of Sydney
Sydney, N.S.W. 2006, Australia
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Sharlene Wolchik, Ph.D.
Department of Psychology
Arizona State University
PO. Box 871104

Tempe, AZ 85287-1108

Practitioners

Stephen Bavolek, Ph.D.

The Nurturing Program for Parents
and Children

Family Development Resources

27 Dunnwoody Court

Arden, NC 28704-9588

Bernell Boswell

Families in Focus Program

The Cottage Program International
57 West South Temple, Suite 420
Salt Lake City, UT 84101-1511

Herbert Callison

Kansas Family Initiative

Kansas Department of Social and
Rehabilitation Services

P.O. Box 47054

Topeka, KS 66647

Eileen Carroll
In-Home Care

California Department of Social-

Services
Office of Child Abuse Prevention
744 P Street, Mail Slot 19-82
Sacramento, CA 95814

Mary Heckenliable

Intensive Family Preservation Program
Hall Neighborhood House, Inc.

361 Bird Street

Bridgeport, CT 06605

Pat Mouton, M.S.W.

Parenting for Prevention Program

King County Division of Alcohol and
Substance Abuse Services

999 Third Avenue, Suite 900

Searttle, WA 98104

Ted Strader

Creating Lasting Connections

Council on Prevention and Education:
Substances

1228 East Breckenridge Street

Louisville, KY 40204

Linda Wheeler

Families and Schools Together Program
Family Service America

11700 West Lake Park Drive
Milwaukee, W1 53224-3099

AGENCIES, ORGANIZATIONS, AND
FOUNDATIONS

Government Agencies

Administration for Children and
Families

Administration on Children, Youth,
and Families

330 C Street, SW., Room 2026

Washington, DC 20201

(202) 205-8347

heep:/fwww.acf.dhhs.gov

 Child Care Bureau

200 Independence Avenue, SW.
Room 320F '
Washington, DC 20201

(202) 401-6947

* Children’s Bureau

330 C Street, SW., Room 2070
Washington, DC 20201

(202) 205-8618
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* Child Welfare Bureau

330 C Street, SW., Room 2068
Washington, DC 20201
(202) 205-8618 .

* Family and Youth Services Bureau
330 C Street, SW., Room 2046
Washington, DC 20201

(202) 205-8102

* Head Start Bureau

330 C Street, SW., Room 2058
Washington, DC 20201

(202) 205-8573

* National Child Care Information
Center

301 Maple Avenue West, Suite 602

Vienna, VA 22180

(800) 616-2242 _

http://www.ericps.ed.uiuc.edu/nccic

* National Clearinghouse on Child
Abuse and Neglect Information

PO. Box 1182

Washington, DC 20013-1182

(800) FYI-3366

(703) 385-7565

http://www.calib.com/nccanch

* National Clearinghouse on Families
and Youth ‘ '

PO. Box 13505

Silver Spring, MD 20911-3505

(301) 608-8098

* Office on Child Abuse and Neglect
330 C Street, SW., Room 2026
Washington, DC 20201

(202) 205-8586

<I1

Center for Substance Abuse Prevention

National Clearinghouse for Alcohol
and Drug Information

P.O. Box 2345

Rockville, MD 20847-2345

(800) 729-6686

http://www.samhsa.gov/csap

Indian Health Service

Division of Clinical/Preventive Services
5600 Fishers Lane, Room 6A-55
Rockville, MD 20857

(301) 443-4644

http://www.ihs.gov

Juvenile Justice Clearinghouse
PO. Box 6000

Rockville, MD 20850

(800) 638-8736
http://ncjrs.aspensys.com

Maternal and Child Health Bureau

Health Resources and Services
Administration

5600 Fishers Lane, Room 18A-20

Rockville, MD 20857

(301) 443-0205

http://www.hrsa.dhhs.gov

* Division of Healthy Start
5600 Fishers Lane, Room 11A-13
Rockville, MD 20857

(301) 443-0509

 Division of Maternal, Infant, Child
and Adolescent Health

5600 Fishers Lane, Room 18A-30

Rockville, MD 20857

(301) 443-2250
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» Division of Services for Children
With Special Health Needs

5600 Fishers Lane, Room 18A-27

Rockville, MD 20857

(301) 443-2350

U.S. Department of Education
600 Independence Avenue, SW.
Portals Building

Washington, DC 20202-6123
(800) 872-5327

(202) 401-2000
heep:/fwww.ed.gov

* Even Start Family Literacy Program
600 Independence Avenue, SW.

Portals Building

Wiashington, DC 20202

(202) 260-2777

* Office of Elementary and Secondary
Education

Safe and Drug-Free Schools.

600 Indepeqdence Avenue, SW.

Portals Building

Washington, DC 20202-6123

(202) 260-3954

U.S. Department of Health and
Human Services

Office of the Assistant Secretary for
Planning and Evaluation

200 Independence Avenue, SW.

Hubert H. Humphrey Building

Room 415F

Washington, DC 20201

(202) 690-7858

http://www.hhs.gov

Preventing Substance Abuse Among Children and Adolescents

* Division of Children and Youth
Policy

200 Independence Avenue, SW.

Hubert H. Humphrey Building

Room 450G

Washington, DC 20201

(202) 690-6461

 Division of Public Health Policy
200 Independence Avenue, SW.
Hubert H. Humphrey Building
Room 442E

Washington, DC 20201

(202) 690-6870

U.S. Department of Housing and
Urban Development

451 7th Street, SW.

Washington, DC 20410

(202) 708-1420

huep:/Iwww.hud.gov

e Community Connections
Information Center

Office of Community Planning
and Development

PO. Box 7189

Gaithersburg, MD 20898-7189

(800) 998-9999

* University Partnership Clearihghouse
HUD USER

PO. Box 6091

Rockville, MD 20849

(800) 245-2691

U.S. Department of Labor

200 Constitution Avenue, NW.
Room S$-1032

Washington, DC 20210-0002
(202) 219-8211
http://www.dol.gov
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* Women’s Bureau Clearinghouse
200 Constitution Avenue, NW.
Room $3306

Washington, DC 20210-0002
(800) 827-5335

* Work and Family Clearinghouse
200 Constitution Avenue, NW,
Room 3317

Washington, DC 20210-0002
(202) 219-4486

Nongovernmént Organizations

American Association for Marriage
and Family Therapy

Research and Education Foundation

1133 15th Street, NW., Suite 300

Wiashington, DC 20005

(202) 452-0109

http://www.aamft.org

. American Public Welfare Association

810 First Street, NE., Suite 500
Washington, DC 20002-4267
(202) 682-0100

Center for Family Life in Sunset Park
345 43rd Street

Brooklyn, NY 11232

(718) 788-3500

Children’s Defense Fund

25 E Street, NW.

Wiashington, DC 20001

(202) 628-8330

(202) 628-8787
htep://www.childrensdefense.org

The Children’s Foundation

725 15th Street, NW., Suite 505
Washington, DC 20005

(202) 347-3300
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Child Welfare League of America
440 First Street, NW., Suite 310
Washington, DC 20001-2085
(202) 638-2952
htep:/fwww.cwla.org

Family Resource Coalition
200 South Michigan Avenue,
16th Floor

Chicago, IL 60604

(312) 341-0900

The C. Henry Kempe National Center
for the Prevention and Treatment
of Child Abuse and Neglect

1205 Oneida Street

Denver, CO 80220

(303) 321-3963

http://www.kempecenter.org

National Association of Child Care
Resource and Referral Agencies

. 1319 F Street, NW., Suite 810

Washington, DC 20004—_1106
(202) 393-5501

National Black Child Development
Institute

1023 Fifteenth Street, NW., Suite 600

Washington, DC 20005

(202) 387-1281

http://www.nbcdi.org

National Center for Children in
Poverty

Columbia University School of
Public Health

Columbia University

154 Haven Avenue

New York, NY 10032

(212) 927-8793

(212) 304-7100

http://cpmcnet.columbia.edu/dept/nccp
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-National Center for the Early

Childhood Work ‘Force
733 15th Street, NW., Suite 800
Washington, DC 20005
(202) 737-7700

National Child Care Information
Center :

301 Maple Avenue West, Suite 602

Vienna, VA 22180 :

(800) 616-2242

Fax: (800)716-2242

http://ericps.ed.uiuc:edu/ nccic

" National Head Start Association

1651 Prince Street -
Alexandria, VA 22314
(703) 739-0875
http://www.nhsa.org

National Indian Child Care Assoc1at10n
279 East 137th Street

Glenpool, OK 74033

(918) 756-2112

National Indian Child Welfare
Association-

3611 S.W. Hood Street, Sulte 201 .

Portland, OR 97201

(503) 222-4044

National Information C_enter for
Children and Youth with Disabilities

PO. Box 1492

Washington, DC 20013-1492

(800) 695-0285

http://www.nichcy.org

National Information Clearinghouse
for Infants With Disabﬂities_a.nd Life
Threatening Conditions

University of South Carolina

Benson Building, First Floor

Columbia, SC 29208

(800) 922-9234
(803) 777-4435

National Maternal and Child Health
Clearinghouse

8201 Greensboro Drive, Suite 600 .

McLean, VA 22102-3843

(703) 821-8955

National Parent Information Network

ERIC Cleairinghouse on Elementary
and Early Childhood Education

University of Illinois at -+ -
Urbana-Champaign

Children’s Research Center

51 Gerty Drive

Champaign, IL 61820-7469

(217) 333-1386

http://www.uiuc.edu

National Resource Center on Child
Abuse and Neglect

63 Inverness Drive East

Englewood, CO 80112-5117

(800) 227-5242

National Youth Center Network
254 College Street, Suite 501
New Haven, CT 06510

(203) 773-0770
http://www.nycn.org

Zero to Three: National Center for’
Infants, Toddlers, and Families

734 15th Street, NW., Tenth Floor

Washington, DC 20005-2101

(202) 638-1144 '

(800) 899-4301 (publications)

http://www.zerotothree.org
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Foundations The Robert Wood Johnson Foundation
Route 1 and College Road East

PO. Box 2316

Princeton, NJ 08543-2316

(609) 452-8701

hetp://www.rwjf.org

The following are private foundations
that provide grants for services and re-
search regarding family-centered inter-
ventions. Grant-maker organizations,
such as the Foundation Center, can pro-
vide information on the wide array of The Henry J. Kaiser Family Foundation
private foundations, corporate grant- 2400 Sand Hill Road

makers, grant-making public charities, Menlo Park, CA 94025

and community foundations. (415) 854-9400

. . htep://www.kff.org
The Carnegie Corporation of New York
437 Madison Avenue The W. K. Kellogg Foundation
New York, NY 10022 One Michigan Avenue East
(212) 371-3200 Battle Creek, MI 49017-4058
http://www.carnegie.org (616) 968-1611
The Annie E. Casey Foundation heepi/fwrww.widdd.org
701 St. Paul Street The John D. and Catherine T.
Baltimore, MD 21202 MacArthur Foundation
(410) 546-6600 140 South Dearborn Street, Suite 1100
http://www.aecf.org Chicago, IL 60603-5285

(312) 727-8000

h .
The Ford Foundation http://www.macfdn.org

320 East 43rd Street

New York, NY 10017 The David and Lucile Packard
(212) 573-5000 Foundation
htep://www.fordfound.org 300 Second Street, Suite 200

Los Altos, CA 94022
(415) 948-7658
http://www.packfound.org

The Foundation Center

79 Fifth Avenue/16th Street
New York, NY 10003-3076
(212) 620-4230 The Pew Charitable Trusts
htep://fdncenter.org 2005 Market Street, Suite 1700
Philadelphia, PA 19103

il dolph
The William Randolph Hearst (215) 575-9050

Foundations
888 Seventh Avenue, 45th Floor
New York, NY 10106-0057
(212) 584-5404

http://www.pewtrusts.com
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