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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 enhanc-
ing prevention activities as planned and implemented by federally funded
State agencies and community-based organizations across the country. Through a
participatory process involving policymakers, researchers, program managers, 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 potentially 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 the greater
community in which the family exists. On both the national and local levels, govern-
ment, communities, and organizations are interested in finding ways to support fami-
lies more effectively 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 con-
sidering the advantages and disadvantages of specific interventions and for planning

prevention initiatives in the community.

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 CSAP/SAMHSA primarily to support 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 to lead the field with current information sup-
ported by the best scientific knowledge 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 preven-
tion. This topic was chosen in response to the field’s expressed need for direction 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 composed of nationally known researchers and practitioners in the field of
substance abuse prevention. With input from their colleagues in the field, these ex-
perts 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 FRD
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.



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 qual-
ity of the research and practice evidence, by approach, and to develop recommenda-
tions for the prevention field. This draft is reviewed by the full Panel. A revised version
of the guideline, including the revisions of the Expert Panel, is distributed for an exten-
sive review by the field. The critique and analysis received are used to further 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

* Monitor the usefulness and relevance of PEPS products

* Identify areas in which additional research is needed

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 agencies,
other Federal and State authorities, and community-based organizations addressing
the problems of substance abuse or serving high-risk populations. Therefore, tar-
geted users of the PEPS guidelines include policy analysts and decisionmakers, who
need sound data to justify funding for prevention planning; State agency and com-
munity-based administrators and managers, who will find the series useful in allocat-
ing resources and planning programs; researchers, who will receive guidance on the
need for future studies; and practitioners, who will find recommendations for pro-
gramming options that are most appropriate for the populations they serve.

THE SCOPE OF THIS GUIDELINE

Preventing Substance Abuse Among Children and Adolescents: Family-Centered Ap-
proaches 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 excluded some research and practice evidence. Although other

11
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conceptual or practice approaches do exist, sufficient documentation of their use is
not yet available. The guideline describes the following three prevention approaches:

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

This practitioner’s guide summarizes much of the information in the guideline and
highlights practical information that is most useful to those directly involved in plan-
ning and implementing prevention programs. A brochure-length parent and com-
munity guide was also developed to provide a brief overview of substance abuse
problems and courses of action for concerned citizens, and to offer 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 the evidence that makes research or practice information strong enough
to serve as the basis for recommendations. As these concepts are basic to an under-
standing of the rigorous process used in developing this guideline, they are explained
in detail in this introductory section. '

The term research evidence refers to the research-based body of knowledge existing
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, which is generally presented in the form of well-designed and
executed case studies that include process evaluation information on program imple-

mentation and procedures.

Each of the prevention approaches described in this guide 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. They also indi-
cate 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 evi-
dence for rating the varying degrees of confirmation of positive effect. The fourth

s
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Strong Level of Evidence

a. Consistent positive results of strong or medium effect from a series of studies,
including:
* 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
c. Unambiguous time ordering of intervention and results

d. Aplausible conceptual mode! 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:
At least two well-executed studies with experimental or quasi-experimental
designs
OR
* At least one well-executed study and three prevention case studies showing
statistically 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 been
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.

13
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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 rigor-
ous evaluation studies or appropriate intervention programs currently in process. One of
two conditions typically causes evidence to be described as suggestive but insufficient:

a. In the first condition, the evidence, although limited, appears to support a conclu-
sion, but additional research is needed to fully support the conclusion. This con-
dition often applies to areas in which there has been little study, such as those
that are not easily researched or new areas of study.

b. A second condition involves equivocal results. In this condition, a specific conclu-
sion 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 particular effect specified, but should be regarded as not well documented. Prac-
titioners should be cautious about undertaking approaches with this level of evidence.
However, depending on local circumstances, should the approach fit the situation and merit
adoption, 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 the observation of a statistically significant negative effect
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.

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. Practitio-
ners shouid avoid these approaches because they offer no promise of success at this time.

category applies to research and practice evidence indicating that a prevention

approach is ineffective.

Using Levels of Evidence in Program Planning

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

14
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proach. For instance, studies may show that a prevention approach has strong evi-
dence for attaining a desired effect in the short term, but suggestive but insufficient
evidence for sustaining that effect over time.

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 the evidence-based analysis of each approach is a special section outlining
recommendations for practice. This section presents the PEPS Expert Panel mem-
bers’ recommendations, suggestions, observations, and interpretations regarding the
prevention 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, while some recommendations relate to the imple-

mentation of specific prevention interventions.

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 the chapter.



O

ERIC

Aruitoxt provided by Eic:

These recommendations represent the transfer of practical information from preven-
tion research and practice experts to prevention decisionmakers, such as State and
local prevention authorities, other prevention practitioners and researchers, and mem-

bers of community prevention organizations.

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 dialogue 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 Preven-
tion, SAMHSA, 5600 Fishers Lane, Rockwall II, Rockville, MD 20857.
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Preventing Substance
Abuse Among Children
and Adolescents:
Family-Centered
Approaches

he Center for Substance Abuse Prevention (CSAP) created the Pre-

vention Enhancement Protocols System (PEPS) to systematically

identify current knowledge on prevention programs and to de-
velop recommendations to guide and strengthen State prevention efforts.
Under the PEPS program, panels of prevention experts have, for the first
time, organized research and practice evidence on effective prevention pro-
grams into a set of guidelines and recommendations that meet the needs of
practitioners. To date, one other PEPS guideline has been developed: Re-
ducing Tobacco Use Among Youth: Community-Based Approaches. All of the
PEPS documents will be accessible through CSAP’s World Wide Web site at
http://www.health.org.

Each guideline topic is presented in a set of three documents:

1. A comprehensive reference guide that describes in full the substance abuse
topic to be evaluated, reviews research and practice information on the
prevention approaches used to address the problem, analyzes the effec-
tiveness of these approaches, discusses lessons learned, suggests a pro-
gram design and method of implementation, and gives recommendations
of the Expert Panel on developing effective prevention programs and de-
signing research

2. A practitioner’s guide that distills the guideline into an
implementation-directed summary

3. A community guide, in brochure form, that practitioners may use to illus-
trate the rationale for their proposed prevention plans and to solicit com-
munity involvement and support

©  Preventing Substance Abuse Among Children and Adolescents 1 7 1




The practitioner’s guide is a unique planning tool. It allows practitioners to:

1. Choose from among proven strategies and approaches to develop their own pre-
vention programs '

2. Learn to use a risk factor/protective factor approach to identify problems, collect
data, and develop, carry out, and evaluate programs

3. Strengthen program effectiveness by using the “Developing and Delivering
Family-Centered Approaches” section

4. Benefit from the evidence-based “Lessons Learned” drawn from the review and
analysis of prevention research and practice evidence

5. Benefit from the “Recommendations for Practice” based on the expertise of the

PEPS Expert Panel as well as the review of the research and practice evidence

WHY USE FAMILY-CENTERED APPROACHES? AREN'T OUR SCHOOL AND
COMMUNITY EFFORTS SUFFICIENT?

Most Americans agree that the family is primarily responsible for ensuring the safety
of children and for providing the nurturing and guidance children need. Skillful
parenting helps children to become competent, caring adults who can live together
peacefully and productively. In the past few decades, however, dramatic changes have
taken place in American society and in the character of American family life (espe-
cially the role of women). Many of these changes can stress the family’s ability to
nurture healthy children and increase the likelihood that our youth, even at a very
early age, will turn to substance abuse. Just listing some of these stress factors makes
the challenge obvious:

1. Economic deprivation—For many economically deprived youth, drug trafficking
and substance abuse have become the only perceived options for breaking the cycle
of poverty and getting the goods and advantages their parents cannot afford to give
them (Hawkins, Catalano, and Miller 1992).

2. Homelessness—Drug use by homeless and runaway youth in shelters was reported
in one study in the southeastern United States to be two to seven times higher than
in comparison school samples (Fors and Rojek 1991).

3. Mothers in the workforce—Working mothers have less time than nonworking moth-
ers to spend with and monitor their children. Less maternal involvement is associ-
ated with an increased risk for behavior problems, conduct disorders, and sub-
stance abuse as the child approaches adolescence (Kandel and Andrews 1987).

4. Single-parent families—Children living in single-parent families are more likely
than others to have emotional problems and academic difficulties, which in turn
are risk factors for substance abuse (Emery 1988; McLanahan 1988; McLanahan
and Sandefur 1994).

1 8 Practitioner’s Guide



5. Child abuse and neglect—About 90 percent of the perpetrators of child maltreat-
ment are parents and other relatives of the victims. In recent years, substance abuse
by parents has come to be seen as a major cause of child abuse and neglect (Na-
tional Center on Child Abuse and Neglect 1994).

6. Teenaged mothers—Teenaged mothers, many of whom lack adequate social sup-
port, are less capable than adult mothers of parenting and managing crises and
may be more likely to turn to substance abuse to cope with stress (Department of
Health and Human Services 1993).

The case for family-centered approaches is strong. While school- and community-based
substance abuse prevention programs are essential, they are not sufficient. Frequently,
schools do not begin addressing the substance abuse problem until adolescence, al-
though the data indicate that the problem often begins in preadolescence. If families
are to be successful in preventing substance abuse during the early years of a child’s
development, both parents and children need to develop the behaviors and skills that
will enable them to manage themselves and their families in ways that support healthy
growth. This training and support is all the more important today as a variety of
stressors push and pull the family from every side.

Some families require only occasional support as specific problems arise. Others have
greater difficulty and need ongoing support, and a small percentage of families who
have a great need for resources and support have only a marginal capacity to find and
use them. These families may need active assistance to protect the children and to
help the parents impart the values and skills that will enable their children to succeed
as adults.

HOW BIG A PROBLEM IS SUBSTANCE ABUSE AMONG YOUTH?

What do we know about our kids and substance abuse? Data on substance abuse
among young children have not been systematically collected. However, the Mon:-
toring the Future Study (University of Michigan Institute for Social Research 1997)
shows that the use of illicit drugs by adolescents increased significantly berween 1991
and 1996, representing a reversal of previous downward trends. By 1997, the resur-
gence showed signs of leveling off, especially among eighth-grade students.
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Eighth-Grade Students

The percentage of eighth-grade students reporting any marijuana use in the past
month increased from 3 percent in 1991 to 10 percent in 1997, down from 11 per-
cent in 1996. The percentage reporting any cigarette use in the past month rose from
14 percent in 1991 to 19 percent in 1997, down from 21 percent in 1996. The
percentage reporting any heroin use within the past month, although quite low, more
than doubled from 0.3 percent in 1991 to 0.7 percent in 1996 before easing to 0.6
percent in 1997. Similarly, the percentage reporting any hallucinogen use rose from
0.8 percent in 1991 to 1.8 percent in 1997, also slightly lower than the year before.
(University of Michigan Institute for Social Research 1997).

Box 1 illustrates the substance use experience of eighth-grade students as noted in
the 1997 Monitoring the Future Study. All of these figures are slightly lower than the
1996 results.

BOX 1: Lifetime Substance Use by Eighth-Grade Students in 1997

In 1997, the percentages of eighth-grade students reporting the use of a substance of abuse
at least once in their lifetime were reported as follows:

Alcohol—54 percent
Cigarettes—47 percent
Marijuana—23 percent
Inhalants—21 percent
Smokeless tobacco—17 percent
Stimulants—12 percent
Hallucinogens—5 percent
Cocaine—4 percent

Heroin—2 percent

© N e w2
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) (University of Michigan Institute for Social Research 1997)

Tenth-Grade Students

Of students in the tenth grade, the percentage reporting any marijuana use in the
past month increased from 8 percent in 1992 to 21 percent in 1997. The percentage
reporting any cigarette use in the past month rose from 21 percent in 1991 to 30
percent in 1997. The percentage reporting any heroin use within the past month is
quite small but tripled from 0.2 percent in 1991 to 0.6 percent in 1997. Similarly,
the percentage reporting any hallucinogen use doubled from 1.6 percent in 1991 to
3.3 percent in 1997 (University of Michigan Institute for Social Research 1997).
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High School Seniors

The percentage of high school seniors reporting any illicit drug use in the past month
was nearly 40 percent in 1979; it decreased to a low of 14 percent in 1992 but in-
creased to 26 percent in 1997. Perhaps the most troubling increase involved mari-
juana. The percentage of high school seniors reporting marijuana use in the past
month was 37 percent in 1979; it dropped to 12 percent in 1992 but rose to 24
percent in 1997. Similarly, the past-month use of cigarettes declined from a high of
38 percent in 1977 to a low of 28 percent in 1992. However, by 1997, the rate had
increased to 37 percent (National Institute on Drug Abuse 1997; University of Michi-
gan Institute for Social Research 1997).

High school seniors’ reports of using a hallucinogen during the past month have
fluctuated between 2 percent and 4 percent from 1975 through 1997. However, their
rate of lifetime use of hallucinogens has 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).

The use of heroin by high school seniors has always been low, generally about 0.2 to
0.3 percent from the late 1970s through the early 1990s. However, though still less
than 1 percent, the rate increased somewhat to 0.5 percent in 1997 (University of
Michigan Institute for Social Research 1997).

Alcohol Use Remains High

In general, alcohol use among high school students has remained fairly stable in the
past several years, although the rates are unacceptably high. Slightly more than half
of high school seniors report drinking in the past month, a fairly consistent pattern
in the 1990s. This rate is down from about 70 percent in the late 1970s and early
1980s. Even among eighth-grade students, more than half have tried alcohol, and a
quarter report having had alcohol within the past month (University of Michigan
Institute for Social Research 1997).

WHAT PUTS CHILDREN AND ADOLESCENTS AT RISK FOR SUBSTANCE
ABUSE?

Researchers believe that to maximize the prevention of adolescent substance abuse, it is
important both to reduce risks and to enhance protective factors.

Cerrain conditions—risk and protective factors—in the lives of some children and
adolescents make it more or less likely that they will use alcohol, tobacco, or illicit
drugs. Interaction of risk and protective factors within and among the three domains
discussed below can affect the likelihood of adolescent substance abuse. For example,

Preventing Substance Abuse Among Children and Adolescents 2 1




a recent study concluded that, despite similar exposures to violence in their neigh-
borhoods, children showed varying degrees of successful adaptation and behavioral
problems. The impact of the risk factors in the community was lessened by the pro-
tective factors of family warmth, cohesion, and strong parenting (Richters and
Martinez 1993). Similarly, high population density, overcrowding, and poor housing
appear to contribute to antisocial behavior and delinquency—which, in turn, are
known risk factors for substance abuse.

In general, risk and protective factors can be seen as operating in three areas of influ-
ence, or domains:

L. Individual child factors of biology, behavior, and personality
2. Family factors
3. Environmental factors

Risk and protective factors within each domain are listed below. While there are
fewer identified protective factors than risk factors, their interaction with risk factors
means that practitioners should always try to enhance them as they strive to reduce
risk factors. However, doing so can be challenging because risk and protective factors
are complex. In addition to the difficulties that may be posed by their number, inten-
sity, and duration, risk and protective factors work within a dynamic and interactive
system.

FAMILY-CENTERED APPROACHES TO PREVENTION OF SUBSTANCE
ABUSE—WHAT WORKS

As PEPS evaluated research studies and practice cases, it grouped the evidence into
three prevention approaches: ‘

1. Parent and family skills training
2. Family in-home support
3. Family therapy

These approaches focus on the dynamics within the family as a whole and within a
community—not merely the individual child within the family. Furthermore, these
prevention approaches do not directly address substance abuse among youth. Rather,
they address known risk and protective factors that increase or decrease the likeli-
hood that children will begin—or continue—to abuse substances. It is also impor-
tant to note that many approaches to preventing substance abuse in children and
youth, including the three presented in this practitioner’s guide, are based on the
four developmental models (developmental pathways, social development, social ecol-
ogy, and contextualism) defined in appendix B, which identify the ways risk and
protective factors interact to shape children’s lives.
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The basic logic for reducing substance abuse is as depicted below:

Family-Centered Reduce Risk Factors Decrease Likelihood
Prevention and Increase of Substance Abuse
Approaches Protective Factors Among Youth

Each approach is presented below in terms of its underlying concept, the activities of
the studies reviewed, the strength of the evidence supporting the approach, lessons
learned from the evidence, and recommendations for practice based on the evidence,
as well as the insight of the Expert Panel. General recommendations for practice
follow presentation of the three approaches.

Risk and Protective Factors for Children and Adolescents

Individual Child Factors of Biology, Behavior, and Personality

Risk Factors Protective Factors
1. Antisocial and other problem behaviors 1. Positive temperament
such as stealing, vandalism, conduct 2. Social coping skills
disorder, attention-deficit hyperactivity 3. Belief in one’s own ability to exert control
disorder (ADHA), rebelliousness, and over what happens (self-efficacy) and in one’s
aggressiveness—particularly in boys ability to adapt to changing circumstances
2, Alienation 4. Positive social orientation

3. High tolerance for deviance and strong
need for independence

4. Psychopathology

5. Attitudes favorable to drug use

6. High-risk personality factors such as
sensation seeking, low harm avoidance,

and poor impulse control

1 .
E TC Preventing Substance Abuse Among Children and Adolescents

Aruitoxt provided by Eic:



Family Factors

Risk Factors Protective Factors

1. Family behavior concerning substance 1.
abuse:
a. Parental substance use and drug use
modeling 2.
b. Perceived parental permissiveness of 3.
youth's substance use
2. Siblings’ drug use, particularly that of
older brothers
3. Poor family management and parenting
practices:
a. Overinvolvement of one parent and
distancing by the other
b, Low parental aspirations for children’s
educational achievement
€. Unclear or unrealistic parental
expectations for children’s behavior,
especially as they relate to the child's
developmental level
d. Poor disciplinary techniques, such as
lack of or inconsistent discipline and
extremely harsh punishment
4. Poor maternal-child relationships:
a. Lack of maternal involvement in
children’s activities
b. Cold, unresponsive, underprotective
mother
¢. Low maternal attachment
d. Maternal use of guilt to control
children’s behavior
5. Family conflict (a strong predictor of
delinquency and antisocial behavior,
including substance abuse)
6. Physical abuse (the earlier the age of

experience, the greater its negative effects)
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bonding between parents and children
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Parental supervision
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and among parents, parents and children,
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Environmental Factors

Risk Factors Protective Factors

1. Peer influence—rejection or low accep- 1. Sources of positive emotional support
tance, particularly in early school years outside the family, such as close friends (one

2. Deficient cultural and social norms and or several), neighbors, extended family,

laws, such as poor enforcement of minimum peers, and elders

purchase age for alcohol and tobacco 2. Formal and informal supports and resources
products, social norms condoning use, available to the family
and proliferation of tobacco and alcohol 3. Community and school norms, beliefs, and
product advertisements behavioral standards against substance
3. Extreme poverty, for children with behavior abuse
problems and other risk factors 4, Successful school performance and strong
4, Neighborhood disorganization that commitment to school

reduces the sense of community, increases
experiences with crime, and creates high
mobility and transience

5. Failure to achieve in school, especially
in the late elementary grades, regardless
of whether it is due to behavior problems,
truancy, learning disabilities, poor school

environment, or other causes

Box 2 lists principles practitioners should follow in addressing the risk and protective
factors on which the following prevention approaches are based.

Prevention Approach 1: Parent and Family Skills Training

Family functioning, structure, and values have a significant impact on children’s ca-
pacity to develop prosocial skills and cope with life’s challenges. Parent and family
skills training can provide parents and family members with new skills. These skills
enable families to better nurture and protect their children, help children develop
prosocial behaviors, and train families to deal with particularly challenging children.

This prevention approach addresses two clusters based on the risk levels of the target
populations:

1. Families with children who are not known to have risk factors and families with
children who are exposed to risk factors and are therefore at above-average risk.
Common risks might include being in a single-parent family, a family in economic
distress, or a family of divorce.

)
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2. Families with children who are at high risk because they are exposed to multiple
risk factors or have a high level of exposure to a single risk factor. Examples might
be children identified as having serious behavior problems, as being delinquent, as
having substance-abusing parents, or as being victims of child abuse.

The risks faced by families in the first cluster call for universal or selective prevention
measures, as defined in the Institute of Medicine’s (IOM’s) classification system. In-
dicated prevention measures are appropriate for the second cluster (Gordon 1983,
1987; Institute of Medicine 1994),

Because the activities and levels of evidence are unique to each cluster, they are pre-
sented separately below. The lessons learned and recommendations for practice that
follow apply to both clusters.

BOX 2: How Can Practitioners Have the Greatest Impact?

In addressing the various risk and protective factors around which family-centered
approaches are built, practitioners should keep in mind the following principles:

1. Select prevention approaches according to the risk level of the targeted families.
Differentiate among:

a. Families not yet known to have any risk factors,

b. Families with children who belong to subgroups that have risk factors for sub-
stance abuse but do not yet use substances, and

c. Families with children who already are known to have such risk factors as
antisocial behavior and conduct disorder.

Respectively, risk levels a, b, and ¢ represent the population groups to which three catego-
ries of prevention activities (universal, selective, or indicated) should be directed (Gordon
1