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Executive Summary

The past decade has been an active period in adolescent health research. Research
teams internationally have trialed and evaluated a range of strategies aimed at
protecting adolescent health and preventing the emergence of problems such as
substance abuse, sexually transmitted disease and depression. The present project is
a Victorian Department of Human Services initiative. The purpose was to conduct a
systematic review of the effectiveness of interventions promoting health in the
adolescent population to better inform state investment in evidence-based strategies.
Interventions included in the review addressed six indices of adolescent health -
depression, suicidal behaviour, alcohol and drug use, tobacco use, antisocial
behaviour, and sexual risk-taking behaviour.

The term “health promotion” has been used to describe activities and interventions
that reduce risk factors, enhance protective factors, prevent adverse health outcomes
and promote positive adjustment and health. The purpose of this literature review
was to ascertain the efficacy of health promotion interventions targeted at
adolescents (defined as 12-to 18-year-olds). Program evaluations were organised
according to the health promotion “strategy” represented. Health promotional
strategies identified in this review included parent training, family intervention,
school based health education, school organisation and management, mentorship,
peer intervention, recreation, health service reorientation, community based
education, employment and training, legislative reform and enforcement of
legislation, social marketing, and community mobilisation.

Published papers describing program evaluations were identified through electronic
abstraction services, through previous review work conducted by the study authors
and through consultation with systematic review teams internationally. Articles
were initially screened for key details including their adolescent focus, relevance to
the outcomes of interest and methodology. Studies were included only if they
accorded with the highest level of evaluation evidence (randomised allocation or
matching of controls to intervention, and longitudinal outcome evaluation in
community settings). A minority of studies were included that did not conform to
these standards because they either 1) clearly indicated null-intervention effects and
hence did not require more elaborate designs or 2) evaluated Australian intervention
data using adequately controlled designs.

The inclusion criteria left 178 studies (presented as “Technical Summaries”) which
were each systematically reviewed relevant to three areas of evaluation - process
evaluation (practical implementation), intermediary outcomes (impact on risk and
protective factors) and health outcomes (effectiveness). Within the body of the
report each of the articles was considered with reference to the main health
promotion strategy adopted and the adolescent health outcome targeted for
prevention. Using the available evidence an integrative review was completed
systematically exploring, for each strategy, evidence for implementation, outcome
effectiveness and, where possible, evidence for dissemination and cost-
effectiveness. In what follows we detail key conclusions and recommendations
following from the above process of research review.



Recommendations for purchasing Adolescent Health

promotion interventions

There is now a considerable research base relevant to the effectiveness of health
promotion intervention as a practical means of improving adolescent health. This
report reviews evidence published over the last decade relevant to the effectiveness
of thirteen health promotion strategies targeting six adolescent health behaviours.
Although Australian dissemination issues are discussed, the present report is biased
toward United States program evaluations as the bulk of published evaluation
research has come from that country.

General recommendations

Invest strategically to advance evidence-based practice.

e Statewide dissemination is recommended for strategies such as legislative
change, and social marketing.

e Regional funding is recommended to increase evidence-based practice through
training and targeted funding of programs with evidence for impacts on
regionally prioritised risk factors, protective factors and youth health and
behaviour outcomes.

e Purchasing contracts for preventive interventions should include evaluation
requirements designed to advance the level of evidence for the selected health
promotion strategy.

Invest in strong implementation
e Weakly implemented interventions show inconsistent or null effects.
e Check and ensure fidelity in implementation.

Request behavioural outcomes

e Impacts should be expected not just for risk factors, but also for relevant health
indices. Funding for longer-term follow-up evaluation may be required to
measure these outcomes.

Target multiple risk factors

e Programs that employ more than one health promotion strategy appear to be
more consistently effective. Programs that target more than one risk factor may
increase the likelihood of an effect.

Seek sustained intervention

e Investment in prevention should aim to maintain a coordinated set of activities
over an extended time frame.

e Activities should address the developmental stage of youth and build on earlier
components.

Identify and reward evidence-based practice.

e An audit of intervention strategies and program components currently delivered
in Victoria is recommended to establish their congruence with an evidence-
based approach.

e Evidence-based programs should be acknowledged and rewarded.

General recommendations are outlined in more detail in Section 9.



Specific Recommendations

The conclusions that follow should be accepted cautiously as they are based on
review of only the limited sub-set of available articles relevant to the past decade
and located within the restricted time available for this project. Identification of
programs implemented within Victoria has not been based on a systematic process.
The table that follows summarises the identified evidence-base for the thirteen

adolescent health promotion strategies examined in this report.

Summary of evidence base for thirteen adolescent health promotion strategies
targeting six adolescent health outcomes.

Health Promotion Tobacco | Alcohol | Sexual | Antisocial | Depression | Suicide
Strategies & Drugs | Health
Parent Training 2 * k * % K &3 * 11
Family Intervention &3 * 23 * 3B * % B o
School Based Health | * * * % % *ok ok | koK * 172 o
Education
School Organisation | Fo * 11 & * % * 0L * 0
and Behaviour
Management
Mentorship * 11 * 1710
Peer Intervention and | %2 2y * % 2y
Peer Education
Youth Recreation * 0L E * 11
Health Service * 13 * 11 * 2l Fo
Reorientation
Community Based R * 172 * e * 72
Health Education
Employment and &3 E3] %3
Training
Law, regulation, * * % * 22 =] o * %
policing and
enforcement
Social Marketing * 3 * 1 E b * 0 *
Community * % * % * * 074 &S R
Mobilisation

Limited investigation.

Evidence is contra-indicative.

R Warrants further research.

*P Evidence for implementation. P Proportion of studies with positive effects.

* % Evidence for outcome effectiveness.

% % % Evidence for effective dissemination.

For definitions see Section 2.4 - Integrative Evaluation of Individual Program Evaluations.




BEST BUY STRATEGIES

School based health education

A cost-effective strategy that can reduce alcohol and other drug problems,
smoking rates in young people, sexual risk-taking and antisocial behaviour.
Dissemination with evaluation is recommended to encourage evidence-based
health education integrated as a universal component within schools.
Encouraging innovation could extend the application of this strategy into mental
health promotion.

Parent training and family intervention

US experience suggests promise for this strategy in preventing a variety of
adolescent health and behaviour problems. Australian experience is relatively
undeveloped.

Dissemination for early intervention is recommended to prevent crime and
alcohol and drug misuse.

Funding implementation with rigorous evaluation could extend these approaches
to other outcomes.

Community mobilisation

Implementation with rigorous evaluation is recommended to assist prevention
of tobacco use, alcohol and drug use, and sexual risk-taking.

Funding state-wide "demonstration sites" and geographically based teams
could coordinate activities within local communities.

Funding innovation with evaluation may extend to crime prevention and
mental health targets.

Law, regulation, policing and enforcement

Investment in the dissemination of evidence-based tobacco control strategies is
recommended to reduce tobacco sales to minors.

Investment in implementation with rigorous evaluation may encourage programs
for reducing alcohol sales to minors, and police diversion of illicit drug users.
Supporting review and rigorous evaluation of juvenile justice as a system may
assist the development of a preventive framework for crime and antisocial
behaviour.

Implementing and evaluating the regulation of access to means may be a useful
component within a broader suicide prevention strategy.

Social Marketing

Little impact, as stand alone programs have a greater potential where they are
coordinated with other strategies actively involving school-health education,
parents, law etc.

Implementing with rigorous evaluation may prevent tobacco use, alcohol and
other drug problems and suicide.

Funding innovation and evaluation could extend programs for prevention of
sexual risk behaviour, crime prevention and mental health promotion.



School organisation and behaviour management

e School behaviour management strategies can be effective for addressing
behaviour problems. However, there may be some difficulties to resolve in their
implementation. Prior to investing for dissemination, a systematic audit of
existing Australian programs is recommended.

e School organisation strategies could be implemented with rigorous evaluation to
better understand their application for prevention of alcohol and drug misuse
and mental health promotion.

e Further research investment may be warranted to better understand the potential
of these approaches for the prevention of tobacco use and sexual risk-taking.

Peer intervention

e Can be an effective strategy for promoting sexual health / safer sex.

e Could be implemented with rigorous evaluation as a tobacco control strategy.

e Funding innovation and evaluation could further extend this field to other
outcomes.

e Peer interventions targeting crime prevention should be carefully conceived and
include rigorous evaluation.

LOWER PRIORITIES -
But may be very significant for particular communities and/or targets.

Community based health education

e Funding further implementation with rigorous evaluation may be warranted for
the prevention of tobacco use, alcohol and other drug misuse, sexual risk-taking
and crime.

e Demand evidence for behavioural change and rigorous evaluation.

Mentorship
e There are promising indications for this strategy as a substance abuse prevention
strategy. Funding innovation and evaluation could extend this field.

Health service reorientation

e Funding implementation with rigorous evaluation may prevent tobacco use,
alcohol and drug use and sexual risk-taking behaviour.

e Encouraging innovation and evaluation may encourage programs to address
mental health promotion and youth suicide prevention.

Recreation

e Funding implementation with rigorous evaluation could assist tobacco control,
prevention of alcohol and drug misuse and prevention of sexual risk-taking
behaviour.

e Funding innovation and evaluation may extend this field.

Employment and training

e Funding innovation and evaluation could extend this field.

e Employment and Training programs targeting crime prevention should be
carefully conceived and include rigorous evaluation.
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1 Introduction

1.1 THE IMPORTANCE OF ADOLESCENT HEALTH PROMOTION

The present project is a Victorian Department of Human Services initiative. The
purpose was to conduct a systematic review of the effectiveness of interventions
promoting health in the adolescent population to better inform state investment in
evidence-based strategies. Until recently, emotional and behavioural problems of
adolescence have tended to be dismissed as part of the normal turbulence of
adolescent development. One reason for an apparent neglect has been that on some
measures, young Australians appeared to enjoy good health. Mortality rates have
been low in comparison to other age groups. Conspicuous morbidity in routine
health statistics has, with a few exceptions (such as injury rates), also been relatively
low. In this light, the failure to adopt a comprehensive strategy to the health needs
of adolescents was understandable.

Attitudes to adolescent health and health promotion have changed quickly. New
epidemiological data have been influential in several respects. First, patterns of
health risk in the Australian population have altered. Downward age-trends in
tobacco, alcohol and illicit drug use have made adolescents a major target for health
promotion. Earlier commencement of sexual activity with high rates of teenage
pregnancy and the threat of HIV have similarly focused attention on the teens. Both
retrospective studies of adults with continuing health risk behaviours and
prospective studies of adolescents followed into adulthood have illustrated the
strong continuities in health risk behaviours into young adulthood. This evidence
has challenged earlier notions of “maturing out” of health risk behaviours and
mental health problems from adolescence to adulthood, making promotion of health
in adolescence an imperative.

Secondly, new areas of health priority arise partly through advances in our
knowledge and practice. Advances in medical treatment have given rise to health
needs in young people with disorders such as cystic fibrosis and childhood
malignancy where previously prospects of survival to adulthood were small.
Around 10% of adolescents have one or more chronic illnesses (such as asthma or
diabetes) and there are particular health issues relevant to these groups. Similarly,
changes in family structures and opportunities for education, vocational training and
employment have brought the development of other risk groups, such as the young
unemployed and homeless, where particular health needs are apparent. These
changes also underline the need for developing and implementing effective
approaches to health promotion in adolescents.

Third, many adolescent health problems share important risk factors (or prospective
predictors). Thus academic failure and school dropout are associated with the
development of antisocial behaviour, higher rates of substance abuse, tobacco use
and emotional problems. Similarly, patterns of family attachment and conflict are
associated with both a range of important health outcomes and also to other
established risk factors. In this context, there is growing evidence that effective
health promotional interventions for a specific risk or protective factor
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1.2

(prospectively identified mediator or moderator of a risk process) are likely to have
direct effects on a range of health outcomes.

A RISk FACTOR APPROACH TO ADOLESCENT HEALTH PROMOTION

This report reviews literature accumulated over the past decade relevant to the
effectiveness of adolescent health promotion and prevention interventions. The
focus of this review has been to identify the impact of preventive interventions upon
adolescent risk factors that, in the absence of intervention, play a causal role in the
development of adverse health outcomes and other problems. The definition and
identification of risk and protective factors in the present investigation follows
earlier work in the areas of Drug Abuse Prevention (Hawkins, Catalano and Miller,
1992; Institute of Medicine, 1996), Antisocial Behaviour (Brewer, Hawkins,
Catalano & Neckerman, 1995) and Youth Suicide (Patton & Burns, 1999).

Six key adolescent health outcomes were selected for examination, based on
evidence for their emergence or escalation in adolescence (the age period 12-18).
These were tobacco use, alcohol and drug use, sexual risk-taking behaviour, crime
and antisocial behaviour, depression, and suicidal behaviour.

In the evaluation of program outcomes a distinction has been made between two
sets of outcome measures, “early initiation” and “persistence/escalation”. Early
initiation refers to the incidence of first time involvement in behaviours, for
example the first act of sexual intercourse, the first emergence of suicidal thoughts
or self-harm in the trajectory toward suicide, and the first emergence of symptoms
for depression. Measurement of initiation in the reviewed research articles was often
indirect relying on summary indicators such as any use or a low number of previous
lifetime episodes.

The phenomena of persistence and escalation refer to prolonged involvement in
problem behaviours of lower severity (e.g., continuation of sub-clinical depressive
symptoms) or progression to more frequent, more severe or more problematic
development of health and behaviour problems. With reference to sexual risk-
taking, progression may refer to the movement from first sexual intercourse to
multiple sexual partners, more regular unprotected sex, or pregnancy. In the case of
mental health escalation was indicated by more serious symptoms - a suicide
attempt or a diagnosed episode of depression. Although it may be desirable to
prevent or delay the first initiation of adolescent problem behaviours, it is important
to document programs that may reduce the progression or escalation of problem
behaviours.

The risk and protective factors identified in the present report followed, as far as
possible, the measurement framework developed by Professors Richard Catalano
and David Hawkins from the University of Washington. The Catalano and Hawkins
measurement framework includes a comprehensive range of risk factors identified
from a review of the epidemiological and intervention literature on the determinants
of substance abuse (Hawkins, Catalano & Miller, 1992). The measurement
framework has been supplemented to incorporate protective factors identified in an
integrative theory of resiliency known as the Social Development Model (Catalano
& Hawkins, 1996). This framework has been successfully utilised within Victoria to
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assess youth perceptions of 23 risk factors and 10 protective factors presented in
Table 1 (Bond, Thomas, Toumbourou, Patton & Catalano, 2000).

Ticks in the first two columns in Table 1 indicate a consensus in previous literature
suggesting the risk (or protective) factor was predictive of the problem outcome
(drug abuse, delinquency/crime). Ticks in the final column (depression) indicate
significant cross-sectional relationships amongst Victorian Year 9 students surveyed
in 1998. Table 1 demonstrates the range of risk factors and their association with a
variety of adolescent health and behaviour problems. Youth face particular risk
where they are exposed to a greater number of risks over a longer period of time.

In the development of Technical Summaries for the present report considerable
effort has been made to redescribe reported intervention effects in the risk and
protective terminology proposed by Professor Catalano and colleagues. The current
report is somewhat exploratory in that it represents the first attempt, internationally,
to extend the social development risk and protective framework to prevention
activities targeting the prevention of sexual risk-taking behaviour, tobacco use,
depression and youth suicide.

Social developmental risk and protective factors were further supplemented to
incorporate the Australian harm reduction framework relevant to sexual risk-taking
behaviours and alcohol and drug use. Harm reduction approaches attempt to reduce
the harm associated with potentially health-compromising behaviour, while not
necessarily altering the prevalence of the behaviour. Such practices have been listed
as protective factors in the present literature review and include the use of condoms
to prevent sexually transmitted disease and programs that reduce drink-driving
amongst alcohol users. In some cases labelling of risk and protective factors in the
present report differs considerably from the wording used by the authors in the
original articles we have reviewed.

EPIDEMIOLOGICAL TRENDS IN THE SI1X HEALTH OUTCOMES IN VICTORIA

Australian research examining the epidemiology of adolescent health-compromising
behaviours has grown in volume and quality over the last decade. Until the mid-
‘90s cross-sectional research examining a single health outcome had been the
general rule. It has only been relatively recently that longitudinal research
examining a range of health behaviours has emerged.

Time series prevalence data appears to be most well developed in the areas of
tobacco use and alcohol and drug use. Regular school surveys have been conducted
in these areas for over a decade. The findings of these studies suggest that the
prevalence of tobacco use, and more regular tobacco use, decreased until the early
1990s. Through the 1990s rates of tobacco use have appeared to stabilise amongst
Victorian youth. There exists some concern that female tobacco use may have risen
to approach male rates in recent years (Department of Human Services, 1999).
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Table 1

Risk and Protective factors predicting drug abuse, delinquency and

depression

Risk & Protective Factors

Abuse

Delinquency/

Crime

Depression

Community
Low neighbourhood attachment

Community disorganisation
Personal transitions & mobility
Community transitions & mobility

Laws & norms favourable to drug use

Perceived availability of drugs

P Opportunities for prosocial involvement

P Rewards for prosocial involvement
Family
Poor family management
Poor discipline
Family conflict

Family history of antisocial behaviour

Parental attitudes favourable toward drug
use
Parental attitudes favourable to antisocial

behaviour
P Attachment

P Opportunities for prosocial involvement

P Rewards for prosocial involvement

School

Academic failure
Low commitment to school

P Opportunities for prosocial involvement

P Rewards for prosocial involvement
Peer /Individual

Rebelliousness

Early initiation of problem behaviour
Impulsiveness

Antisocial behaviour

Favourable attitudes toward antisocial

behaviour

Favourable attitudes toward drug use

Perceived risks of drug use
Interaction with antisocial peers
Friends' use of drugs
Sensation seeking
Rewards for antisocial involvement
P Religiosity
P Social skills
P Belief in moral values

AN N N NN Y Y N U U N N NN

AN N NN AN NI NN AN N NN

ANRNEN

AN AN NI NN

AN NN AN N NN AN NN

AN N N NN

ASENENENENENEN

NN ANANEN NN

AN

(\

ANENANAN

NN

P = Protective factors

14



1.4

Victorian adolescent rates of binge alcohol consumption and marijuana use appear
to have increased in 1996 relative to earlier surveys in 1993 (Department of Human
Services, 1999). Commonwealth household surveys have been regularly conducted
since the beginning of the National Campaign against Drug Abuse in 1987.
Unfortunately these surveys do not cover the early and middle adolescent age
groups. Findings from the National Household Surveys do suggest that older
adolescents have relatively high rates of both licit and illicit substance use compared
to other sections of the Australian population.

Time series data relevant to sexual risk-taking, antisocial behaviours, depression
and suicide amongst Victorian adolescents is more difficult to locate. Available
figures for completed youth suicide have demonstrated a steady increase for males
beginning in the 1960s which appears to have stabilised somewhat over the most
recent years. Whilst female youth suicide rates are lower than those for males,
recent evidence suggests female suicide rates may be increasing. There are high
rates of self-harm amongst females.

Existing information reaffirms a high co-occurrence of the six health outcomes
examined in the present study. The Adolescent Health survey conducted by the
Centre for Adolescent Health in 1992 was the first study to explicitly examine the
co-occurrence of tobacco use, alcohol use, other drug use, antisocial behaviour,
sexual risk-taking behaviour, and depression within a representative sample of
Victorian youth (Hibbert et al., 1996). A high co-occurrence between each of these
behaviours was observed.

SCOPE OF THE CURRENT REVIEW
The review process adopted for the present project identified and reviewed 178
research articles fitting the review criteria. The number of articles identified for

each outcome domain is presented in Table 2 below.

Table 2
Number of papers by outcome domain

Primary Outcome Domain Number Of.
papers reviewed
Tobacco Use 57
Drug and Alcohol Use 39
Sexual Risk-taking Behaviour 52
Crime & Antisocial Behaviour 16
Depression 2
Suicidal Behaviour 12

A relatively small number of articles were reviewed for depression, suicidal
behaviour and antisocial behaviour as for these outcomes good quality reviews had
been recently conducted by members of the study team (e.g., Patton & Burns, 1999).
Studies were included only if they accorded with the highest level of evaluation
evidence (randomised allocation or matching of controls to intervention and
longitudinal outcome evaluation in community settings). A minority of studies were
included that did not conform to these standards because they either 1) clearly
indicated null-intervention effects and hence did not require sophisticated designs or

15



2) evaluated Australian interventions using adequately controlled designs. In
overview there have been a number of randomised controlled trial (RCT) studies
published over the last 10 years relevant to the prevention of tobacco, alcohol and
drug use, and sexual risk-taking behaviour. In contrast there have been fewer RCT
studies published relevant to the prevention of antisocial behaviour, depression and
suicidal behaviour. The standard of the best available evidence (e.g., other than
RCT) was adopted in the case of studies examining the prevention of antisocial
behaviour, depression and suicidal behaviour. Comments on methodology are
provided for each of the Technical Summaries.
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2 Methodology

2.1

2.2

PAPER REVIEWING PROCEDURE
The project was conducted in three main stages:

1. Information Search and Acquisition
2. Information Classification and Analysis
3. Intervention Evaluation

INFORMATION SEARCH AND ACQUISITION

Information searching aimed to locate published literature of a suitable standard to
enable identification of risk factors (prospective predictors of outcomes) and
protective factors (prospective moderators and mediators of risk factors) for each of
the six outcomes reviewed - tobacco use, alcohol and drug use, sexual risk-taking
behaviour, antisocial behaviour, depression, and suicidal behaviour.

The first phase of this work involved the examination of epidemiological literature
relevant to the prevalence of each of the outcomes in the defined population and
appropriate sub-groups. Online access services were used to search major sources
including Medline and PsychLit. Within the time-lines available to this project,
additional literature was acquired through a process of scanning available secondary
sources such as review documents. Where possible contact was also made with
Cochrane International Collaboration Review Sites, yielding further material of
relevance.

Literature acquisition aimed to identify well-controlled intervention studies relevant
to the reduction of risk factors, the enhancement of protective factors or the
prevention of problematic outcomes. A “levels of evidence” approach was taken in
screening research studies for inclusion in the present review. Where possible,
interventions using longitudinal designs and randomised allocation to treatment and
a control condition were selected for review. This was not always possible and
hence different standards of evidence were accepted within particular combinations
of the thirteen health promotion strategies and the six outcome domains. For
example in the case of studies investigating attempts to regulate tobacco sales to
minors some post-test only studies were reviewed as they provided unequivocal
evidence that simply amending laws was not an effective method of preventing
tobacco sales to minors.

Initial selection of papers and screening was conducted by Julie Webb-Pullman, a
researcher with previous experience in epidemiological literature review work.
Preliminary reading of articles and assignment of papers into one of the six outcome
domain categories was also completed by Ms Webb-Pullman. Over 350 articles
were identified on the basis of information from abstraction services and of these
178 articles satisfied inclusion criteria and were retained for more extensive review.
A team of graduate level researchers was assembled (see acknowledgments) and
provided with training relevant to the literature review task. Reviewers placed
summary details for each article into a Microsoft Access database comprised of 27
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2.3

fields. Summary details were provided relevant to the description of the
intervention, the resources required to conduct the intervention, the evaluation
design and details, the findings of the evaluation and relevant economic aspects of
each study.

In line with the brief for this consultancy, reviewers were instructed to summarise
each study using non-technical lay language where possible. Sufficient technical
detail regarding evaluation design was also summarised to enable informed
judgement about the quality of evidence. Regular meetings were held to
systematise and standardise review formats. At the completion of the review
process, the senior members of the review team checked all reviews for internal
consistency. Senior staff also checked a sample of summaries for accuracy against
the published research records. Final editing of summaries aimed to ensure
consistent application of definitions for health promotion strategies, risk factors,
protective factors and health outcomes.

INFORMATION CLASSIFICATION AND ANALYSIS

It should be noted that the identification of specific behavioural targets in
prevention research is somewhat artificial and in conflict with evidence for a
generalised behavioural impact through developmental risk exposure.
Notwithstanding these difficulties, prevention programs continue to be developed
and evaluated with respect to specific behavioural targets. Evidence on specific
interventions was classified according to the primary behaviour targeted for
prevention within a specific research report (e.g., Tobacco). Where relevant,
secondary outcome targets were also identified. Information relevant to the youth
population target was also recorded.

The health promotion strategies examined were classified to make explicit the
socialisation domain they targeted and the service delivery setting or jurisdiction
responsible for their delivery. Thirteen separate health promotion strategies were
classified through consideration of the program descriptions provided in the
research articles. Table 3 below presents definitions for the thirteen health
promotion strategies reviewed for this report. Evaluation of each of the health
promotion strategies relied upon integrative review of the separate program
evaluation information provided through research articles. Summaries of individual
research articles were recorded as “Technical Summaries”. Technical Summaries
covered a variety of key details relevant to intervention and evaluation. Key
intervention details that were systematically recorded included the target population,
target outcomes, intervention strategy, and intervention duration. Evaluation details
included process evaluation information, intermediary impacts on risk and
protective factors and health outcomes. Technical Summaries also recorded
intervention requirements relevant to delivery settings, personnel requirements, and
the scale of resource requirements. Technical Summaries are provided as an
accompanying volume to the present review. A more detailed record of Technical
Summaries is also available as a Microsoft Access database.
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Table 3

Definitions for thirteen adolescent health promotion strategies

Health Promotion Strategies
(Delivery Settings)

Definitions

Family setting — Family services

Parent Training

One or more parents receiving information and/or a
course of instruction aimed at advancing adolescent
health.

Family Intervention

One or more parents, the adolescent and other family
members receiving information and/or a course of
instruction together aimed at advancing adolescent
health.

School setting — School services

School based Health Education
(Curricula)

Delivery of a structured adolescent health education
curriculum within the school usually by classroom
teachers, but in some cases by visiting outside
professionals.

School Organisation and Behaviour
Management

Includes school discipline procedures, policies and
practices developed to advance adolescent health.

Peer settings — Typically coordinated by non-government organisations

Peer Intervention and Peer Education

Utilise youth peers of common identity to provide
support or deliver a health message.

Youth Recreation Programs

Provision or utilisation of recreational opportunities
outside the school setting to advance adolescent
health.

Mentorship

Strategies to develop prosocial relationships between
youth and functioning adults within the community.

Community setting — Locally coordinated programs

Community Based Health Education

Adolescent health education curricula or information
delivered in a community setting other than in schools.

Community Mobilisation

Campaigns to initiate or strengthen an explicit strategy
of coordinated community action aiming to advance
adolescent health. Typically community mobilisation
involves a number of the adolescent health promotion
strategies described above, but almost all campaigns to
date have included school based health education as a
central component.

Community setting — Regionally or State coordinated programs

Health Service Reorientation

Includes the extension of existing health services into
youth settings or adjustment of services to better
incorporate youth needs.

Employment and Training

Includes provision of pre-employment assistance,
employment experience, training or intervention in a
post-school training setting, with the aim of advancing
adolescent health.

Law, regulation, policing and
enforcement

Modification to legislation or regulations,
enforcement of law or regulations, policing strategies
aiming to advance adolescent health.

Social Marketing

Use of the mass media to promote a health message
relevant to adolescents.
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2.4

INTEGRATIVE EVALUATION OF INDIVIDUAL PROGRAM EVALUATIONS

For each of the thirteen health promotion strategies targeting each of the six health
outcomes, an integrative evaluation was completed summarising key features
relevant to health promotion. Six mutually exclusive categories were developed to
briefly summarise the status of research evidence for each strategy by outcome
combinations.

Six evidence categories were used in this report

& ¥ [0

*P
* %

Limited investigation

Evidence is contra-indicative

Warrants further research

Evidence for implementation. P Proportion of studies with positive effects
Evidence for outcome effectiveness

% % % Evidence for effective dissemination

Definitions

* P

* *

Limited investigation. No relevant effectiveness studies were located and
there were no empirical or theoretical grounds suggesting the intervention
might potentially impact the outcome.

Evidence was contra-indicative for the use of this strategy to prevent the
targeted outcome. This rating required consistent null or negative findings
in well-controlled evaluation studies.

Warrants further research. This rating was applied to strategies that
appeared theoretically sound or had some promising evidence for their
implementation or outcome, but in small scale or inadequately controlled
studies. Programs utilising these strategies might be considered priority
targets for future research funding.

Evidence for implementation. This rating was applied where published
studies reported a sound theoretical rationale, acceptance within service
delivery organisations, target population recruitment on a scale sufficient
to usefully contribute to population health impacts, and adequate consumer
approval measured using indicators such as program retention.

P The proportion of positive demonstrations of impacts on risk factors,
protective factors or outcome behaviours is reported. Programs utilising
these strategies might be supported for funding on condition that initial
Australian implementation included rigorously controlled outcome
evaluation.

Evidence for outcomes. This rating was applied where positive outcomes
were consistently published in well-controlled interventions. Interventions
were required to be of sufficient scale to ensure outcomes within the
constraints imposed by large-scale population health frameworks.
Programs utilising these strategies might be carefully monitored for their
impacts while being supported for wide-scale dissemination.
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* % % Evidence for dissemination. This rating required published reports of
impacts where programs were delivered on a large scale, not by research
teams, but rather by government auspice bodies or other service delivery
agents. Evidence for dissemination was only sought for strategies
demonstrating evidence for outcomes. Programs utilising these strategies
might be accorded some priority for dissemination in the Australian
context. Initial Australian dissemination trials should monitor for impacts.
Where possible cost-effectiveness has been considered for programs using
these strategies.

It should be noted that the criteria for evidence for outcome is congruent with definitions
commonly used by NHMRC, Cochrane’s and other review groups (e.g., systematic review
of randomised trials). The category “evidence for dissemination” is an innovation
developed for the current project by Professor George Patton to address the challenge of
system change in the health promotion field.
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3 Tobacco Use

3.1 ADOLESCENT TOBACCO USE

There now exists extensive prevalence data to explore tobacco use trends. Regular
school surveys have been conducted in this area for over a decade. The prevalence
of tobacco use, and more regular tobacco use, decreased until the early 1990s.
Through the 1990s rates of tobacco use have stabilised amongst Victorian youth.
There exists some concern that female tobacco use may have risen to approach male
rates in recent years.

Early attempts to influence adolescent smoking were based on improving young
people’s knowledge about the health consequences of smoking. Programs such as
‘My Body’ have been widely used (Gillies and Wilcox, 1984) and were commonly
based on ‘Health Belief Models’ of health education, which incorporated a notion
that an understanding of consequences of a particular health risk behaviour such as
smoking will bring rational choices to avoid tobacco. Such programs appear
effective in shifting in both knowledge and attitudes in young people but have not
had longer-term effects on smoking uptake.

Social learning perspectives derive from the work of Albert Bandura and others
positing a complex and reciprocal relationship between an individual and his/her
social environment. This theory has underpinned a range of intervention strategies
used in smoking prevention. These include the use of role models, social resistance
training and self-efficacy promotion. All have as a focus an attempt to “‘socially
inoculate’ young people in late childhood and early adolescence against smoking
uptake during the peak years of onset of tobacco use during the mid-teens.

An early popular example of the application of a social learning approach to tobacco
health education was the Minnesota smoking prevention program (Arkin et al,
1981). The program was delivered by teachers and incorporated both a structured
series of lessons and development of a teaching strategy that allowed pupil-led
discussion. The program content addressed cigarette advertising, the physical
effects of smoking and refusal strategies. US findings were positive in bringing
short-term reductions in smoking but translation of the program to other settings has
not always met with a similar degree of success (Kishchuk et al, 1990). An
Australian adaptation of this program with both teacher-led and peer-led
components was implemented to over 2,000 Year 7 students in Western Australia in
1981. At seven-year follow-up no persisting effect of the program was found in
males but in females there was a 50% lower rate of tobacco use in those who had
been non-smokers at the outset. This study was marred by a low response rate at
follow-up (55%) but adjusting for differential attrition of smokers, did suggest an
ongoing effect in females.
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3.2 PARENT TRAINING
Summary: Warrants further research - [

There has been little work examining the potential for parent training interventions
to modify risk factors for adolescent tobacco use. Parent training programs have
been demonstrated to reduce risk factors for youth alcohol use (see section 4.5). As
adolescent tobacco and alcohol use share common risk factors, there exist strong
theoretical grounds to assume that parent training should prove to be an effective
strategy for reducing adolescent tobacco use.

3.3 FAMILY INTERVENTION
Summary: Warrants further research - [

There is evidence that family factors influence adolescent tobacco use. There is
evidence from one small trial that improving family management of behaviour
problems may reduce initiation of tobacco use amongst high-risk youth {303}.

3.4 ScHooL BASED HEALTH EDUCATION
Summary: Evidence for outcomes - * %

3.4.1 Life skills training

Botvin et al {316} extended earlier social learning approaches with the
incorporation of ‘Life Skills Training’ into tobacco health education. This strategy
brought an emphasis on the personal and social skills that underpin lifestyle and
health risk behaviour more generally. In addition to addressing tobacco advertising
and social resistance skills, the program deals with managing anxiety,
communicating effectively, developing personal relationships and asserting one’s
individual rights. The program is more elaborate than earlier health educational
packages with teacher manuals, ongoing professional development of teachers
during implementation, student guides and a relaxation audiotape. It consisted of 15
classes, with 10 booster sessions in Year 8 and 5 in Year 9. It was evaluated in a
sample of close to six thousand Year 7 students allocated to three treatment
conditions (two active and one control). In the twelve months after completion of
the program, life skills training had substantially reduced the prevalence of tobacco
use by comparison to controls. Similar shifts were reported in attitudes to personal
use and expectations about future use.

Six years later, in 1991, follow-up data was collected from 3,597 students (60% of
the original sample of 5,954). Significant reductions were found in the prevalence
of smoking (22% versus 33%) and drinking to the point of being drunk (34% versus
40%). Rates of weekly poly-drug use were halved in the intervention sample (3%
versus 6%). Reductions in the group who received at least 60% of the intervention
program were even more substantial. Despite difficulties in interpretation which
arise from a relatively high level of attrition at follow-up, this report is indicative of
the substantial reductions in smoking and problematic substance use that can follow
more sophisticated approaches to school based health educational interventions
{302}.
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3.4.2 European applications of social learning theory

Two notable European studies have also produced longer-term follow-up findings
on the use of interventions based on social learning theory. The Oslo Youth Study
{350} was based on the ‘Know Your Body’ risk factor assessment program. The
initial study took place in 827 students in six Oslo schools. The program was in part
peer-led and focused on developing social resistance skills, making a public
commitment to being a non-smoker and broad discussions on the social, political
and health aspects of smoking. The program had a significant effect on smoking in
males at twelve-year follow-up but not in females. In general the size of all the
short-term health effects in this program diminished over time.

The North Karelia Youth Project {415} focused on social resistance skills in 10
classroom sessions, with assistance from peer leaders. Effects on smoking rates
were clearest at follow-up at 2 years where 23% of participants were smokers
compared with 38% in controls. At 8-year follow-up rates were 37% and 47%
respectively.

3.4.3 Summary of evidence for school based health education

Evidence on implementation

There is good evidence that school based health educational programs based on
social learning theory can be implemented with booster sessions in subsequent
years. More recent programs have successfully incorporated approaches that
include peer leadership, small group discussion, student-led participation,
homework tasks and role plays.

Evidence on outcomes

There is good evidence that smoking health educational programs produce changes
in knowledge about smoking and its consequences. Interventions based purely on
providing information (including those based on health belief models) appear
ineffective in bringing either attitudinal or behavioural changes. In contrast
approaches based on social learning have consistently shown short-term effects on
both attitudes to smoking and behaviour. In general the effects of these
interventions diminish and even disappear by late secondary school unless
supplemented by other strategies. Supplementary strategies include incorporating a
community-wide intervention, focusing on a broader range of life skills and use of
booster sessions or booster telephone contacts {8, 229} in the years after an initial
intervention.

Evidence on cost-effectiveness and broader dissemination

There are reasons to believe that the integrity and effectiveness of programs may be
diminished when attempts are made to translate successful experimental programs
into more naturalistic and real world settings {352}. No examples of broad scale
successful adaptation outside of experimental trials were identified. Murray et al
{14} described one attempt to use legislative and financial incentives to schools to
encourage dissemination of programs of known effectiveness in prevention of
tobacco use. Over a five-year period no discernible effect was evident.
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3.5 ScHOOL ORGANISATION AND BEHAVIOUR MANAGEMENT
Summary: Warrants further research R

The Victorian Gatehouse Project is utilising school organisation and other
strategies to promote adolescent mental health (Glover, Burns, Patton & Butler,
1998). Interventions such as Gatehouse have been designed to impact risk factors
associated with youth tobacco use, such as school bonding, peer relationships and
social skills. No studies were found testing the effect of school organisation and
behaviour management strategies on youth tobacco use. As these approaches have
evidence for their effectiveness in addressing antisocial behaviour, research is
warranted to examine their potential to assist tobacco control.

3.6 MENTORSHIP
Summary: Limited investigation

No studies were found testing the effect of mentorship programs on youth tobacco
use. It is unclear at this stage whether there exists a role for this strategy in tobacco
control.

3.7 PEER INTERVENTION AND PEER EDUCATION
Summary: Evidence for implementation %22

Evidence from Botvin’s group {31} suggests peer delivery using the structured
Life-Skills Training health education curriculum can be an effective strategy for
reducing the initiation of tobacco use. One-year follow-up results demonstrated that
the peer-led programs were more effective than the teacher-led programs both in
terms of substance use behavior and in terms of their effect on the cognitive,
attitudinal and personality mediating variables. The peer-led booster condition
produced significantly better results in terms of tobacco, alcohol and marijuana use
than the control condition and in most cases was superior to the other three
intervention conditions.

An innovative approach to health education in schools was described by Wiist &
Snider {416}. The project (‘KNOW?’) incorporated the elements of assertive
refusal, role-play and analysis of the media. Student teachers, peer leaders chosen
on the basis of socio-metric analysis and model students were compared as program
leaders. Non-smoking rates in the program run by peer leaders were substantially
higher (55%) than in the model student (42%), student teacher (41%) and
comparison groups (48%), though these differences were not statistically
significant.

3.8 RECREATION PROGRAMS
Summary: Evidence for implementation * 0

Participation in health clubs has been a popular approach to smoking prevention in
the UK. Typically membership is for younger adolescents who are non-smokers.
Activities of the clubs vary but include recreational outings, newsletters,
competitions and retail discounts. The clubs have been popular in attracting
membership and the Grampian Smokebusters has been the subject of more detailed
evaluation {55}. Participation in the Grampian Smokebusters was very high with
the club successful in attracting over half the eligible members in the community
and over 97% having heard of it. Surveys were conducted over a four-year period
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to evaluate the effect of the program. The program produced no discernible effect
on smoking rates at the end of four years {55}. The authors commented that the
program was set within a community where many other influences came to bear on
likelihood of young people smoking. In this context a single approach of this kind
appeared unlikely to be effective.

Other initiatives such as the use of local magazines targeting teenagers and the use
of other youth clubs as settings for health promotion have not been the subject of
rigorous evaluation.

3.9 REORIENTATION OF HEALTH SERVICES
Summary: Evidence for implementation ~ **?

Health professionals, particularly those working at a primary care level, have unique
opportunities to advocate in local communities for action in relation to adolescent
tobacco use as well as other health risk behaviours in young people. They also
appear uniquely placed to play a role with young people with whom they come into
contact. Relevant professionals include community and primary care nurses,
general practitioners, dentists, pharmacists and school counselling and health
personnel.

There have been a number of reports of successful attempts to use the influence of
health professionals to modify smoking behaviour in adults (Kottke et al, 1988;
Russell et al, 1979). There have recently been some preliminary studies of the
potential role of health professionals with youth, both in the prevention of smoking
and promoting smoking cessation. Klein et al {131} reported findings from a
training program for paediatric residents in the United States. One curriculum
element related to tobacco use and was based on receiving and working through
smoking cessation guidelines from the National Cancer Institute. Substantial
barriers to training were found, including non-attendance at scheduled lectures and
failure to work with homework materials. Few differences were found between
patients of the intervention group compared to control subjects in relation to
smoking uptake or physician practice.

A more recent study of an educational intervention with post-qualification dentists
in the United States also had largely negative findings {406}. Seventy-seven
dentistry offices received 1.5 hours of training based on smoking cessation
guidelines from the National Cancer Institute. Elements included the current profile
of youth tobacco use, the role of the clinician and instruction on creating a tobacco-
free environment. A strategy of using anti-tobacco prescriptions in non-smokers
was also taught and encouraged. A small financial incentive was given for each
‘script” administered. 17,925 adolescents were followed up with a 93% completion
rate in experimental and control groups. No difference in smoking rates was found
between adolescents attending intervention and control practices. It was noted that
implementation of the strategy by clinicians was sub-optimal. Only 64% of
participating practices issued prescriptions and only 14% reached their target. This
was a probable explanation for the disappointing findings.

A more successful attempt to control tobacco use through the reorientation of health
services was reported by Lionis and colleagues in Crete {22}. In this intervention
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health professional assistance was integrated within schools through the provision
of a health examination and a broad-based health education curriculum. The
intervention was well received by parents and was associated with reduction in a
variety of cardiovascular risk factors including significantly less initiation of
tobacco use in the intervention group (6%) compared to the control group (20%)
after one year.

3.9.1 Summary of evidence for reorientation of health services

Evidence on implementation

The existing evidence supports the view that it is possible to implement clinician
training programs. The few available studies indicate that it is probably necessary to
use a variety of strategies to influence clinician behaviour and that ongoing
reinforcement may be necessary to continue that influence. Integration of health
services within schools appears a feasible strategy.

Evidence on outcomes

There is no evidence available yet that specific training of health professionals can
reduce teenage smoking. There is evidence from one study that school based health
services can reduce smoking.

3.10 COMMUNITY BASED HEALTH EDUCATION
Summary: Warrants further research 5

We are aware that community based health education including circulation of quit
smoking information has been a popular approach for tobacco control in Australia
in programs such as QUIT. However there were no studies identified evaluating
this approach to tobacco control. The effectiveness of this approach as a stand-
alone strategy remains questionable. Rigorous evaluation is required to establish
conditions whereby this strategy might be effectively utilised.

3.11 EMPLOYMENT AND TRAINING
Summary: Limited investigation

No studies were located investigating the relationship between employment and/or
training and youth tobacco use. We were aware of no evidence to suggest this
strategy may be an effective tobacco control strategy.

3.12 LAwW, REGULATION, POLICING AND ENFORCEMENT
Summary: Evidence for dissemination * %k

3.12.1 Restriction of tobacco advertising and sponsorship

Advertising by tobacco companies has promoted images of smoking likely to appeal
to many young people. This has led in many countries to restriction or bans on
tobacco advertising and sponsorship. Victoria introduced restriction on tobacco
advertising and promotion in 1987. Australia-wide, the Smoking and Tobacco
Products Advertisements (Prohibition) Act came into effect in December 1990,
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banning advertising in magazines. It was followed by the Tobacco Advertising
Prohibition Act 1992, that removed all tobacco advertising by 1995.

Although these measures have met with very strong support, there is relatively little
good data on the effect of these initiatives on adolescent smoking. Norway and
Finland introduced similar legislation that came into effect in the mid seventies.
Rimpel explored the complicated processes by which such legislation may work. In
Finland, there was no fall in the prevalence of smoking following the ban on
advertising but some change did take place in brands smoked as well as a shift to
low tar cigarettes. In Norway there was a reduction in the prevalence of adult
smoking and that of young people appeared to follow this trend.

3.12.2 Maintaining price disincentives

There is evidence from adults that price has an inverse relationship with tobacco
consumption in young adults.

3.12.3 Health warning and control pack design

Since 1969 state legislation has been in place to require a health warning on
cigarette packages. These have been subsequently strengthened in 1985 and 1992
with requirements relating to the size of the warning, explanation of the warning,
details of Quitline contacts and information on nicotine, tar and carbon monoxide
contents. No outcome studies of health warnings were found.

3.12.4 Enforcing legislation on illegal sales

Legislation restricting tobacco sales to adolescents has been in place since the early
part of this century. There is considerable evidence that such legislation has not had
high adherence in Australia. Sanson-Fisher et al {121} reported that 38% of 12- to
15-year-old respondents in a New South Wales survey reported illegal purchase of
cigarettes. Tests of purchasing by underage youth indicated that 70% of attempts to
purchase were unchallenged. A similar study in Western Australia {419} found that
adolescents could purchase cigarettes from 89% of 230 outlets visited. In this light
it is not surprising that in Victoria as in many other parts of the world {49, 119} the
effects of legislation restricting sales to adolescents appears minimal.

There is growing evidence that it is possible to influence individual retailers around
sales of cigarettes to young people {200, 407}. Interventions that may be used to
ensure enforcement of legislation include media campaigns to inform shopkeepers
and their communities of the law and specific legislation enforcing locks on tobacco
vending machines {19}. Biglan et al {498}, in a study based in two Oregon
communities, demonstrated that it was possible to reduce rates of illegal sales
through mobilising community support, education of retailers, introducing rewards
for compliance, penalties for non-compliance and feedback to store proprietors
about sales to young people. An interrupted time series design was used and
demonstrated an over 60% reduction in sales to young people, assessed by tobacco
purchase attempts. Jason et al {52} similarly showed substantial reductions in
illegal sales by Chicago retailers in a study which employed regular enforcement
checks and $200 penalties on retailers not displaying signs about sales to ‘minors’
or making illegal sales during compliance checks. In this study the extent of
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In another US study, Keay et al {420} examined the effect of retailer education
alone on sales to underage smokers. The educational intervention consisted of a
ten-minute face to face discusssion with non-compliant retailers addressing the
Californian state legislation and the results of an initial survey of retailers. Local
health officers authorised to issue fines for non-compliance conducted the
intervention. There was an over 50% fall in illegal sales a month after the
intervention ended. It is not clear whether these benefits persisted. An Australian
study {283} found less evidence of effect on retailer sales to under-age smokers.
However this study examined a less comprehensive intervention to that used in the
American studies. The strongest element was a visit from a local public health
officer, with no use of penalties and no random testing of compliance.

The ultimate effect of this strategy of enforcement on smoking in young people is
less clear. Forster et al {408} described a randomised controlled trial in 14
Minnesota communities (TPOP study) where a combination of strategies was used
to reduce illegal tobacco sales over a 32-month period. The intervention consisted
of the creation of a local team staffed by a half-time coordinator. This team
conducted community presentations, petition drives, media campaigns and tobacco
purchase attempts by underage youth. Local legislation was passed to allow the
teams activities to take place and to allow changes in local ordinances. Changes in
the intervention communities included the introduction of a graduated system of
penalties for retailers who breached guidelines, ban on tobacco vending machines
and self-service tobacco displays, fines on salespeople making illegal sales and the
introduction of random compliance checks. After 32 months rates of daily smoking
in Year 8 to 10 students in the intervention communities were 10% compared with
16%, and 14% compared to 21% for weekly smoking. The effects were similar in
males and females. Hinds et al {113} similarly demonstrated some effect of
implementing a local ordinance on tobacco use with a 20% fall in reported tobacco
use over a twelve-month period. Jason and colleagues {114} also reported a
reduction in tobacco use over two years (from 46% to 23%) following an
intervention to notify tobacco retailers of laws and penalties.

In contrast to these positive findings Rigotti et al {142} found less support for the
strategy of local enforcement of legislation in a sophisticated study in six
Massachusetts communities. The intervention was similar to those reported by
other researchers and indeed compliance with legislation by the intervention
communities improved substantially as in earlier studies and this effect was
maintained over a two-year period. However, concurrent surveys of over 22,000
students in these communities found no difference between control and intervention
communities in the availability of cigarettes. The findings were partially explained
by a shift to purchasing in other communities and to asking others to buy cigarettes
for them. Consistent with this finding on the availability of cigarettes, no positive
effect on tobacco use rates were found in comparison to the control communities.

3.12.5 Summary of evidence for enforcing legislation on illegal sales

Evidence on implementation.
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There is evidence that legislation without local enforcement has little effect on the
availability of cigarettes to young people. There is good evidence that it is possible
to put in place a range of local strategies which affect retail sales. Two important
elements in US studies are random tests of compliance and a capacity to issue fines
for illegal sales or other breaches in protocol.

Evidence on outcomes

Though the Rigotti et al {142} findings suggested little effect, the balance of
evidence suggests appropriate enforcement of legislation can reduce youth tobacco
use. The Minnesota study {408} suggests an effect size at least as high as the best of
the health educational approaches. If restricted to one geographic area there is a
need to consider the extent to which sales might occur in other communities.

Evidence on dissemination

Enforcement of legislation requires considerable cooperation with responsible
authorities and hence successful trials for this strategy provide implicit evidence for
dissemination. The report by Jason and colleagues {114} provides an example of
researchers being explicitly invited to evaluate an initiative instigated by local
authorities.

3.12.6 Working with the tobacco industry

In 1982 a voluntary agreement was reached between the Australian Government and
tobacco manufacturers on the levels of tar, nicotine and carbon monoxide permitted
in cigarettes. Recently considerable attention has focused on negotiations between
the US government and major tobacco companies around the industry giving
guarantees ensuring reductions in rates of adolescent smoking. There is little
empirical data on this type of strategy as yet.

3.13 SoCIAL MARKETING INTERVENTIONS
Summary: Evidence for implementation ~ **?

The mass media have been commonly used in tobacco prevention approaches.
Relevant media include television, radio, movies, internet and teenage magazines.
The attractiveness of these approaches lies in their capacity to reach a large teenage
audience quickly but there have been considerable doubts expressed about the
effectiveness of this strategy.

Murray et al {6} examined the effects of a statewide mass media campaign on
smoking attitudes and beliefs in teenagers. The campaign took place in Minnesota
over a five-year period in the mid-eighties and used a range of media: - television,
radio, newpapers, billboards. Comparison was made with neighbouring Wisconsin
where no similar initiative had been taken. Student surveys indicated that the
advertisement had great penetration with those aged 10 to 16 and a much greater
recall of anti-smoking messages. However, there was little shift in beliefs about
smoking and no concomitant shift in smoking prevalence rates.

Bauman et al {28} compared three mass media campaigns: first, eight 30-second
radio message focused on the consequences of becoming a regular smoker; second,
an additional 60-second radio message inviting 12- to 15-year-olds to join an “I
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won’t smoke sweepstakes” and recruit friends to the program; and a third, which
included a television broadcast of the sweepstakes. A randomised design was used
to compare 6 intervention geographic areas with four controls. Radio brought a
modest shift on the expected consequences of smoking and proved as effective as
television in shifting these views. There was little effect of the peer recruitment
strategy. No effect was found on smoking behaviour.

Flynn et al {124, 129, 180, 198, 298} reported a strategy from Vermont and
Montana of combining a mass media approach with social learning-based school
smoking prevention programs for Years 5 to 10. The mass media intervention used
radio and television with spots either 30 or 60 seconds in length placed in programs
likely to appeal to ‘high-risk girls’ and “high-risk boys’. The content of the mass
media campaign was consistent with that of the school based intervention. Two
groups were compared: those receiving both mass media and school components
(one community in Vermont and one in Montana) and a second group receiving the
school intervention only (one in Vermont and Montana). The combined groups
showed positive shifts in attitudes to smoking, rates of peer smoking and a 30%
reduction in weekly smoking rates in the mass media exposed students compared
with those receiving only the school based program. The effects persisted in
exposed students two years after completion of the intervention {298}.

3.13.1 Summary of evidence for mass media interventions

Evidence on implementation

There is good evidence that mass media strategies can convey a health promotional
message to a high proportion of young people quickly. Radio appears as effective
as more expensive media. Less attention has been paid to media such as the internet
and teenage magazines.

Evidence on outcomes

There is no good evidence that simple “one off” media campaigns affect smoking
rates in the young. There is better support for the use of mass media in combination
with other strategies such as school based health education or community
mobilisation.

3.14 COMMUNITY MOBILISATION
Summary: Evidence for outcomes % %

Evidence from two well-conducted programs provide evidence that community
mobilisation may hold the potential to impact tobacco use. Perry et al {197}
described a quasi-experimental evaluation study of an intervention combining
school health educational approaches, based on the Minnesota smoking prevention
program, with a community-wide approach to tobacco use and other risk factors for
heart disease. The latter included health screening, food labelling, community-wide
education including use of the mass media. Annual surveys of smoking prevalence
of a 6™ grade cohort demonstrated persisting effects through to Year 12 when
weekly smoking rates in the intervention group (15%) were compared with the
comparison sample (24%). Salivary cotinine analyses confirmed the self-report
finding that smoking rates had been reduced by approximately 40%.
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Pentz and colleagues {449} reported positive one-year impacts for a community
mobilisation program (The Midwest Prevention Program) targeting tobacco and
other drug use. The program included school health curriculum, mass media,
parents, community organisation, and policy programming components. The social-
influences curriculum component was designed to teach young people social skills
and create a social environment less receptive to drug use. Risk factors associated
with tobacco use norms (including intentions to use tobacco and positive
expectations for tobacco use) were impacted by exposure to this intervention.

It is important to note that not all evaluations of community mobilisation programs
have reported positive impacts on youth tobacco use. In an evaluation of a heart-
health community mobilisation campaign in Rotherham in the UK, Baxter and
colleagues {45} reported higher smoking rates amongst students exposed to the
programs compared to control communities.

3.14.1 Summary of evidence for community mobilisation interventions

3.15

Evidence on implementation

Community mobilisation requires considerable coordination but available evidence
suggests the strategy can be carried out.

Evidence for outcomes

Although the balance of recent evidence appears favourable, further research will be
required to better establish the conditions whereby community mobilisation can
translate to reductions in youth tobacco use. Further work will be required to
establish that community mobilisation programs can be effectively disseminated
outside of the context of research demonstration programs.

SUMMARY OF FINDINGS ON ToBACCO USE

There are striking discrepancies in the levels of available evidence for different
health promotional approaches in relation to tobacco use in young people.

3.15.1 Health education can be successful

Health education has come a considerable distance since the early work of the1970s.
Reasonable evidence has accumulated that health educational approaches which
incorporate life skills approaches can reduce smoking rates in young people with a
lowering of risk that persists in those individuals. The training requirements are
considerable and the intervention needs to span several of the years of risk for first
uptake. This approach appears to require ongoing training and professional
development of teachers and is probably not sustainable without this input.

3.15.2 Enforcement of legislation may be successful

In contrast to health education which is concerned with reducing demand there is
considerable evidence that restricting availability can be effective. Most work has
focussed on the enforcement of legislation on illegal sales. Where reductions have
been demonstrated they have been of a similar order of effect (30% reduction) to
those achieved with the more successful health educational approaches.
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3.15.3 Multifaceted approaches to health promotional interventions for tobacco use
appear most promising

Approaches which have combined successful approaches, such as school based
health education with mass media intervention, appear consistently more effective
than single approaches to tobacco use.

3.15.4 The effectiveness of many commonly-used approaches is unknown

The effects of other approaches to health promotion used in isolation are largely
unknown. This includes the effect of social marketing and mass media approaches,
further restriction of tobacco advertising and sponsorship, the use of health
warnings, and maintaining price disincentives. While some of these approaches
have strong intuitive appeal their effectiveness is uncertain.

3.15.5 Many areas of intervention appear relatively unexplored

It is striking that important risk factors, important settings and important health
promotional approaches have been neglected. These include

e Interventions targeting families and parents who are smokers

e High risk populations such as young people with a mental disorder, juvenile offenders,
youth out of school

e Health care settings and the health promotional role of health care professionals,
especially for youth at particular risk of adverse outcomes from tobacco use (e.g.,
young asthmatics and diabetics).
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4 Alcohol and other drug use

4.1

4.2

ADOLESCENT ALCOHOL USE

The majority of Victorian youth report that they drink alcohol and first experiences
with alcohol occur well before the legal age for alcohol purchase. Victorian school
survey data collected in 1996 revealed the majority of early secondary school
students in Year 7 had tried alcohol. Potentially harmful alcohol use is widespread
and increasingly prevalent amongst Victorian youth. In 1996 binge drinking,
defined as the consumption of five or more standard alcoholic drinks in one session,
was reported by 50% of Victorian Year 11 students within the past two weeks.
Comparisons with data collected in 1993 have suggested that more regular (monthly
and more frequent) patterns of alcohol use have increased among boys in Years 7-
10 across the three years to 1996 (Department of Human Services, 1999).

Binge drinking has been associated with serious injury (especially relating to
vehicle accidents), unplanned and unsafe sex, assault and aggressive behaviour, and
a range of drinking-related social and psychological problems (e.g., Wechsler,
Dowdall, Davenport & Castillo, 1995). Although an increasing number of
adolescent alcohol initiatives focus on secondary school populations there may also
be opportunities to modify binge drinking patterns through the period from
adolescence to adulthood. Individual frequencies of alcohol use demonstrate a
steady decline following their peak at age 18-20 (Chen & Kandel, 1995).

Daily consumption of high quantities of alcohol, although less common amongst
young people, has been associated with longer-term health consequences (National
Health & Medical Research Council, 1992). Such patterns of adult consumption are
associated with an earlier age of alcohol use and heavier patterns of alcohol
consumption in adolescence (Kandel, Yamaguchi & Chen, 1992). More frequent
alcohol use has been associated with concurrent substance use (both legal and
illegal) potentially damaging to health in a Victorian sample of secondary school
adolescents (Hibbert et al, 1996). For a small group, patterns of heavy adolescent
alcohol consumption may progress to syndromes of alcohol abuse and dependence
in young adulthood (Chilcoat & Breslau, 1996).

CANNABIS USE

Cannabis use appears to be increasing in prevalence amongst Victorian adolescents.
In 1996 the majority of Year 12 students reported having tried cannabis and as early
as Year 7 more than one in five students reported having tried cannabis. As youth
expectancies regarding the risks and benefits of substance use are important
predictors of future use it is of concern that Victorian students appeared to perceive
cannabis to be relatively safe in 1996 (Department of Human Services, 1999). There
is considerable evidence to suggest that early adolescent substance use increases the
risk of later substance abuse (Hawkins, Catalano & Miller, 1992) including use of
heroin which is readily available in Victoria.

Regular cannabis use, binge drinking, other substance use and health compromising
behaviour demonstrate a considerable co-occurrence. The Adolescent Health
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Survey conducted in 1992 demonstrated considerable co-occurrence between more
regular marijuana use, binge drinking, regular tobacco use, and other drug use.
Youth with elevated levels of depression were shown in this survey to be more
likely to engage in more regular cannabis use and binge drinking. Acute harms that
are regularly measured in relationship to adolescent alcohol use include sexual risk-
taking, antisocial behaviour and injuries (Hibbert et al, 1996).

Most of the published research literature relevant to the prevention of alcohol and

drug misuse has been conducted in the United States (US). Due to historical factors
there are differences between alcohol and drug prevention efforts in the US relative
to those in Australia. Comparisons (e.g., Makkai, 1994), however, typically suggest
more similarities than differences in the prevalence and inter-relationships between
drug use behaviours in the US and Australia. One important difference between the
two countries relates to the more widespread prevalence of alcohol use in Australia.

In Australia substance abuse prevention efforts have focussed on harm reduction
whereas in the US abstinence has received more prominence. Despite these
differences, the majority of US alcohol and drug prevention research published over
the past decade has not limited measurement to drug use abstinence but has also
included quantity and frequency of use information and in some cases examined
harms related to use. Some of this information appears relevant to the Australian
context.

Published evaluations report on a range of strategies aimed at reducing the social
and health costs of alcohol and drug use. Intervention strategies reported below
include family focussed interventions, school based interventions, university and
college interventions, peer strategies, and community change efforts.

4.3 PARENT TRAINING
Summary: Evidence for outcomes - * %

Though parent training can be an effective strategy for the parents motivated to
attend, there can be difficulties reaching the full range of parents. One strategy for
involving parents of adolescents involves targeting secondary schools.

An Australian program that is targeted to parents with adolescent children is
Parenting Adolescents a Creative Experience (PACE). The PACE program was
designed as a universal intervention aiming to support a range of parents. Facilitated
groups run on an adult learning model utilising a curriculum that includes modules
relevant to adolescent communication, conflict resolution and adolescent
development (Jenkin and Bretherton, 1994). The groups typically involve about ten
parents and meet for two hours each week for eight weeks. The program was
recently evaluated with respect to its impact on a national sample of parents and
Year 8 adolescents {502}.

The evaluation design involved the targeting of thirteen secondary schools across
Australia for the delivery of PACE. To evaluate impacts a further fifteen schools
were observed as control sites. Over two-hundred teachers and family service staff
participated in three-day training programs conducted in eighteen regions across
Australia teaching how to facilitate PACE groups. These staff then went on to offer
PACE groups to 3,000 parents across Australia. Parents were recruited both from
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schools and also through advertising within the community. In each of the evaluated
target schools PACE was promoted to parents using parent information evenings
and school newsletters. Year 8 students completed evaluation surveys in their
classrooms. Surveys were completed at the beginning of the intervention in third
term 1998 and then again at the end of 1998. Parents were posted questionnaires for
mail return.

Evaluation findings demonstrated few differences between families in the target and
control schools at the first survey. However, by the second survey there were clear
indications suggesting the target school families were experiencing benefits not
evident amongst the control school families. The target school parents reported a
reduction in conflict with their adolescents and a trend toward increased satisfaction
and confidence as parents. Adolescents demonstrated less delinquency, less
substance use (the odds of transition to alcohol use were halved), and lower feelings
of detachment from their families. Although not a significant difference, the
incidence of self-harming behaviours was also lower amongst the target school
adolescents at the second survey {502}. The extent to which these positive impacts
can translate to long-term reductions in youth substance abuse is a question that will
require longer-term follow-up.

Spoth and colleagues {239} evaluated the secondary school targeting of the parent-
training program known as Preparing for the Drug Free Years (PDFY). PDFY is a
five-session program aimed at enhancing positive parent-child interactions, parent-
child bonding and effective child management. Parents are encouraged to provide
their children with opportunities for positive family involvement, teach their
children skills for such involvement, and reward them for this involvement while
providing appropriate consequences for rule-violating behaviour. Of the eligible
parents with an early adolescent, 57% were willing to be involved in this parent
training evaluation study. For those assigned to intervention the program was
demonstrated to be effective in increasing young people’s intention to abstain from
alcohol and in enhancing family bonding.

Clearly there are questions regarding the cultural fit of programs designed for the
abstinence prevention framework in the US given the Australian cultural context of
harm reduction. In the case of Preparing for the Drug Free Years, the protective
process addressed appears to be enhancement of parent-adolescent attachment. As
low parent-adolescent attachment has been shown to predict a range of health-
compromising behaviours, it is likely that the positive effects of this intervention
would generalise to other health behaviours.

One method utilised to more intensively engage parents has been that of selecting
families with at risk children. Dishion and colleagues {303} from the Oregon Social
Learning Centre evaluated a 12-week parenting skills program aimed at families
where youth had exhibited behavioural problems as children. Evaluation revealed
that exposure to a parent group component of this evaluation reduced youth
initiation to tobacco use one year later. Reduced parent-adolescent conflict was
associated with these positive changes. In alternative intervention conditions
involving adolescent groups or both adolescent and parent groups youth tobacco use
and other problem behaviours increased. The authors argued the positive benefits of
reduced parent-adolescent conflict were challenged in these cases by contrary peer
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influence pressures. Findings suggest the importance of strengthening the parental
sub-system in family intervention through the adolescent phase.
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4.4  FAMILY INTERVENTION
Summary: Evidence for implementation - %3

As distinct from parent training where the parents are the focus of the intervention,
family interventions include components for parents and children. The last 10 years
have steadily added to an existing knowledge base relevant to involving families in
adolescent health promotion. A number of programs incorporate family
involvement as a component of prevention programs run in schools or in community
settings such as youth groups. Perry and colleagues involved in Project Northland in
Minnesota {173} and the Midwest Prevention Program team associated with Mary
Ann Pentz {449} have each evaluated school based health education programs that
include components aimed at involving families. Each of these evaluations has
demonstrated that the incorporation of parent activities into school health education
curriculum can be a practical prevention option.

In general, evaluations have not been successful in untangling the specific
contribution of family involvement to these prevention initiatives. Evaluation of
Project Northland {173} did demonstrate that by Year 8 intervention students
exposed to the program from Year 6 showed a small significant tendency to
perceive better family communication relating to alcohol use. In the Project
Northland evaluation the main module targeting parents was the "Slick Tracy Home
Team" program, a set of activity books completed as homework tasks requiring
parental assistance over the course of 4 consecutive weeks in Year 6.

Perry and colleagues {466} evaluated the impact of the Slick Tracy Home Team
program. The authors noted that the strategy of “seeding” their program into school
homework was successful in obtaining high rates of parental participation from a
range of cultural backgrounds. At the end of sixth grade families exposed to the
intervention demonstrated increased communication regarding alcohol use, lower
initiation of youth smoking and less regular youth alcohol use.

Spoth, Redmond and Shin (1998) evaluated the impact of a 7-week universal family
intervention known as Strengthening Families directed at preventing alcohol and
other drug problems by improving competent parent-adolescent communication.
This intervention involved both parents and Year 6 adolescents in a series of
meetings which were shown by Spoth and colleagues to increase child involvement
in family activities, communication of substance use rules, anger management, and
supportive communication. Structural equation modelling was used to demonstrate
that these changes impacted parent-child bonding and general family management.

Evidence that peer attachments may be risk factors for youth substance abuse has
led to interventions to assist parents to better manage their children’s peer
relationships. Cohen and Rice {460} evaluated an intervention that attempted to
make just this adjustment. The intervention failed to produce changes in adolescent
initiation of tobacco or alcohol use. Parent participation was poor and even among
those who participated, attempting to influence their child's choice of peer group
was not considered a practical target. Parents were unlikely to know whether their
children had substance-using friends. Parents for the most part did not believe that
their children’s friends used substances and so had no motivation to act as
gatekeepers. Also parents felt uncomfortable discussing friends' drug use.
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Interventions for families with adolescents must be carefully designed as there are
many tensions between issues such as youth requirements for autonomy and
increasing family cohesion.

4.4.1 Summary of the evidence for parent training and family intervention

Evidence on implementation

Research reported over the last decade has made important progress developing
strategies for recruiting parents into intervention activities. Work by Perry and
others suggests that inviting parents to participate in student homework may be a
promising method for reaching a broader cross-section of parents.

Evidence on outcomes

The existing evidence strongly supports the view that parent and family intervention
can be an effective strategy for reducing risk factors for harmful youth substance
use. However all the evaluations reviewed above have been restricted to post-
program impacts, hence the longer-term impacts on substance abuse are unclear.
There are indications that parenting interventions can impact adolescent risk factors
both in selected interventions and in universal interventions. In the case of Preparing
for the Drug Free Years the Spoth evaluations confirm earlier findings by the
original study team and provide some confidence that this programs effectiveness
might be robust to implementation differences. Longer-term follow-up will be
required to confirm the sustainability of program impacts. The evidence of a
positive impact through the Australian implementation of PACE was obtained under
naturalistic dissemination conditions. Welfare groups under government contract
undertook the implementation of the PACE program.

Evidence on cost-effectiveness and broader dissemination

Attempts to develop and trial family-based programs for the prevention of youth
substance abuse are important yet have been relatively undeveloped in Victoria. A
report examining parental involvement in youth substance abuse treatment is
currently being completed by consultants for the Department of Human Services,
Drug Treatment Services Branch.

Implications for Further Research

In general program designers have evaluated their own programs in the studies
conducted over the last decade. For this reason evaluations relevant to broader
dissemination are required. Further research is required relevant to strategies for
engaging parents and families in health promotion activities. The integration of
parent education within the formal cycle of school activities (e.g., school enrolment,
homework) would appear to be a practical method of disseminating information to
parents, worthy of further evaluation. Long-term follow-up studies are required to
evaluate whether preventive family interventions can reduce alcohol and drug
abuse.

4.5 SCHOOL BASED DRUG EDUCATION
Summary: Evidence for dissemination - * % %
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As has been the case for tobacco use and sexual risk-taking prevention programs,
health education has formed the main focus for substance abuse prevention research
over the past decade.

45.1 Harm minimisation drug education.

Since the mid-1980s, harm minimisation has been the dominant approach for the
prevention and management of alcohol and drug abuse in Australia (National Drug
Strategy, 1993). In Victoria a large investment has been made in harm minimisation
treatment and prevention strategies. School based harm minimisation drug education
forms an important component in the Victorian approach. A number of harm
minimisation drug education programs have been developed and distributed in
Victoria. Current programs include “Rethinking Drinking” - an alcohol education
program for high school students focussing on binge drinking situational analysis;
“Primary Steps” — a harm minimisation resource aimed at primary school students;
and “Next Step” —a harm minimisation resource for secondary school students
tackling illicit drug use (see Australian Drug Foundation resource catalogues).
These harm minimisation, drug education programs typically begin by
acknowledging that drug use has benefits and that abstaining from or ceasing drug
use may be an unrealistic objective for many.

Programs typically attempt to engage youth and target safer practices surrounding
drug use. Strategies include supporting existing public health messages (e.g.,
avoidance of drink-driving), analysis of behavioral and situational determinants
surrounding high-risk drug use, portraying the drug user in less pejorative terms and
teaching strategies for assisting drug using friends to avoid harm.

Recent West Australian research supports the view that school based drug education
based on a harm minimisation framework can be an effective strategy for reducing
youth alcohol use (McBride, Midford, Farringdon, & Phillips, 2000).

Marlatt and others have demonstrated the effectiveness of harm reduction
approaches with US College-age youth (see below University and College
interventions). Newman and colleagues {459} evaluated a health education
program targeting Year 9 secondary school students aimed at helping students resist
pressures to drink and drive, or to ride with a driver who has been drinking.
Follow-up a year later suggested the program had been successful in increasing
knowledge and in reducing the rate of riding with a drinking driver. Knowledge of
the curriculum was also found to correlate with the tendency to avoid riding with a
drinking driver. There was also a small positive effect for student ability to resist
negative social pressures. Alcohol consumption was unchanged, however. Positive
findings from the above programs are encouraging for Victoria where harm
minimisation drug education approaches are increasingly being utilised with
secondary school populations.

4.5.2 Applying social learning theory to drug education
Over the past decade there has been somewhat of a deluge of studies, emanating
from the US, evaluating school based health education targeting alcohol and other

drug use. These programs have very consistently incorporated skill development
and social influence components and in these areas can be distinguished from earlier
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drug education efforts which focussed exclusively on knowledge and attitudes.
There is now a consistent body of evidence that school based drug education
programs can be effectively implemented to impact both initiation and escalation of
use across a variety of substances including tobacco, alcohol, marijuana and, in a
smaller number of studies, other illicit drug use. An increasing number of studies
have analysed factors influencing program effectiveness. As this evidence is
relevant to our understanding of risk focussed prevention, we review this
information in what follows.

4.5.3 The cognitive-behavioural approach, Botvin and colleagues

Botvin and colleagues have played a seminal role in the development of school
based health education programs targeting alcohol and other drug use. Over the past
decade this team has built on their earlier evidence relevant to reduction in tobacco
use to demonstrate their cognitive-behavioural Life Skills program can be
effectively utilised to prevent other drug use {31}, {175}, {302}, {437}, {454}.

Botvin and colleagues {31} found escalation of tobacco, alcohol and marijuana use
was significantly reduced in Year 8 for students exposed to their program through
Years 7 and 8. Effects were improved by better implementation and peer delivery.
Positive impacts were also reported in a three-year follow-up {454} and a six-year
follow-up {302} where implementation was adequate and booster sessions were
incorporated in later years. Botvin and colleagues {175}, {437} presented evidence
that their program can be successfully implemented as a selective intervention for
schools serving predominantly minority youth. Students exposed to their program
demonstrated lower behavioural intentions to use hard liquor or take illicit drugs
after the 15-week intervention {437}. Further evidence to support the delivery of
health education to selective targets is derived from Sussman and colleagues {457}.
In their evaluation a health education program delivered in special “alternative”
schools was found to be acceptable to students and demonstrated some impact on
alcohol and hard drug use.

4.5.4 The search for effective health education components

Despite positive findings for research teams who can provide best practice
implementation, drug education often appears a precarious activity with apparently
well-designed programs sometimes failing to demonstrate effects. A number of
research teams have attempted to identify critical program elements that might
explain variation in program effectiveness. Factors that have been demonstrated to
moderate program effectiveness include implementation, who delivers the program,
the age at which youth receive programs, program length, and program content.

Program effects appear to be influenced by who delivers the intervention.
Researchers typically find peer delivery demonstrates greater effects compared to
teacher delivery {31}, and that the use of outside experts can be counter-productive
{442}. Pentz and colleagues {449} found program impacts on tobacco and alcohol
use were mediated by perceived changes in friends’ attitudes. The sex of the
program leader may also influence program effectiveness. Graham and colleagues
{30} found their Year 8 intervention was more effective for girls. It was suggested
that female teachers may have acted as role models for girls in this intervention.
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Based on evidence over the past decade it might be cautiously argued that health
education curricula initiated in early secondary school (Year 7) and reinforced with
additional program provides a sound delivery strategy. In one study drug education
was found to be more effective when delivered to Year 7 rather than Year 6 students
{201}. Similarly Shope and colleagues {445} found no health behaviour benefits in
Year 10 for students exposed to health education in 6th grade. Ringwalt et al, {442}
also found no effect for a program delivered in Years 5 and 6.

Follow-up data are making clearer the importance of continuing drug education
efforts throughout the secondary school years. In their series of studies examining a
social influence drug education curriculum delivered early in Year 7, Ellickson and
colleagues noted cognitive improvements at one-year follow-up {311}. However a
three-year {463} and a six-year follow-up {134} suggested that once the program
stopped the behavioural benefits associated with the program also stopped although
some cognitive impacts did appear to persist. The finding that skill benefits
deteriorate was also supported by Shope and colleagues {444}. This group found
that students receiving skill training in Year 8 demonstrated positive benefits
through Year 8 but these dropped of in Year 9 when the program stopped. Perry and
colleagues {448} also found effects deteriorated once programs had stopped.

There is consistent evidence that program effects are moderated by the quality of
program implementation {31} {302}. Following a relatively specific curriculum
appears important. Programs with less structure appear to show little effect and can
be counter-productive{eg, 450, 461}. Ensuring implementation is not always more
expensive. Botvin and colleagues found a self-paced teacher training video was
about as effective as more intensive supervision in achieving implementation {302}.

There is some evidence that teaching social skills specific to the refusal of particular
drugs may be more effective than programs that teach more global social skills.
Caplan, Weisberg and colleagues {441} evaluated a 20-session program focussing
both on general competencies to promote adaptive behaviours and more specific
competencies relevant to drug and alcohol prevention. Findings in this evaluation
demonstrated increases in students’ coping skills including coping with peer drug
use situations. The program did not appear to impact experimentation with alcohol
but did show a protective effect for engagement in excessive or harmful alcohol use.
Earlier evaluation by this group of general competency training had suggested it had
no effect as substance use prevention without the specific substance skills
components. The authors suggested they might extend the already lengthy program
further in an effort to enhance its fairly weak effect on overall student adjustment.

The teaching of specific rather than global skills was also supported by findings
from Shope and colleagues’ Alcohol Misuse Prevention Program (AMPS) {444}
{447%}. Shope and colleagues {444} evaluated efforts by a school district in
Michigan to disseminate their drug education program developed at the University
of Michigan. The program involved seven lessons in Grades 5 and 6, and eight
lessons in Grades 7 and 8, and used role plays to teach strategies to resist pressures
to use particular drugs. The program was implemented by over eighty percent of
teachers. Allocation to condition was not random and classes where teachers taught
less than half the curriculum were assigned to the comparison condition. Students
in Year 7 demonstrated increases in knowledge and skills and reduced initiation of
tobacco, alcohol, marijuana, cocaine and other drug use and alcohol misuse relative

42



to the comparison group after exposure to the program for one year. Students in
Year 8 received the program for only one year as there was no curriculum for Year
9. The program was associated with positive effects through Year 8 but these
dropped of in the year after the program stopped. Implementation with the youngest
students in Grade 5 resulted in only significant differences in knowledge.

Shope and colleagues {445} evaluated a five-week extension of their curriculum for
Year 10 students. The program appeared to impact knowledge and alcohol misuse
with a trend toward improved skills. There appeared no additional benefit through
earlier sixth grade exposure to the ADM curriculum. One conclusion with the skill
programs is that they do not appear to work cumulatively to “inoculate against drug
use”. The evidence suggests they act in the present context and appear very
specified.

Snow and colleagues {443} evaluated the Adolescent Decision Making Program
(ADM) a twelve-session curriculum focussing on social skill development including
decision-making, group process skills, and social network utilisation skills. A
second curriculum of the same length built on the earlier curriculum and taught
more specific skills. Skill acquisition was tested using a social-information-
processing paradigm. The program demonstrated significant effects for improving
skills, and for reducing escalation to alcohol, marijuana and hard drug use. In this
study a key interest was differential effects for students from single parent
households.

It would appear plausible that the effects of specific social skill training
interventions may be mediated by their impact on peer attitudes and perceived
norms toward drug use. Skill programs tend to run in the context of more general
message strategies aiming to modify perceived prevalence estimates of drug use and
attitudes toward drug use. In an explicit attempt to identify effective program
elements Hansen and Graham {462} compared four different health education
program intervention conditions. Information only, social resistance skills, a
normative education program (attempting to correct perceptions regarding the
prevalence and acceptability of alcohol and drug use among peers) and a fourth
condition combining the three elements in less detail. Normative education appeared
in this intervention to be a particularly effective program strategy. Students exposed
to this curriculum demonstrated significantly reduced onset for tobacco, alcohol and
marijuana use.

Experience with project DARE provides some important cautions relevant to
implementing drug education. In early secondary school youth are still integrating
capacities for operational thought. Social concepts tend not to be fully differentiated
and hence social identification processes are central to behavioural choices. Youth
efforts to reduce ingroup differences and to enhance outgroup distinctions may
explain the important impact of program leader on health education program impact.
An example of program content being potentially undermined through program
delivery personnel occurs in program DARE which is delivered by police in the US.
DARE was developed as a method of more widely disseminating project SMART, a
program developed by Hansen and Graham with evidence for its effectiveness.

Project DARE is a 17-session health education program, delivered by specially-
trained uniformed police officers. DARE was designed to counter knowledge and
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attitudes favourable to drug use, to teach affective skills for managing stress and
promoting self-esteem and to develop skills for resisting drug use. Ringtwalt and
colleagues {442} evaluated DARE reporting that Year 5 and 6 students exposed to
the curriculum demonstrated increased drug knowledge and improved assertiveness
skills. However, findings revealed the program had no effect on either drug use or
intended drug use. Examination of mediating effects revealed that changes in
students’ knowledge and skills did not themselves relate to behavioural outcomes in
this project. Affective and skill components were argued to be in potential conflict
in the DARE program. Further possible difficulties with this program may have
been the targeting, too early in Years 5 and 6, and that it was delivered by the
police. Students may have understood the information and gained the skills but
resisted behavioural identification with the police — commonly regarded as the “out-
group”.

4,55 Health education as a component within broader community mobilisation

Mary Ann Pentz and colleagues {449} {201} examined the effects of a school drug
education program run in the context of the Midwest Prevention Program, a
comprehensive community mobilisation program (see findings below under
Community Mobilisation). A 10-session health education program focussing on
drug use resistance skills, was delivered to Year 6 and 7 students. Evaluation
suggested positive program impacts on mediating factors (attitudes, knowledge,
skills and peer influence) and on initiation and escalation in use of tobacco, alcohol
and marijuana use after the first year. A three-year follow-up {201} combined the
drug education program with a parent organisation program for reviewing school
prevention policy and training parents in positive parent-child communication skills
in the context of community mobilisation elements. The program appeared to be
effective at preventing escalation in tobacco and marijuana use, but not alcohol use.
Effects were most prominent when delivery occurred in Year 7.

Research reported by Perry and colleagues provides further insight into the
effectiveness of health education delivered within the context of wider community
mobilisation efforts. It would appear from the Project Northland research {448}
that the common observation that educational impacts decay over time also applies
to interventions run in the context of wider community mobilisation. A cohort
exposed to a social-influence health education curriculum from Year 6 through to
Year 9 demonstrated lower rates of recent alcohol use and alcohol misuse. These
effects tended to decline in the years following the intervention such that there were
few significant effects by Year 12.

4.5.6 Summary of school based health education
Evidence on implementation

As is the case for tobacco use there is good evidence that school based health
education programs targeting alcohol and other drug use and utilising social

learning principles can be implemented with booster sessions in subsequent years.
More recent programs have successfully incorporated approaches which include
peer leadership, small group discussion, student led participation, homework tasks
and role plays. Caplan and colleagues {441} noted positive consumer feedback from
students regarding their social competence curriculum.
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Evidence on outcomes

There is good evidence that substance use health education programs produce
changes in knowledge about alcohol and other drug use and the consequences of
substance use. Although interventions based purely on providing information
appear insufficient to change either intentions to use drugs or actual drug use,
provision of information may be a necessary condition for effective alcohol and
drug prevention. Health education programs based on social learning principles
have consistently shown short-term effects on both intentions and behaviours. In
general the effects of these interventions diminish and even disappear by late
secondary school unless supplemented by additional program input or
supplementary strategies. Successful supplementary strategies have included social
marketing, community mobilisation, and parental involvement.

Evidence on cost-effectiveness and broader dissemination

Existing evidence suggests that health education can represent a cost-effective
method for reducing initiation and escalation of tobacco, alcohol, marijuana and
other drug use. Program implementation costs for each class cohort typically include
teacher time for around 8-15 classroom periods in early secondary school with an
additional investment of 8-15 classroom periods later in secondary school. When
properly implemented this investment can reduce regular alcohol use by 5-10
percentage points. Botvin and colleagues {454} present evidence suggesting their
Life Skills Training program can be successfully implemented by schools with
minimal involvement of researchers. Shope and colleagues {444} present further
evidence supporting a successful program dissemination by educational authorities.

Because there is still much to be integrated regarding drug education, seemingly
small adjustments at implementation can have surprising consequences. Project
DARE attempted to more widely disseminate findings from previous prevention
trials. Police officers were used to deliver this program rather than teachers, and
two different curricula were combined. A number of evaluations of this program
have now been conducted and suggest the package is ineffective. Kim and
colleagues {458} report a failed attempt to disseminate health education in North
Carolina. In this case few students could recall receiving the program providing
some indication that failed implementation may have explained the absence of
effects.

There are some warning signs that the dissemination of effective drug education in
the Australian context will not be a simple matter. Perry, Grant, Ernberg et al,
(1989) evaluated the effectiveness of drug education in different nations as part of a
WHO trial. Evidence from this study demonstrated effectiveness for drug education
in many nations including the US, however, an Australian implementation was not
effective. It is clear that in attempting to implement evaluated programs further
evaluation will be required to ensure successful adaptation to the Australian context.

4.6 SCHOOL ORGANISATIONAL AND BEHAVIOUR MANAGEMENT
Summary: Evidence for implementation e

The Victorian Gatehouse project is attempting to modify early secondary school
environments to promote mental health. The Gatehouse approach aims to increase
school bonding and reduce experiences of victimisation. Through these
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mechanisms it is plausible that risk factors for youth substance abuse may be
reduced. An evaluation of the Gatehouse strategy utilising random assignment of
schools is proceeding (Glover, Burns, Patton & Butler, 1998).

A very different intervention strategy to that developed in Gatehouse involves
selecting students at risk and offering them special services within schools. Eggert
and colleagues {456} evaluated a selective intervention for late secondary school
students at high risk of dropout. Staff identified students who were offered
placement in “personal growth classes”. The personal growth classes offered group
support, friendship development and school bonding through small teacher-student
ratios and an emphasis on positive peer relations. A specific skills training course
was also offered based on four units: self-esteem enhancement, decision-making,
personal control and interpersonal communication. Findings demonstrated those
exposed to the groups reported improvements in school bonding, self-esteem and
reductions in deviant peer associations. Program participants demonstrated less
entry to harmful drug use. Program participation was voluntary and the evaluation
was small and weakly controlled, hence more rigorously controlled evaluation of
this program may be warranted.

4.7 MENTORSHIP
Summary: Evidence for implementation %%

Mentoring programs typically involve non-professional volunteers spending time
with individual youth in a supportive, non-judgemental manner while acting as
role models. Tierney, Grossman and Resch {503} evaluated the Big Brothers/Big
Sisters program. In a well-controlled evaluation significantly less drug use was
observed amongst youth exposed to mentorship compared to youth randomly
assigned to a waiting-list control group. Exposure to mentoring also demonstrated
a range of positive impacts on risk and protective factors including improved
academic performance and family attachment.

4.8 PEER INTERVENTION AND PEER EDUCATION
Summary: Warrants further research - |5

Peer influence appears to be a pervasive and important factor in the development of
youth substance use and other behaviours. Given the importance of peers it would
appear a logical step to attempt to modify peer influence through intervention.
Intervention experience makes clear, however, that there are many apparently “self-
evident” peer strategies that have a track record of exacerbating youth problems.

Evidence collected in the small study by Dishion and colleagues {303} suggested
that interventions that increase contact between high-risk youth run the risk of being
counter-productive for preventing tobacco use.

Attempts to involve peer leaders in health education can face complications where
links to healthy adult norms are compromised. Wilhelmsen and colleagues {461}
tested two forms of an alcohol education program one highly structured the other
less structured. Both programs attempted to involve peer leaders and teachers in the
program delivery. Findings suggested that the more highly structured program was
associated with higher student involvement and also significantly decreased alcohol
use. Exposure to the less structured program was associated with continual
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increases in alcohol use similar to those in the control condition. Students in the less
structured program reported decreases in their perception that peers wanted to
abstain from alcohol.

Evidence from Botvin’s group {31} suggests peer delivery using a structured health
education curriculum can be an effective strategy.

The current evidence base suggests the need for some caution in implementing peer-
based interventions. The involvement of peer educators within well-structured
programs warrants further research investigation. Peer interventions involving at-
risk youth has the potential to exacerbate problems. The recent evidence is
equivocal and could profit from further research.

Interpretation of the limited research over the past decade should be balanced
against earlier research summarised by Tobler (1986) suggesting peer-led
intervention components improved the effectiveness of youth substance use
prevention programs.

4.9 RECREATION PROGRAMS
Summary: Warrants further research - [

St. Pierre and colleagues {469} reported an evaluation of a 12-session program
running within the Boys and Girls Club of America, a voluntary youth recreation
organisation. The curriculum targeted a broad spectrum of social and personal
competencies including peer resistance strategies to avoid pressures to use alcohol,
cigarettes and marijuana and engage in early sexual activity. Evaluation suggested
that those exposed to the program demonstrated lower rates of cigarette, alcohol,
marijuana and other drug use. These positive findings should be interpreted
cautiously as assignment to the intervention was voluntary and weakly controlled.
Although after-school programs appear common in Australian primary schools,
after-school programs for early secondary school students are rare but may warrant
further research attention.

4.10 REORIENTATION OF HEALTH SERVICES
Summary: Evidence for implementation %

Health services often cater inadequately to young people’s needs and hence methods
of appropriately reorientating health services are important. In what follows we
review a number of programs investigating alcohol and other drug health promotion
strategies delivered by health services.

A number of research studies have actively investigated methods of better engaging
young people within existing health services. In Australia the major access point for
entry into health services occurs through general practice. General practitioners
have for some time demonstrated gaps in their knowledge and skills relevant to
working with young people, a major barrier to service access.

Rickert and colleagues {136} used random assignment to evaluate two alcohol

health promotion strategies for use with young people visiting a primary health
clinic. In one condition youth were exposed to a computer-generated instruction
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program relevant to alcohol use. In the other condition a physician delivered a
participatory guidance program. At post-test both conditions resulted in significant
increases in knowledge of alcohol and marijuana relative to a control condition.
Female subjects were more satisfied with the computer-assisted instruction, while
males preferred participatory guidance from a physician. Individual physician visits
appeared to have an advantage over more commonly used forms of passive
communication such as printed materials and pamphlets, in that information could
be more appropriately geared to adolescents' current behaviour and level of
knowledge. The impact of this one-off intervention on subsequent alcohol and drug
use was not evaluated.

A further strategy for reorienting health services involves moving the site of service
delivery into schools. A health access workshop has been developed by the Centre
for Adolescent Health. The aim of this workshop is to facilitate student access to
primary health services by providing information and skills. The program appears to
be well accepted by students and teachers but has not yet been formally evaluated.
Although the health access workshop is not specifically an alcohol and drug
intervention, it provides an example of a universal strategy that may improve links
between school populations and health services that tackle these issues.

There exists some evidence to support selective interventions within schools. Werch
et al {446} evaluated a three-phase intervention selectively targeting schools with
high proportions of African-American students. Student volunteers were randomly
assigned into the intervention that involved three components, a self-instructional
module, a health consultation with a physician or a nurse, and a follow-up
consultation with a trained peer health educator (an eighth grade student).
Instructional messages were tailored to the stage of alcohol use exhibited by the
young person. Relative to the control group receiving only untailored alcohol
information, participants in the program demonstrated less favourable attitudes to
alcohol at follow-up (including lower estimates of adult drinking rates and a greater
sense of personal susceptibility to alcohol problems). Their intentions to stop or
reduce drinking increased and there was a small significant effect for reductions in
the quantity and frequency of alcohol consumed. Participants evaluated the nurse
contact particularly highly.

4.10.1 Summary of evidence for health service reorientation

Evidence on implementation

There is now reasonable evidence that a variety of strategies can be used to improve
the accessibility and effectiveness of existing health services relevant to young
people. Ensuring existing services maintain a prevention focus and utilise effective
methods of engagement would appear a fundamental step in the process of tackling
alcohol and other drug issues amongst young people.

Implications for further research
Health service reorientation appears a promising selective intervention strategy.

Further research is recommended to establish the impact of universal health service
reorientation strategies targeting youth alcohol and drug use.

48



4.11 COMMUNITY BASED HEALTH EDUCATION
Summary: Evidence for implementation - **2

Fors and Jarvis {438} used a quasi-experimental design to evaluate a community
education strategy delivered to a selected population of runaway/homeless youth. A
four-session curriculum was delivered alternately by peers or adults. Evaluation
suggested that from pre- to post-test those exposed to peer-led instruction were the
only ones to show a significant difference relating to drug knowledge taught through
the curriculum, and increased likelihood of assisting friends to use community
facilities. These findings must be cautiously interpreted as the analysis did not
adequately control for pre-program differences or compare effects across conditions.

Palinkas and colleagues {153} reported a selective intervention targeting females
aged 14 to 19 who were pregnant or parenting and screened to be at risk of drug use.
Recruitment mostly occurred through community health clinics. This report
examined a sixteen-week curriculum focussing on social and life skills. The
intervention demonstrated no benefit for social skills training and in some cases 3-
month follow-up outcomes were worse. Post-hoc analyses suggested the skills
group increased their level of socialisation with delinquent and/or drug using peers.
It may be that improving global social skills in the context of prevalent drug use
may not be a useful prevention strategy.

4.12 EMPLOYMENT, TRAINING AND POST-SCHOOL INTERVENTION
Summary: Warrants further research - &

Although a number of adolescent alcohol initiatives focus on secondary school
populations there appear to be important opportunities to modify alcohol and other
drug use through the period from adolescence to adulthood. Marlatt, Baer and
colleagues have demonstrated the effectiveness of harm reduction approaches with
US College-age youth. In a series of controlled studies focussing on targeted
university populations in Washington State Baer et al (1992) demonstrated that high
alcohol consuming college students could be encouraged to moderate their
consumption through provision of feedback comparing their drinking behaviour to
normative levels. Baer et al utilised cognitive-behavioural strategies to assist
students to moderate situational and other influences on their behaviour. Further
research examining harm reduction intervention approaches amongst Australian
post-secondary school youth should be accorded some priority.

4.13 LAW, REGULATION, POLICING AND ENFORCEMENT
Summary: Evidence for implementation %22

4.13.1 Alcohol Purchasing

Evidence that changes to age of drinking regulations influence adolescent alcohol
use and alcohol harm come primarily from studies that have used trend
discontinuities to examine the association of state and council regulatory changes
with alcohol-related harm indicators. These studies have primarily been conducted
in the US. Reviewers of this evidence consistently argue alterations to the drinking
age regulations have an influence on adolescents. With reductions of the minimum
drinking age from 21 to 18 increasing indicators of adolescent alcohol-related harm
have been observed. In their review of the impact of changes in minimum drinking
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age laws in the United States and Canada through the 1970s Whitehead and
Wechsler (1980) concluded “lowering of the minimum drinking age has been
accompanied by an increase in various forms of alcohol-related damage among
young people” (p. 179). Based on research with a community in Ontario Whitehead
estimated that about 28 collisions per year per 100,000 people would not have taken
place if the minimum drinking age had not been lowered from 21 to 18. One of the
most meticulous studies was conducted by Douglass and Freedman (Douglass,
1980). They found, using a conservative “three-factor surrogate” measure, that
lowering the minimum drinking age in Michigan in 1972 from 21 to 18 resulted in
at least 4,600 alcohol-related accidents between 1972 and 1975 with at least 89 of
these collisions accounting for one or more fatalities. In their review Hawkins,
Catalano and Miller (1992) cite further evidence accumulated through the 1980s
associating higher state drinking age with fewer teenage traffic fatalities and drink
drive offences. Further evidence reviewed by Hawkins et al suggested that
increasing age restrictions on alcohol purchases were associated with reductions in
alcohol-related fatalities.

4.13.2 lllicit drug use legislation

In Victoria in 1996 a major report into illicit drug problems advocated amending
legislation relevant to the possession of cannabis to permit small quantities to be
grown for private use (Premier’s Drug Advisory Council, 1996). The main
arguments in support of this change were that cannabis use was widespread and
hence criminal sanctions were drawing an unreasonably large cross-section of youth
into contact with the law. It was argued that by treating cannabis possession
separately to the possession of other illicit drugs the potential for cannabis users to
be sold harder drugs in the illicit drug market would be reduced. Any change in
legislation needs to be evaluated in the context of its potential impact on youth
normative perceptions relevant to cannabis use. A school survey was conducted in
1996 during the Victorian cannabis debate (Department of Human Services, 1999).
This study found that Victorian youth tended to have a lower apprehension of the
risks of cannabis youth in 1996 relative to earlier years. One interpretation of these
findings was that the debate regarding decriminalisation of cannabis use in Victoria
served to weaken perceived social norms against the use of cannabis. This is a
serious issue relevant to prevention as social norms have been implicated in a
number of studies as fundamental factors predicting future drug use of young people
(see the sections above relevant to school based drug education). In considering
methods of amending legislation relevant to illicit drug use it remains desirable for
the purpose of substance abuse prevention to seek models that continue to reinforce
a strong anti-drug social norm. It may be possible to achieve this position without
victimising drug users where legislation is reframed to enforce treatment.

Evidence on implementation of legislative changes

Within the US political advocacy has led to increases in the legal purchasing age for
alcohol. Although the legislation exists across the US, it is inconsistently regulated
and enforced at the county level. Work conducted for Project Northland by Perry
and colleagues {173} suggested that local activities can be organised to strengthen
alcohol regulation. In this intervention local community task force activities
included law reform. Local laws and ordinances strengthening control over alcohol
sales to minors were successfully passed in each of the Project Northland
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intervention communities. Victoria Police have been active trialing and evaluating a
program where first-time drug offenders can opt to access treatment to avoid
prosecution.

Evidence from the US suggests that in states where legislation relevant to the legal
purchasing age for alcohol was increased, harm associated with youth alcohol use
was reduced. In the Australian harm reduction context, policy options such as
increasing the legal age for alcohol purchasing have not been widely advocated. In
the US community mobilisation programs such as Project Northland appear to have
successfully implemented activities to raise community awareness of the youth
impact of alcohol law and regulation. Further research examining the relationship
between community attitudes, alcohol regulation and youth alcohol use may be
useful.

4.13.3 Community: alcohol marketing regulation

Advertising is an important method used by the alcohol industry to promote its
products. Advocacy work conducted in New Zealand in the 1980s challenged the
right of the alcohol industry to unrestricted advertising of its products.

A number of studies have investigated the impact of alcohol marketing and
distribution on adolescent health. Professor Tim Stockwell and colleagues from the
National Centre for Research into the Prevention of Drug Abuse have conducted a
series of studies to demonstrate the practical benefits achievable through
modification of youth alcohol drinking and purchasing environments. Stockwell and
colleagues have noted in Western Australia that a disproportionate number of youth
alcohol offences emanate from a small group of alcohol retailers. Stockwell and
colleagues have been investigating a variety of methods to encourage change in
alcohol sales and marketing practices.

A minimum requirement for safer alcohol use is that consumers must be able to
effectively identify the alcohol content of beverages. There has been some debate
on this issue with Stockwell and colleagues presenting evidence in favour of
standard drink labelling. One potentially successful harm reduction strategy
involves that of encouraging lower alcohol beverages. Consumption of low alcohol
beverages may be an effective method of reducing acute harm. In a randomised trial
the alcohol content of beverages was varied at parties attended by young people.
This study demonstrated that the amount of beverage consumed did not alter in the
low alcohol condition and consequently youth BAC was lower upon leaving the
party (Geller, Kalsher & Clarke, 1991).

4.14 SOCIAL MARKETING INTERVENTIONS
Summary: Evidence for implementation ~ x**

Donohew and colleagues (1991) reported an evaluation at pre-production of a
televised, anti-drug, mass media campaign. An individual-level risk factor for youth
substance abuse, sensation seeking, was targeted in this intervention. Donohew and
colleagues reasoned that media appeal and motivations for youth substance use
would differ for those high and low in sensation seeking. Two television message
campaigns were developed for 18- to 22-year-olds one for high sensation seekers,
the other for low sensations seekers. Focus groups were used to identify
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distinguishing campaign features that would appeal to youth with these
characteristics. Youth were exposed to televised messages varying by media and
sensation seeking format. Behavioural intention to call a hot-line was found to
interact with the type of message presented and high and low sensation seeking. A
high sensation message (loud, vivid and changing) led to higher behavioural
intention to call the hot-line.

In 1998 the Victorian Department of Human Services conducted a Summer/Autumn
events mass media campaign in cinemas promoting harm reduction. A small
evaluation suggested this campaign was widely recognised and well received by
Victorian youth. Mass media campaigns have been successfully incorporated into
wider community mobilisation campaigns but we have not managed to locate
studies evaluating their impact on youth. The alcohol industry invests heavily in
mass media campaigns that include youth targets. Further research examining the
effect of alcohol marketing, mass media representations of alcohol and the
effectiveness of preventive mass media campaigns targeting alcohol and other drug
use should be accorded some priority.

4.15 COMMUNITY MOBILISATION
Summary: Evidence for outcomes  * %

Evidence reviewed in the present report demonstrates the importance of targeting a
range of risk factors influencing youth alcohol and drug use, and other behaviours.
Community mobilisation approaches are theoretically important as they hold the
prospect of coordinating the modification of risk and protective factors across
different socialisation environments (schools, families, community, media, peers),
with the prospect of additive and synergistic effects.

Efforts to implement and evaluate ambitious, multi-level community based
prevention activities are now being reported. Two programs warranting particular
attention are Project Northland organised by Cheryl Perry and colleagues in
Minnesota {173} and the Midwest Prevention Program associated with Mary Ann
Pentz and her team {449}.

Project Northland {173} aimed to prevent or reduce alcohol and drug use among
young adolescents by using a multi-level, community-wide approach. School
alcohol education curriculum delivered from Years 6 through 8 attempted to involve
parents through the use of homework assignments and other activities. Year 7
components included peer-delivered materials. In Year 8 students were encouraged
to participate in community action challenging the marketing and distribution of
alcohol to minors. Community activities were supported through community-wide
task force activities implemented from the second year of the project. Activities in
this area included passage of new laws to prevent illegal alcohol sales to underage
youth and intoxicated patrons and the instigation of a gold card program for local
businesses to provide discounts to students who pledged to be alcohol and drug free.

Findings from Project Northland provide some early indication that community-
level intervention programs can successfully impact a range of risk and protective
factors and also behavioural outcomes. It is possible that effects for Project
Northland may have been conservative as alcohol and other drug use was higher at
baseline in the intervention communities. Despite these difficulties the intervention
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communities did change in positive directions in association with exposure to the
program. The intervention was associated with changes to local laws and ordinances
controlling alcohol sales to minors and students reported better family
communication relating to alcohol use and reductions in the perception that young
people drank alcohol. Students also demonstrated less favourable beliefs regarding
alcohol, lower intentions to use alcohol, and for students who were non-users of
alcohol at baseline, a tendency to evaluate themselves as more able to refuse
alcohol. The onset of alcohol use was successfully delayed in the intervention
school districts both in Year 7 and Year 8. Despite significantly more intervention
students reporting past week alcohol use in Year 6, by Year 8 the intervention had
kept growth in this index down such that intervention students showed significantly
less involvement in this behaviour compared to controls (10.5% vs 14.8%). The
program was also associated with benefits in prevention of other drug use. A trend
approaching significance was observed toward less onset of cigarette use.
Significant reductions in the onset of cigarette use and marijuana use were observed
for students who were non-users of alcohol at baseline.

Mary Ann Pentz and colleagues {449} {201} examined the effects of a school drug
education program run in the context of a larger more comprehensive community
mobilisation program (the Midwest Prevention Program). The intervention group
received a 10-session health education program focussing on drug use resistance
skills, delivered to Year 6 & 7 students. A one-year follow-up was reported {449}
with partial random assignment and matching on pre-test measures. This program
demonstrated positive impacts on mediating factors (attitudes, knowledge, skills and
peer influence) and on initiation and escalation in use of tobacco, alcohol and
marijuana use. Changes in perceptions of friends’ reactions was found to mediate
program impacts on tobacco and alcohol use.

For their three-year follow-up Pentz and colleagues {201} combined their drug
education program with a parent organisation program for reviewing schools’
prevention policy, and training parents in positive parent-child communication
skills. Intervention students were compared with a control group who did not
receive the above components but did receive two other components also offered to
the intervention. These were training of community leaders to form a drug abuse
prevention task force and a mass media campaign. A three-year follow-up
demonstrated the program was effective at preventing escalation (recent use in 30
days) in tobacco and marijuana use, but not for alcohol. Interactions suggested the
program was more effective when delivered in Year 7 compared to Year 6.

Cheadle and colleagues {127} report a community mobilisation program targeting
adolescents on American Indian reservations through a variety of activities
including festivals and parent training. In this study falls in alcohol and marijuana
use were observed for youth exposed to the intervention. However similar falls
were also observed in control communities, making it difficult to attribute changes
to the intervention.

4.15.1 Summary of evidence for community mobilisation interventions

Evidence on implementation
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4.16

Despite their complexity the Midwest Prevention Program and Project Northland
appeared to be implemented with considerable success. Perry and colleagues {173}
cited evidence indicating that in each of the years, the project was able to maintain
widespread participation and successful implementation of components in schools,
involving parents and youth community activities.

Evidence on outcomes

Positive findings have been reported for the Midwest Prevention Program and
Project Northland in the US. The acceptability and impact of this type of program in
the Australian context is unclear.

Evidence for cost-effectiveness and wider dissemination

Despite greater implementation costs, program effects for community mobilisation
are not always superior in size to those achievable through well-implemented school
based health education alone. Research is warranted to investigate the feasibility of
community mobilisation in the Australian setting.

SUMMARY OF FINDINGS ON ALCOHOL AND DRUG USE

Considerable progress has been made over the last decade in the identification and
evaluation of strategies that can successfully prevent youth alcohol and drug misuse.
Although many of the US programs have been formally directed at abstinence,
many evaluations have included measures relevant to the Australian harm reduction
context including frequency of drug use and drug-related harms. Despite
considerable activity, the present review reveals considerable imbalance in research
attention. A large investment has been made in evaluating school based drug
education, yet a range of other strategies have received relatively little attention.

A number of evaluations have been reported showing promise in engaging parents
and families into interventions and in demonstrating outcomes following
intervention. Existing studies mainly provide evidence for impacts and longer-term
follow-up will be required to establish whether family interventions can reduce drug
abuse. Promising progress in this prevention area raises the prospect of similar
strategies being used to tackle other outcomes such as tobacco use.

The vast majority of research has focussed on drug education within the school and
evidence suggests this approach can be effective where interventions are well
conceived and implemented, maintained on a continuing basis through the
secondary school years and/or supplemented with additional strategies.

Evidence suggests that there may be particular advantages through the integration of
more than one health promotion strategy. Health education campaigns conducted in
the context of community mobilisation can be successful, though at this stage the
size of effects are not necessarily larger than those achieved through health
education alone.
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5 Sexual Risk-Taking Behaviour

5.1 ADOLESCENT SEXUAL RISK-TAKING

Preventing unwanted pregnancy in teenagers has long been the focus of sexual
health education within the community. In Australia, there is a strong history of
school based sex education. There appears to be relative acceptance of sex
education in schools by the Australian community. This situation contrasts with low
levels of acceptance in many communities internationally. There are fears in some
quarters that providing adolescents with information about sexuality, reproduction
and contraception will increase sexual activity, but there is no consistent evidence to
support this (Furstenberg, Moore, Peterson, 1985; Ku, Sonenstein, Pleck, 1992;
Stout & Kirby, 1993).

Over the past few decades, the incidence of teenage pregnancy has been relatively
stable in Australia when compared to the rising rates in many other communities,
such as the USA. However, the teenage birth rate needs to be differentiated from
the teenage pregnancy rate. One aim of sexual health promotion is to reduce
unwanted teenage pregnancy by promoting delayed sexual debut and the use of
contraception when sexual activity commences. However, the availability of
termination of pregnancy services is another very important factor that affects the
teenage birth rate. Indeed, while countries with the lowest teenage pregnancy rates
frequently have comprehensive sexual health education, they generally also have
ready access to termination of pregnancy services for teenagers.

Over the past decade, increasing concerns about the high rate of sexually
transmitted diseases in young people, especially HIV/AIDS, have led to a range of
intervention studies. Many early studies failed to build on knowledge from earlier
sex education interventions. However, there is now interest in rigorously
investigating the impact of sex education as it relates to initiation of sexual activity
and prevention of unwanted pregnancy, in addition to the reduction of sexually
transmitted diseases including HIV/AIDS.

To date sexual risk-taking interventions have utilised a relatively limited set of
strategies. There is considerable co-occurrence between sexual risk-taking
behaviour and other adolescent health compromising behaviours examined in the
present report. This situation would suggest underlying risk processes are
potentially shared. The implication is that intervention strategies demonstrating
success for other adolescent behaviours hold a high chance of success in preventing
sexual risk-taking. The present report is the first we are aware of internationally to
use the social developmental risk and protective framework to explore programs
aiming to prevent sexual risk-taking amongst adolescents.

5.2 PARENT TRAINING
Summary: Warrants further research - [

55



There is evidence that parent behaviours influence a range of adolescent behaviours.
There has been little work examining the potential for parent training interventions
to modify sexual risk-taking behaviours.

5.3 FAMILY INTERVENTIONS
Summary: Evidence for implementation - *

School based programs promoting adolescent sexual health are common, but there is
little evaluation of interventions that provide information and skills to families. The
Family/Media AIDS Prevention Project is a family-centred, home-based HIV video
program designed to be viewed by both parent and adolescent. It consists of 2
videotapes lasting 135 minutes, providing a curriculum and parent training
involving family problem-solving with the requirement for some additional
workbook exercises. There was also a ‘booster’ workbook mailout after 3 months.
The evaluation by Winett et al {366} was not on a randomly selected population,
however, participants were randomly assigned to a skills training video or
information only video upon enrolment. Parents and adolescents in both the
intervention and the control groups showed a significant improvement in HIV
knowledge, with participants in the intervention showing a significant improvement
in their knowledge of the steps of problem-solving and assertiveness and their
connection with HIV prevention. The intervention group also showed a significant
improvement in family problem-solving without significant improvement in teen
problem-solving. Parents found this program to be highly acceptable but the authors
noted that teenagers did not so readily endorse a home-based video program. An
earlier evaluation of the same strategy by Winett and colleagues {369} also
demonstrated improvements in family communication. Changes in adolescent
behaviour were not explored in either study.

Changes in adolescent behaviour were explored in an intervention evaluated by
Miller and colleagues {363} using a strategy similar to Winett’s. This study
involved mailing out to volunteer families a video and information newsletter
relevant to sex and relationships. Those receiving the intervention reported a greater
increase in family communication compared to randomised controls, but rates of
initiation of sexual intercourse were low for the targeted early adolescents and
hence there were no difference in initiation rates one year later.

5.4 ScHooL BASED HEALTH EDUCATION
Summary: Evidence for dissemination - % % %

There are notable ‘generations’ of sex education curricula that have evolved over
the past decades. A range of curricula are examined below and it will be noted in
reading other sections of this report that there are historical similarities in
approaches to health education targeting tobacco and substance use.

5.4.1 Programs that focus on increasing knowledge
Many programs were based on the premise that if adolescents had greater

knowledge of sexual intercourse, pregnancy and methods of contraception, they
would rationally choose to avoid unprotected intercourse.
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Few rigorous evaluations of these programs were conducted. However, the evidence
suggests that while programs consistently increased knowledge they did not
significantly reduce unprotected intercourse or unwanted pregnancy. The failure of
greater knowledge to reduce unprotected sexual intercourse is supported by a meta-
analysis. Analysis of the results of 134 studies showed that most young people know
the basics of sex and that additional knowledge of itself does not measurably change
risk behaviour (Whitley & Schofield , 1985-86).

5.4.2 Programs that aim to increase knowledge but emphasise clarification of values
and skills, such as communication

These programs were based on the premise that if student’s values became clearer
and their decision-making skills improved they would be more likely to decide to
avoid risk-taking behaviour and communicate this to their partners. Disappointingly,
these studies failed to consistently show any increase in contraception use or reduce
rates of teenage pregnancy. At best, they clearly demonstrated that these early sex
education programs did not markedly hasten or delay the onset of sexual intercourse
in teenagers.

5.4.3 Abstinence only programs

A number of programs were subsequently developed that emphasised the
importance of avoiding sexual intercourse until marriage. These programs tried to
avoid the potential for existing programs to send a double message to teenagers by
discussing delaying sexual intercourse as well as promoting the use of
contraception. Evaluations of these abstinence only programs indicated that for
some programs, a variety of attitudes about premarital sexual intercourse were
altered with participants becoming less accepting of premarital sexual intercourse in
the short term. In some cases behavioural changes have been reported {368, 371}.

In what follows an example of one of the less successful programs is presented to
clarify the potential risks associated with this type of approach. Success Express
was a six-session program for younger teenagers {389} which was designed to
reduce premarital sexual intercourse in low income inner-city minority youth by
promoting sexual abstinence. Evaluation revealed no positive changes in sexual
attitudes or behaviours, and no change in variables that could potentially mediate
adolescent decision-making, such as self-esteem. There was evidence, however, that
those adolescents who left the program were at greater risk for premarital
intercourse and there was evidence of negative effects, especially in males, in whom
there was some increase in sexual behaviours during the time of the intervention.

5.4.4 HIV/AIDS education programs

Many of the AIDS prevention programs developed independently of the earlier
generations of sex education programs. The initial goals focussed on reducing
misinformation about HIV infection and transmission, reducing unnecessary fears
about the disease, encouraging delayed sexual debut, or encouraging safe sex for
those who were sexually active. Many of these curricula, like the early sex
education programs, were based on the erroneous notion that improving adolescent
knowledge and reducing the myths about HIV/AIDS would change behaviours.
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On the assumption that most adolescents would know few people infected with
HIV, some curricula focussed on personalising the information by having a person
with AIDS, especially a young person speak to students. The programs appear to be
effective at improving knowledge and made adolescents more sensitive to the rights
of people with HIV/AIDS. However, few studies have rigorously evaluated the
effects on sexual behaviour.

5.4.5 Programs based on theoretical approaches with demonstrated effectiveness

The majority of these programs were based on a combination of the health belief
model and social learning theory. Bandura’s social learning theory posits that the
likelihood of an action (such as using contraception) is determined by:
understanding what must be done to avoid pregnancy; an adolescent's belief that he
or she can use the method; the belief that the method will successfully reduce the
rate of pregnancy or STDs; and that there is an anticipated benefit for the behaviour.
According to Bandura, people learn to estimate these important factors partly by
observing the behaviour of others and the rewards and the punishments that the
behaviour of others elicits. Through practice, they develop the skills required for the
behaviour. Social inoculation theory posits that people develop resistance to social
pressures when they can recognise the various forms of pressure, become motivated
to resist them and have the capacity to do so. Social learning theory and social
innoculation theory are two theoretical underpinnings of the social influence model.
Cognitive behaviour theory contains many elements of social influence theory.
According to this model, adolescents need specific cognitive and behavioural skills
to resist pressures and successfully negotiate interpersonal encounters.

Reducing the Risk {365} is a school based curriculum based upon social learning
theory, social inoculation theory and cognitive behaviour theory which aims to
prevent teenage pregnancy and reduce STDs by encouraging sexual abstinence.
Using social learning theory, teachers and classroom peers model socially desirable
behaviour and students practice these behaviours through role play. Using social
innoculation theory, the program assists students develop and practice effective
strategies and skills to resist social pressures to have sex. Using cognitive behaviour
theory, the program uses instruction and practice in applying skills which would be
necessary to implement safe sex knowledge and how to avoid high-risk situations.
The program is taught by high school teachers and extends over 15 classes. In an
evaluation by Kirby et al {365}, the intervention was effective at increasing
knowledge and parent-child communication about abstinence and contraception. It
was also effective at reducing sexual activity and increasing contraception for those
who were not sexually active before they started the intervention, having most effect
on those at low risk of engaging in sexual risk-taking behaviour. Participation in the
program did not significantly alter frequency of sexual intercourse or use of
contraception in those adolescents who were sexually active before the program
commenced.

Evidence for Outcomes
The present review identified a total of twenty-four studies using controlled
evaluations to examine school based sex education. Of these studies twelve were

targeted at early adolescents, school Year 6 and/or 7. Of these nine studies, eight
examined behavioural impacts {169, 347, 348, 362, 368, 371, 389, 390}. Of these
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eight studies, three {347, 362, 389} found no impact on sexual initiation or risk
behaviour while five reported some impact. Behavioural impacts ranged from minor
indications of change at post-test {390}, through to lower initiation of sexual
behaviours after six months {368, 371}, to less frequent sex and increased condom
use after twelve months {169, 348}.

Of the twelve studies targeted to older adolescents (Year 8 and above), nine
measured impacts on behaviours {145, 365, 370, 375, 380, 383, 386, 391, 464}. Of
these nine studies four reported reductions in initiation of sexual intercourse after
twelve months or longer {391, 365, 380, 464}, and four reported reductions in
sexual risk-taking behaviours after between two and six months {370, 375, 383,
386}. Only one study reported no impact on sexual initiation after five months
{145}.

In addition to demonstrating behavioural impacts, sex education programs also
demonstrated positive impacts on a range of protective factors particularly family
communication and attachment {365, 368, 376, 383}, skills {360, 370, 375, 387}
and school commitment {332}.

Evidence for Dissemination

School based sex education requires considerable collaboration with schools and
teachers at implementation. A number of reports demonstrate evidence for
effectiveness in sex education programs where implementation did not appear to
have been coordinated by research teams {365, 391}. Sex education is delivered
widely in Australian schools, however, it is unclear to what extent the models being
utilised are evidence-based. In encouraging further dissemination of these programs
evaluation of content, and impacts and outcomes should be emphasised.

5.5 SCHOOL ORGANISATION AND BEHAVIOUR MANAGEMENT
Summary: Warrants further research 23

Philliber and colleagues {364} evaluated the impact of a school organisation
intervention combining sex-education, support and community volunteering
components. The intervention was targeted at adolescents in middle and high
schools (aged 11-21 years). An evaluation utilising both randomised controls and
matching, revealed a number of positive impacts at the end of this one-year
intervention. Students exposed to the intervention demonstrated a decrease in
pregnancy rates and improved progress at school (academic achievement and
improved conduct). Arrest rates and condom use were also positively impacted.
Positive findings from this single study support the importance of further research.

5.6 MENTORSHIP
Summary: Limited investigation

No studies were found testing the effect of mentorship programs on adolescent
sexual behaviour. Mentorship programs targeting sexual behaviour are unlikely to
be acceptable.

5.7 PEER INTERVENTION AND PEER EDUCATION
Summary: Evidence for outcomes  * %
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In contrast to school based programs, the “Mpowerment Project’ is a peer-led
community based program that aims to encourage young gay men to encourage each
other to promote safe sex {381}. The peer-led program had three components:
outreach, small groups (a 3 -hour focus group) and a media campaign and was based
on socialising young gay men about safer sex. The results of the intervention in this
high-risk group showed that approximately 15% of the young gay men in the
community were recruited into a small group discussion. There was a significant
reduction in the proportion of men engaging in unprotected anal sexual intercourse
from 41 to 30% with no change in the comparison group from another town, after 8
months. The mean age of gay men was 23 years. The program relied on gay
volunteers for the peer leaders.

An increasing number of evaluations suggest peer education can be an effective
harm reduction strategy in schools. Kvalem and colleagues {246} randomised
school classrooms in Norway to evaluate the impact of a two-day peer education
intervention, involving older peers teaching a formal curriculum. The target for this
intervention was upper secondary school students (16-20 years of age). After six
months students exposed to this intervention demonstrated no changes in sexual
initiation. However, for sexually active participants who received a pre-test
questionnaire, condom use increased significantly.

In two studies Stanton and colleagues have studied peer education using natural
peer-networks. In one study friendship groups were formed by asking young people
aged 9-15 years to identify between four and nine of their same-gender friends, who
were within two years of their age {295}. This study targeted African-American,
early adolescents (mean age 11.4 years). Friendship groups were randomised either
into the intervention or to a control group. After 18 months condom use had
increased. A similar study demonstrated impacts on condom use at 6 months, but
this wasn’t maintained to 12 months {289}.

Evidence for outcomes

The above studies suggest that peer education programs are being implemented in a
variety of settings. Findings suggest positive impacts on intermediary outcomes
such as condom use. It remains unclear whether these positive changes translate to
longer-term outcomes such as reduction in STDs.

5.8 RECREATION PROGRAMS
Summary: Evidence for implementation %

Kipke and colleagues {135} evaluated the effect of a sex education curriculum
delivered within an after-school recreational setting in New York. The target for this
three-session intervention was adolescents aged 12-16 years. Adolescent volunteers
were randomly assigned either into the intervention or to a waiting-list. At the 4
week post-test there were no changes in sexual risk-taking behaviours, including
condom use. However some positive changes were observed with respect to
knowledge and social skills for decision-making, communication and assertiveness.

5.9 HEALTH SERVICE REORIENTATION
Summary: Evidence for implementation %%’
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5.9.1 School based clinics

School based clinics located on school campuses can provide students with a variety
of primary health care services and appear a promising method of reducing
adolescent pregnancy and birth rates. Dramatic reductions in birth rates were
reported in the early studies from Minneapolis, USA (Edwards et al 1980). More
recent reanalysis of the early data suggests that the school based clinics did not
significantly reduce birth rate in their respective schools {393}. The low rate of
teenage pregnancy in the study area was postulated by the authors as one reason
why no significant impact of the clinics was seen. In this context, these clinics may
have greater potential in regions with higher teenage pregnancy rates or in more
isolated areas. Also, these clinics did not dispense contraception on site, nor did
they refer students for terminations of pregnancy.

Other studies confirm that providing contraceptives on site is, of itself, not enough
to significantly increase their use or prevent teenage pregnancy {392}; in only 1 of
3 sites were students significantly more likely to use contraception when compared
to non-school clinic sites. However condom use rose sharply at one school clinic
that had a strong HIV/AIDS program and was located in a community where AIDS
was a salient issue.

5.9.2 Condom availability in schools

Other schools have elected to make condoms available even in the absence of a
school based clinic. A variety of procedures exist for making condoms more
available. Some schools provide condoms through school based clinics, others train
teachers, counsellors or peer leaders to provide them, some provide them through
dispensing machines. Some schools give parents the option to prevent their son or
daughter from receiving condoms while others make condoms available to all
without notifying parents. Some schools require students to receive information and
counselling before receiving condoms.

Condom availability may increase the use of condoms through a number of
mechanisms. First, it may change adolescent norms by increasing their beliefs that
other adolescents will use condoms and that using condoms is therefore the right
thing to do. It may also improve the availability of condoms for young people. This
would require schools to make condoms available with minimal discomfort and
embarrassment.

Currently, little evidence exists to support their effectiveness as a sole intervention.
As with other sex education, linking condom availability with comprehensive sex
education would be likely to increase the effectiveness of condom availability.

5.9.3 Health Service Intervention

A number of evaluations examine modifications to practices within health services.
The range of strategies include providing special educational interventions, and
outreach to at-risk groups. In general the strategy of brief intervention within health
clinics has demonstrated inconsistent impacts on knowledge, and little change in
behaviour {137, 290, 373}.
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In a more successful intervention, Jemmott and colleagues {271} recruited African-
American male adolescents from an outpatient medical clinic in Philadelphia, and
other locations. VVolunteers were paid to participate one day on a weekend and were
randomised to receive either an AIDS prevention program or vocational
counselling. After three months participants exposed to the AIDS prevention
activities demonstrated less risky sexual behaviour and more condom use.

A nurse outreach program targeting runaway adolescents at risk of contracting
HIV/AIDS, demonstrated no effect on sexual abstinence, and no overall impact on
risky sexual behaviour 6 months later. Impacts on sexual risk-taking behaviours and
condom use were limited to a small select group attending 15 or more sessions
{315}.
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5.10 COMMUNITY BASED HEALTH EDUCATION
Summary: Evidence for implementation %%

Twelve studies were identified evaluating the use of variants of this strategy.
Programs varied in their intensity, ranging from brief information through to the
delivery of more structured curricula. In the majority of cases evaluations have been
preoccupied with impacts on knowledge and attitudes, but in six cases behavioural
outcomes were assessed. Of these six studies, three demonstrated no impacts on
sexual risk behaviours or condom use {163, 326, 388}. Three studies demonstrated
impacts either increasing abstinence {361}, or decreasing sexual risk behaviours
{372, 394}.

5.11 EMPLOYMENT, TRAINING AND POST-SCHOOL INTERVENTION
Summary: Limited investigation

No studies were found investigating the relationship between employment, and/or
training and youth sexual behaviour.

5.12 LAW, REGULATION, POLICING AND ENFORCEMENT
Summary: Limited investigation

No studies were found investigating the relationship between law, regulation,
policing and enforcement and adolescent sexual behaviour. We are aware that law
and enforcement are strategies used to prevent sexual exploitation of minors.

5.13 SoclAL MARKETING
Summary: Warrants further research R

No studies were found investigating the relationship between mass media
interventions and adolescent sexual behaviour. We are aware mass media
interventions aimed at AIDS prevention have been conducted successfully in
Australia. Social marketing combined with alternative health education strategies
appear to enhance effectiveness, hence further research would appear warranted.

5.14 COMMUNITY MOBILISATION
Summary: Evidence for outcome * *

It is likely that no single approach is likely to produce a dramatic impact. However,
multiple components in a single school are likely to have a synergistic effect.
Various schools have implemented a range of creative schoolwide programs and
activities. These include peer counsellors who discuss pregnancy and HIV/AIDS in
classrooms with students; dramatic and powerful theatrical presentations; school
presentations by young people who are HIV positive or have been pregnant; regular
sexual health discussions; surveys or condom availability and ease of purchase at
nearby sources; health columns in school newspapers.

In one isolated US community, a comprehensive school and community campaign
was implemented and evaluated. Teachers, administrators and community leaders
were given training in graduate level sexuality education and sex education was
integrated into all school years. Peer counsellors were trained and there was an
active school nurse who counselled students, provided condoms and escorted
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students to family planning clinics. The local media, churches and other community
organisations reinforced the message of avoiding unplanned pregnancy. After the
program was implemented, the pregnancy rate for 14- to 17-year-olds declined
significantly for several years. During the same period adolescent pregnancy rates
rose in three comparison counties that did not receive the program. Later, loss of
momentum caused the end of the program: the pregnancy rate then increased {384}.

The program combined many elements theoretically desirable for reducing teenage
pregnancy: community outreach and training programs to educate and gain the
support of community and religious leaders as well as parents; intensive training
courses for teachers and school administrators to prepare them to deal with issues of
adolescent sexuality and to incorporate sexuality education into various subject
areas; media campaigns to educate and inform the public about the problem, the
program and its progress; and training programs to prepare students to be peer
counsellors. All this was supplemented by the provision of information, counselling
and services from a trusted school nurse.

Teen Outreach {364} is a school based program for adolescents that was originally
designed to prevent early pregnancy and to encourage school participation. The
program’s two main components are a curriculum and the involvement of young
people in volunteer community service. The curriculum is not necessarily offered
during school hours although is often coordinated through a school. The students
meet at least weekly through the school year and engage in small group discussions
for at least an hour a week, with the emphasis on developing friendships and
connectedness within the group. VVolunteer activities vary widely according to each
community but students are expected to work a minimum of 1 hour per week.

Evaluation by Philliber, Allen et al {364} of Teen Outreach took place over 5 years
at 6 sites. The intervention and comparison samples were not equally matched at the
pre-test, and 5 of the 6 sites were not randomly assigned. However, on most years of
the study, Teen Outreach students had significantly fewer pregnancies, fewer failed
courses, fewer school suspensions and lower rates of drop out than comparison
students. The Teen Outreach students also had significantly lower rates than
comparison students on half of these negative behaviours when prior risk was
controlled. Despite the self-selected samples in all but one year of the study, this is
a very positive result. It is however, a very time-intensive intervention to
implement.

Sellers et al {385} instituted a community based HIV/AIDS prevention program
that aimed to increase the use of condoms among sexually active Latino teenagers.
It involved condom distribution in addition to a range of comprehensive school,
community and peer interventions over 18 months. The promotion and distribution
of condoms did not increase sexual activity. Furthermore, males were less likely to
initiate sexual activity during the period of the study.

Evidence for outcomes
Positive evidence for outcomes was obtained for each of the three programs
reviewed above. In general there were design problems with each of the studies.

However, the studies do provide an indication that effective implementation may be
achievable outside a highly controlled research context. Further dissemination of
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these approaches will be required in the Australian context to establish their
applicability.
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5.15 SUMMARY

Despite the limitations in much of the research in this area, evidence exists that
some program can reduce unprotected sexual intercourse, either by delaying
initiation of intercourse or by increasing use of contraceptives.

e Schools are a promising location in which to reach adolescents.
e There is no single or easy solution.
e Short-term programs are unlikely to impact on adolescent sexual behaviours.

Scarce resources (both curriculum time and money) for programs is a reality.
However, spreading resources too thinly by having a broad focus may not be useful.
If the primary goal of the program is to reduce teenage pregnancy and STDs, the
program should focus on reducing unprotected sexual intercourse. If too many goals
are addressed, program effects on unprotected intercourse are likely to be diluted.

e Because of scarce resources (both curriculum time and money), programs to
reduce teenage pregnancy and STDs including HIV/AIDS should be integrated
into single more comprehensive programs.

¢ Increasing knowledge, by itself, is not enough. Programs based on social learning
theory should involve discussing pressures to engage in unprotected sexual
intercourse, model skills and behaviours to resist those pressures, provide
practice in those skills and behaviours, and emphasise norms against unprotected
sexual intercourse.

e Programs should both encourage adolescents to delay sexual debut while also
promoting the use of contraception.

e Programs should be comprehensive. Classroom curriculum needs to be
reinforced with school-wide programs such as group discussion, school media,
peer programs, and individual counselling as well as strengthening links with
community reproductive health services.
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6 Crime and Antisocial Behaviour

6.1 CRIME AND ANTISOCIAL BEHAVIOUR

Early adolescence is the age period within which public acts of delinquency and
property offending reach a lifetime peak. Statistics for more serious and violent
offences reach their lifetime peak shortly later in mid- to late-adolescence
(Blumstein and Cohen, 1992). Antisocial behaviour incorporates youth engagement
in crime, antisocial acts of violence, vandalism, assaults, bullying, and general
patterns of aggressive communication.

Antisocial behaviour has often been examined separately to health compromising
behaviours. The tendency to separate these behaviours disguises the extent of
common prediction and co-occurrence. Antisocial behaviour imposes social costs in
policing, justice, corrections and health costs associated with assaults, accidents,
injuries, trauma, and related health compromising behaviours.

Of all the issues examined in the present report, antisocial behaviour demonstrates
the strongest link to pre-adolescent predictors. Adolescent antisocial behaviour has
been shown to demonstrate a strong continuity with externalising behaviour
problems in childhood. There are particularly important opportunities for pre-
adolescent intervention in the crime prevention field.

Although many studies have demonstrated a continuity in risk between childhood
and adolescence, studies that have longitudinally followed children typically find a
large group of youth engaged in antisocial and delinquent behaviour who did not
evidence childhood behavioural problems (a key indicator of childhood risk). The
risk process underlying this phenomenon of “adolescent onset” offending is not well
understood, but is believed to arise through risk factors such as adolescent
rebelliousness, parent-adolescent conflict, weak family attachment, and antisocial
behaviours amongst peers.

Longitudinal studies provide an opportunity to study a further phenomenon of
interest to developmental crime prevention, namely the modification of childhood
risk trajectories during adolescence. A number of youth exhibiting stable childhood
behaviour problems do not proceed to delinquent adolescent behaviours. The
mechanisms underlying these resiliency processes need to be better understood if
they are to be applied more widely.

The purpose of the present review is to examine the evidence relevant to the
prevention of antisocial behaviour in adolescence. In common with behavioural
interventions relevant to substance use, crime prevention aims both to prevent
initiation to particular classes of antisocial behaviour and also to prevent escalation
from minor delinquency to more serious categories of offending. Prevention
activities may also aim to prevent offending becoming criminal justice contact. In
what follows evidence relevant to a range of adolescent-focussed intervention
strategies is reviewed.
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The material presented below borrows heavily from accounts of risk-focussed crime
prevention summarised by Brewer, Hawkins, Catalano & Neckerman, (1995). In
overview, adolescent crime prevention initiatives have demonstrated a great deal of
innovation and have tended to target a broad range of risk and protective factors. In
what follows intervention strategies are reviewed according to their placement
within the family, school, peer, individual or community.

6.2 PARENT TRAINING
Summary: Evidence for dissemination * % %

Evidence from large Australian community studies such as the West Australian
Child Health Survey and the Australian Temperament Project support the
conclusion that the large majority of Australian parents have incorporated positive
behavioural principles into their child-rearing practices. The prevalence of physical
punishment appears low amongst Australian parents. Despite much promising
progress in parenting children there appear to be gaps in support services for
parenting adolescents. The Victorian Parenting Centre has recently identified the
parenting of adolescents as an area of educational demand.

Through the adolescent period both parents and adolescents are challenged to make
changes. Increased choice and responsibility are required of the adolescent while
parents must gradually relinquish control. Parents are often challenged in
identifying an appropriate balance between maintaining supervision and decreasing
direct control. Adequate parental monitoring and supervision through this period
appears to be important both for providing access to pro-social activities and also
for mediating association with delinquent peers. Skills for communication become
increasingly important for parents and adolescents through this period. Where
parent-adolescent bonding can be maintained and parent-adolescent conflict
decreased adolescent involvement in antisocial behaviour and substance abuse
appear to be reduced {502}.

In Australia one of the most widely utilised programs for supporting parents is the
Triple-P, Positive Parenting Program. Though the Triple P program has evidence for
its effectiveness in reducing childhood behaviour problems (Sanders, 1999), it was
not designed to address adolescent behaviour problems.

Evaluation of the delivery of the PACE program (Parenting Adolescents a Creative
Experience) within Australian secondary schools revealed the program significantly
reduced transition to delinquent behaviours within a national sample of Year 8
adolescents {502}. Evaluation suggested outcomes for this program were associated
both with reductions in adolescent-family conflict and with attenuation in feelings
of detachment from the family.

In many families adolescence can represent a disjuncture where seemingly adjusted
children may demonstrate behaviour problems and difficult child behaviour may
escalate to offending and crime. In these cases selected interventions may be
required to encourage more assertive limit setting and changes in family
management strategies

Tom Dishion and colleagues {303} from the Oregon Social Learning Centre
(OSLC) reported a small study evaluating a variety of selected interventions
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targeting adolescents who had demonstrated behavioural problems in childhood.
Externalising behaviour problems were measured using both videotaped interactions
and mother reports on the Child Behaviour Check List. Findings demonstrated that
in conditions where parents had participated in the intervention, improvements in
adolescent behaviour were observable at the post-test. Improvements in adolescent
behaviour were not maintained, however, in cases where adolescents had also been
exposed to an adolescent peer group intervention. The adolescent condition was
believed to have increased peer association and problem behaviour associated with
deviant peer norms.

Much of the research examining parent intervention focuses on efforts to prevent
escalation or persistence in problem behaviours. Banks and colleagues {404}, also
from the OSLC, utilised official offence and incarceration data to examine the effect
of parent training based on social learning principles. Adolescents younger than 16
who had at least two previous convictions were the indicated target for this
intervention. Parent training was found to produce quicker reductions in offending
and reduced reliance on incarceration compared to standard juvenile justice contact
in this small trial.

In another small scale, indicated intervention, Hughes and Wilson {402} used a
waiting-list control design to evaluate the impact of two behavioural parent
management strategies, contingency management and communication skills
training. This was an Australian study. Families referred for childhood conduct
problems by the Department of Community Services, local community health
centres and the Children's Court of New South Wales received services through a
community agency. The average age of the children was 12.1 years. Contingency
management appeared superior to other conditions when success was based on
clinical criteria for behavioural improvement. The presence versus absence of the
child did not appear to impact effectiveness. Findings from this study support other
research conducted in schools (see below) suggesting the use of behavioural
contingency management can provide an effective strategy for reducing conduct
problems in early adolescence.

Evidence on implementation

Universal programs such as PACE directed at supporting the parents of adolescents
have been developed and appear to represent practical strategies for implementation
in Australia. These programs aim to encourage improvements in parent-adolescent
communication and bonding. As conduct problems are known to escalate in
adolescence there are opportunities for selected interventions through this period.
The paper by Hughes and Wilson {402} demonstrates that behavioural interventions
are being effectively implemented in Australia.

Evidence on outcomes

The PACE program appears to be well-designed and receives strong consumer and
professional support. Recent evidence also suggests the program can have an impact
on the transition into adolescent delinquency {502}. Longer-term outcomes from
this program are as yet unknown. There is consistent evidence that adolescent
conduct problems can be reduced using behavioural parent management strategies.
Though studies to date have been small, there appear to be benefits for these

69



approaches both applied to selected parents with conduct disordered adolescents and
also with convicted youth offenders.

Evidence on dissemination and cost-effectiveness

Within Australia there are a number of professionals trained in the delivery of
effective behaviour management techniques and these programs are successfully run
in non-research contexts. The national dissemination of the PACE program was
coordinated by non-researchers working under a government contract and involved
collaboration between Jesuit Social Services, Centacare and Anglicare (Jenkins,
1999). Banks and colleagues {404} present evidence to support the economic
advantages of indicated parent training using behavioural techniques. An investment
averaging 44 hours of professional contact yielded savings estimated at over
$US100,000 over three years.

6.3 FAMILY INTERVENTION
Summary: Evidence for outcomes  * %

Although there are several kinds of marital and family therapy, the diverse
approaches share a focus on changing maladaptive patterns of family interaction and
communication. Through the adolescent phase marital and family therapy typically
involves a trained therapist working with the adolescent and one or other family
members.

Family mediation is a potentially effective family therapy strategy used in Australia
to tackle family conflict. No evaluations were located relevant to the use of this
strategy for families that include adolescents.

Family therapy is often approached reluctantly by government due to perceptions of
undefined length and expense. However, a great deal of work has been done to
better quantify the investment and benefits associated with family therapy.
Functional Family Therapy (FFT) provides an example of a readily taught family
counselling program involving as little as eight hours of therapist contact with good
evidence for beneficial reductions in juvenile justice expenditure. Alexander
Holtzworth-Munroe and Jameson, (1994) review the evidence for FFT. In brief the
program has demonstrated evidence as a strategy for reducing re-offending amongst
voluntary and court-mandated adolescent offenders. The program has also been
demonstrated to prevent offending amongst the younger siblings of targeted
offenders.

Henggeler and colleagues {399} {400} {401} evaluated their Multi-systemic
Treatment program (MST), an indicated intervention for serious juvenile offenders.
MST attempts to extend family systems principles by combining effective
intervention strategies to enhance competence, tackle peer relationship issues and to
ensure access to work, education and community resources. Exposure to MST
reduced offending and re-arrests {400} relative to usual juvenile justice practices.
MST appeared more effective than individual counselling {401} in reducing
antisocial behaviour for serious adolescent offenders.

Evidence on implementation
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Australia now has an emerging tradition for innovative and egalitarian family
therapy. The Narrative Therapy approaches are one of many that have emerged with
a strong Australian flavour. There appears to be growing acceptance of the benefits
of family therapy interventions in Australia. In the US family therapy approaches
have been successfully implemented as selective and indicated interventions for
adolescent offenders.

Evidence on outcomes

A relatively large body of research indicates that family therapy is an effective
intervention for reducing adolescent antisocial behaviour. Although a variety of
innovative family therapy programs operate in Australia, well-controlled
evaluations of local innovations are lacking.

Evidence on dissemination and cost-effectiveness

Despite strong consumer and professional endorsement, rigorously controlled
evaluations of Australian family therapy interventions are rare. Without this type of
information evidence for effectiveness tends to rely on overseas experience.

Linking Australian program descriptions to elements that have been demonstrated to
be effective in overseas trials is one strategy for ensuring quality in dissemination.
Controlled evaluation of particularly innovative Australian programs would
contribute to further enhance practice in this area. The evidence for cost-
effectiveness of selective programs such as FFT is now substantial. Investment to
support the cultural adaptation of this apparently cost-effective strategy would
appear warranted.

6.4 CONFLICT RESOLUTION AND VIOLENCE PREVENTION CURRICULA
Summary: Evidence for outcomes % %

Conflict resolution and violence prevention curricula have the common aim of
reducing risk factors for antisocial behaviour by modifying attitudes, skills and
relationships.

In their summary Brewer at al (1995) identified a number of violence prevention
programs delivered to adolescents, but in no case did evaluations employ
randomised allocation of controls. Each of the programs selectively targeted
schools in communities with high rates of crime. In two programs early secondary
school students were included in programs also targeting primary school students.
Programs typically involved between 13 to 18 lessons focussing on active learning
of social problem-solving skills. In Second Step improvements were observed in
hypothetical conflict resolution. In one case (Positive Adolescents Choices
Training) teachers reported behavioural improvements. However, as many of the
teachers providing these ratings had also delivered the intervention, the potential for
bias was high.

Gainer and colleagues {500} evaluated a violence prevention curriculum delivered
to fifth grade students in two inner-city Washington D.C. elementary schools and
three classes of seventh grade students at an inner-city Washington D.C. junior high
school. A non-experimental comparison design was used to examine impacts
following exposure to the program. By Grade 7 improvements were observed in
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skills for hypothetical conflict resolution, however changes in antisocial behaviour
were not tested.

Farrell and Meyer {397} evaluated a violence prevention curriculum delivered to
schools with a high proportion of African-American students. Sixth-graders in six
schools were exposed to an 18-session curriculum that included sessions dealing
with building trust, respect for individual differences, the nature of violence and risk
factors, anger management, personal values, precipitants and consequences of
fighting and non-violent alternatives to fighting. A non-experimental waiting-list
design was used to evaluate the program. At six-month post-test boys exposed to the
curriculum demonstrated reductions in self-reported frequency of becoming a
perpetrator and/or victim of violence. These effects were not observed for girls.

Shechtman and Nachshol {321} evaluated a violence prevention curriculum
selectively targeted to students (aged 13-16 years) in special schools. This two year
program, based partly on psychodynamic principles, demonstrated some
inconsistent evidence for impacts on aggressive behaviour. Reduction in aggressive
behaviour were reported at a 4-week post-test as were improvements in skills. The
intervention also appeared to positively impact beliefs about violence.

Lochman {139} used a small non-randomised matching design to evaluate the effect
of a selective intervention focussing on skills for anger management. This relatively
intensive strategy demonstrated some positive outcomes for a population of targeted
aggressive male students. Improvements in social, coping, and problem-solving
skills were observed following intervention. Initiation to drug and alcohol use also
appeared to have been reduced three years later in the group taught anger-coping
strategies.

In an Australian study Bretherton, Collins, and Ferretti {499} tested the impact of a
conflict resolution curriculum for adolescents called Dealing with Conflict. The
curriculum consisted of activities to build participants’ group cohesion, trust,
respect for one another, self-esteem, and self-disclosure. Lessons also reviewed
barriers to communication, causes and types of conflict, and ways to resolve
conflict, especially by using assertiveness. Trained teachers held weekly 1-hour
sessions in the classroom for 10 weeks. Classes were drawn from three Melbourne
secondary schools. Evaluation was based on non-experimental matching. One Year
9 and one Year 10 were designated as experimental classes, and one Year 10 was
designated as a comparison class. Students in both classes were approximately 15
years old, and most came from working-class, immigrant families. Pre-tests were
conducted 3 weeks before the curriculum began, and post-tests were administered 1
week after the curriculum ended. Students’ responses at each measurement
demonstrated intervention students were less likely to perceive hypothetical social
conflict situations in a hostile way or to self-report aggressive behaviour. There
were no significant differences between groups, however, in their attitudes toward
violence and aggression or on other problem-solving and cognitive measures. Slight
age differences between the experimental and comparison students might have
contributed to the significant findings.

Magowan {144} reported a program aiming to promote knowledge and attitudes
relevant to dating violence in early secondary school students. The evaluation
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utilising randomised assignment demonstrated changes in knowledge and attitudes,
but did not investigate behaviour.

Evidence on implementation

Violence prevention and conflict management curricula have been successfully
developed and trialed in a number of studies including one reported by Bretherton
and colleagues in Melbourne. Brewer and colleagues in their review (1995) note
that many of these programs have inadequately targeted attitudes to violence that
may be of particular importance from a prevention perspective. Although selective
interventions have been developed, there appear to have been no evaluations of
universal interventions.
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Evidence on outcome

Generally the evaluation designs reported to date have not been methodologically
strong and hence the outcomes of these programs remain open to question. The
weight of evidence does, however, demonstrate a consistent pattern of positive
impacts. Impacts include improved skills for tackling hypothetical conflict
situations, and in some cases reductions in measures of violent behaviour. Prior to
wider dissemination, further investment in rigorously controlled research will be
required to better establish effectiveness and longer-term outcomes.

6.5 SCHOOL ORGANISATION
Summary: Evidence for implementation %22

The school policies and practices relevant to discipline and other issues,
relationships with families and organisational links with other systems are all
important school-level factors influencing adolescent adjustment.

6.5.1 Organisational and classroom changes in secondary schools

One element of school organisation that appears of particular importance for
preventing antisocial behaviour are policies and practices relevant to bullying and
aggression within the school. Olweus’s (1991) evaluation of a multi-component
anti-bullying program presented evidence of significant reductions in violent and
delinquent behaviour.

An important element of the school environment relates to classroom instructional
practices. Efforts to modify classroom practices have been evaluated in the Seattle
Social Development Project (SSDP). The SSDP aimed to modify practices in Year 7
classrooms in order to impact risk processes for later youth antisocial behaviour.
The evaluation of the SSDP utilised a true experimental design. In three middle
schools, entering seventh-grade students, were randomly assigned to experimental
and control classrooms. Teachers also were randomly assigned to experimental and
control classrooms. Furthermore, one additional middle school was designated as a
full experimental school, and another as a full control school. The intervention
focussed on training teachers to employ more effective classroom management and
instruction program components in combination with a social competence
curriculum and parent training.

After one year of exposure to the SSDP, Year 7 experimental students showed
significant increases in bonding to school relative to controls. This effect held for
low-achieving students as well. In addition, low-achieving experimental students,
relative to low-achieving controls, had significantly smaller increases in school
suspensions and expulsions. However, there were no significant differences
between experimental and control students in academic achievement or delinquent
and violent behaviour following the one-year intervention in Year 7.

Evidence on implementation
School organisation interventions are noteworthy for their comprehensiveness and
system-oriented prevention approach. Despite the requirement for coordination
across a range of sectors there is evidence from Olweus that these programs can be
implemented effectively.
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The Seattle Social Development Project appears to have been effectively
implemented by the original study team. The program is currently being repeated
together with an extensive evaluation in Edmonds (a city to the north of Seattle). In
common with other family programs, the Seattle project reported relatively low
rates of parental participation. Retention of students for post-program evaluation
activities has been high, however.

Evidence for outcomes

Evidence is weak for the strategy of modifying secondary school organisations to
reduce delinquency and violence. Although Olweus’s (1991) evaluation of a multi-
component anti-bullying program presented evidence of significant reductions in
violent and delinquent behaviour, this study was not well controlled. Further
evaluations should use more rigorous designs and include thorough data analysis.

Evidence for dissemination

Olweus’s (1991) evaluation was, in fact, an example of a large national
dissemination trial. In the presence of more rigorous evidence for outcome there
would be some basis to predict that this type of strategy can be disseminated.

6.6 ScHooL BEHAVIOUR MANAGEMENT
Summary: Evidence for outcomes % %

Brewer et al (1995) review a range of behaviour management methods that have
been evaluated for use with secondary school age students. In general these
programs have been targeted at youth demonstrating specific behaviour problems
including irregular school attendance and disruptive behaviour. However, some
programs have incorporated more universal targets.

Although targeted programs will not be examined in any length in the present
document, it is noteworthy that evaluations have demonstrated promising outcomes
for a number of these approaches. Two evaluations utilising true experimental
designs suggest contingency management approaches can improve outcomes for
secondary school students demonstrating specific problem behaviours. Brooks
(1975) demonstrated that by supplementing existing school management procedures
with a behavioural contracting-reward program significant reductions in school
absences were achievable amongst truanting high school students. Bry (1982)
demonstrated that a professional assistance program incorporating behavioural
feedback and contingent rewards targeted at low-achieving, disruptive, seventh-
grade students, evidencing low bonding to their families reduced school behaviour
problems, post-school substance abuse and crime. There is also some evidence from
a less rigorously controlled intervention (e.g., Trice, Parker, and Safer, 1982) that
special education placements incorporating behavioural principles may enhance
academic achievement, attendance, and school behaviour among disruptive
secondary school students.

Behavioural reinforcement has also been incorporated into more universally
focussed programs and these approaches will be examined in more details in what
follows. Mayer, Butterworth, Nafpaktitis, and Sulzer-Azaroff {501} evaluated a
selectively targeted intervention for Grade 4 to 8 students with below-average
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reading ability and above-average disruptive, non-attentive behaviour. The
evaluators used a delayed intervention control group design. Eighteen elementary
and junior high schools from 12 school districts in Los Angeles County participated
in the study, with nine schools randomly assigned to the experimental group (Group
1) and nine schools randomly assigned to the control group (Group 2). Group 1
schools received the program for 3 continuous years and Group 2 schools received
the program for the second and third years. In addition to the two teachers in each
school who participated in the program teams, two other “barometer” teachers in
each study school were selected at random to measure possible “spillover” effects of
the program schools. Project staff made no deliberate attempt to consult with these
teachers. Six low-achieving and disruptive students in classrooms of each of the
team and “barometer” teachers were randomly selected to be observed at regular
intervals during the project. Each year, behavioural observations were made in late
autumn, winter, and late spring. By the third year, four schools dropped out of the
program from Group 1 and three schools dropped out of the program in Group 2.
Team teachers and teachers in the same school in non-intervention classrooms
significantly increased their use of positive reinforcement in the classroom after the
program was in place and maintained these improvements in following years of the
project. Following initiation of the program, significantly more experimental (6/9)
than control schools (1/9) reduced their vandalism costs in the first project year. A
similar decrease appeared when the program began for Group 2 schools in the
second project year. In comparison to baseline levels, vandalism costs (adjusted for
school size) decreased in project schools by 79% on average during the years that
the program was in place. Relative to controls in Group 2 schools, experimental
students in Group 1 schools significantly decreased their disruptive and off-task
behaviour after the program was in place. Program effects on student behaviour
were maintained in following years of the project.

Evidence on implementation

Although behavioural management approaches appear to have been effectively
utilised in US schools, these approaches do not appear to be widely utilised within
Victoria.

Evidence on outcomes

There is now good evidence that behavioural management is an effective strategy
for the management of behaviour problems within the secondary school.

Evidence on cost-effectiveness and dissemination

Mayer et al {501} reported difficulties enlisting schools and there were very high
drop-out rates from schools initially agreeing to be involved in the behavioural
program. The practical potential for wider dissemination of these strategies remains
unclear.

6.7 PEER MEDIATION
Summary: Evidence for implementation %2

Peer mediation programs involve active efforts through counselling and other
interventions, to introduce non-violent techniques for the resolution of peer
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conflicts. The programs aim to improve peer relationships and to discourage
attitudes favourable to aggressive conflict resolution. Existing reports suggest peer
mediation programs have been effectively implemented within secondary school
environments. These programs appear to be popular on the part of students and
teachers. Brewer et al (1995) reviewed evidence from two well-controlled studies
examining the implementation of peer mediation programs within secondary
schools. In both cases programs were shown to have revealed no significant
differences relative to control conditions. One problem with the existing evaluations
has been that they have not reported levels of peer conflict and disharmony prior to
intervention. It is possible that the lack of effects may have been due to programs
having been implemented in relatively harmonious school environments. The
available evidence is inconclusive concerning the outcome of peer mediation
programs.

6.8 PEER EDUCATION
Summary: Warrants further research R

Peer education is an increasingly popular approach in Australia for conveying
information amongst students regarding problems such as bullying and harassment.
The approach appears to be popular with students, school staff and other members
of the school community but there has been little research. Gottfredson (1987)
reviewed research relevant to peer counselling, an approach which typically
involves an adult guiding group discussions in which youth discuss problems with
their attitudes and behaviours. The available evidence suggests this approach has
either no impact or negative impact on delinquency or associated risk factors such
as school bonding. As used in Australia peer education programs typically involve
training for peer leaders who provide support and assistance to students. We were
unable to locate research evaluating these approaches. Further research would
appear warranted.

6.9 MENTORING

Summary: Evidence for implementation %Y1

Mentoring programs typically involve non-professional volunteers spending time
with individual youth in a supportive, non-judgemental manner while acting as role
models. Brewer and colleagues (1995) report that the evidence from the 10 available
evaluations consistently indicates that non-contingent, supportive mentoring
relationships do not have desired effects on outcomes such as academic
achievement, school attendance, dropout, various aspects of child behaviour (e.g.,
misconduct), or employment. This lack of demonstrated effects has occurred
whether mentors were paid or unpaid and whether mentors were college
undergraduates, community volunteers, members of the business community, or
school personnel. However, when mentors used behaviour management techniques
in one small, short-term study, students’ school attendance improved. This is
consistent with the earlier reported findings from studies of school behaviour
management interventions. In another larger, longer-term experimental evaluation
by the same researchers, unspecified mentoring relationships significantly increased
delinquency for youths with no prior offenses but significantly decreased recidivism
for youths with prior offenses. However, more evaluations with randomised designs
are needed to test these preliminary conclusions about mentoring.
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6.10 COMMUNITY BASED EDUCATION
Summary: Evidence for implementation %22

Statistics suggest that sexual violence associated with dating is elevated amongst
post-secondary school youth. Schewe and O'Donohue {294} evaluated a brief
cognitive intervention to prevent rape perpetrated by male undergraduates. Males
scoring high on a rape screening questionnaire were selectively exposed to brief
cognitive-behavioural interventions. Males randomly assigned to the intervention
demonstrated a reduction in rape congruent attitudes and beliefs at the end of this
50-minute intervention.

Graves and colleagues {327} evaluated the impact of an eight-week social skills
training program delivered to male sex offenders (aged 12-19 years) referred to a
sexual abuse treatment centre in Utah. A small study based on random assignment
of 30 offenders demonstrated some improvements in social skills and self-concept.
Depressive symptoms and externalising behaviour problems also demonstrated
some reduction one week after the intervention.

Indicated interventions are also being reported for other categories of crime. Kooler
and Bruvold {330} evaluated outcomes from a community education program run
by probation officers targeted to drink-drive offenders aged under 18. The
intervention was conducted over three days, and largely involved information
dissemination, but did include some teaching around refusal skills. At the end of the
intervention participants demonstrated less favourable attitudes to drink-driving and
improved knowledge of the law. On the basis of temporal and non-experimental
comparisons drink-driving offences appeared to have been reduced amongst
participants 1-2 years later.

Evidence for implementation

The available evidence provides some indication that information and education
programs can be delivered within a range of settings outside secondary schools.
These strategies typically involve targeting particular offences and less often
emphasise a more global curriculum.

Evidence for outcomes

The small amount of research in this area provides some promise but has not yet
been sufficiently extensive to warrant confident conclusions about outcomes.

6.11 EMPLOYMENT AND TRAINING
Summary: Evidence is contra-indicative

Vocational training and employment programs are primarily intended to increase
youth employment and participants’ earnings, although secondary program
objectives frequently include the improvement of participants’ social and
educational functioning.

Evidence on implementation
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Youth employment and training programs were generally able to recruit participants
successfully from hard-to-reach, high-risk populations.

Evidence on outcome

Vocational training and employment programs tend to be large-scale interventions,
and evaluation of these programs tend to be of high quality. Of the programs
reviewed by Brewer et al, (1995) impacts on employment and earnings outcomes
were typically positive, although the effects tended to last only for short-term
periods during and immediately after the program. Substantial improvements on
educational outcomes appeared only when the program included a significant
educational component. However, programs for secondary school students that
replaced academic instruction with vocational training did not significantly improve
educational outcomes. Available evaluation evidence suggested vocational training
and employment programs do not have a large impact on crime prevention (Brewer
et al 1995). In support of Brewer and colleagues’ conclusion Minor and Elrod {339}
found no effect for a vocational training and employment program targeted to youth
on probation.

6.12 LAw, REGULATION, POLICING AND ENFORCEMENT
Summary: Warrants further research R

6.12.1 Laws and Policies

A variety of institutions and a range of State and Commonwealth legislation is
directed at preventing or limiting the impact of youth crime. Law and procedure
relevant to juvenile justice, mandatory reporting of physical and sexual abuse and
gun ownership provide three examples with potential impact on youth health and
behaviour.

In Victoria special legislation and legal institutions govern the practice of law as it
applies to children and youth. A number of aspects of juvenile law and procedure
are designed to recognise the vulnerability and particular developmental
requirements of youth.

Mandatory reporting laws apply to particular professional groups and demand
official registration of particular categories of emotional, physical or sexual abuse.
The aim of this legislation is to reduce the victimisation and exploitation of children
and young people.

In 1997 Australia enacted national laws with the goal of reducing firearm violence.
These laws aimed to restrict the sale, purchase and transfer of guns, regulate the
place and manner of carrying firearms and improve firearm training and restrict
firearm ownership.

Evidence on implementation
The present review was not able to explore the implementation of juvenile justice or

mandatory reporting laws. It remains unclear to what extent national gun ownership
laws are complied with.
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Evidence on outcome

The present review was not able to establish the impact of Victorian juvenile justice
law and procedure. The effect of mandatory reporting on sexual victimisation of
young people is unknown. Brewer et al (1995) reviewed evidence suggesting
legislative regulation of the availability of guns was associated with reductions in
violent crime. Specialised research directed at reviewing and evaluating the
relationship between law, legal procedure and adolescent health and behaviour
should be accorded some priority.

6.12.2 Policing Strategies

Community policing has emerged as an increasingly important area of activity.
These approaches typically involve an explicit focus on enhancing community
contact and the aim of introducing community crime prevention initiatives. The
sophistication and respect for this area of policing appears to be increasing. For
adolescents police play an important role mediating contact with the legal system
and playing a potential role in diverting youth from escalating problem behaviours.

Evidence on implementation

Police policies relevant to community policing are often not well-informed and co-
ordinated with broader community development themes. Traditional policing
cultures have emphasised a punitive attitude toward offenders and hence attempts to
reform policing practices sometimes encounter implementation difficulties at the
operational level.

Evidence of outcome

Brewer et al (1995) review positive findings for intensified motorised patrols by
helicopter and marked cars during high-crime times in high-crime, densely-
populated areas. In the US context this strategy appears to be effective in preventing
various types of serious crime. The related practice of field interrogation also may
be a potentially promising crime prevention tactic. Findings suggest that increased
police presence must be judiciously directed at high-risk times, areas, and people to
deter crime. Simply increasing the number of police is not likely to prevent crime.

In general, community policing interventions have been associated with decreases in
residents’ perceived crime and fear of crime and, in many cases, improved
evaluations of the police. In spite of these changes in perceptions of crime, the
police, and the neighbourhood, community policing evaluations have demonstrated
inconsistent preventive effects on crime itself (Brewer et al 1995).
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6.13

SOCIAL MARKETING

Summary: Warrants further research 23

6.14

A number of social marketing campaigns have been conducted in Australia aimed at
changing community attitudes toward crime and particular categories of offending.
Social marketing campaigns have been conducted to encourage reporting of crime
(e.g., Crime Stoppers), reporting of sexual abuse, and to encourage compliance with
gun control legislation. The Commonwealth is currently conducting a domestic
violence prevention campaign. The present study was unable to identify research
evaluating the impacts of social marketing campaigns aimed at crime prevention.
This area represents an important area of expenditure, and investment in rigorous
evaluation would appear warranted.

COMMUNITY MOBILISATION

Summary: Evidence for implementation %%

6.15

Community mobilisation strategies encompass a diversity of programs that seek to
prevent crime and violence by organising grassroots efforts. The Commonwealth
Crime Prevention Strategy is currently exploring rural community development
initiatives that have as their focus the prevention of violence. The impact of these
programs has yet to be evaluated. To date, only two kinds of community
mobilisation approaches to crime and violence prevention have been evaluated:
Neighbourhood Watch and citizen patrols. Neighbourhood Watch programs are
based on the rationale that residents are in the best position to monitor suspicious
activities and individuals in their neighbourhood. Social connections among
residents made as a result of block watch meetings may also facilitate
neighbourhood monitoring and communication about suspicious events.

Evidence on implementation

Neighbourhood Watch programs have been adopted and maintained by Victoria
Police for some time. Victoria Police have also trialed programs such as the Police
Consultative Committees. In general the extent of community participation in these
programs tends not to be high.

Evidence on outcomes

The three controlled evaluations of block watch programs did not produce evidence
of significant effects on crime in experimental neighbourhoods. The only available
evaluation of a citizen patrol also failed to demonstrate a significant preventive
effect on crime (Brewer et al 1995).

SUMMARY

A wide variety of adolescent health promotion strategies have been utilised to
prevent initiation and/or escalation in adolescent antisocial behaviour. The review in
this section included targeted strategies but suggests a surprising capacity to prevent
long term outcomes particularly through strategies involving families and schools.
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7 Adolescent Depression

7.1 ADOLESCENT DEPRESSION

Adolescent depressive symptomatology has robust risk relationships with a range of
health risk behaviours. These include suicidal behaviour, tobacco use, alcohol
abuse and sexual risk-taking behaviour. For the most part these relationships follow
a linear trend, with risk increasing progressively with level of depression. This
pattern of risk relationship suggests that a preventive/health promotional strategy
which reduces depressive symptomatology could have broad benefits on a range of
adolescent health outcomes.

The most common strategy for prevention of adolescent depression has been to
extend treatment approaches to young people already manifesting some depressive
symptomatology (indicated prevention). Typically these programs have entailed
questionnaire screening of school students, identification of those reporting higher
levels of depressive symptoms and offering an intervention based on cognitive-
behavioural principles {e.g., 426}. The evidence for the feasibility and
effectiveness of this approach, together with more traditional clinical approaches is
currently weak.

7.2 PARENT TRAINING
Summary: Warrants further research &3

No studies were found testing the effect of parent training on youth depression.
Work by Lochman and others associated with the emotional competency
movement, suggests the existence of a potentially important role for parenting in
teaching skills for tackling depression.

7.3 FAMILY INTERVENTION
Summary: Warrants further research 43

No studies were found testing the preventive impact of family intervention on
youth depression. Studies such as the West Australian Child Health Study suggest
that sole parent family status and family conflict may play an important role in
youth mental health. Family intervention programs are being trialed in other areas
of adolescent health promotion and warrant further research attention.

7.4 SCHOOL BASED HEALTH EDUCATION
Summary: Evidence for implementation - %2

Clarke, Hawkins, Murphy and Sheebet, (1993) described two small universal
interventions delivered in one middle school and two suburban high schools. Ninth
and Tenth Grade adolescents in both study 1 and study 2 were randomly assigned by
health class to either intervention or control. The first intervention delivered in 25
health classes took place over three sessions and consisted of education about
depression and encouragement to seek treatment and increase pleasant activities.
The intervention group consisted of 361 subjects, while the control group consisted
of 261 subjects, although details of initial response rates were not given. The
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second intervention examined a behavioural skills training intervention delivered in
14 health classes. A similar design was used with 190 students allocated to either
intervention or control groups. The intervention consisted of 5 health classes
addressing symptoms of depression, training in increasing pleasant experiences,
charting the relationship to mood and strategies to increase the frequency of
pleasant experiences. No significant differences were found in depressive
symptoms measured on the CES-D scores at 12-week follow-up for either
intervention.

Rice and Meyer (1994) examined the feasibility of a psycho-educational
intervention for use in younger adolescents. The intervention consisted of 16 small
group sessions led by post-graduate students. Delivery rates were high (12/group)
and 73% of participating students attended 10 or more sessions. Mental health
outcomes were not reported.

Klingman & Hochdorf (1993) similarly examined the feasibility of a cognitively
based psycho-educational program in 237 13-year-olds in one US school. The
intervention was administered by psychologists/school counsellors after a 3-hour
training and was administered over seven sessions. Assessment immediately after
completion indicated some positive changes in coping strategies. Perceptions of the
program by participants were positive but no other measures of process were
reported. No longer-term findings were reported.

Evidence on implementation

No comment was made in Clarke’s study (Clarke, Hawkins, Murphy & Sheebet,
1993) on participation or delivery rates in the educational intervention group.
Compliance ratings of the teachers’ use of a structured manual by observers was
86% suggesting that teachers have the capacity to deliver an intervention of this
kind. Together with the evidence from Rice and Meyer’s study (1994) it suggests
that interventions of this kind, whether delivered by teachers or health professionals
may achieve a reasonably high uptake rate. The capacity of teachers to deliver a
longer or more complex intervention remains unexplored.

Evidence on outcomes

The available studies were of a small size and as a result were only able to detect
extremely strong effects. The possibility of contamination between school classes
has been a major flaw in all evaluations. So far there is no evidence of positive
effects from school based health educational interventions though there have
arguably been no adequate tests of its potential efficacy.

Evidence on cost-effectiveness and broader implementation

No data on cost-effectiveness or broader implementation are available. The use of
teachers for implementation raises a possibility of a low-cost intervention but the
training requirements and subsequent costs for undertaking this type of intervention
are not clear.

Implications for research
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There are sound epidemiological reasons for considering universal prevention
strategies focusing on depressive symptoms. To date, no adequate universal
intervention for depressive symptoms has been implemented and trialed. A
successful intervention to reduce the prevalence of depressive symptoms during
adolescence should have the capacity to reduce later rates of suicidal behaviour.
This stands out as an important area for program development, research and
evaluation.

7.5 ScHooL ORGANISATION AND BEHAVIOUR MANAGEMENT
Summary: Evidence for implementation - x

The Victorian Gatehouse Project is examining the effect of school organisational
intervention on youth depression and mental health. The study has provided
evidence that this strategy can be implemented but early evidence has not yet
demonstrated an impact on mental health (Glover, Burns, Butler & Patton, 1998).

7.6 MENTORSHIP
Summary: Limited investigation

No studies were found testing the effect of mentorship programs on youth
depression. It remains unclear what role such programs might play.

7.7 PEER INTERVENTION AND PEER EDUCATION
Summary: Limited investigation

No studies were found testing the effect of peer education programs on youth
depression.

7.8 RECREATION PROGRAMS
Summary: Limited investigation

No studies were found testing the effect of recreation programs on youth
depression.

7.9 REORIENTATION OF HEALTH SERVICES
Summary: Limited investigation

No studies were located investigating the effect of health service reorientation on
youth depression.

7.10 COMMUNITY BASED HEALTH EDUCATION
Summary: Limited investigation

No studies were found investigating the relationship between community based
health education and youth depression.

7.11 EMPLOYMENT, TRAINING AND POST-SCHOOL INTERVENTION
Summary: Warrants further research Fo

No studies were located investigating the relationship between employment and/or
training intervention and youth depression. We are aware of Australian
epidemiological data linking youth unemployment with deterioration in mental
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health and re-employment with improvement (Morrell, Taylor, Quine, Kerr &
Western, 1994). Research in this area would appear warranted.

7.12 LAw, REGULATION, POLICING AND ENFORCEMENT
Summary: Limited investigation

No studies were found investigating the relationship between law, regulation,
policing and enforcement on youth depression.

7.13 SOCIAL MARKETING INTERVENTIONS
Summary: Evidence for implementation ~ x%*

Media approaches to depression have commonly focused on changing attitudes to
mental illness to reduce stigma and produce more positive and tolerant attitudes to
those with mental illness. Barker et al (1993) examined the effect of broadcasting
seven 10-minute television programs once weekly over a two-month period.
Respondents were 1040 adults assessed before the series and twelve months later.
Only 5% of young people aged 16-25 viewed the programs. Self-reported reactions
included trying new ways of tackling problems (45%), talking to someone new
about problems (22%) and trying new ways to cope with someone else’s problems
(36%). No direct mental health measures or measures of self-harm were included.

7.14 COMMUNITY MOBILISATION
Summary: Warrants further research Fo

No studies were located investigating the effect of community mobilisation on
youth depression. The impact of community mobilisation in other areas relevant to
adolescent mental health suggests research is warranted to investigate the
application of this strategy to depression.
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8 Adolescent Suicidal Behaviour

8.1

8.2

ADOLESCENT SUICIDAL BEHAVIOUR

Clinical approaches have dominated responses to adolescent suicidal behaviour.
Such approaches have included:

e screening programs based on self-report questionnaires where individuals at
high risk by virtue of depressive symptomatology and/or suicidal ideation are
identified for further intervention

e interventions with suicide attempters to promote cognitive skills relevant to
dealing with emotional difficulties (Rudd et al 1996)

e promoting ongoing access to services to youth who have recently engaged in
suicidal behaviour {346,167}

The evidence for the effectiveness of clinical approaches to adolescent suicidal
behaviour is scant.

PARENT TRAINING

Summary: Evidence for implementation %

In 1998 the Commonwealth Youth Suicide Prevention Strategy funded a range of
demonstration projects directed at preventing youth suicide by reducing parent and
family risk factors. In one study funded through this round parent training was
targeted to the first two years in secondary schools. An evaluation compared 13
schools targeted for parent education with a matched sample of 15 control schools.
After three months evaluation suggested a number of risk factors for youth suicide
had been reduced. The target school parents reported a reduction in conflict with
their adolescents and a trend toward increased satisfaction and confidence as
parents. Adolescents demonstrated less delinquency, less substance use, and lower
feelings of detachment from their families. Although not a significant difference, the
sixty-day incidence of self-harming behaviours was lower amongst the target school
adolescents, at the second survey (5.0%) compared to students in the control schools
(8.4%) {502}. This program indicates the potential for well-implemented parent
training interventions. The potential to replicate this type of program, and the
longer-term impact on youth suicide are unknown.

8.3 FAMILY INTERVENTION
Summary: Warrants further research 43

No studies were found testing the preventive impact of family intervention on youth
suicide behaviours. Family factors such as conflict, low parent-adolescent bonding
and parental mental health problems are risk factors for youth suicide. Family
intervention programs are being successfully trialed in other areas of adolescent
health promotion. Research to examine the application of family intervention to
youth suicide prevention would appear warranted.
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8.4 SCHOOL BASED HEALTH EDUCATION
Summary: Warrants further research 23

Suicide education programs have been widely employed in secondary schools,
where students, teachers or parents learn about suicide, its warning signs and how to
seek help (Garland & Zigler, 1993).

Typically the program goals have the following aims:
e raise awareness of the problem of adolescent suicide
e train participants to identify adolescents at risk
e educate participants on community mental health resources.

The typical content of a program includes:
¢ information on the epidemiology of suicide
list of warning signs with an emphasis on depression
information on community health resources
referral procedures for counselling

Programs of this kind have been criticised on many grounds: misrepresenting the
facts on youth suicide by denying a role of mental disorder, normalising deviant
behaviour and thereby making it more acceptable, and exaggerating the level of the
problem. There is also a concern that those most at risk do not receive the programs
as they are not in school (Garland & Zigler, 1993).

Although there have been many curriculum-based programs of this kind operating
over the last fifteen years there are few published evaluation studies and most are
poorly designed (Abbey, Madsen, & Polland, 1989; Klingman, 1989; Nelson, 1987,
Orbach & BarJoseph, 1993). In some cases studies aim only to increase students’
“gatekeeper” role, increasing knowledge of possible response options if potential
suicide is suspected {430, 431}, including professional support options {424}.

The program of Eggert et al {345} differed from earlier studies by focusing on
adolescents at high risk of school dropout by virtue of non-attendance, poor
academic performance, previous dropout or referral for being at risk of dropping
out. The intervention was more comprehensive in adopting a life skills approach
within a small group intervention framework. Attitudes to suicide were the specific
focus addressed within the program. The intervention was delivered by school
personnel and taught each day as part of the normal class timetable. Three groups
were defined, though not clearly, through a randomised procedure. Two groups
received different doses of the intervention (two semesters vs one) and a control
group was included. The control consisted of a comprehensive assessment, referral
to a key worker and parental notification of risk. Non-participation in the
intervention was initially 30% and actual delivery of the intervention was not
reported. All groups improved over a twelve-month period with no significant
difference between the groups on depression, stress, anger or self-esteem. The
intervention groups reported higher levels of social support. It is, however,
important to note that this study had little power to address the questions of
principal concern, particularly as the control group received substantial intervention.
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Orbach and Bar-Joseph {425} used random assignment of classrooms to evaluate
the impact of a seven-week curriculum focussing on coping and support in six
schools in Israel. At post-test there was some inconsistent evidence for impacts on
suicidal intentions but less evidence for impacts on hopelessness.

Klingman and Hochdorf {421} evaluated a classroom curriculum delivered by
psychology trainees to Year 8 students again in Israel. The 12-week curriculum
focussed on rational-emotive, cognitive coping skills. Students were randomised
within classrooms into waiting list control groups. At post-test participants
demonstrated reductions on an index of potential suicide.

Shaffer et al (1991) conducted a non-randomised controlled study of 2,000
teenagers which examined the impact of 3 different programs on attitudes to suicide
and suicidal behaviour. The first was a 4-hour program implemented by health
professionals with a particular emphasis on suicide awareness. The other two
programs were teacher-administered and emphasised social support and problem-
solving respectively. At eighteen-month follow-up the programs produced no
significant reductions in suicidal ideation or attempts though most students reported
that the program had been helpful. A further 35 students were identified as
“previous suicide attempters” and it is important to note possible negative
repercussions in that a minority of males came to view suicide as an acceptable
solution to their problems (Vieland et al, 1991).

Spirito et al (1988) studied 300 students in a non-randomised controlled trial of a six
week curriculum as part of health education classes. Teachers delivered the
intervention after 2 days of training by the Samaritans. The curriculum covered
attitudes to suicide, suicide awareness, risk factors, identification of risk and
referral. Details of implementation were not provided. L.ittle difference was found
in knowledge or attitudes to suicide at the end of the program. Following the six-
week curriculum boys reported feelings of increased hopelessness and maladaptive
coping.

Kalafat and Elias (1995) described a program delivered to students in the Tenth
Grade. It consisted of three 45-minute lessons and as in Shaffer’s study students
reported that it had been helpful. Ciffone (1993) reported a more positive change in
attitudes 30 days after a program focusing on attitudes to suicide evaluated in a non-
randomised controlled trial in Chicago. The study design and sampling were weak
with no details of non-response or school selection. This program was centred
around a 15-minute film strip followed by a 40-minute discussion. Significant
differences were found on selected responses such as counselling a friend without
help, not telling if a friend was suicidal, ignoring a person talking about suicide, the
role of mental illness in suicide. The reporting of findings makes interpretation of
these results difficult.

LaFramboise and Howard-Pitney (1995) reported a study of school based suicide
prevention in north American Indians, an indigenous group at very high risk of
suicide. The study used a pseudo-experimental design with four classes non-
randomly allocated to intervention and control status. The curriculum was
administered by trained teachers in the language-arts class and emphasised a life
skills development approach. This included units on self-esteem, dealing with
stress, communication, problem-solving and dealing with difficult emotions. It
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incorporated some specific information on suicide risk and intervention. Despite
small numbers significant reductions were found in rates of self-reported
hopelessness in the intervention group and non-blind observer ratings of suicide
intervention and problem-solving skills. Details of implementation were not
provided.

Evidence on implementation

Approaches to suicide prevention in schools have ranged from brief intervention in
one class to longer interventions spanning multiple classes per week over a period
of months. Few studies have reported details on implementation rates either of
teacher training or classroom instruction. The extent to which students at highest
risk participate is uncertain.

Evidence on outcomes

The evidence from programs focusing on identification of high risk students suggest
that these interventions are not effective. Outcomes from interventions focusing on
attitudes to suicide are mixed but the larger and better designed studies show little
beneficial effect. Interventions in which suicide education is incorporated within a
life skills approach show more consistent evidence of effect but the efficacy of the
suicide specific element is uncertain.

Evidence on cost-effectiveness and broader dissemination

In the absence of data on effectiveness there is no cost-effectiveness data available.
Because brief suicide education interventions are cheap they appear to have been
widely disseminated but little data is available on their use in Australia nor on
quality assurance monitoring.

Implications for future research

There is a growing consensus that simple brief suicide education is not an
appropriate or effective intervention. In this context there has been a move from
simple indicated intervention to a universal intervention in which the suicide
education component is nested within life skills education. These programs share
much in common with universal interventions for depression and are set within the
normal secondary curriculum. They deserve further evaluation using experimental
designs, perhaps examining the efficacy of life skills interventions with and without
a specific suicide education element.

8.5 ScHoOL ORGANISATION AND BEHAVIOUR MANAGEMENT
Summary: Evidence for implementation *

No studies were found testing the impact of school organisation and behaviour
management strategies on youth suicidal behaviours. The Victorian Gatehouse
project provides evidence that this strategy can be implemented for mental health
promotion (Glover, Burns, Butler & Patton, 1998).

8.6 MENTORSHIP
Summary: Limited investigation
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No studies were found testing the effect of mentorship programs on youth suicidal
behaviours.
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8.7 PEER INTERVENTION AND PEER EDUCATION
Summary: Limited investigation

No studies were found testing the effect of peer education programs on youth
suicidal behaviours.

8.8 RECREATION PROGRAMS
Summary: Limited investigation

No studies were found testing the effect of recreation programs on youth suicidal
behaviours.

8.9 REORIENTATION OF HEALTH SERVICES
Summary: Warrants further research 43

The creation of suicide prevention centres has been a common response to the
problem of suicide. In practice the focus of these centres has been on the
counselling of young people in distress and therefore terms to describe this response
include suicide prevention centres, crisis centres and crisis hotline (Lester, 1972).
The centres may use trained volunteers or paid staff to provide telephone or other
counselling services for distressed young people. This may extend to face to face
counselling or linkage to mental health services. In some instance these services are
linked to mobile community assessment for suicide risk and postvention. These
services commonly use volunteers and have become widespread in Australia and
other western countries since the 1970s.

There have been few quantitative descriptive studies of the work of these centres
which clearly draw on a range of approaches to intervention. Daigle and Mishara
(1995) described responses to 617 callers in two Canadian centres and found that
interventions were far from standardised and could be divided into non-directive
and directive styles dependent on the characteristics of the caller.

Dew et al 1987 undertook a meta-analysis involving six studies from the UK, USA
and Denmark of the effectiveness of suicide prevention/crisis centres. They
suggested that crisis centres did attract a high-risk population in five of the six
samples, with suicide rates of 2.5 to 10 times that in reference populations. Their
potential for reducing suicide was probably more dependent on an estimate of the
proportion of suicide completers and/or serious attempters who had used the
services prior to the event. This remains uncertain. Addressing the question as to
whether the centres have a positive effect, they reached a conclusion that suicide
prevention centres have no overall effect on community suicide rates with only the
early British study of Bagley (1968) demonstrating a marginal effect. When this
was examined again the subsequent studies of Barraclough (1977) and Jennings et al
(1978) using a more sophisticated approach to choice of control boroughs, found no
differences in suicide rates in those boroughs where the Samaritans had recently
been introduced.

Several studies, using ecological historical comparisons, have examined the
association between the introduction of suicide prevention centres and community
suicide rates (Miller et al, 1984; Lester, 1974; Weiner, 1969). For example, Miller
et al (1984) used an ecologic approach to examine the association between the
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availability of crisis centres and suicide mortality rates comparing 28 US city
communities with crisis centres with 48 cities without crisis centres. Young white
females were the commonest callers to suicide prevention or crisis centres and thus
it was assumed that any effect should be most marked in this group. An estimated
reduction of 1.75/100,000 was found for young white female (0-24 years) suicides.
No reduction was found in young male suicides (0-24 years). No significant
reduction was found in any other age group.

Two further studies have examined the effect of suicide prevention centres on
attempted suicide rates. Holding (1974), reported one of the few studies to examine
rates of parasuicide and its relationship to use of the Samaritans. The design was
ecological and examined outcomes before and after a television series portraying
suicide. Consultation rates with the Samaritans in Edinburgh increased two-fold but
rates of parasuicide attending services increased by 22%. In a more recent study,
Jobes et al (1996) examined calls to the Seattle Crisis Clinic in the weeks following
the singer Kurt Cobain’s suicide and found a significant increase in the number of
crisis calls. There was no corresponding increase in suicide in this county in the
succeeding weeks. Interpretation of this type of ecological data is difficult but does
suggest that the activity of crisis lines is correlated with levels of concern about
suicidal behaviour in a community.

Evidence on implementation

There is good evidence that crisis lines can reach a population at high risk although
its accessibility to young males appears considerably less than for young females. It
is unclear what proportion of victims have used crisis lines in the months preceding
a suicide. There is also evidence that responses to calls vary considerably in the
form of intervention, but this has not been considered in studies of outcome.

Evidence on outcomes

There is no available evidence to indicate that the introduction of suicide prevention
centres and hotlines has affected rates of suicide in any country. The impact on
suicidal behaviour and other mental health outcomes has not been examined.

Evidence on cost-effectiveness and broader dissemination

In the absence of data on effectiveness, data on cost-effectiveness is irrelevant. The
appeal of suicide centres comes from the low cost of this service provision and this
rather than evidence of their effectiveness is one reason why these services have
been established broadly. There have been no reports on quality assurance
monitoring in relation to suicide prevention centres.

Implications for future research

Given the extent of popular support for suicide prevention centres there is a case for

further research into aspects of their functioning and effect. Useful research

questions might include: -

e Assessment of the extent to which medically serious suicide attempters had used
or knew how to access crisis lines.
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e Testing health education on access of crisis lines to serious attempters to evaluate
the uptake of use in a group at particularly high risk. Uptake and effectiveness
might be assessed in a randomised trial.

e Testing the efficacy of different models of intervention (e.g., telephone
counselling alone versus telephone counselling plus follow-up appointment) in
bringing engagement with treatment services.

8.10 COMMUNITY BASED HEALTH EDUCATION
Summary: Limited investigation

No studies were located investigating the relationship between community based
health education and youth suicidal behaviours.

8.11 EMPLOYMENT, TRAINING AND POST-SCHOOL INTERVENTION
Summary: Limited investigation

No studies were located investigating the relationship between employment and/or
training and youth suicidal behaviours.

8.12 LAw, REGULATION, POLICING AND ENFORCEMENT
Summary: Evidence for outcomes  * %

Restriction of access to lethal means through legislation has been a widely-used
preventive strategy for youth suicide. Evidence for the effectiveness of restricting
access to means derives largely from interrupted time series analyses in which a
lethal method has been made less available. Notable examples in Australia derive
from the phasing out of coal gas and legislation restricting the availability of
barbiturates, which had been lethal in overdose. In both instances the longer-term
effects have been called into question (Burvill, 1989) as observations indicate only
short-term falls in the overall suicide rates. Both events took place before the
current rise in youth suicide.

There are difficulties in determining the ultimate effect of legislation restricting
access to lethal means. Ethical considerations limit the use of randomised trials
thereby making it difficult to exclude the hypothesis of substitution (Gunnell &
Frankel, 1994). Ohberg et al (421), for example, in a carefully designed study using
archival data in Finland argued that restriction in the availability of parathion led to
a sharp and then slower fall in its use as a method of suicide. Its restriction however
was accompanied by an increase in the use of other lethal and violent methods such
as hanging, drowning and firearms consistent with a substitution in means.

The success of strategies to restrict lethal means is dependent on a clear
understanding of the level of availability of that particular means. In the following
section the evidence on the effectiveness of restriction of means will be considered
separately for each category. For a broader discussion on the theme, readers are
referred to the document on Access to Means of Suicide by Young Australians
(Cantor, 1996).

8.12.1 Firearms
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North American data indicate that availability of firearms is a substantial risk factor
for suicide in youth. Extrapolation of these findings to Australia needs to proceed
with caution given that firearm ownership is much lower.

Firearm ownership: Snowdon and Harris (1992) examine suicide rates in five
Australian States following the introduction of more restrictive firearm legislation in
1980 in South Australia. Data collected by the Australian Bureau of Statistics
between 1968-1989 indicate a subsequent fall in male suicides from firearms in
South Australia but some rise in other methods. Data for young males was not
provided. This finding was similar to some earlier reports from Canada (Lester et
al, 1993; Carrington & Moyer, 1994) and the USA (Rich et al, 1990; Loftin et al,
1991).

Cantor and Slater (1995) used a similar method to examine the effect of firearm
legislation in Queensland. The legislation required that owners of long arms be
licensed and 28 days elapse before the purchase of a firearm. The introduction of
more extensive firearm legislation was followed by substantial falls in suicide by
firearms in provincial and metropolitan regions but not in rural areas. The fall was
particularly marked in young males 15-29 years. Overall rates of suicide decreased
noticeably in the provincial regions where the legislation had the greatest effect on
firearm suicides.

Firearm storage: Cumming et al (1997) examined the effect of legislation to ensure
safe storage of firearms in 8 US states. Although a significant reduction was found
in unintentional shootings in children no effect on suicide rates was found.

Evidence on implementation

Implementation refers both to the extent to which legislation is followed in practice
and the extent to which this in turn leads to a restriction in access. In North
American studies this has been operationalised as having a gun loaded and unlocked
in the house (Hemenway et al, 1995). Using the available data there is little
evidence on the uptake of legislative changes by gun owners nor which elements of
legislation are most likely to be effective in restricting access by young people:
restriction of ownership, delays in purchase, storage requirements. Similarly the
level of enforcement required for implementing aspects of gun legislation is unclear.

Evidence on effectiveness

The evidence on the effectiveness of firearm restriction on reducing overall suicide
rates remains controversial because of the possible substitution of other methods.
Evidence from Cantor and Slater (1995), Carrington (1994) and Sloan et al (1990) is
persuasive in that it may have an important role in the prevention of young male
suicides where hitherto gun restrictions have not been in place. The potential for
enforcement to make a difference where legislation is already in place or where
levels of gun ownership are already low is probably limited.

Implications for research

The introduction of uniform gun legislation in Australia provides an unique
opportunity to revisit questions of the overall effect of more restrictive gun
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legislation on rates of suicide and its differential effect on the young. There is also
potential for clarifying the level of access that young Australians have to firearms,
data that in turn may indicate strategies for intervention through further legislation
or education of gun owners on storage.
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8.12.2 Self-poisoning

The rise in episodes of non-fatal and fatal self-poisoning following the increasing
availability of sedative and anti-inflammatory drugs has been noted in a number of
countries (Oliver & Hetzel, 1973; Hawton et al, 1996; Whitlock, 1975). There have
been recent calls for restrictions on the availability of paracetamol but to date no
trial has been reported. There is data from France that use of smaller paracetamol
pack sizes is associated with lower suicide rates from overdose (Gunnell et al,
1997). Other strategies such as the introduction of methionine and placing warning
messages on paracetamol packs have not been evaluated.

Implications for research

Given that self-poisoning is the commonest cause of suicidal death in females it is
probably justified to consider trials on a regional basis of restriction of the
availability of paracetamol, introducing changes in pack sizes and adding
methionine. The impact of these measures on local rates of self-harm and suicide
could then be evaluated.

8.12.3 Motor Vehicle Exhaust Gas

These methods account for approximately one in eight suicide in young males and
one in twelve in young females (Cantor, 1996). Options for intervention include
fitting catalytic converters, sensors to detect carbon monoxide in cars and
modification of exhausts to ensure that hose pipes cannot easily be fitted. Few data
are available on the impact of catalytic converters or these other measures on
suicide in the young. Routley and Ozanne-Smith reported that the introduction of
catalytic converters to all new Australian cars manufactured since 1986 has not been
accompanied by a fall in deaths from motor vehicle exhausts despite these cars
being 43% of registered vehicles. In contrast there is some overseas data which
indicates an effect (Lester, 1989).

Implications for research

A key question for effectiveness of these strategies concerns the level of penetration
needed for a given effect on risk. A further question relates to the extent to which
other methods, less easily controlled (e.g., hanging) may be substituted.

8.13 SOCIAL MARKETING INTERVENTIONS
Summary: Evidence for implementation * 11

Media portrayals of youth suicide have commonly been considered as risk factors
for suicidal behaviour both in case-control studies and interrupted time series
analyses of suicide data (Collins, 1993). Relatively less evidence is available on the
efficacy of interventions targeting the media. Media interventions may take two
forms: guidelines on the reporting of suicide or provision of mental health education
(see Barker et al, 1993).

The potential for media intervention by restricting coverage was first raised by
Motto (1995) who reported a regional fall in suicide rates coinciding with a
newspaper strike in Detroit. Etzersdorfer et al (1992) used an interrupted time
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series analysis to examine the effect that the introduction of media guidelines had on
railway suicides. These suicides had been the subject of much media attention in
Vienna until mid-1987 when the guidelines were introduced. Prior to this point the
majority of these deaths had been in the 20- to 29-year-old age group. The
guidelines were designed to ensure different ways of reporting suicide: provision of
few details of the method; elimination of romantic portrayals; removal from the
front page; removal of the term *“suicide’ from the headline; not including
photographs of the victim; description of alternative solutions; and inclusion of
reports of a crisis that did not lead to suicide. The reduction in suicides from
railway injury was sudden and dramatic at a time when suicide rates were relatively
stable. Similarly there was a dramatic fall in subway suicide attempts. There was
some evidence of method substitution but overall rates of suicide reduced 20% over
a four-year period. Unfortunately age-specific data were not provided.

Evidence on implementation

The limited available evidence suggests that media guidelines can be devised and
implemented though probably require constant monitoring. There are few available
data on the use and penetration of the mass media to provide mental health
educational messages to young people. Similarly the potential benefits and harms
that derive from new media such as the Internet has as yet received little scrutiny.

Evidence on effectiveness

The available data on the effectiveness of media guidelines is limited to one study
that demonstrated a striking effect on both suicide and suicidal behaviour. This was
in a situation where there was evidence of poor media reporting.

Evidence on cost-effectiveness

Data on cost-effectiveness are not available. It is likely that the introduction of
media guidelines would be a relatively inexpensive intervention. In contrast mental
health education via the mass media is likely to involve considerable expense in
program production and purchase of ‘air-time’.

Implications for research

There is a need for greater consideration of research into the effectiveness of media
guidelines for youth suicide prevention. It is not yet clear whether the further
tightening of media guidelines would be effective in reducing suicide in a country
such as Australia where guidelines are already in place. The effectiveness of
proposed media strategies could be usefully informed by data derived from coronial
reviews.
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8.14 COMMUNITY MOBILISATION
Summary: Warrants further research 23

Gatekeeper training is based on the premise that people at risk of suicide come into
contact with police, clergy, youth workers and other members of the public who
have a capacity to direct that individual towards help. The programs are designed to
increase the gatekeepers’ sense of confidence and competence in intervening. As
with many of the school based programs the aims include:

¢ enhanced recognition of warning signs
e increase knowledge of referral pathways
¢ shifting attitudes to accessing the mental health system

Similar program have been suggested for health professionals such as psychologists
with a high likelihood of contact with high-risk individuals (Bongar, 1991).

The Centre for Disease Control and Prevention has described a range of these
programs in the United States (O’Carroll et al, 1992). Training typically takes place
at one- or two-day workshops and there is some evidence that attitudes towards
intervention shift following training. However, there is no evidence either that
training increases rates of intervention or that training brings any reduction in
suicidal behaviour or fatalities.

Implications for research

Many of the programs described have focused on the relationship between
community figures and teenagers rather than young adults. In the development of
this approach first steps might be to document which community figures young
Australian victims are most likely to have contact with. A subsequent randomised
trial of intervention would have the capacity to examine the behaviour of key
community figures in relation to high-risk youth.
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0 Recommendations and Conclusions

In the preceding sections research findings for a variety of health promotion
strategies were examined with respect to evidence for their implementation,
outcome effectiveness and, where possible, evidence for dissemination and cost-
effectiveness. In what follows we detail key conclusions and recommendations
following from this review.

There is now a considerable research base relevant to the effectiveness of
intervention strategies for improving adolescent health. The present report
identifies the evidence for particular strategies and program components across a
range of adolescent health behaviours. Although dissemination issues are
discussed, the present report is ad hoc in its exploration of the range of programs
currently being implemented in Victoria. As a follow-up to the present report, it is
recommended that a more systematic audit of intervention strategies and program
components currently being delivered in Victoria be completed to establish the
extent of congruence between these programs and an evidence-based approach.

9.1 GENERAL RECOMMENDATIONS FOR PURCHASING ADOLESCENT HEALTH PROMOTION
INTERVENTIONS

9.1.1 Invest strategically to advance evidence-based practice

The present report provides a basis for the strategic development of evidence-based
approaches to adolescent health promotion. Strategic initiatives will need to be
balanced and include both support for innovation and evaluation for particular
strategies, and also rigorous pilot-testing and evaluation of specific programs. There
are roles in such an endeavour for both statewide services and regions. Statewide
dissemination may be critical for strategies such as legislative change and social
marketing. Regional funding may be most appropriate to increase expertise in
programs with evidence for impacts on regionally prioritised risk factors, protective
factors and youth health and behaviour problems.

Purchasing contracts for preventive interventions should include evaluation
requirements designed to advance the level of evidence for the selected health
promotion strategy. To advance evidence for outcome evaluation contracts should
be designed to enable randomised allocation to control conditions and longitudinal
measurement. Strategies that have evidence for outcome or dissemination should
include evaluations to ensure consumer approval and post-program impacts on
targeted risk and protective factors.

9.1.2 Invest in strong implementation

The evidence is consistent across outcomes. Weakly implemented interventions
show inconsistent or null effects. Programs should be implemented with adequate
training for those required to deliver them and with observational or other methods
to check and ensure fidelity in implementation.
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9.1.3 Request behavioural outcomes

Prevention programs are consistently demonstrating persisting behavioural effects.
Health promotion investment should be provided on the expectation of positive
change in health outcomes. Ideally interventions would have an effect not just on
risk factors, but also on relevant health behaviours and mental health indices.
Funding for longer-term follow-up evaluation will be required to measure these
outcomes.

9.1.4 Target multiple risk factors

Programs that incorporate more than one health promotion strategy appear to be
more consistently effective. For example social marketing combined with school
based health education. This appears true for tobacco, alcohol, sexual risk-taking,
and antisocial behaviour. Programs that target more than one risk factor (e.g.,
parental bonding and peer influence) may increase the likelihood of an effect and
hence result in more consistent impacts.

9.1.5 Seek sustained intervention

One-off sessions or intervention for only one school year are less successful than
interventions maintained across multiple years. Investment in prevention should
support efforts to maintain a coordinated set of prevention activities through
childhood and adolescence. Activities should address the developmental stage of
youth and build on earlier components.

9.1.6 Identify and reward evidence-based practice

As a follow-up to the present report, it is recommended that an audit be completed
of intervention strategies and program components currently being delivered in
Victoria. The focus of this audit would be to establish the extent of congruence of
existing programs with an evidence-based approach. Existing evidence-based
programs should be acknowledged and rewarded.

9.2 SPECIFIC CONCLUSIONS FOR PURCHASING ADOLESCENT HEALTH PROMOTION
INTERVENTIONS

The specific conclusions that follow should be accepted cautiously as they are based
on review of only the limited subset of available articles relevant to the past decade
and located within the restricted time available for this project. Identification of
programs implemented within Victoria has not been based on a systematic process.

The table below summarises the evidence base for thirteen adolescent health
promotion strategies examined in this report.
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Table 3: Summary of evidence base for thirteen adolescent health promotion
strategies targeting six adolescent health outcomes.

Health Promotion Tobacco | Alcohol | Sexual | Antisocial | Depression | Suicide
Strategies & Drugs | Health
Parent Training 43 * k * % &3 * 11
Family Intervention &3 * 23 * 3B * % Fo o
School based Health | * % * % * *k k| koK * 12 R
Education
School Organisation | Fo * 11 R * % * 0L * 0
and Behaviour
Management
Mentorship * 11 =] * 110
Peer Intervention and | %2 Fo * * Fo
Peer Education
Youth Recreation * 01 B * 71
Health Service * 13 * 11 * 2 A
Reorientation
Community based R * 12 * 376 * 22
Health education
Employment and Fo 2 %
Training
Law, regulation, * * % * 22 o * *
policing and
enforcement
Social Marketing * 3 * B = * 0L *
Community * % * * * * 0/ b o
Mobilisation

Limited investigation.

Evidence is contra-indicative.

s Warrants further research.

*P Evidence for implementation. P Proportion of studies with positive effects.

* * Evidence for outcome effectiveness.

% % % Evidence for effective dissemination.

Definitions

Limited investigation. No relevant effectiveness studies were located and
there were no empirical or theoretical grounds suggesting the intervention
might potentially impact the outcome.

Evidence was contra-indicative for the use of this strategy to prevent the
targeted outcome. This rating required consistent null or negative findings
in well-controlled evaluation studies.

Warrants further research. This rating was applied to strategies that

appeared theoretically sound or had some promising evidence for their
implementation or outcome, but in small scale or inadequately controlled
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studies. Programs utilising these strategies might be considered priority
targets for future research funding.

* P Evidence for implementation. This rating was applied where published
studies reported a sound theoretical rationale, acceptance within service
delivery organisations, target population recruitment on a scale sufficient
to usefully contribute to population health impacts, and adequate consumer
approval measured using indicators such as program retention.

P The proportion of positive demonstrations of impacts on risk factors,
protective factors or outcome behaviours is reported. Programs utilising
these strategies might be supported for funding on condition that initial
Australian implementation included rigorously-controlled outcome
evaluation.

* * Evidence for outcomes. This rating was applied where positive outcomes
were consistently published in well-controlled interventions. Interventions
were required to be of sufficient scale to ensure outcomes within the
constraints imposed by large-scale population health frameworks.
Programs utilising these strategies might be carefully monitored for their
impacts while being supported for wide-scale dissemination.

* % %  Evidence for dissemination. This rating required published reports of
impacts where programs were delivered on a large scale, not by research
teams, but rather by government auspice bodies or other service delivery
agents. Evidence for dissemination was only sought for strategies
demonstrating evidence for outcomes. Programs utilising these strategies
might be accorded some priority for dissemination in the Australian
context. Initial Australian dissemination trials should monitor for impacts.
Where possible cost-effectiveness has been considered for programs using
these strategies.

HIGHEST PRIORITY “BEST BUY” STRATEGIES

9.2.1 School based Health education

Health education has come a considerable distance since the early work of the1970s.
Reasonable evidence has accumulated to suggest that well-conducted health
education programs can reduce alcohol and drug use, smoking, sexual risk-taking
and antisocial behaviour. These approaches appear to be cost-effective. An obvious
question that arises from the present review is the potential for an integrated school
based health education curriculum. There is some evidence that such a curriculum
can be effective across a variety of health outcomes. Investment in the
dissemination of evidence-based drug education could focus on integrating this
strategy as a universal component within school programs. Existing evidence from
Botvin’s group suggests that less intensive training may be as effective as intensive
training. Interventions need to span several of the early adolescent years. These
approaches appear to require ongoing training, professional development of teachers
and feedback from evaluation and are probably not sustainable without this input. It
is possible that well-conducted health education programs may offer some further
advantages relevant to mental health promotion, but the existing evidence does not
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enable clear conclusions, hence investment to encourage innovation in this area may
be warranted.
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9.2.2 Parent training and family intervention

There is a growing body of evidence from the US that parent training interventions
may be useful either as a component of broader alcohol and drug prevention
programs or as discreet drug prevention strategy. Funding to advance these
strategies in Australia should be given some priority. Funding should emphasise
implementation with rigorous evaluation. Both parent training and more intensive
family intervention appear important as a selective intervention strategy for crime
prevention through the adolescent years. It is recommended that the dissemination
of these programs should be given some priority as an early intervention for crime
prevention. To improve understanding evaluations should be requested to
investigate potential impacts on other outcomes. Australian experience is relatively
undeveloped in adolescent family intervention and hence investment in
demonstration projects to encourage innovation, to develop and coordinate expertise
and for evaluation should be considered.

9.2.3 Community mobilisation

Ambitious, large-scale community mobilisation efforts are now being successfully
conducted and evaluated with promising results. It should be noted that not all the
evaluation evidence has been positive, hence supporting the development of this
area will require coordinated investment. Supporting a limited number of statewide
"model demonstration sites” may be one strategy to encourage broader education
and training. There may be scope for geographically-based teams to be supported to
coordinate community mobilisation activities within local communities. Community
mobilisation strategies implemented with rigorous evaluation may be useful for
prevention of a range of adolescent health problems including tobacco use, alcohol
and drug use, and sexual risk-taking. Funding to support innovation with evaluation
should be provided to extend these programs to crime prevention and mental health
targets.

9.2.4 Law, regulation, policing and enforcement

Evidence supports investment to disseminate evidence-based, tobacco control
strategies relevant to the enforcement of laws prohibiting tobacco retailers to sell to
minors. Programs using this class of strategy may also be useful for reducing
alcohol sales to minors, but would require community readiness. Changes in
approach to the policing of illicit drug use have been pioneered in Victoria and
rigorous evaluations should be completed and published. The extension of policing
strategies to reduce the transition of adolescent delinquency into serious offending
could be further implemented with funding to support rigorous evaluation.
Regulation of access to the means of suicide may be an important component in
suicide prevention strategies, worthy of implementation and evaluation support.

9.2.5 Social Marketing

Mass media campaigns alone appear to have little impact, but have a greater
potential where they are coordinated with regional components actively involving
school health education and parents. Evidence supports the implementation of social
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marketing with rigorous evaluation to prevent tobacco use, alcohol and drug use,
and suicide. Funding for innovation and evaluation should be considered to extend
programs to adolescent sexual risk-taking, crime prevention and mental health
promotion.

9.2.6 School Organisation and Behaviour Management

Behaviour management strategies have demonstrated evidence for outcomes and
application in wider dissemination where they have been delivered within schools to
address behaviour problems. There may be some difficulties to resolve in the
implementation of these programs. Investment for wider dissemination in the
Australian context would appear useful, but should be preceded by a systematic
audit of programs currently delivered within Australia. School organisation
strategies could be implemented with rigorous evaluation to better understand their
application for the prevention of alcohol and drug misuse and mental health
promotion. Further research investment may be warranted to better understand the
potential of these approaches for the prevention of tobacco use and sexual risk-
taking.

9.2.7 Peer Intervention

Peer education appears to be an increasingly popular strategy in Australia for
promoting harm reduction relevant to youth drug use and sexual risk-taking. The
available evidence suggests approaches using these strategies can be implemented
and there appears to be acceptance from professionals and consumers. Further
dissemination of this strategy should be considered for promoting sexual health.
Implementation with rigorous evaluation should be considered as a tobacco control
strategy. In general, evaluations have produced mixed results for the prevention of
alcohol and drug use. A possibly critical ingredient may be the extent to which
programs are structured to increase exposure to prosocial adult values and
behaviours. Further encouragement of this field might be achieved through funding
targeted to innovation and evaluation. A number of negative findings in the
application of these strategies to crime prevention suggests further support should
be contingent on rigorous evaluation.
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LOWER PRIORITY STRATEGIES

9.2.8 Community based health education

The distribution of information within a community setting represents one of the
most popular health promotion strategies used in Australia. It is perhaps not
surprising that community education is being successfully implemented across a
variety of outcome domains. Evaluations located through the present review mainly
reported findings for the more intensive application of community health education,
involving formal curriculum delivered over sequenced sessions. Evaluations have
not been particularly strong and are often simply focussed on increasing knowledge.
Funding further implementation with rigorous evaluation may be warranted for the
prevention of tobacco use, alcohol and other drug misuse, sexual risk-taking and
crime. Existing evidence does suggest that behavioural change is not an
unreasonable target for these strategies. The further development of this field might
be encouraged by demanding evidence for behavioural change in the framing of
evaluation requirements.

9.2.9 Health service reorientation

There is some evidence suggesting that appropriate reorientation of health services
can offer advantages to adolescents in discouraging tobacco use, in encouraging
safer sexual behaviour and more moderate alcohol and drug use. Further
implementation with rigorous evaluation is recommended. Innovation and
evaluation funding might also be used to further examine the potential for these
strategies to prevent suicide and promote mental health.

9.2.10 Recreation

Given the prominence of sport within Australian society, interventions located
within sport and recreation settings may be of particular importance to Australian
youth. Funding implementation with rigorous evaluation could assist tobacco
control, prevention of alcohol and drug misuse and prevention of sexual risk-taking
behaviour. Evaluations have been restricted to date to a limited range of outcomes
and there would appear to be room for further innovation in this field. Efforts to
extend this field might be encouraged through funding innovation and evaluation.

9.2.11 Mentorship

Recent work by Michael Resnick and colleagues suggests that connection with
prosocial adults can be important as a protective factor for young people at risk of
depression or self-harm. Although there has been some research relevant to crime
prevention, we were not able to locate studies that have evaluated the use of
mentorship in the prevention of other adolescent outcomes. Efforts to extend this
field might be encouraged through funding targeted to innovation and evaluation.
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9.2.12 Employment and training

Funding innovation and evaluation could extend this field. Employment and
Training programs targeting crime prevention should be carefully conceived and
include rigorous evaluation.

The findings in Table 4 provide a summary of the evidence reviewed in the present
report relevant to the measured impact of adolescent health promotion strategies on
a range of risk and protective factors. A range of family and school based
interventions demonstrated positive impacts on family-level risk factors. A smaller
number of studies have examined impacts on school-level risk factors. School
organisation strategies provide some early evidence for impacts on school rewards
(opportunities). The evidence suggests school based health education can positively
impact a range of risk and protective factors, including attitudes, skills, peer
influence, and in some cases harm reduction practices. It is noteworthy that two
strategies commonly used to promote harm reduction (community based health
education and health service reorientation) do not receive consistent evidence of an
impact on harm reduction practices. A salient point emerging from Table 4 is the
number of relationships that have not yet been adequately explored.

Table 5 provides summary information for each of the 178 research articles
examined in this review. The studies are organised alphabetically according to the
intervention strategy utilised. Information on impacts on risk factors, protective
factors and outcomes is provided for each study. The information on outcomes is
presented under the Risk Factor Impacts column. Outcomes are divided into
initiation and persistence/escalation (for definitions see Section 1.2).
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Table 4: Summary of intervention strategy impacts on risk and protective factors.

Parent Training

Intervention

School Health Ed.
(to Yr6)

School Health Ed.
(Yr 7-8)

(Yr9+)

School Health Ed.
School

Organisation

Peer Intervention
Peer Education

Health Service
Reorientation

Community based
Health education

Law, regulation,
policing and
enforcement

Social Marketing

Family

Family Attachment

©
N
N

\
N3
N

Family Conflict

School

School Rewards (Bonding)

v o

School Commitment

X1/3

Community

Availability of Means To Engage In The
Problem Behaviour

v 10114

Community Laws And Norms Favourable
To The Problem Behaviour

Q12

Community Opportunities For Prosocial
Involvement

Media Portrayals Favourable To The
Problem Behaviour

Peer

Perceived Peer Involvement

v u8

Individual

Favourable Attitudes To The Problem
Behaviour

X3/8

v'10/16

Vo3

Harm Reduction

Q24

Q12

v P

V33

X5

Social Skills

Q12

v 10/12

Q316

v Two or more studies were conducted and the majority reported a positive impact.

X Two or more studies and the majority reported a non-significant or negative impact. ” Proportion of studies with positive impacts.

@ Proportion of positive findings equally divided. ? Proportion of studies with positive impacts.
Blank cells - Less than two studies examined the impact.

P Proportion of studies with positive impacts.




Table 5: Summary of intervention strategies, outcome targets and impacts on
risk and protective factors.

Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Community Mobilisation — 173 Alcohol and |Availability of means/opportunities 'Healthy beliefs (Y) - intervention
6th grade Drug (N) - no difference in measure of  students demonstrated
perceived access to alcohol. significantly less favourable
Favourable community laws & beliefs regarding alcohol by the
norms (Y) - laws strengthening the 'end of Year 8.
control over selling alcohol to Skills (N) - no overall significant
minors were passed in each of the effects for self-perceived alcohol
intervention communities. refusal skills.
Family attachment (Y) - by Year
8, intervention students showed
a tendency to perceive better
family communication relating to
alcohol use.
Community Mobilisation — 384 |Sexual Risk- Persistence/escalation (Y) - Community opportunities (Y) -
Females, 14 to 17 years. taking reductions in adolescent Availability of professional
Behaviour pregnancy rates. support from nurse and teachers
was implicated in the reduction
of adolescent pregnancy rates.
Community Mobilisation - = 385 Sexual Risk- |Initiation (Y) - less sexual initiation
Latino adolescents aged taking for males at 18 mths.
12 to 20 years. Behaviour  Persistence/escalation (N) - no
consistent evidence of differences
in sexual risk behaviours at 18
mths.
Community Mobilisation - | 127 Alcohol and Persistence/escalation (N) -
Youth aged 21 and Drug decreases in alcohol and
younger marijuana observed over 2 years
regardless of program exposure.
Community Mobilisation - | 45 | Tobacco Initiation (N) - tobacco use not
students 11 to 14 years. different 3 years later.
Community based Health | 388 Sexual Risk- Persistence/escalation (Not Healthy beliefs (N) - No
Education - Adolescents taking measured). differences at 3 months.
aged 15-19 years (mean Behaviour Harm reduction (N) - No
age not specified) differences in condom use at 3
months.
Community based Health | 163 |Sexual Risk- |Persistence/escalation (N) - no Healthy beliefs (Y) - the
Education - Adolescents taking effective reduction in the number | discussion group had better
Placed in Residential Behaviour of adolescents who engaged in knowledge about AIDS at the 9-

Centres aged 12-18
years

sexually risky behaviours at the 9-
12 month follow-up.

12 month follow-up.

Skills (Y) - increase in ability to
resist risky sex behaviours.
Harm reduction (N) - no
difference in use of condoms.




Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Community based Health | 153 Alcohol and |Peer influence (N) - intervention
Education - Female Drug increased risk.
students pregnant or Sexual risk- Initiation (N) - no difference in
parenting who used drugs taking tobacco, alcohol, marijuana or
or who were at risk for other drugs 3 months later.
drug use aged 14-19
years
Community based Health | 294 |Antisocial Favourable attitudes (Y) - rape Healthy beliefs (Y) - reduced
Education - Behaviour & |congruent attitudes were lower at |belief in exploitative sexual
Undergraduate university Sexual Risk- 'the end of the 50 min relationships at end of the 50
students at high risk of taking interventions. minute intervention.
sexually assaulting.
Community based Health | 326 |Sexual Risk- |Initiation (N) - No impact on sexual |Healthy beliefs (Y) - improved
Education. Adolescents taking debut 1 yr later. knowledge relevant to sex 1 yr
aged 13-19 years Behaviour later.
(adolescents recruited Harm reduction (N) - Generally
from agencies in low use of contraception was not
income inner-city areas). impacted; The exception were
males sexually-active prior to the
intervention.
Community based Health ' 330 Antisocial Favourable attitudes (Y) - less Healthy beliefs (Y) - Improved
Education. Adolescents, Behaviour  |favourable attitudes to drink knowledge of the law at post-
17 years and under, driving at post-test. test.
found guilty of driving Persistence/escalation (Y) -
under the influence. reduced drink-driving offences 1-2
yrs later.
Community based Health | 367 Sexual Risk- Favourable attitudes (N) - Not Healthy beliefs (Y) - some
Education. African taking impacted at 2 weeks. impacts 2 weeks.
American students (aged Behaviour Persitence/ escalation (Not
14-15 years) measured).
Community based Health = 378 Sexual Risk- Favourable attitudes (N) - No Healthy beliefs () - superior
Education. Sexually taking differences in AIDS knowledge at  sexual health knowledge to
active females, 13 to 21 Behaviour  post-test. controls at post-test.
years. Persistence/escalation (Not Harm reduction (N) - no
assessed). differences in condom
acquisition at post-test.
Community based Health | 394 Sexual Risk- [Favourable attitudes (Y) - intention |Harm reduction (Y) - Use of
Education. 16- to 19- taking to use condoms increased to 10  condoms increased to 10 mths.
year-old incarcerated Behaviour months.

male drug users

Persistence/escalation (Y) -

reduction in some high-risk sexual

behaviours to 10 mths.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Community based Health | 361 Sexual Risk- Initiation (Y) - Increased sexual Healthy beliefs (Y) - improved
Education. Adolescents taking abstinence for males maintained  sexual health knowledge 1 yr
aged 13-19 years Behaviour  to 1yr. later.
Skills (N) - Contraception skills
enhanced only for sub-groups.
Community based Health | 372 | Sexual Risk- Persistence/escalation (Y) - a Healthy beliefs (Y) - post-test
Education. Adolescents, taking variety of risk behaviours reduced impact on sexual health
aged 13to 17 years in a Behaviour at post-test. knowledge.
residential drug treatment Skills (Y) - increased safe sex
facility. skills.
Community based Health | 355 Sexual Risk- |Initiation (Not measured). Healthy beliefs (N) - No overall
Education. African- taking impact on HIV knowledge 1 yr
American adolescents Behaviour later.
(age unspecified)
Community based Health | 377 Sexual Risk- Favourable attitudes (Y) - less Healthy beliefs (Y) - knowledge
Education. Including a taking favourable sexual risk attitudes of AIDS better than controls
peer-led component. Behaviour compared to controls immediately immediately after this brief
Adolescents 12 to 18 after this brief intervention. intervention.
years. Early initiation (Not assessed).
Community based Health | 327 | Antisocial Initiation (Y) - Depressive somatic | Skills (Y) - improved social skills
Education. Male sex Behaviour  |symptoms and self-concept 1 1 week later.
offenders (aged 12-19 week later. Health beliefs (Y) - Improved
years) Persistence/escalation (Y) - self-concept 1 week later.
Reduced externalising behavioural
problems.
Community based Health ' 438 |Alcohol and |Peer influence (Y) - increased Healthy beliefs (Y) - impact on
Education. Drug intention to encourage a friend drug knowledge.
Runaways/Homeless with a drug problem to seek help.
adolescents in shelters Initiation (Not measured).
(10-19 years)
Community based Health | 382 |Sexual Risk- Favourable attitudes (Y) - More Healthy beliefs (Y) - some
Education. Sexually taking favourable attitudes to condom improvements in sexual health
active black female Behaviour  use at 3 weeks. knowledge at 3 weeks.
adolescents, aged 15 to Skills (Y) - increased self-
21 years. perceived skills to use condoms
at 3 weeks.
Curricula - Israeli high 425 |Suicidal Initiation (Y) - reduced suicide risk
school students (mean Behaviour  factors.

age not specified).
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - Special 457 |Alcohol and  Persistence/escalation (Y) —
school students at high Drug reduced regular alcohol and hard
risk for future drug use drug use to 1 year. (N) Tobacco
(14-19 years) and marijuana use not impacted.
Curricula - 4th grade 409 Tobacco Persistence/escalation (Y) —
smoking reductions maintained to
Year 10 .
Curricula - 5th grade and | 442 Alcohol and |Favourable attitudes (N) - no Skills (Y) - assertiveness.
6th grade. Drug impact on intention attitudes to Healthy beliefs (Y) - knowledge.
end of semester.
Initiation (N) - alcohol, tobacco, or
inhalant use.
Curricula - 5th grade and = 444 Alcohol and Peer influence (Y) — increased Skills (Y).
grades 6-8 Drug awareness by Year 7. Healthy beliefs (Y) - knowledge.
Initiation (Y) - alcohol, tobacco,
marijuana, other drugs in Year 7.
Persistence/escalation (Y) - less
illicit drug use to Year 7.
Curricula - 5th grade 500 Antisocial Initiation (Not tested). Skills (Y) - increased skills to
students in two inner-city behaviour deal with conflicted social

Washington D.C
elementary schools and
three classes of seventh
grade students at an
inner-city Washington
D.C junior high school.

Curricula - 5th grade, and | 350 |Tobacco

grade 6 & 7 students.

Curricula - 5th grade

Curricula - 6th grade

166

447

Tobacco

Alcohol and
Drug

situations for grade 7 students.

Initiation (N) - no reduction in
tobacco use 12 years later.

Favourable community laws &
norms (N) - the program was not
responsible for the increase in
percentages of tobacco free
schools.

Initiation (N) - the program was not
effective in preventing early
initiation of tobacco use one year
later in grade 6.

Initiation of problem behaviour (N) |Healthy beliefs (Y) - impact on

- overall initiation of alcohol use alcohol knowledge to 27 months.
not impacted to 27 months.

Persistence / escalation (Y) - small

reduction in the rate of increase in

alcohol use amongst unsupervised

users to 27 months.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - 6th grade 448 Alcohol and Initiation (N) - no impact on Harm reduction (Y) - reduced
Drug initiation of alcohol, or marijuana  drink-driving in Year 9, benefit
use to Year 9 or Year 12. reduced by Year 12.
Persistence/escalation (Y) —
reduced regular alcohol use in
Year 9, benefit reduced by Year
12; (N) No impact on regular
marijuana use.
Curricula - 6th grade 451 |Alcohol and Initiation (N) - increased smoking
Drug and drinking.
Tobacco
Curricula - 6th grade 397 Antisocial Early and persistent antisocial
Behaviour behaviour (Y) - reduced antisocial
behaviour for boys, but not for girls
after 6 months.
Curricula - 6th grade + 144 |Sexual Risk- |Initiation (Not measured). Healthy beliefs (Y) - knowledge
middle school African- taking and attitudes towards dating
American students Behaviour violence and relationships was
Antisocial significantly higher at post-test
Behaviour (a few days after intervention).
Curricula - 6th grade 16 |Tobacco Initiation (Not measured). Heathy beliefs (N) - tobacco
post-test.
Curricula - 6th grade 196 |Tobacco Initiation (Y) - male students (but
not females) exposed to the
intervention demonstrated reduced
tobacco use in grades 7, 8 & 9.
Curricula - 6th grade 353 Tobacco Initiation (N) - No overall effect 1 yr
later.
Curricula - 6th grade 414 Tobacco Initiation (Y) - reduced tobacco
use, (N) alcohol impact not
maintained.
Curricula - 6th grade 15 Tobacco, Initiation (Y) - tobacco in 8th
Alcohol and grade, (Negative impact) - alcohol,
Drugs (N) — cannabis & other drug use.
Curricula - 6th grade & 390 Sexual Risk- Favourable attitudes (N) - some | Healthy beliefs (N) - No
7th grade taking impact on evaluated risk of AIDS differences in AIDS knowledge.
Behaviour but inconsistent and only for sub-

groups.
Persistence and escalation (Y) -
more self-reported behaviour
change to avoid AIDS at post-test.
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Intervention Strategy &
Target Group

ID

Outcome
Target

Risk Factor Impacts Protective Factor Impacts
(Y) impact, (N) no impact (Y) impact, (N) no impact

Curricula - 6th grade and
7th grade in the context
of Community
Mobilisation

Curricula - 6th grade and
7th grade. Inner-city and
suburban

Curricula - 6th grade and
grades 7, 8

Curricula - 6th grade and
grades 7, 8 and 9.

Curricula - 6th grade and
grades 7-10

449 |Alcohol and

441 |Alcohol and

362 Sexual Risk-

Drugs
Tobacco

Drug

taking
Behaviour

354 |Tobacco

445 |Alcohol and

Drug

Favourable attitudes (Y) - reduced Skills (Y) - communication small
intentions 1 yr later. improvement, no impact on
Peer influence (Y) — some impact |resistance 1 yr later.

on peer rewards at 1 year.

Initiation (Y) - reduced initiation to

tobacco, alcohol and marijuana

use to 1 year.

Persistence/escalation (Y) —

reduced regular tobacco, alcohol

and marijuana use to 1 year.

Favourable attitudes (Y) —small  |Skills (Y) - assertiveness,
impact on intention to use hard problem solving, stress
liquor, no impact on attitudes and 'management.

intentions towards tobacco or

marijuana.

Initiation (N) - No impact on

initiation of alcohol.

Persistence/escalation (Y) —

reduced regular and problem.

Favourable attitudes (N) — Few
effects maintained to 17 mths. maintained to 17 mths.

Peer influence (N) - effects on Harm reduction (N) - No

peer rewards not maintained at 17 increase in condom use at 17
mths. mths.

Media portrayals (N) - Early

impacts on analytic skills not

maintained at 17 mths.

Initiation (N) - No impact on

abstinence at 17 mths.

Persitence/ escalation (N) -

pregnancy, STDs not impacted to

17 mths.

Skills (N) - Effects not

Initiation (Y) - reduced smoking
uptake 1 yr later.

Skills (Y) - Not directly measured
but process evaluation
implicated refusal skills as a
potentially critical program
component.

Initiation (Y) - initiation of alcohol
use was reduced, but only for
males.

Persistence/escalation (Y) -
regular alcohol use reduced in
Year 12.

Healthy beliefs (Y) - knowledge
about the effects of alcohol in
Year 12.

Skills (Y) - alcohol refusal.
Harm reduction (N) — Drink-
driving not impacted.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - 6th grade, and | 348 Sexual Risk- |Initiation (N) - Impact on sexual Harm reduction (Y) - More
7th, selected low-income taking abstinence not maintained to 12 condom use 12 mths later.
African-American Behaviour  |mths.
students Persistence/escalation (Y) - less
frequent sex 12 mths later.
Curricula - 6th grade, 201 Alcohol and Initiation (Y) - tobacco, (Y)
includes Community Drug marijuana, (N) alcohol at 3 year
Mobilisation, parents also follow-up in grades 9/10.
7th grade students
Curricula - 6th grade. 8 Tobacco Initiation (Y) - lower tobacco use at
3rd year.
Curricula - 6th grade. 389 Sexual Risk- Favourable attitudes (N) - No Healthy beliefs (N) - No impact
Also grades 7 and 8. taking impact on attitudes to abstinence on self-esteem at post-test.
Low-income minority Behaviour at post-test. Family attachment (N) - No
areas. Initiation (N) - No impact at post- |impact on family communication
test. at post-test.
Curricula - 6th grade. 443 Alcohol and Initiation (Y) - drug use in Year 10. Skills (Y) - decision making in
Intervention 2 - 8th/9th Drug Year 10.
grade students.
Curricula - 7th grade 175 |Alcohol and |Favourable attitudes (Y) - Skills (Y) - there was evidence of
Drug reduced intentions to use drugs at |increased drug refusal skills to 3

Curricula - 7th grade

Curricula - 7th grade 302

134 Alcohol and

Drug

Alcohol and
Drug

3 mths.

Peer influence (Y) - reduced
perceptions of peer drug use to 3
mths.

Favourable community laws &
norms (Y) - Reduced perceptions
of adult drug use to 3 mths.
Persistence / escalation (Y) -

reduced poly-drug use, cigarettes,

alcohol, marijuana to 3 mths.

Peer influence (Y) - initial impact
on peer perceptions, reduced by
Year 12.

Favourable attitudes (Y) - some
effects on perceived
consequences and risk were
sustained.

Initiation (Y) - initially reduced
tobacco and marijuana use, but
effects not sustained to Year 12.
Persistence/escalation (Y) -
initially reduced regular tobacco
use, but effects not sustained to
Year 12.

Persistence/escalation (Y) -
tobacco, () alcohol, (Y)
marijuana, (Y) poly-drug use 6
years later.

mths, a range of other skills not
impacted.

Healthy beliefs (Y) - there was
some evidence for improved
normative expectations.

Healthy beliefs (Y) - initial
impact, some small effects
sustained to Year 12.

Skills (Y) - initial impact on
resistance self-efficacy, but not
sustained to Year 12.
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Intervention Strategy &

ID Outcome

Risk Factor Impacts

Protective Factor Impacts

Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - 7th grade 311 Alcohol and Peer influence (Y) — significant Healthy beliefs (Y) - increase in
Drug changes for the peer-led group healthy beliefs maintained after
after 15 months. 15 months.
Favourable attitudes (Y) - Skills (Y) - self-efficacy for
maintained less favourable refusal improved to 15 months.
attitudes toward tobacco and
marijuana to 15 months.
Initiation (Not measured).
Curricula - 7th grade 462 Alcohol and Initiation (Y) - reduced alcohol, Skills (N) - no effect for
Drug tobacco and marijuana initiation in resistance skills training in Year

Curricula - 7th grade

Curricula - 7th grade

Curricula - 7th grade

Curricula - 7th grade

Curricula - 7th grade

31 Alcohol and
Drugs,
Tobacco.

371 |Sexual Risk-

taking
Behaviour

309 Tobacco

39 |Tobacco

187 Tobacco

Year 8.
Persistence/escalation (Y) - less
regular alcohol use in Year 8.

Favourable attitudes (Y) — impact
to 1 year.

Persistence/escalation (Y) - Less
regular tobacco use 1 year later,
(Y) alcohal, (Y) Cannabis.

Initiation (Y) - Just significant
impact was evident at 6 months.

Initiation (Y) - trend for less
smoking in girls 7 years later.

Initiation (Y) - less tobacco use 15

years later.

Initiation (Not measured).

8.

Skills (N) - no impact on
assertiveness.

Healthy beliefs (Y) - tobacco,
alcohol, marijuana.

Healthy beliefs (Y) - some
impacts on sexual health
knowledge at 6 months.
School commitment (N) - No
impact at 6 months.

Family attachment (N) - No
impact on communication at 6
months.

Skills (Y) - a small, but
significant improvement in self-
perceived tobacco refusal skills
was demonstrated in Year 8 for
students assessed at risk for
tobacco use in Year 7.
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Intervention Strategy &
Target Group

ID

Outcome
Target

Risk Factor Impacts Protective Factor Impacts
(Y) impact, (N) no impact (Y) impact, (N) no impact

Curricula - 7th grade

Curricula - 7th grade

Curricula - 7th grade

Curricula - 7th grade

Curricula - 7th grade

Curricula - 7th grade -
Peer delivered, Rural
students.

Curricula - 7th grade &
8th inner-city junior high
school

Curricula - 7th grade also

grade 8,9 and 11
students.

191

197

316

405

30

195

229

Tobacco

Tobacco

Tobacco

Tobacco

Tobacco,
Alcohol and
Drugs.

Tobacco

Tobacco

Tobacco

Curricula - 7th grade and | 470 |Tobacco

8th and 9th grade high-
risk students

Initiation (Y) - less tobacco use 1
year later, except for a curriculum
emphasising refusal skills.
Persistence/escalation (Y) - less
weekly tobacco use 1 year later,
except for a curriculum
emphasising refusal skills.

Persistence/escalation (Y) -
reduced regular tobacco use in
Year 12.

Favourable attitudes (Y) - less Skills (Y) - Improved social skills
favourable to smoking 1 yr later.  but not communication.
Peer influence (Y) — lower

expectations for peers smoking 1

yr later.

Favourable community laws &

norms (Y) - lower expectations for

adults smoking 1 yr later.

Persistence/escalation (N) - no

overall diference for current

smoking at 1 year, except in one

of the three regions.

Favourable attitudes (Y) - some
modest gains maintained 2 years
later.

Initiation (Not measured).

Persistence/escalation (Y) - Lower Skills (N) - no differential effect
tobacco use, (Y) marijuana for allocation to resistance skills
(particularly for females) 1 year 1 year later.

later, (N) alcohol.

Favourable attitudes (N) - tobacco |Skills (Y) - refusal skills 1 year
1 year later. later.
Initiation (Not measured). Healthy beliefs (N) - tobacco.

Media portrayals (Y) - large Healthy beliefs (Y) - large
incentives ($30 gift voucher) incentives ($30 gift voucher)
increased awareness of the increased knowledge of smoking
seduction of positive images of risks.

smoking portrayed in magazines

and billboards.

Peer influence (N) - No effect on

perceived norms was

demonstrated.

Initiation (Not measured).

Initiation (Y) - lower tobacco use
in Year 11.

Initiation (N) - the trend toward Skills (N) - Year 7 impact on
reduction of tobacco use to Year 9 refusal skills was not maintained
was not significant. to Year 9.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - 7th grade and | 458 Alcohol and |Rebelliousness (N) - risk-taking Healthy beliefs (N) - 8 mths.
8th grade Drug not impacted to 1 year. Family attachment (N) - 8 mths.
Peer influence (N) - 1 year.
Favourable attitudes (N) - 8 mths.
School commitment (N) - 8 mths.
Persistence/escalation (N) - no
significant impact on gateway
drugs, smokeless tobacco or hard
drug use to 8 mths.
Curricula - 7th grade 437 Alcohol and Favourable attitudes (Y) - Skills (N) - No effect for
students, Included a Drug increased anti-drug intentions and  assertiveness, decision making,
peer-led component and attitudes at 15 week post-test. life skills, or self-efficacy to 15
at risk students. Favourable community laws & weeks.
norms (N) - little impact on
perceived adult drug use to 15
weeks.
Risk-taking (Y) - small effect on
risk-taking.
Peer influence (N) - no effect on
perceptions of peer drug use.
Initiation (Not assessed).
Curricula - 7th grade, 169 |Sexual Risk- Favourable attitudes (N) - The Harm reduction (Y) - Use of
African-American taking intervention group were no less condoms and foam together
students, also Year 8 Behaviour likely to report intentions to have increased.
sex in the next year.
Persistence/escalation (Y) - There
was a trend toward less sexual
involvement in the intervention
group in the month prior to the
follow-up
Curricula - 7th grade, also, 314 Tobacco Initiation (N) — smoking not
8th, 9th and 10th grades impacted 1 year later.
Curricula - 7th grade, 376 Sexual Risk- Early initiation (Not measured). Healthy beliefs (Y) - increased
Including a parent taking knowledge maintained at 1 yr.
component. Also grade 8 Behaviour Family attachment (Y) - a trend
students for increased family
communication according to
intervention students’
perceptions.
Curricula - 7th grade, 461 Alcohol and Favourable attitudes (Y) - reduced Skills (N) - improved self-efficacy
Including peer-led Drug intention to 2 months. regardless of condition to 2
component Persistence/escalation (Y) - less  months.
alcohol use to 2 months.
Curricula - 7th grade, 351 Tobacco Initiation (Y) — Maintained for 2

Includes peer-led
component

yrs.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - 7th grade, 415 |Tobacco Initiation (Y) - some evidence for
peer-led components. impacts on tobacco use, but
Also 8th grade effects reduced over time.
Curricula - 7th grade, 347 Sexual Risk- Favourable attitudes (N) - No Healthy beliefs (Y) - More
Peer-Led. taking impact 17 mths later. tolerance and increased
Behaviour  Peer influence (N) - No impact on knowledge of HIV.
perceived peer rewards after 17 Skills (N) - No impact after 17
mths. mths.
Initiation (N) - No impact 17 mths
later.
Persistence/escalation (N) - No
impact 17 mths later.
Curricula - 7th grade, with| 368 Sexual Risk- |Initiation (N) — Sexual behaviour |Family attachment (Y) - some
Family component, Low- taking not impacted at 6 weeks. inconsitent improvement in
income students in areas Behaviour communication between fathers
at high-risk for pregnancy and adolescents at 6 weeks.
Healthy beliefs (Y) - some
impacts at 6 weeks.
Curricula - 7th grade. 14 |Tobacco Initiation (N) — tobacco use 5 years
later.
Curricula - 8th grade 464 Alcohol and Favourable attitudes (Y) - less
Drug favourable attitudes to smoking
Sexual Risk- and sex at 20 months.
taking Initiation (Y) - lower initiation of
smoking and sex at 20 months.
Persistence/escalation (N) -
regular alcohol and marijuana not
impacted at 20 months.
Curricula - 8th grade, 391 Sexual Risk- Initiation (Y) - delay in the
peer-led, from low- taking initiation of sexual intercourse
income families Behaviour maintained to the end of 9th
grade.
Persistence/escalation (Y) —
reduced pregnancies to end of
Year 9.
Curricula - 8th grade 421 Suicidal Initiation (Y) - suicide risk Healthy beliefs (Y) - increase in
Behaviour decreased. factual knowledge.
Curricula - 8th grade 97 Tobacco Initiation (Y) - lower tobacco use at

post-intervention.
Persistence/escalation (Y) -
reduced regular tobacco use and
increased quitting.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - 8th grade, with| 417 |Tobacco Initiation (Y) - less experimental Healthy beliefs (Y) - knowledge
peer-led component tobacco use in high schools 9 of tobacco risks increased at 9
months later. months.
Persistence/escalation (Y) - less
regular tobacco use in vocational
schools after 9 months.
Favourable attitudes (N) - Few
effects noted.
Curricula - 9th grade 459 Alcohol and Initiation (N) - didn't reduce any Healthy beliefs (Y) - knowledge
Drug alcohol use to 1 year. to 1 year.
Persistence/escalation (N) - Skills (N) - but trend to increase
regular alcohol to 1 year. perceived ability to resist
pressure to drink-drive to 1 year.
Harm reduction (Y) - Less riding
with a drink-driver to 1 year.
Curricula - 9th grade & 370 Sexual Risk- Favourable attitudes (Y) - some Healthy beliefs (Y) - improved
grade 10 students taking impact on perceived risks and knowledge of AIDS/STDs 4-8
Behaviour intentions to engage in condom weeks post intervention.
use 4-8 weeks post intervention.  Skills (Y) - improved self-
Persistence/escalation (N) - No perceived communication &
impact on overall risk 4-8 weeks  assertiveness 4-8 weeks post
post intervention. intervention.
Harm reduction (Y) - Increased
condom use amongst at risk 4-8
weeks post intervention.
Curricula - 9th grade and = 431 Suicidal Healthy beliefs (N) - No impact
10th grade Behaviour on suicide response beliefs.
Curricula - 9th grade and = 424 Suicidal Community opportunity (Y) -
10th grade students Behaviour selected evidence of increased
access to professional support
at 1 month.
Curricula - 9th grade and = 499 |Antisocial Initiation (Y) - less self-reported Skills (Y) - some impact on
10th. Classes drawn from behaviour aggressive behaviour at post-test. 'social skills to manage conflict at
three disadvantaged, post-test.
inner-Melbourne
secondary schools.
Curricula - 9th grade and = 375 |Sexual Risk- Peer influence (Y) - reduced Healthy beliefs (Y) - improved
11th grade students taking perceived peer non-acceptance of AIDS knowledge maintained at 3
Behaviour safe sex at 3 months. months.

Early initiation (N) - No impact on
sexual abstinence at 3 months.
Persistence/escalation of the
problem behaviour (Y) - sexual
risk-taking behaviours reduced at
3 months

Skills (Y) - improved self-efficacy
to 3 months.

Harm reduction (Y) - increased
condom use maintained to 3
months.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - 9th grade and | 365 Sexual Risk- Peer influence (Y) - reduced Family attachment (Y) -
grades 10-12 taking perceived peer involvement, improved communication
Behaviour  impact reduced at 18 mths. maintained to 18 mths.
Favourable attitudes (N) - Not Healthy beliefs (Y) - impact
impacted. maintained to 18 mths.
Initiation (Y) - reduction in initiation
maintained to 18 mths.
Persitence/ escalation (N) - didn't
reduce frequency of sexual
encounters or contraceptive use
for the sexually active.
Curricula - 9th grade, 380 Sexual Risk- Favourable attitudes (Y) - less Healthy beliefs (Y) - enhanced
Including a peer-led taking favourable attitudes to teenage sexual health knowledge in Year
component. Also grade Behaviour |sexin Year 11. 11.
10 Peer influence (Y) - reduced peer
sex prevalence estimates in Year
11.
Initiation (Y) - sexual intercourse
less prevalent in Year 11.
Curricula - 10th grade 383 Sexual Risk- Favourable attitudes (Y) — Healthy beliefs (Y) - improved
taking increased intentions to prevent birth control knowledge at post-
Behaviour  pregnancy at 6 months. test.
Peer influence (N) - no impact on |Family attachment (Y) —
perceived peer involvement in sex [improved communication with
to 6 months. parents about sexual health at 6
Initiation (N) - there were no months.
differences in initiation at 6 Harm reduction (Y) - Use of
months. condoms increased at 6 months.
Persistence/escalation (N) - there
were no differences in frequency
of sexual intercourse or
pregnancies to 6 months.
Curricula - 11th grade 374 Sexual Risk- Favourable attitudes (N) - No Healthy beliefs (Y) - some
and 12th grade students taking impact on attitude to risk impacts on knowledge and
Behaviour  behaviour after 12 weeks. beliefs after 12 weeks.
Alcohol and Persistence/escalation (Not
drug. measured).
Curricula - Aggressive 139 Antisocial Initiation (Y) - lower drug and Skills (Y) - higher levels of
male students. Behaviour  alcohol use 3 years later. social, coping, and problem
solving skills after intervention.
Healthy beliefs (Y) - higher
levels of self-esteem after
intervention.
Curricula - Female 332 Sexual Risk- School commitment (Y) - some Healthy beliefs (Y) - improved
students aged 11 to 12 taking indicators improved at post-test 1  positive self-concept, knowledge
years. Behaviour  yr later. of reproduction improved at

Initiation (Not measured).

post-test 1 yr later.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Curricula - High school. 345 Suicidal Initiation (N) - No impact after 5
Behaviour & |mths on suicide risk factors,
Depression  depression.

Favourable attitudes (N) - No

impact on suicidal ideation 5 mths

later.
Curricula - Includes family. 352 Tobacco Initiation (N) - No impact 1 yr later. |Healthy beliefs (Y) - Some
component. 11- to 13- impact on smoking knowledge
year-old students. maintained 1 yr later.
Curricula - Junior high 454 Alcohol and Peer influence (Y) - reduced Healthy beliefs () - increased
school students Drug perceived peer prevalence to Year knowledge to Year 9.

9. Skills (Y) - enhanced

Favourable community laws & interpersonal and

norms (Y) - reduced perceived communication skills to Year 9.

prevalence of adult drinking.

Initiation (Y) - reduced alcohol,

tobacco, marijuana initiation to

Year 9.

Persistence/escalation (Y) -

reduced regular alcohol use &

getting drunk to Year 9.
Curricula - Junior high 463 |Alcohol and Favourable attitudes (N) - no Skills (N) - no overall impact on
school students (Years 7- Drug sustained changes in perceived resistance skills to Year 9, teen-
9) consequences to Year 9. leader impact.

Peer influence (Y) - some impact

on perceived peer norms to Year

9.

Initiation (N) - no sustained effects

for initiation to alcohol, tobacco or

marijuana to Year 9.

Persistence/escalation (N) - no

sustained effects for more regular

alcohol, tobacco or marijuana to

Year 9.
Curricula - Philipino High | 304 |Alcohol and Favourable attitudes (Y) - Healthy beliefs (Y) - improved
school students (13-16 Drug increased intention to abstain from knowledge and tolerance 8
years). Sex. weeks later.

Initiation (Not measured). Harm reduction (N) - no increase

in condom use.

Curricula - Secondary 379 Sexual Risk- Favourable attitudes (Y) - more Healthy beliefs (Y) - knowledge
school students, 11 to 21 taking favourable attitudes to of sexuality and knowledge
years. Behaviour contraceptives and condoms after [improved after 4 months.

4 months.
Initiation (Not measured).

Skills (N) - No significant effect
on self-efficacy.
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Intervention Strategy &
Target Group

ID

Outcome
Target

Risk Factor Impacts
(Y) impact, (N) no impact

Protective Factor Impacts
(Y) impact, (N) no impact

Curricula - Secondary
school students.

Curricula - Secondary
schools students (grades
9-12)

Curricula - Sixteen-year-
old students.

Curricula - Socially
maladjusted male
adolescents in special
schools (aged 13-16
years)

Curricula. Students in
junior high school (11-13
years)

Curricular - High school
students (No age
specified except
"sophomore level" at
school).

Curricular - Secondary
School Students (aged
10-19 years)

Employment and Training
- Juvenile probationers -
aged 12-17 years

387 Sexual Risk- Favourable attitudes (N) - No

386

450

321

360

430

145

339

taking
Behaviour

Sexual Risk-
taking
Behaviour

Alcohol and
Drug

Antisocial
Behaviour

Sexual Risk-
taking
Behaviour
Alcohol and
Drugs

Suicidal
Behaviour

Sexual Risk-
taking
Behaviour

Antisocial
Behaviour

significant impact on intention to
use condoms at 2 weeks.
Persistence/escalation (Not
measured).

Initiation (N) - No differences in
initiation of sexual intercourse at 6
months.

Persistence/escalation (Y) - fewer
sexual partners at 6 months.
Favourable attitudes (Y) -
increased intentions to engage in
safe sex at 6 mths.

Favourable attitudes (Y) - some
attitudes to alcohol impacted at 1
year.

Persistence/escalation (N) -
increased regular alcohol use after
1 year.

Persistence/escalation (Y) -
reduction in aggressive behaviour
4 weeks later.

Favourable attitudes (Y) - some
impact on intentions to use
condoms and foam at 1 yr post-
test.

Initiation (N) - no significant
reduction in sexual behaviour at
five month follow-up.

Initiation (Not measured)

Healthy beliefs (Y) - knowledge
of AIDS increased at 2 weeks.
Skills (Y) - communication
about AIDS increased at 2
weeks.

Healthy beliefs (Y) - Enhanced
AIDS knowledge at 6 months.
Skills (N) - No differences in safe
sex communication at 6 months.
Harm reduction (Y) - More
frequent condom use at 6
months.

Healthy beliefs (N) - no clear
impact at 1 year.

Healthy beliefs (Y) - beliefs
about violence.

Skills (Y) - improved skills 4
weeks later.

Skills (Y) - self-efficacy, refusal
skills and contraception
purchasing skills improved at 1
yr post-test.

Healthy beliefs (Y) - knowledge
of desirable suicide risk
responses.

Healthy beliefs (Y) - knowledge
about sexual health increased
as measured at five month
follow-up.

Healthy beliefs (N) - self-concept
not impacted at 3 mths.
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Intervention Strategy &
Target Group

ID Outcome
Target

Risk Factor Impacts
(Y) impact, (N) no impact

Protective Factor Impacts
(Y) impact, (N) no impact

Family Intervention -
Families with 12- to 14-
year-old adolescents

Family Intervention -
Families with adolescents
10-14 years

Family Intervention -
Adolescents, aged 12 to
14 years.

Family Intervention —
Court-referred 12- to 17-
year-olds.

Family Intervention -
Delinquent and normal
adolescents.

Family Intervention -
Juvenile offenders with
mean age 15 years.

366
taking
Behaviour

363
taking
Behaviour

Sexual Risk- Initiation (Not measured).

Sexual Risk- Favourable attitudes (N) - No

impact on youth abstinence
intentions 1 yr later.

Initiation (N) - No impact on sexual

initiation.

369 Sexual Risk- Initiation (Not measured).

taking
Behaviour

401 Antisocial

Behaviour

399 |Antisocial

Behaviour

400 |Antisocial
Behaviour

Early and persistent antisocial
behaviour (Y) - reduced antisocial
behaviour 4 years later.

Family conflict (N) - reductions
observed in mother-adolescent
arguments also occurred for the
controls at 3 months.
Persistence/escalation (Y) - Less
antisocial behaviour at 3 months.

Persistence/escalation (Y) - Less
antisocial behaviour at 3 months.

Skills (Y) - some improvements
to 3 mths.

Family attachment (Y) -
improved communication &
problem solving to 3 mths.
Healthy beliefs (N) - No
intervention impact on
knowledge.

Healthy beliefs (N) -
improvement in knowledge of
sexual health was also observed
in controls 1 yr later.

Family attachment (Y) -
Improved communication, but
only partially maintained to 1 yr.

Family attachment (Y) - modest
improvement in communication
& problem solving.

Skills (N) - Little impact on
adolescent skills problem solving
or assertiveness.

Healthy beliefs (Y) - increased
knowledge of sexual risk-taking
behaviour.

Family attachment (Y) -
increased family cohesion at
post-test.

Family attachment (Y) -
increased mother-adolescent
attachment at 3 months.

Family attachment (Y) -
increased adolescent-parent
cohesion at 3 months.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Family Intervention. Sixth | 466 Alcohol and Initiation () - reduced tobacco, Healthy beliefs (Y) - improved
grade students (mean Drug but no (N) impact on alcohol knowledge end of grade 6.
age 11.8 years) initiation at the end 6th grade. Family attachment (Y) -
Persistence/escalation (Y) - less  |improved communication with
regular alcohol use at the end of  parents about alcohol at end of
grade 6. grade 6.
Health Service 406 |Tobacco Initiation (N) - No impact on
Reorientation - initiation of tobacco use 2 years
Adolescent patients of later.
orthodontists aged 11 to Persistence/escalation (N) - No
18 years. impact on regular tobacco use 2
years later.
Health Service 392 Sexual Risk- Initiation (N) - No impact on Harm reduction (N) - No impact
Reorientation - In school taking initiation of sexual intercourse. on condom use or contraception.
clinics. Public High Behaviour Persistence/escalation (N) - No
Schools. impact on adolescent pregnancy
Health Service 393 Sexual Risk- Persistence/escalation (N) - No
Reorientation - In school taking impact on adolescent childbirth.
clinics. Secondary school Behaviour
students
Health Service 346 Suicidal Persistence/escalation (Y) - 1-2 yr /Community opportunities (Y) -
Reorientation - Behaviour  [follow-up revealed lower suicide |increased use of professional
Adolescent Deliberate reattempts. community supports.
Self-Harm hospital
patients
Health Service 373 Sexual Risk- Favourable attitudes (N) - No Healthy beliefs (Y) - increased
Reorientation - Female taking impact at 1 month. knowledge of sexual health 1
adolescents, aged 14 to Behaviour  Persistence/escalation (N) - No month later.
25 years. impact on overall risk behaviours
at 1 month.
Health Service 344 Suicidal Persistence/escalation (Y) - Community opportunity (Y) -
Reorientation - Patients Behaviour reduced suicide reattempts 1 yr increased patients' access to

under 16 years of age
discharged from hospital
following a suicide
attempt.

later.

hospital support.
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Intervention Strategy & ID
Target Group

Outcome
Target

Protective Factor Impacts
(Y) impact, (N) no impact

Risk Factor Impacts
(Y) impact, (N) no impact

Health Service
Reorientation -Ten- to 13-
year-old students
deemed to be at risk for
depression (identified as
"at risk" based on current
depressive symptoms
and perception of
parental conflict).

Health Service
Reorientation.
Adolescents, 13 and 14
years.

Health Service
Reorientation. African-
American male
adolescents (age
unspecified)

Health Service 446
Reorientation.

Counselling in schools.

Sixth, seventh and eighth
grade African-American
students in inner-city

middle schools (mean

age 13.8 years)

Health Service 137
Reorientation. High-risk
sexually active

adolescents attending an
Adolescent sexual health

clinic.

426 Depression

22 |Tobacco

271 Sexual Risk-
taking
Behaviour

Alcohol and
Drug

Sexual Risk-
taking

Behaviour
Alcohol and months later.
Drugs

Skills (Y) - Improvement in
cognitive-attributional skills.

Early and persistent behaviour
problems (N) - No consistent
change in behaviour.
Persistence/escalation (Y) -
Reduction in depressive
symptoms.

Initiation (Y) - lower tobacco use 1 Healthy beliefs (Y).
year later.

Favourable attitudes (Y) - Healthy beliefs (Y) - increased
Intentions to engage in sexual risk- knowledge about HIV/AIDS 3
taking and IV drug use were lower months later.

3 months later. Harm reduction (Y) - More
Persistence/escalation (Y) - Less | condom use 3 months later.
risky sexual behaviour 3 months

later.

Favourable Attitudes (Y) -
increased intentions to reduce
alcohol use at 10 weeks.
Favourable community laws &
laws () - reduced perceived
prevalence of adult alcohol use at
10 weeks.

Persistence/escalation (Y) -
reduced amount of alcohol use at
10 weeks; (N) no effects for
tobacco, marijuana or cocaine.

Persistence/escalation (N) - no Harm reduction (N) - no
difference in number of partners or difference for intervention in use
sexually transmitted disease 2 of condoms.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Health Service 427 |Suicidal Family involvement in the problem ' Community opportunities (Y) -
Reorientation. Hospital Behaviour behaviour (Y) - reduced maternal increased use of hospital
Emergency Restructure, depression. support.
including family therapy Persistence/escalation (Y) -
component. Adolescent reduced depression and suicide
Latina suicide attempters ideation.
(mean age 15.3 years)
and their families.
Health Service 428 |Suicidal Persistence/escalation (Y) -
Reorientation. Hospital Behaviour  reduced suicide risk factors,
Emergency Restructure, hopelessness.
including family therapy
component. Adolescent
suicide attempters
(parasuicides) aged
between 15 and 20 years
(mean age 17.25 years).
Health Service 131 |Tobacco Favourable community laws &
Reorientation. Pediatric norms (N) - few doctors
residents seen for well- challenged patients’ smoking
child examinations practices.
Initiation (Not measured).
Health Service 315 Sexual Risk- Initiation (N) - No effect on sexual Harm reduction (N) - No overall
Reorientation. Runaway taking abstinence impact on condom use 6 months
adolescents who are at Behaviour Persistence/escalation (N) - No later except for a small select
risk of contracting overall impact on risky sexual group attending 15 or more
HIV/AIDS (aged 11-18 behaviour 6 months later except  sessions.
years) for a small select group attending
15 or more sessions.

Health Service 290 Sexual Risk- Persistence/escalation(N) - Healthy beliefs (N) - Knowledge,
Reorientation. Sexually taking Chlamydia reinfection was not attitudes and beliefs were not
active female adolescents Behaviour impacted at 6 months. impacted.

with Chlamydia

Harm reduction (Y) - There was
an increase in condoms
"sometimes" being used at 6
months.
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Intervention Strategy &

ID Outcome

Risk Factor Impacts

Protective Factor Impacts

Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Health Service 167 Suicidal Persistence/escalation (Y) - There /Community opportunities (Y) -
Reorientation. Suicide Behaviour  was a trend for reduction in the initially non-compliant
attempters (not frequency of suicide attempts in  adolescents demonstrated more
adolescent-specific) who the Special Care group. contact with mental health
did not initially comply professionals.
with post-discharge
appointment.

Health Service 136 |Alcohol and |Initiation (Not measured). Healthy beliefs (Y) - drug
Reorientation. Young Drug knowledge increased.
people aged 13 to 18

attending a general

medical clinic

Laws/policies - A law 119 Tobacco Availability of means/opportunity

requires retailers to instal (N) - retailers did not seek proof of

a locking device on age from minors.

cigarette vending Initiation (Not measured).

machines.

Laws/policies - Retailers = 113 Tobacco Availability of means/opportunity

who sell cigarettes

Laws/policies - Retailers
who sell cigarettes.

Laws/policies - Retailers
who sell cigarettes to
minors, Grades 8 - 10.

Laws/policies - Retailers
who sell cigarettes.

121 Tobacco

408 |Tobacco

142 Tobacco

(Y) - increased proof of age
requests by tobacco retailers.
Initiation (Y) - pre-post reduction in
tobacco use, for girls 1 year later.

Availability of means/opportunity
(Design inadequate to measure an
effect) - most minors still able to
purchase tobacco.

Initiation (Not measured).

Persistence Escalation (Y) - lower
increase in daily smoking rates.
Availability of means/opportunity
(Y) - reduced tobacco sales to
minors.

Availability of means/opportunity
(Y) - increase in merchants asking
for proof of age from buyers.
Adolescents reported only a small
drop in their ability to purchase
tobacco.

Initiation (N) - Adolescents
reported no decline in tobacco
use.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact

Laws/policies - Retailers = 114 Tobacco Availability of means/opportunity
who sell tobacco (Y) - reduced tobacco sales to

minors.

Initiation (Y) - reduction in tobacco

use.

Persistence/escalation (Y) -

reduction in regular tobacco use.
Laws/policies - Retailers = 111 Tobacco Availability of means/opportunity
who sell tobacco products (Impact can't be assessed with

this design).

Initiation (Not measured).
Laws/policies - Storage 436 Suicidal Persistence/escalation (N) - Safe
of loaded firearms. Behaviour gun storage law did not reduce
Children under 15 years suicide by guns.
of age.
Laws/policies - Merchants, 200 Tobacco Availability of means/opportunity
licensed to sell cigarettes. (Y) - 1 year after the intervention

fewer stores were selling tobacco

to minors.

Initiation (Not measured).
Laws/policies - Merchants, 52 Tobacco Availability of means/opportunity
licensed to sell tobacco. (Y) - reduced illegal tobacco sales

12 months later.

Initiation (Not measured).
Laws/policies - Retail 419 Tobacco Availability of means/opportunity
outlets which sell (N) - despite legislation retailers
tobacco. sell cigarettes to minors
Laws/policies - Retailers = 283 Tobacco Availability of means/opportunity

licensed to sell cigarettes.

(N) - the intervention did not
improve compliance with tobacco
laws 3 months later.

Favourable community laws &
norms (Y) - intervention retailers
were less approving of tobacco
sales to minors 3 months later.
Initiation (Not measured).
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Laws/policies - Retailers 19 |Tobacco Availability of means/opportunity
who sell cigarettes (Y) - lower availability of cigarettes
from vending machines 1 year
later.
Initiation (Not measured).
Laws/policies - Retailers 49 Tobacco Availability of means/opportunity
who sell cigarettes (N) - retailers continued to sell
tobacco to minors.
Initiation (Not measured).
Laws/policies - Tobacco = 498 Tobacco Availability of means/opportunity
merchants. (Y) - reduced tobacco sales to
minors at post-test.
Initiation (Not measured).
Laws/policies - Tobacco = 420 Tobacco Availability of means/opportunity
retailers. (Y) - reduced tobacco sales to
minors to 1 year.
Laws/policies - Tobacco = 407 Tobacco Availability of means/opportunity
sales to minors. Grades 6 (Y) - reduced tobacco sales to
-12. minors.
Mentoring - youth aged 503 Alcohol and 'Academic Failure (Y) - Reduced to Family Attachment (Y) -
10-14 Drug 18 months. Improved to 18 months.
Initiation (Y) - Drug use reduced to
18 months.
Parent Training - Children 402 Antisocial Early and persistent antisocial
& Adolescents with a Behaviour  behaviour (Y) - Improvement at 7
conduct disorder - aged 6 week post-test.
- 15 years.
Parent Training - 404 |Antisocial Persistence/escalation (Y) - less
Chronically offending Behaviour incarceration after 5 months
adolescents, no older
than 16 years of age.
Parent Training - Fifthto | 460 Alcohol and Peer influence (N) - not directly
seventh grade students Drug measured but could not be

implemented.
Initiation (N) - no impact on
tobacco or alcohol initiation.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Parent Training - Parents | 349 |Alcohol and Family management problems ()
recruited through Drugs & - improvement maintained to 30
worksites. Antisocial mths.
Behaviour Favourable parental attitudes (Y) -
less favourable to substance use.
Family Involvement in the problem
behaviour (Y) - Less parental
depression.
Initiation (Y) - Reduced youth
antisocial behaviour maintained to
30 mths.
Parent Training - Sixth 239 Alcohol and Favourable attitudes (Y) - intention Family attachment (Y) -
and seventh grade Drug to abstain from alcohol use approx enhanced affectional
students from school 3.5 months following in-home relationship with parents.
districts eligible for the assessment.
federally funded school Initiation (Not measured).
lunch program
Parent Training - 8th 502 Suicidal Family conflict (Y) - reduced 3 Family attachment (Y) -
grade Behaviour  months later. improved to 3 months.
Initiation (Y) - less alcohol
initiation, trend to less self-harm.
Persistence/escalation (Y) - less
combined substance use, multiple
delinquency.
Parent Training - with 303 Antisocial Family conflict (Y) - reduced at
Peer Intervention Behaviour post-test.
component. Families with Smoking Initiation (Y) - less smoking for the
a 10- to 14—year-old parent intervention 1 year later.
adolescents who was at Persistence/escalation (Y) - less
risk for antisocial antisocial school behaviour for the
behaviour parent intervention 1 year later.
Peer Education - 416 Tobacco Initiation (N) - No significant trend
Students in 6th and 7th for lower tobacco use at 12
grade. months.
Peer Education - In 246 Sexual Risk- Initiation (N) - No impact on the Harm reduction (Y) - For
schools. Upper taking initiation of sex. sexually active participants who
secondary school Behaviour received the pre-test, condom
students (16-20 years of use increased significantly 6
age) in Norway. months later.
Peer Education - In the 289 Sexual Risk- Favourable attitudes (Y) - Healthy beliefs (Y) -
Community. Natural peer taking Increased intentions to use Improvements in knowledge
networks of urban, low- Behaviour condoms were evident 6 months regarding safe sex were

income African-American
younger adolescents (9-
15 years, median age
11.3 years).

maintained 12 months later.
Harm reduction (Y) - Increased
use of condoms was evident 6
months later, but not maintained
at 12 months.

later, but not maintained at 12
months.

Initiation (N) - No impact on
engagement in sexual activity.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Peer Education - In the 295 Sexual Risk- Persistence/escalation (Not Healthy beliefs (Y) - knowledge
Community. Targets the taking measured). of contraception improved 18
natural friendship Behaviour mths later.
networks of African- Harm reduction (Y) - condom
American early use increased 18 mths later.
adolescents (mean age
11.4 years)
Peer Education - Young 381 Sexual Risk- Persistence/escalation (Y) - less | Skills (Y) - some inconsistent
gay men. taking unprotected anal intercourse. improvement in ability to resist
Behaviour unsafe sex at 8 mths.
School Organisation - 364 Sexual Risk- School commitment (Y) - Arange Harm reduction (Y) - 1 yr later
Adolescents in middle taking of impacts 1 yr later more condom use.
and high schools (aged Behaviour  Persistence/escalation (Y) - 1 yr
11-21 years) later less pregnancy, arrests.
School Organisation - 501 Antisocial Initiation (Y) - less disruptive School rewards (bonding) (Y) -
Grades 4-8, below behaviour classroom behaviour to 1 year. increased teachers’ use of
average reading ability Persistence/escalation (Y) - praise.
and above average on reduced vandalism to 2 years.
disruptive, non-attentive
behaviour.
School Organisation - 456 Alcohol and Academic failure (Y) - improved School rewards (bonding) (Y) -
High school students Drug school grades slightly to 5 months. improved to 5 months.
(Grades 9-12) at high risk Peer influence (Y) - less negative |Healthy beliefs (Y) - enhanced
of potential school drop peer associations to 5 months self-esteem 5 months.
out. Persistence/escalation (Y) - Harm reduction (Y) - reduced
curbed transition to illicit drugs to 5 negative drug use
months. consequences to 5 months.
Social Marketing - 28 Tobacco Peer influence (Y) - perception of Healthy beliefs (Y) — tobacco.
Adolescents 12-17 years. friends' approval for smoking.
Initiation (N) - tobacco use 11-17
months later.
Social Marketing - 6 Tobacco Media portrayals (Y). Healthy beliefs (N) - tobacco.

Adolescents aged 12-14
years

Initiation (N) - tobacco use 5
years later.
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Outcome
Target

Intervention Strategy & ID
Target Group

Risk Factor Impacts
(Y) impact, (N) no impact

Protective Factor Impacts
(Y) impact, (N) no impact

Social Marketing - 298 Tobacco
Including Curricula.
School students in grades

5to7.

Social Marketing - 198 Tobacco
metropolitan area with a

population between

50,000 - 400,000.

Included Curricula for

students in grades 5-10

(11- to 16-years-old)

Social Marketing - 180 |Tobacco
metropolitan areas with a

population between

50,000 - 400,000.

Included curricula for

students in grades 5-10

(11- to 16-years-old)

Favourable attitudes (Y) - less
favourable attitudes to smoking
amongst girls 2 years later in the
school & media condition.

Peer influence (Y) - fewer peers
perceived to be smoking amongst
girls 2 years later in the school &
media condition.
Persistence/escalation (Y) - less
weekly smoking amongst girls 2
years later in the school & media
condition.

Favourable attitudes (Y) -
students exposed to the combined
media and school intervention
demonstrated less favourable
attitudes to tobacco by grades 8-
10 compared to students in the
school-only condition.

Peer influence (Y) - students
exposed to the combined media
and school intervention
demonstrated lower perceived
peer smoking by grades 8-10
compared to students in the
school-only condition.
Persistence/escalation (Y) -
students exposed to the combined
media and school intervention
demonstrated less regular
smoking by grades 8-10 compared
to students in the school-only
condition.

Favourable attitudes (Y) -
combining media intervention with
school elements resulted in less
favourable attitudes to smoking
compared to school intervention
alone to 5 years.

Peer influence (Y) - the combined
intervention group perceived less
peer smoking compared to the
school only intervention after 5
years.

Favourable community laws &
norms (N) - there were no effects
for adult smoking to 5 years.
Persistence/escalation (Y) - the
combined intervention group
demonstrated a lower smoking
prevalence and less weekly
smoking by years 10-12 (7th study
year) compared to the school only
group.
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Intervention Strategy & ID Outcome Risk Factor Impacts Protective Factor Impacts
Target Group Target (Y) impact, (N) no impact (Y) impact, (N) no impact
Social Marketing - 129 |Tobacco Media portrayals (Y) - increased
Students grades 5to 7. exposure to smoking prevention
messages.
Persistence/escalation of (Y) 6.5%
less weekly smoking 2 years later.
Social Marketing - 124 |Tobacco Persistence/escalation (Y) - lower
Students in years 5to 7. weekly tobacco use 6 years after
study initiation.
Youth Recreation - Non- 55 Tobacco Peer influence (N) - immersion in a
smoking adolescents smoking environment.
aged 10-13 years Initiation (N) - tobacco 4 years
later.
Youth Recreation 469 Alcohol and Persistence/escalation (Y) - lower Healthy beliefs (Y) - knowledge
Program — 13-year-old Drug marijuana, (Y) tobacco but (N) increase to 24 months.

members of Boys and
Girls Clubs of America
(non-school atmosphere
where boys and girls
voluntarily congregate for
athletic activities, games
and interaction with
positive adult role
models. Traditionally
serves disadvantaged
youths)

Youth Recreation
Programs - Adolescents
12-16 years

taking
Behaviour

135 Sexual Risk- |Persistence/escalation (N) - no

alcohol not impacted at 24
months.

Healthy beliefs (Y) — AIDS
knowledge.

Skills (Y) - decision making,
communication, assertiveness.
Harm reduction (N) - no change
in use of condoms.

change in sexual risk behaviours
at 4 week post-test.
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