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Abstract

The burden of morbidity and mortality from non-communicable disease has risen worldwide and
is accelerating in low-income and middle-income countries, whereas the burden from infectious
diseases has declined. Since this transition, the prevention of non-communicable disease as well as
communicable disease causes of adolescent mortality has risen in importance. Problem behaviours
that increase the short-term or long-term likelihood of morbidity and mortality, including alcohol,
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tobacco, and other drug misuse, mental health problems, unsafe sex, risky and unsafe driving, and
violence are largely preventable. In the past 30 years new discoveries have led to prevention
science being established as a discipline designed to mitigate these problem behaviours.
Longitudinal studies have provided an understanding of risk and protective factors across the life
course for many of these problem behaviours. Risks cluster across development to produce early
accumulation of risk in childhood and more pervasive risk in adolescence. This understanding has
led to the construction of developmentally appropriate prevention policies and programmes that
have shown short-term and long-term reductions in these adolescent problem behaviours. We
describe the principles of prevention science, provide examples of efficacious preventive
interventions, describe challenges and potential solutions to take efficacious prevention policies
and programmes to scale, and conclude with recommendations to reduce the burden of adolescent
mortality and morbidity worldwide through preventive intervention.

Introduction

Despite some regional differences and a concentration of deaths in low-income and middle-
income countries, there is commonality in the causes of adolescent deaths worldwide.! The
causes of adolescent death include communicable diseases (HIV/AIDS, tuberculosis, and
lower respiratory-tract infection) and non-communicable diseases related to problem
behaviours (motor vehicle fatalities, violence, self-harm, alcohol, tobacco, and other drugs,
and risky sex leading to early or unintended pregnancy). Further, adolescence, partitioned
into early (11-13 years), middle (14-18 years), and late (19-24 years) by the American
Academy of Child and Adolescent Psychiatry,2 is a common period for the onset of
symptoms and behaviours that lead to disorders in adulthood. For some disorders (eg,
alcohol misuse and dependence, antisocial personality disorder), greater than 50% of first
diagnoses across the life course are by age 25 years.3 Preventing adolescent problem
behaviours might reduce the burden of morbidity in adolescence and adulthood.

Primary approaches to ameliorate these behaviour problems are health promotion,
prevention, and treatment.3 At the turn of the 20th century in high-income countries,
adolescence became a distinct time of life because of industrialisation, advances in
medicine, improved nutrition, and public health, which increased the need for an educated
workforce and led to universal education through the second decade of life.# This extended
period of dependence coincided with a rise in adolescent problem behaviours. Programmes
designed to prevent these problem behaviours were first developed in the late 1960s in high-
income countries, although few of these interventions were effective.>~7 In response to the
disappointing results, prevention programme developers aligned with the science of
behaviour development that discovered predictors. A second generation of prevention efforts
sought to use this information to design programmes to address these predictors of specific
problem behaviours, which was more successful.8- These prevention interventions focusing
on single problems came under criticism, and there was a movement towards considering
the co-occurrence of problem behaviours within the adolescent and understanding the
overlap in predictors across many behaviours.1% Others—ie, prevention practitioners, policy
makers, and prevention scientists—advocated for more focus on factors that promote
positive youth development, in addition to the focus on reducing factors that predict
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problems.11 They called for understanding the develop mental processes involved in these
disorders, including structural, intermediate, and individual risk and protective factors. Such
concerns helped expand the design of prevention programmes to include components aimed
at health promotion.312 Over the past 30 years, several controlled trials have shown that
preventive and promotive policies and programmes (called preventive interventions
hereafter) can be efficacious and cost effective at reducing adolescent problem behaviour
and improving health.13

Prevention science has had a different history in low-income and middle-income countries.
In these countries, economic conditions have somewhat delayed the recognition of
adolescence as a distinct life stage, although as these countries develop economically, with
population shifts to urban centres, there is a growing recognition of adolescence.l The
research base that was developed in high-income countries has recently begun to be applied
to low-income and middle-income countries through translation of existing approaches and
developing and testing new preventive interventions in these lower-income contexts.

Treatment of adolescent behaviour problems remains the most common approach
worldwide.1® Ultimately, some combination of treatment and prevention pro grammes
would be ideal, but how to achieve this vision is somewhat uncertain.16 Investigators
suggest that reducing a small amount of risk in the general (and proportionally larger)
population might be epidemiologically more beneficial than reducing larger amounts of risk
in the smaller, high-risk, segment of society.1”-18 Although evidence-based treatments are
important, we advocate applying the growing research base for prevention science
worldwide to substantially reduce morbidity and mortality.1®

We provide an overview of the research base for prevention science and illustrative evidence
of the efficacy of various preventive interventions. We surveyed broad outcomes, including
obesity, violence, mental health, substance misuse, traffic crashes, pregnancy, and sexually
transmitted infections, by assessing recent reviews and doing targeted searches of prevention
controlled trials. We take a purposive approach, and have chosen to illustrate what works in
prevention and health promotion, and refer to other more comprehensive and systematic
reviews for other efficacious and non-efficacious interventions. In our opinion, the
preventive interventions we have selected provide a broader over view of what is possible in
preventing adolescent problems than comprehensive reviews of prevention programmes of a
certain type or targeting a single problem behaviour.

We selected the programmes and policies identified in this report because they were tested
in randomised or quasi-experimental trials, had a sustained and statistically significant effect
on problem behaviours during adolescence at least 1 year after intervention, operate at
different points in development during childhood and adolescence, and address
accumulation of risk20 as well as adolescent risk onset.21 We chose these examples to
provide some diversity in worldwide context, although most testing, particularly the long-
term investigation of outcomes, has been done in high-income countries.
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The science of prevention

In the past three decades, prevention science has emerged as a discipline built on the
integration of life-course development research, community epidemiology, and preventive
intervention trials.22 Prevention science is based on a framework that identifies empirically
verifiable precursors that affect the likelihood of undesired health outcomes. Precursors
include structural, intermediate (family, school, peer), and individual risk factors that predict
an increased likelihood of problems, and protective factors that mediate or moderate
exposure to risk or directly decrease the likelihood of problems.3:23.24 Risk and protective
factors emerge at particular periods of development. Some factors are problem specific and
some are more general, predicting multiple outcomes, including alcohol, tobacco, and other
drug misuse, adolescent pregnancy, violence, delinquency, school dropout, and mental
health dis-orders.325 The commonality in risk factors across problem behaviours means that
interventions that address a risk factor will probably affect many problems.2® This
commonality also suggests that preventive interventions that address precursors of multiple
problems are an efficient approach. Further, exposure to several risk factors, and lack of
exposure to protective factors, strengthens the likelihood of problem outcomes, but
preventive interventions that effectively reduce risk and enhance protective factors can have
the reverse effect and make healthy development more probable (appendix).10:26

Although several typologies for targeting preventive interventions have been described,3 we
use the categories of universal, selective, and indicated preventive interventions (appendix).
The intended application of universal preventive interventions is across a population
irrespective of risk. Policies that address structural determinants are often applied
universally, as are programmes that encourage all young people to adopt skills to refuse
offers of alcohol, tobacco, and other drugs. Selective preventive interventions are applied to
groups with raised risk for poor outcomes—eg, pro grammes targeted at low-income
neighbourhoods or families. Indicated preventive interventions are applied to individuals
who are already showing symptoms of a disorder or problem behaviour—eg, working with
young people after their first contact with the justice system to prevent further penetration
into the system. The policies and programmes we include provide examples of all three
prevention approaches.

Risks tend to cluster in two patterns across childhood and adolescence, a so-called early
accumulated risk cluster and a so-called adolescent-onset risk cluster. Risks accumulate
early in the life course when develop mental challenges are not met and problems begin to
cascade, so that having one risk makes it more probable that the individual will develop
another.20 For example, early family adversity and risks, such as low income and poor
family management including abuse and neglect, make it harder for children to be ready for
school, hindering their academic achievement. These children might best be helped by
selective interventions implemented in the early years to counteract family risk and avoid
school-related problems. If early developmental challenges are not met, risk can continue to
accumulate in adolescence, with low school achievement leading to rejection by prosocial
peers, increased interaction with deviant peers, and the start of problem behaviours.2” These
adolescents might best be helped by indicated preventive intervention provided to those
showing signs and symptoms of problems.3 The adolescent-onset pattern?! of risk arises in
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early to late adolescence. In the absence of protective influences, post-pubertal normative
increases in problem behaviours can be exacerbated through negative peer influences. This
pattern can affect all adolescents, even those without accumulated early risk, and might be
targeted through preventive universal interventions with parents, schools, or communities
that seek to reduce favourable attitudes towards problem behaviours and increase
protection.28

Several preventive interventions have been tested in controlled trials and shown to be
efficacious.329-32

Evidence of efficacy

Table 1 and the appendix show how the efficacious interventions target structural,
intermediate, and individual risk, divided into childhood, early adolescence, and late
adolescence. We summarise the types of prevention interventions that address structural risk
through policy changes and those that address intermediate risks in the family, school, peer,
and individual. Table 2 details these programmes and policies, where and how they have
been assessed, and the effect size, odds ratio, or change in prevalence; we also show the risk
cluster addressed (early accumulated or adolescent-onset risk) and the intervention target
(universal, selective, and indicated).

Prevention policies that address structural risk factors have the potential to affect whole
populations and can be implemented broadly, from local administrative districts to entire
nations. Policies in table 2 were tested in Australia, Canada, the UK, and the USA. The
example efficacious policies include providing minors (ie, those younger than 18 years) with
free or easier access to contraception, raising taxes on alcohol, increasing the minimum legal
drinking age, and having graduated licensing policies for adolescent drivers (eg, restrictions
on when and under what conditions they are allowed to drive). Assessments of these types
of policies have shown reductions in unintended adolescent pregnancy and risky sexual
behaviour, harmful drinking, traffic crashes, and crime.

Preventive programmes that address family and individual risk factors have shown effects
across development in trials done in the USA. For example, the Nurse-Family Partnership46
provided services to low-income, first-time mothers to improve their health and behaviours
while pregnant and strengthen parenting skills when children were infants. All other
interventions targeted both parents and children to simultaneously enhance protection and
reduce family and individual risks. Examples include enhanced education services for
primarily low-income, very young children to improve their cognitive, language, and social-
cognitive skills;#8-50 and interventions that strengthen parenting skills, parent—child
communication, and affective relationships. These include universal (eg, the Strengthening
Families Program for Parents and Youth 10-1428.72.73 and the Computer-Based
Intervention®*5%), selective (eg, the New Beginnings Program®%), and indicated programmes
(eg, Functional Family Therapy’4). Across programmes, significant effects were identified
in early childhood to late adolescence and include reduced child abuse and neglect, alcohol
and other drug misuse, risky sexual activity, depression, and delinquency and crime, and
greater educational attainment.

Lancet. Author manuscript; available in PMC 2015 April 15.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

Page 6

Preventive programmes that address school and individual risk factors include many primary
and secondary school programmes. The examples in table 2 were assessed in Australia,
Kenya, Malawi, and the USA. Two of these programmes (the Seattle Social Development
Project31:58-60 and the Gatehouse Project®1:62) include classroom-based curricula taught by
teachers to improve student cognitive, social, and emotional competencies and seek to alter
school factors by enhancing teacher instructional and student classroom management skills
or changing school and classroom norms for behaviour. Another efficacious prevention
programme provides cash incentives for students to remain in school.53.64 Together, these
school-based prevention pro grammes have shown effects in reducing aggression, crime,
alcohol and tobacco use, unwanted pregnancies, sexually transmitted diseases, and mental
health symptoms and disorders, and have shown increases in secondary school completion,
educational attainment, and income. Positive outcomes have been shown across
adolescence, with enduring effects 1-15 years after intervention.

The last set of efficacious prevention programmes shown in table 2 addresses peer and
individual risk factors and seek to change many outcomes, including drug use (Unplugged®®
and Life Skills Training®:67), positive development (Positive Adolescent Training Through
Holistic Social Programs88:69), and risky sexual behaviours (Stepping Stones’%7> and
Sistering, Informing, Healing, Loving and Empowering’). These prevention pro grammes
have been assessed in several European countries, Hong Kong, South Africa, and the USA;
they provide services directly to young people and target adolescent-onset risk factors.
Sessions seek to promote positive peer relationships, interpersonal skills, and skills to
counteract negative peer influences. Effective interventions also simultaneously promote the
development of individual skills and competencies via group-based sessions in school
classrooms or community settings. Across interventions, positive effects have included
reduced alcohol and other substance misuse, delinquency, risky sexual activity, sexually
transmitted disease (herpes simplex virus), unwanted pregnancy, and academic failure, and
increased psychosocial competencies.

The programmes and policies described are examples of prevention interventions that have
shown significant reductions in problem behaviours in children and adolescents by targeting
relevant risk and protective factors from infancy to adolescence. These illustrative
interventions have worked in many contexts, from policy to the individual. Furthermore,
they have used many formats, including laws, in-person delivery, and electronic media.
Although there is variation in their effect sizes and ability to produce desired changes in the
long term, these strategies affect various problem behaviours associated with adolescent
morbidity and mortality. Our approach is illustrative, and there are many more prevention
interventions that are efficacious. Employing a combination of programmes and policies that
engage schools, families, and communities will probably yield long-term beneficial
effects.”®77 Early intervention might be best to forestall the accumulation of risk, but
investments are also needed during adolescence to offset the pattern of adolescent-onset risk
and to work with those whose accumulated risk now needs indicated prevention.

The efficacy of many preventive interventions has been established and provides a strong
foundation for action. However, several key gaps in our knowledge remain. Most preventive
interventions have been assessed in high-income countries, and less prevention research has

Lancet. Author manuscript; available in PMC 2015 April 15.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

Page 7

been done in low-income and middle-income countries. Across nations, there has been a
lack of controlled trials that assess long-term outcomes or study the comparative efficacy of
prevention strategies. Further, although many prevention programmes have been efficacious,
few replications have been undertaken, and effectiveness trials are uncommon. Funding for
prevention trials has favoured innovation and efficacy rather than replication. To ensure that
the discipline develops robust interventions, advocacy for research funding targeting
replication, generalisation, and effectiveness trials is needed.

In the USA, the Washington State Institute for Public Policy has advanced preventive
science by estimating the cost-effectiveness of diverse prevention programmes with
scientifically rigorous standards applied consistently across programmes. Six of the
interventions we include have been assessed by the Institute, and all have shown economic
benefits. Benefit-per-dollar cost ratios range from US$2-11 to $42-13, and savings per
participant range from $1348 to $31 036.13 However, cost-benefit estimates of interventions
are scarce, due to challenges in calculating accurate intervention effect sizes; the failure of
many programme developers to fully document and make available intervention costs;
complexities in doing economic analyses (eg, establishing appropriate discount rates,
making assumptions regarding future events, and lifetime benefits etc); and few incentives
for researchers to undertake such work. Existing cost—benefit studies differ in their
methods.3 Reaching consensus on standards for undertaking cost-benefit analyses and
making this a routine part of programme assessment can help policy makers choose models
that not only improve adolescent health, but also ensure that investments return downstream
benefits.3:78.79

Although gaps remain in the development and assessment of preventive interventions and
policies, existing models offer promise for reducing the substantial public health burden.
Widespread dissemination would provide opportunity to undertake replication,
generalisation, and effectiveness trials to ensure that we fill knowledge gaps.

Translation of efficacious interventions

A key challenge for prevention science is translating scientific advances into practice, with
the goal of supporting the dissemination and sustainability of evidence-based interventions
at scale within and across nations.8% Improved translation of efficacious prevention
programmes to standard practice is needed not only in low-income and middle-income
countries, but also in high-income countries. For example, a national study of public
secondary schools in the USAB8L showed that only about 43% of schools implement
efficacious drug-prevention curricula. Substantial barriers that hinder the widespread
dissemination of prevention interventions in countries of all incomes include restricted
government financing of preventive interventions, lack of prevention training in professional
communities, and restricted knowledge of, or support for, prevention in the general
public.15:82

Many government officials lack training in public health83 and often focus policies and
funding on remedial rather than preventive efforts. Further, there is unbalanced attention
focused on physical health problems and medical treatment at the expense of mental health
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problems and psychosocial intervention.1569 The consequence is that financial resources
spent on prevention are usually inadequate, and prevention programming is done in an
unsystematic and piecemeal manner.82 Improving the technical capacity of government,
fostering trust between government and researchers, and establishing the standard of using
scientific evidence to inform decisions are crucial directions for the future. 158384

Professionals working with young people in countries of all incomes usually lack training in
prevention and evidence-based practice, resulting in diminished appreciation for prevention
and outcome assessement.82:85 Poor communication and dissemination of research
findings®3 about prevention research and health-policy analysis®® hinder the use of research
findings in prevention practice. Overcoming these barriers might be helped by user-friendly
packaging of research findings; increased dialogue between policy makers, researchers, and
professionals and practitioners;87 and the provision of incentives for researchers to work
towards these goals and incentives for practitioners to use the results in their
programming.83

Similarly, the general public does not advocate for the use of effective prevention strategies.
Although the public often has knowledge of and a high expectation for the efficacy of
preventive medical interventions such as vaccines, they have little knowledge of the efficacy
of psychosocial preventive initiatives. To overcome this lack of awareness, there is a need
for broad dissemination of information on prevention, its efficacy, and the ability of
preventive interventions to save money as well as lives.

Some barriers to the dissemination of evidence-based prevention interventions are more
prevalent in low-income and middle-income countries than high-income countries. In low-
income and middle-income countries, adolescence might not be fully acknowledged as an
important life stage, and thus, interventions that focus on adolescents might receive little
support. Further, there might be perceptions that efficacious preventive interventions
developed in high-income countries might not be acceptable or applicable in lower income
settings, in view of the important differences in the epidemiologic patterns, social norms and
traditional practices, and levels of poverty in these countries.88

There is a need to expand research on adolescent preventive interventions in low-income
and middle-income countries so that context-specific issues can be addressed. However, a
growing body of research shows that some interventions created in high-income countries
can be translated to and be effective in low-income and middle-income countries. For
example, a review of 83 sex education programmes based on western theories of behaviour
change showed that two-thirds were effective at reducing adolescent sexual risk behaviour
in several countries, cultures, and groups of young people.”® The studies included nine from
high-income countries other than the USA and 18 from low-income and middle-income
countries.

Although these examples show that effective interventions can be successfully replicated in
different contexts, there is substantial debate on how to transfer programmes to new settings,
both within and across nations.8% Advocates of strict implementation fidelity highlight
evidence that participant outcomes are stronger and sometimes only achieved when
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interventions are replicated as closely as possible to their original protocol.9%:°1 Others
contend that adaptations are needed to ensure that an intervention’s content, language,
examples, and methods of delivery are culturally appropriate and relevant to the new
population.®? This view anticipates that modifications will increase participant
responsiveness, programme effectiveness, and sustainability.

The goal is to have enough effective interventions available worldwide so that adopters can
select those that closely match their own population, needs, and resources, then faithfully
replicate them. Until that is possible, dissemination efforts can be fostered by better
identification of the core elements of efficacious interventions— the content, activities, and
modes of delivery that best represent their underlying logic and causal mechanisms.91.93
Adopters must be aware of these principles and ensure their full implementation.®* When
planned adaptations of programme features substantially revise the intervention, rigorous
assessment, perhaps comparing the unaltered intervention to the adaptation, should be done
to ensure that the new version is effective.92:% Innovative and cost-effective methods for
designing and assessing programme adaptations are emerging in prevention science to guide
this process.

Building capacity

Dissemination of efficacious prevention interventions across diverse nations and
communities begins with efforts to identify the most salient needs. Although there are
similarities across nations in the leading causes of adolescent mortality, there are also
differences.! Such differences also exist within nations, at the community level.96.97
Selecting the right intervention for the right population requires the identification and
prioritisation of community need. Community monitoring systems that assess behaviour
problems, as well as risk and protective factors, can help communities target prevention
strategies. The Communities That Care (CTC) Youth Survey is one example of a valid,
reliable, and efficient school survey method that can be used to identify local levels of risk
and protective factors as well as alcohol, tobacco, and other drug misuse, delinquency,
violence,?8:99 and depression.190 This survey has been used in Australia, India, Netherlands,
the UK, and the USA.101-103 The survey assesses community need for prevention by
providing information on risk, protection, and youth outcomes that are most elevated, and
thus most appropriate for prevention efforts. When surveys are repeated over time,
communities can monitor the effects of prevention policies and programmes.®7

Other assessment methods include the Monitoring the Future survey%4 in the USA and The
European School Survey Project on Alcohol and Other Drugs,19% which focus on assessing
adolescent drug misuse. The school-based Global Student Health Survey assesses nine
problem behaviours and some predictors in young people aged 13-15 years.196 The Early
Development Index, administered widely in Australia, Canada, and other countries,
monitors physical health and wellbeing of young children entering school, and measures
some risk and protective factors (including social competence, emotional maturity, language
and cognitive development, and communication skills).107 Despite these worthy examples,
additional surveys are needed that can measure risk and protective factors and problem
behaviours comprehensively at a local level. Greater infrastructure development to support
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use of monitoring systems is also needed in all countries, but promising developments have
been made towards this goal by WHO (eg, Child and Adolescent Health Survey), the World
Bank (eg, Living Standards Measurement Study), European School Survey Project on
Alcohol and Other Drugs, and others.105106 The development of a database of these
instruments, which lists constructs measured and scales, would allow adoption of measures
for community monitoring systems.

Once local levels of risk, protection, and behavioural outcomes are identified and prioritised,
the most efficacious prevention approaches that meet these needs can be chosen and
implemented. A challenge at this stage is for communities to ensure that the programme
elements crucial to success have been well implemented,8® because careful implementation
of programmes’ core components has been associated with stronger effects on targeted
outcomes.0 There will be challenges to implementation, and communities will need
technical assistance to help them monitor the quality of implementation. Communities must
ensure that they use methods and delivery systems that reach targeted participants in
sufficient numbers to achieve population-level outcomes. Some trials have shown that
reaching 40-60% of targeted participants might be sufficient to produce community-level
effects.”6.108

Methods for increasing the capacity of local communities to undertake successful prevention
efforts are only beginning to emerge.199 Five core components for capacity building have
been identified;8 these include improvement of data collection, defining the epidemiology
of the health problem, estimation of the societal cost of the problem, understanding public
perceptions of problem causation, and engaging policy makers to improve prevention and
control. Strong collaborations between researchers and practitioners are essential to build
this capacity. Such partnerships have been the focus of community-based prevention trials in
the USA, such as the CTC or the Promoting School Community University Partnerships to
Enhance Resilience prevention models.?2:110 |n the CTC model, broad-based community
coalitions that include representatives of government, non-governmental organisations,
service sectors, and key community leaders receive structured training workshops and
proactive technical assistance for assessing their prevention needs, targeting these needs
with tested and efficacious prevention strategies, and ensuring that these new strategies are
well implemented and integrated with existing prevention efforts.}11 A randomised,
controlled assessment has shown that CTC substantially increased the number and scope of
prevention services in intervention compared with control communities, and produced
community-wide reductions in alcohol and tobacco use and delinquent behaviour that were
sustained 2 years later.”6:110

As efficacious programmes become more widely adopted across communities and nations,
the need for strategies to enhance long-term sustainability are crucial. Research on the
conditions that facilitate or undermine the maintenance of new initiatives is beginning to
emerge. An assessment of the CTC prevention system in 110 US communities in
Pennsylvaniall2 estimated a survival rate of CTC coalitions of about 60% over 6 years after
withdrawal of state funding, with the primary factors leading to sustainability including local
funding and planning for sustainability and fidelity to the CTC model. Other research has
suggested that long-term sustainability is associated with strong support for the programme
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among staff and leaders; widespread belief in the benefits of the innovation; and a strong
integration between the new innovation and the agency’s mission statement, schedule of
services, and staffing profile.113

Conclusions

Although there are many significant challenges to going to scale with efficacious prevention
interventions, advances have been made. For continued progress, a change in attitude is
needed to position the importance of preventive programmes in the minds of parents,
communities, professionals, and policy makers. Specific actions might help support
widespread adoption of preventive interventions. First, government officials must appreciate
the importance of tested, efficacious prevention programmes and policies that have the
potential to reduce health spending and other social costs (table 3), and support the
development of a widespread prevention delivery system for adolescents. Few examples of
such prevention delivery systems exist at present. Prevention funding needs to move from
short-term discretionary grants to stable funding streams. Second, professional training in
prevention science is needed. Prevention science and evidence-based practice should be
included in the basic and continuing professional education programmes for professionals
working with young people.114 Third, an increase in local community capacity to assess
needs is needed to identify priority problems. This increase in capacity should include the
development and use of monitoring systems that identify community levels of risk,
protection, and behaviour problems in children and adolescents, and improved collaboration
between the science and practice community. Constructing a database of community
monitoring methods will also help. Fourth, research on adaptation, going to scale, and
sustainability of efficacious prevention programmes and policies across countries of all
incomes needs to be done. Adaptation research will help ensure that evidence-based
prevention interventions can be tailored to other contexts. Since many preventive
interventions have been tested in high-income countries, a concerted effort is needed to
address barriers to widespread adoption in low-income and middle-income countries.
Translational research should be promoted through increased funding, training of
translational investigators, removal of barriers blocking collaboration between scientists and
practitioners, and development of administrative facilitation for translational research.115
Fifth, there is a need to create a credible database documenting exemplary and promising
prevention interventions across behaviour problems, including, at a minimum, substance
misuse, violence, crime, early school leaving, obesity, mental health, unsafe sex, unintended
pregnancy, and risky and unsafe driving. Although some databases have programmes that
address many outcomes, none covers this breadth of outcomes. Sixth, research is needed to
establish whether there are unique risk and protective factors in the low-income and middle-
income countries that might provide the basis for additional targets for preventive
interventions. Reducing the emergence of problems during adolescence should have a
substantial effect on reducing the burden of health problems well into adulthood.

References

1. Patton GC, Coffey C, Sawyer SM, et al. Global patterns of mortality in young people: a systematic
analysis of population health data. Lancet. 2009; 374:881-892. [PubMed: 19748397]

Lancet. Author manuscript; available in PMC 2015 April 15.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

Page 12

. American Academy of Child and Adolescent Psychiatry. [accessed Dec 1, 2011] Facts for families.

http://www.aacap.org/cs/root/facts_for_families/facts_for_families

. O’Connell, ME.; Boat, T.; Warner, KE., editors. Preventing mental, emotional, and behavioral

disorders among young people: progress and possibilities. Washington, DC: The National
Academies Press; 2009.

4. Demos J, Demos V. Adolescence in historical perspective. J Marriage Fam. 1969; 31:632-638.

10

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

. Ennett ST, Tobler NS, Ringwalt CL, Flewelling RL. How effective is drug abuse resistance

education? A meta-analysis of Project DARE outcome evaluations. AJPH. 1994; 84:1394-1401.

. Snow WH, Gilchrist LD, Schinke SP. A critique of progress in adolescent smoking prevention.

Child Youth Serv Rev. 1985; 7:1-19.

. Thomas, BH.; Mitchell, A.; Devlin, MC.; Goldsmith, CH.; Singer, J.; Watters, D. Small group sex

education at school: The McMaster Teen Program. In: Miller, BC.; Card, JJ.; Paikoff, RL.;
Peterson, JL., editors. Preventing adolescent pregnancy: model programs and evaluations. Thousand
Oaks, CA: Sage; 1992. p. 28-52.

. Ellickson PL, Bell RM. Drug prevention in junior high: a multi-site longitudinal test. Science. 1990;

247:1299-1305. [PubMed: 2180065]

. Flay BR, Phil D, Brannon BR, et al. The television school and family smoking prevention and

cessation project. Prev Med. 1988; 17:585-607. [PubMed: 3237658]

. Coie JD, Watt NF, West SG, et al. The science of prevention. A conceptual framework and some
directions for a national research program. Am Psychol. 1993; 48:1013-1022. [PubMed: 8256874]
Pittman, KJ.; O’Brien, R.; Kimball, M. Report prepared for The Center for Substance Abuse
Prevention. Washington, DC: Center for Youth Development and Policy Research; 1993. Youth
development and resiliency research: making connections to substance abuse prevention.

Catalano RF, Hawkins JD. Positive youth development in the United States: research findings on
evaluations of positive youth development programs. Prev Treat. 2002; 5 article 15.

Aos, S.; Lee, S.; Drake, EK., et al. Return on investment: evidence-based options to improve
statewide outcomes (Document No 11-07-1201). Olympia, WA: Washington State Institute for
Public Policy; 2011.

Lloyd, CB. Growing up global: the changing transitions to adulthood in developing countries.
Washington, DC: National Academies Press; 2005. National Research Council Panel on
Transitions to Adulthood in Developing Countries.

Patel V, Araya R, Chatterjee S, et al. Treatment and prevention of mental disorders in low-income
and middle-income countries. Lancet. 2007; 370:991-1005. [PubMed: 17804058]

Weisz JR, Sandler IN, Durlak JA, Anton BS. Promoting and protecting youth mental health
through evidence-based prevention and treatment. Am Psychol. 2005; 60:628-648. [PubMed:
16173895]

Rose G. Strategy of prevention: lessons from cardiovascular disease. BMJ. 1981; 282:1847-1851.
[PubMed: 6786649]

Allebeck P. The prevention paradox or the inequality paradox? Eur J Public Health. 2008; 18:215.
[PubMed: 18504272]

Samb B, Desai N, Nishtar S, et al. Prevention and management of chronic disease: a litmus test for
health-systems strengthening in low-income and middle-income countries. Lancet. 2010;
376:1785-1797. [PubMed: 21074253]

Masten, AS.; Powell, JL. A resilience framework for research, policy, and practice. In: Luthar, SS.,
editor. Resilience and vulnerability: adaptation in the context of childhood adversities. Cambridge:
Cambridge University Press; 2003. p. 1-25.

Toumbourou, JW.; Catalano, RF. Predicting developmentally harmful substance use. In:
Stockwell, T.; Gruenewald, PJ.; Toumbourou, JW.; Loxley, W., editors. Preventing harmful
substance use: the evidence base for policy and practice. London: Wiley; 2005. p. 53-65.

Kellam SG, Koretz D, Moscicki EK. Core elements of developmental epidemiologically based
prevention research. Am J Comm Psychol. 1999; 27:463-482.

Hawkins JD, Catalano RF, Miller JY. Risk and protective factors for alcohol and other drug
problems in adolescence and early adulthood: Implications for substance-abuse prevention.
Psychol Bull. 1992; 112:64-105. [PubMed: 1529040]

Lancet. Author manuscript; available in PMC 2015 April 15.


http://www.aacap.org/cs/root/facts_for_families/facts_for_families

1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

Page 13

Viner RM, Ozer EM, Denny S, et al. Adolescence and the social determinants of health. Lancet.
2012 published online April 25.

Catalano, RF.; Haggerty, KP.; Hawkins, JD.; Elgin, J. Prevention of substance use and substance
use disorders: the role of risk and protective factors. In: Kaminer, Y.; Winters, KC., editors.
Clinical manual of adolescent substance abuse treatment. Washington, DC: American Psychiatric
Publishing; 2011. p. 25-63.

Fergusson, DM.; Horwood, LJ. Resilience to childhood adversity: results of a 21 year study. In:
Luthar, SS., editor. Resilience and vulnerability: adaptation in the context of childhood adversities.
Cambridge: Cambridge University Press; 2003. p. 130-155.

Dodge KA, Greenberg MT, Malone PS. Testing an idealized dynamic cascade model of the
development of serious violence in adolescence. Child Dev. 2008; 79:1907-1927. [PubMed:
19037957]

Spoth RL, Redmond C, Shin C. Randomized trial of brief family interventions for general
populations: Adolescent substance use outcomes 4 years following baseline. J Consult Clin
Psychol. 2001; 69:627-642. [PubMed: 11550729]

Oringanje C, Meremikwu MM, Eko H, Esu E, Meremikwu A, Ehiri JE. Interventions for
preventing unintended pregnancies among adolescents. Cochrane Database Syst Rev. 2009;
4:CD005215. [PubMed: 19821341]

Gottfredson, DC. School-based crime prevention. In: Sherman, LW.; Gottfredson, DC.;
Mackenzie, D., et al., editors. Preventing crime: what works, what doesn’t, what’s promising. A
report to the U.S. Congress. College Park, MD: Department of Criminology and Criminal Justice,
University of Maryland; 1999.

Hawkins JD, Catalano RF, Kosterman R, Abbott R, Hill KG. Preventing adolescent health-risk
behaviors by strengthening protection during childhood. Arch Pediatr Adolesc Med. 1999;
153:226-234. [PubMed: 10086398]

Tobler NS, Roona MR, Ochshorn P, Marshall DG, Streke AV, Stackpole KM. School-based
adolescent drug prevention programs: 1998 meta-analysis. J Prim Prev. 2000; 20:275-336.

Guldi M. Fertility effects of abortion and birth control pill access for minors. Demography. 2008;
45:817-827. [PubMed: 19110899]

Zavodny M. Fertility and parental consent for minors to receive contraceptives. AJPH. 2004;
94:1347-1351.

Kearney MS, Levine PB. Subsidized contraception, fertility, and sexual behavior. Rev Econ Stat.
2009; 91:137-151. [PubMed: 20130787]

Yang Z, Gaydos LM. Reasons for and challenges of recent increases in teen birth rates: a study of
family planning service policies and demographic changes at the state level. J Adolesc Health.
2010; 46:517-524. [PubMed: 20472207]

Zabin LS, Hirsch MB, Smith EA, Streett R, Hardy JB. Evaluation of a pregnancy prevention
program for urban teenagers. Fam Plann Perspect. 1986; 18:119-126. [PubMed: 3803552]
Purshouse RC, Meier PS, Brennan A, Taylor KB, Rafia R. Estimated effect of alcohol pricing
policies on health and health economic outcomes in England: an epidemiological model. Lancet.
2010; 375:1355-1364. [PubMed: 20338629]

Wagenaar AC, Salois MJ, Komro KA. Effects of beverage alcohol price and tax levels on drinking:
a meta-analysis of 1003 estimates from 112 studies. Addiction. 2009; 104:179-190. [PubMed:
19149811]

Elder RW, Lawrence B, Ferguson A, et al. The effectiveness of tax policy interventions for
reducing excessive alcohol consumption and related harms. Am J Prev Med. 2010; 38:217-229.
[PubMed: 20117579]

Wagenaar AC, Toomey TL. Effects of minimum drinking age laws: review and analyses of the
literature from 1960 to 2000. J Stud Alcohol. 2002; 14:206-225.

Shope JT. Graduated driver licensing: review of evaluation results since 2002. J Safety Res. 2007;
38:165-175. [PubMed: 17478187]

Russell KF, Vandermeer B, Hartling L. Graduated driver licensing for reducing motor vehicle
crashes among young drivers. Cochrane Database Syst Rev. 2011; 10:CD003300. [PubMed:
21975738]

Lancet. Author manuscript; available in PMC 2015 April 15.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

44,

45.

46.

47.

48.

49.

50.

5L

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

Page 14

Olds DL, Henderson CR Jr. Tatelbaum R, Chamberlin R. Improving the life-course development
of socially disadvantaged mothers: a randomized trial of nurse home visitation. AJPH. 1988;
78:1436-1445.

Olds D, Henderson CR Jr. Cole R, et al. Long-term effects of nurse home visitation on children’s
criminal and antisocial behavior: 15-year follow-up of a randomized controlled trial. JAMA. 1998;
280:1238-1244. [PubMed: 9786373]

Olds DL, Kitzman H, Cole R, et al. Effects of nurse home-visiting on maternal life course and
child development: age 6 follow-up results of a randomized trial. Pediatrics. 2004; 114:1550-
1559. [PubMed: 15574614]

Campbell FA, Ramey CT, Pungello E, Sparling J, Miller-Johnson S. Early childhood education:
young adult outcomes from the Abecedarian Project. Appl Dev Sci. 2002; 6:42-57.

Schweinhart, LJ.; Barnes, HV.; Weikart, DP. Significant benefits. The High/Scope Perry Preschool
Study through age 27 (No 10). Ypsilanti, MI: High/Scope; 1993.

Reynolds AJ, Temple JA, Robertson DL, Mann EA. Long-term effects of an early childhood
intervention on educational achievement and juvenile arrest: a 15-year follow-up of low-income
children in public schools. JAMA. 2001; 285:2339-2346. [PubMed: 11343481]

Reynolds AJ, Temple JA, Ou SR, et al. Effects of a school-based, early childhood intervention on
adult health and well-being: a 19-year follow-up of low-income families. Arch Pediatr Adolesc
Med. 2007; 161:730-739. [PubMed: 17679653]

Reynolds AJ, Temple JA, Ou SR, Arteaga IA, White BA. School-based early childhood education
and age-28 well-being: effects by timing, dosage, and subgroups. Science. 2011; 333:360-364.
[PubMed: 21659565]

Spoth RL, Greenberg M, Bierman K, Redmond C. PROSPER Community-University partnership
model for public education systems: capacity-building for evidence-based, competence-building
prevention. Prev Sci. 2004; 5:31-39. [PubMed: 15058910]

Spoth R, Trudeau L, Guyll M, Shin C, Redmond C. Universal intervention effects on substance use
among young adults mediated by delayed adolescent substance initiation. J Consult Clin Psychol.
2009; 77:620-632. [PubMed: 19634956]

Schinke SP, Schwinn TM, Di Noia J, Cole KC. Reducing the risks of alcohol use among urban
youth: three-year effects of a computer-based intervention with and without parent involvement. J
Stud Alcohol. 2004; 65:443-449. [PubMed: 15376818]

Schwinn TM, Schinke SP. Preventing alcohol use among late adolescent urban youth: 6-year
results from a computer-based intervention. J Stud Alcohol Drugs. 2010; 71:535-538. [PubMed:
20553661]

Wolchik SA, Sandler IN, Millsap RE, et al. Six-year follow-up of preventive interventions for
children of divorce: a randomized controlled trial. JAMA. 2002; 288:1874-1881. [PubMed:
12377086]

Klein NC, Alexander JF, Parsons BV. Impact of family systems intervention on recidivism and
sibling delinquency: a model of primary prevention and program evaluation. J Consult Clin
Psychol. 1977; 45:469-474. [PubMed: 864062]

Hawkins JD, Kosterman R, Catalano RF, Hill KG, Abbott RD. Promoting positive adult
functioning through social development intervention in childhood: long-term effects from the
Seattle Social Development Project. Arch Pediatr Adolesc Med. 2005; 159:25-31. [PubMed:
15630054]

Hawkins JD, Kosterman R, Catalano RF, Hill KG, Abbott RD. Effects of social development
intervention in childhood fifteen years later. Arch Pediatr Adolesc Med. 2008; 162:1133-1141.
[PubMed: 19047540]

Lonczak HS, Abbott RD, Hawkins JD, Kosterman R, Catalano RF. Effects of the Seattle Social
Development Project on sexual behavior, pregnancy, birth, and sexually transmitted disease
outcomes by age 21 years. Arch Pediatr Adolesc Med. 2002; 156:438-447. [PubMed: 11980548]
Patton GC, Bond L, Carlin JB, et al. Promoting social inclusion in schools: a group-randomized
trial of effects on student health risk behavior and well-being. AJPH. 2006; 96:1582-1587.

Lancet. Author manuscript; available in PMC 2015 April 15.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

Page 15

Bond L, Patton G, Glover S, et al. The Gatehouse Project: can a multilevel school intervention
affect emotional wellbeing and health risk behaviours? J Epidemiol Community Health. 2004;
58:997-1003. [PubMed: 15547059]

Baird S, Chirwa E, Mclintosh C, Ozler B. The short-term impacts of a schooling conditional cash
transfer program on the sexual behavior of young women. Health Econ. 2010; 19(suppl):55-68.
[PubMed: 19946887]

Duflo, E.; Dupas, P.; Kremer, M.; Sinei, S. Background paper to the 2007 World Development
Report, World Bank Policy Research Working Paper 4024. Washington, DC: The World Bank;
2006. Education and HIV/AIDS prevention: evidence from a randomized evaluation in Western
Kenya.

Faggiano F, Vigna-Taglianti F, Burkhart G, et al. The effectiveness of a school-based substance
abuse prevention program: 18-month follow-up of the EU-Dap cluster randomized controlled trial.
Drug Alcohol Depend. 2010; 108:56-64. [PubMed: 20080363]

Botvin GJ, Griffin KW, Nichols TD. Preventing youth violence and delinquency through a
universal school-based prevention approach. Prev Sci. 2006; 7:403-408. [PubMed: 17136462]
Griffin G, Botvin GJ, Nichols TR. Long-term follow-up effects of a school-based drug abuse
prevention program on adolescent risky driving. Prev Sci. 2004; 5:207-212. [PubMed: 15470940]

Shek DTL, Ma CMS. Impact of the Project P.A.T.H.S. in the junior secondary school years:
individual growth curve analyses. Scientific World Journal. 2011; 11:253-266. [PubMed:
21298216]

Shek DTL, Yu L. Prevention of adolescent problem behavior: longitudinal impact of the Project
P.A.T.H.S. in Hong Kong. Scientific World Journal. 2011; 11:546-567. [PubMed: 21403974]

Jewkes R, Nduna M, Levin J, et al. Impact of Stepping Stones on incidence of HIV and HSV-2 and
sexual behaviour in rural South Africa: cluster randomised controlled trial. BMJ. 2008; 337:a506.
[PubMed: 18687720]

DiClemente RJ, Wingood GM, Harrington KF, et al. Efficacy of an HIV prevention intervention
for African American adolescent girls: a randomized controlled trial. JAMA. 2004; 292:171-179.
[PubMed: 15249566]

Spoth RL, Redmond C, Shin C, Azevedo K. Brief family intervention effects on adolescent
substance initiation: school-level growth curve analyses 6 years following baseline. J Consult Clin
Psychol. 2004; 72:535-542. [PubMed: 15279537]

Spoth RL, Redmond C, Shin C. Reducing adolescents’ aggressive and hostile behaviors:
randomized trial effects of a brief family intervention four years past baseline. Arch Pediatr
Adolesc Med. 2000; 154:1248-1257. [PubMed: 11115311]

Sexton, TL.; Alexander, JF. Functional Family Therapy. Rockville, MD: Juvenile Justice
Clearinghouse; 2000.

Kirby D, Obasi A, Laris BA. The effectiveness of sex education and HIV education interventions
in schools in developing countries. World Health Organ Tech Rep Ser. 2006; 938:103-150.
[PubMed: 16921919]

Hawkins JD, Oesterle S, Brown EC, et al. Results of a type 2 translational research trial to prevent
adolescent drug use and delinquency: a test of Communities That Care. Arch Pediatr Adolesc
Med. 2009; 163:789-798. [PubMed: 19736331]

Spoth R, Redmond C, Clair S, Shin C, Greenberg M, Feinberg M. Preventing substance misuse
through community-university partnerships: randomized controlled trial outcomes 4 (1/2) years
past baseline. Am J Prev Med. 2011; 40:440-447. [PubMed: 21406278]

Flay BR, Biglan A, Boruch RF, et al. Standards of evidence: criteria for efficacy, effectiveness and
dissemination. Prev Sci. 2005; 6:151-175. [PubMed: 16365954]

Zechmeister I, Kilian R, McDaid D. The MHEEN Group. Is it worth investing in mental health
promotion and prevention of mental illness? A systematic review of the evidence from economic
evaluations. BMC Public Health. 2008; 8:1-11. [PubMed: 18173844]

Glasgow RE, Lichtenstein E, Marcus AC. Why don’t we see more translation of health promotion
research to practice? Rethinking the efficacy-to-effectiveness transition. AJPH. 2003; 93:1261—
1267.

Lancet. Author manuscript; available in PMC 2015 April 15.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

9L

92.

93.

94.

95.

96.

97.

98.

99.

Page 16

Ringwalt C, Vincus AA, Hanley S, Ennett ST, Bowling JM, Rohrbach LA. The prevalence of
evidence-based drug use prevention curricula in U.S. middle schools in 2005. Prev Sci. 2009;
10:33-40. [PubMed: 19002583]

Saraceno B, van Ommeren M, Batniji R, et al. Barriers to improvement of mental health services in
low-income and middle-income countries. Lancet. 2007; 370:1164-1174. [PubMed: 17804061]

Hyder AA, Corluka A, Winch PJ, et al. National policy-makers speak out: are researchers giving
them what they need? Health Policy Plann. 2011; 26:73-82.

Chandran A, Hyder AA, Peek-Asa C. The global burden of unintentional injuries and an agenda
for progress. Epidemiol Rev. 2010; 32:110-120. [PubMed: 20570956]

Shek, DTL.; Lam, MC.; Tsoi, KW. Evidence-based social work practice in Hong Kong. In: Thyer,
B.; Kazi, M., editors. International perspectives on evidence-based practice in social work.
London: Venture Press; 2004. p. 213-222.

Gilson L, Raphaely N. The terrain of health policy analysis in low and middle income countries: a
review of published literature 1994-2007. Health Policy Plann. 2008; 23:294-307.

Kreuter MW, Bernhardt JM. Reframing the dissemination challenge: a marketing and distribution
perspective. AJPH. 2009; 99:2123-2127.

Wegbreit J, Bertozzi S, DeMaria LM, Padian NS. Effectiveness of HIV prevention strategies in
resource-poor countries: tailoring the intervention to the context. AIDS. 2006; 20:1217-1235.
[PubMed: 16816550]

Valentine JC, Biglan A, Boruch RF, et al. Replication in prevention science. Prev Sci. 2011;
12:103-117. [PubMed: 21541692]

Durlak JA, DuPre EP. Implementation matters: a review of research on the influence of
implementation on program outcomes and the factors affecting implementation. Am J Community
Psychol. 2008; 41:327-350. [PubMed: 18322790]

Elliott DS, Mihalic S. Issues in disseminating and replicating effective prevention programs. Prev
Sci. 2004; 5:47-53. [PubMed: 15058912]

Castro FG, Barrera M Jr. Martinez CR Jr. The cultural adaptation of prevention interventions:
resolving tensions between fidelity and fit. Prev Sci. 2005; 5:41-46. [PubMed: 15058911]
Rotheram-Borus MJ, Ingram BL, Swendeman D, Flannery D. Common principles embedded in
effective adolescent HIV prevention programs. AIDS Behav. 2009; 13:387-398. [PubMed:
19224358]

Galbraith JS, Herbst JH, Whittier DK, et al. Taxonomy for strengthening the identification of core
elements for evidence-based behavioral interventions for HIV/AIDS prevention. Health Educ Res.
2011; 26:872-885. [PubMed: 21536712]

Nair V, Strecher V, Fagerlin A, et al. Screening experiments and the use of fractional factorial
designs in behavioral intervention research. AJPH. 2008; 98:1354-1359.

Duncan GJ, Raudenbush SW. Assessing the effects of context in studies of child and youth
development. Educ Psychol. 1999; 34:29-41.

Mrazek, PJ.; Biglan, A.; Hawkins, JD. [accessed Jan 24, 2008] Community-monitoring systems:
tracking and improving the well-being of America’s children and adolescents. http://
www.preventionresearch.org/CMSbook.pdf

Arthur MW, Hawkins JD, Pollard JA, Catalano RF, Baglioni AJ Jr. Measuring risk and protective
factors for substance use, delinquency, and other adolescent problem behaviors: the Communities
That Care Youth Survey. Eval Rev. 2002; 26:575-601. [PubMed: 12465571]

Glaser RR, Van Horn ML, Arthur MW, Hawkins JD, Catalano RF. Measurement properties of the
Communities That Care Youth Survey across demographic groups. J Quant Criminol. 2005;
21:73-102.

100. Bond L, Toumbourou JW, Thomas L, Catalano RF, Patton G. Individual, family, school, and

community risk and protective factors for depressive symptoms in adolescents: a comparison of
risk profiles for substance use and depressive symptoms. Prev Sci. 2005; 6:73-88. [PubMed:
15889623]

101. Beyers JM, Toumbourou JW, Catalano RF, Arthur MW, Hawkins JD. A cross-national

comparison of risk and protective factors for adolescent substance use: the United States and
Australia. J Adolesc Health. 2004; 35:3-16. [PubMed: 15193569]

Lancet. Author manuscript; available in PMC 2015 April 15.


http://www.preventionresearch.org/CMSbook.pdf
http://www.preventionresearch.org/CMSbook.pdf

1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

102.

103.

104.

105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

Page 17

Brown, E.; Oesterle, S.; Hawkins, JD.; Jonkman, H.; Steketee, M. Risk and protective factors for
adolescent alcohol use in the Netherlands and the United States. Washington, DC, USA: 19th
Annual Meeting of the Society for Prevention Research; 2011 May-Jun.

Renati, S.; Solomon, S.; Toumbourou, J.; Olsson, C.; Patton, G.; Catalano, RF. A cross-national
comparison of adolescent alcohol use and problem behavior in Washington State, Victoria
Australia and the developing city of Mumbai, India. Washington, DC, USA: 19th Annual
Meeting of the Society for Prevention Research; 2011 May-Jun.

Johnston, LD.; O’Malley, PM.; Bachman, JG.; Schulenberg, JE. Monitoring the future national
survey results on drug use, 1975-2009. VVolume I: secondary school students (NIH Publication
No 10-7584). Bethesda, MD: National Institute on Drug Abuse; 2010.

Hibell, B.; Guttormsson, U.; Ahlstrom, S., et al. The 2007 ESPAD report: substance use among
students in 35 european countries. Stockholm: Swedish Council for Information on Alcohol and
Other Drugs; 2009.

WHO. [accessed July 28, 2011] Global school-based student health survey. http://
www.who.int/chp/gshs/en/

Janus, M. The Early Development Instrument: a tool for monitoring children’s development and
readiness for school. In: Young, ME., editor. Early child development—from measurement to
action. A priority for growth and equity. Washington, DC: World Bank; 2007. p. 141-155.
Spoth R, Redmond C, Shin C. Direct and indirect latent-variable parenting outcomes of two
universal family-focused preventive interventions: extending a public health-oriented research
base. J Consult Clin Psychol. 1998; 66:385-399. [PubMed: 9583342]

Saul J, Duffy J, Noonan R, et al. Bridging science and practice in violence prevention: addressing
ten key challenges. Am J Comm Psychol. 2008; 41:197-205.

Hawkins JD, Oesterle S, Brown EC, et al. Sustained decreases in risk exposure and youth
problem behaviors after installation of the Communities That Care prevention system in a
randomized trial. Arch Pediatr Adolesc Med. 2012; 166:141-148. [PubMed: 21969362]
Quinby RK, Fagan AA, Hanson K, Brooke-Weiss B, Arthur MW, Hawkins JD. Installing the
Communities That Care prevention system: implementation progress and fidelity in a
randomized controlled trial. J Comm Psychol. 2008; 36:313-332.

Feinberg M, Bontempo D, Greenberg M. Predictors and level of sustainability of community
prevention coalitions. Am J Prev Med. 2008; 34:495-501. [PubMed: 18471585]

Scheirer MA. Is sustainability possible? A review and commentary on empirical studies of
program sustainability. Am J Eval. 2005; 26:320-347.

Shapiro C, Prinz R, Sanders M. Population-wide parenting intervention training: initial feasibility.
J Child Fam Stud. 2008; 17:457-466.

Pober JS, Neuhauser CS, Pober JM. Obstacles facing translational research in academic medical
centers. FASEB J. 2001; 15:2303-2313. [PubMed: 11689456]

Lancet. Author manuscript; available in PMC 2015 April 15.


http://www.who.int/chp/gshs/en/
http://www.who.int/chp/gshs/en/

1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Catalano et al.

Page 18

Key messages
Behaviour problems are important causes of adolescent morbidity and mortality

There is sufficient evidence from controlled trials that carefully designed
preventive interventions can improve adolescent health

Effective adolescent health programmes should include a combination of
preventive policies and programmes before and during the second decade of life

A programme of public education is needed to ensure that policy makers,
practitioners, scientists, and the general public are made aware of the health and
social benefits and cost savings from evidence-based preventive interventions

Research is needed on how to most effectively take such evidence-based
prevention interventions to scale, including research on how to build community
capacity, identify local need, match need to efficacious prevention interventions,
support and sustain these interventions, and learn what adaptations might be
needed for programmes designed in high-income countries to be effective in
low-income and middle-income countres

An international agency such as WHO, UNICEF, or The World Bank should be
encouraged to convene a guideline development group to identify broad
behavioural health risks confronting adolescents, recommend preventive
policies and programmes that have evidence of reducing these risks and
promoting adolescent health, and advise on actions that countries should
institute to take up and sustain a national programme to promote adolescent
health

Databases should be developed, including a database of community surveys that
comprehensively measure structural and intermediate determinants and health
and behaviour problems, and a database of efficacious preventive policies and
programmes across behaviour problems and health outcomes, the structural and
intermediate determinants they address, and their target populations
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Relevant risks and developmental period for illustrative preventive interventions by age group

Table 1

Pre-adolescence

Early adolescence
(11-13 years)

Late adolescence
(14-18 and
19-24 years)

Prevention policies

Address structural risks

Access to contraceptives
and increased tax on
alcohol

Graduated driving and
legal drinking age
21 years

Prevention programmes

Address intermediate
and individual risks

Family and individual ~ Nurse Family Partnership
(0-2 years), early childhood
education (3-5 years),

New Beginnings
(9-12 years)

School and individual ~ Seattle Social
Development Project
(6-11 years)

Peer and individual Computer-based
intervention (10-12 years)

Functional Family
Therapy, Strengthening
Families Program
(10-14 years)

Gatehouse Project

Unplugged, Life Skills
Training, Positive
Training Through Holistic
Social Programmes

Functional Family
Therapy, Nurse Family
Partnership (adolescent
mother impact)

Conditional
cash-transfer
programmes

Stepping Stones and
Sistering, Informing,
Healing, Loving and
Empowering
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Cost—benefit of selected programmes

Table 3

Benefits  cogt*  Benefit minus cost  Benefit per dollar cost
Nurse—Family Partnership $30325 $9421 $20 905 $3.23
Chicago Child-Parent Centers $39160 $8124 $31 036 $4.82
Strengthening Families Program for $6656  $851 $5805 $7.82
Parents and Youth 10-14 (SFP 10-14)
Functional Family Therapy $37 739  $3190 $34 549 $11.86
Seattle Social Development Project $6237  $2959 $3279 $2:11
Life Skills Training $1415 $34 $1382 $42.13

Page 25

Cost estimates are per participant, based on 2003 US$ for SFP 10-14; 2007 $ for the Chicago Child—Parent Centers; and 2010 US$ for all other

interventions.13
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