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Foreword

The decade of the 1990s begins with myriad
legislative mandates and literally millions of dol-
lars for implementation of programs directed at
substance use prevention. Many educators, pro-
fessional preparation institutions and agencices,
however, need advice about the best ways to
organize and begin or continue teaching about
substances and addiction. Guidance from pro-
fessional literature may scem inconsistent and
confusing or may be unaccessible to administra-
tors or staff. Additionally, theoretical discussions
in the literature may not translate to applications
in the highly varied scttings in which such pro-
grams arc conducted. The need for specific,
practical help on program planning, training and
cvaluation of curricula and school-based preven-
tion programs is evident.

By responding to these needs, Step by Step to Sub-
stance Use Prevention: The Planning Guide for
School-Based Programs makes a major contribu-
tion to the field of substance use prevention in the
school community. This p!: nning guideis unique
in its approach. The first cl.apter summarizes up-
to-date research about alcohol, tobaccoand other
drug problems as well as factors influencing drug
usc among youth. How this rescarch can be used

to plan and implement programs is explaincd.
Chapter 2 offers an overview of prevention,
identification and intervention strategies that can
be usedin school-based programs. A comprehen-
sive modecl for making linkages in programs and
scrvices is described. Attention is given to the
essential arca of establishing partnerships among
schools and community agencies. The last chap-
ter provides a framework that uses a stcp-by-step
planning approach with workshects for assessing
existing services and programs, identifying and
prioritizing gaps and developing program and
cvaluation activitics.

The “uscr friendly” nature of this guide may be its
strongest assct. Practical tools in the form of
checklists assist readers in actually doing the
planning. Each scction is completcly referenced
so that rcaders can locate rescarch and other
rclevant literature. Visual aids such as figures and
tables summarize and highlight key concepts,
facts and processcs.

This thorough and unique guidc is the product of
Dr. Fetro’s extensive and diverse carcer. Step by
Step’s blend of academic and applicable aspects
reflects her expericnees as a middle school teacher

vii
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STEP BY STEP

for 13 years and instructor for two years in a
college of education at a large university. She was
a teacher trainer, consultant to major school
districts and director of several curriculum devel-
opment projects. Currently she is the Health
Education Curriculum Specialist responsible for
planning and implementing substance use pre-
vention programs for the San Francisco Unified
School District.

As substance use prevention programs proliferate
throughout school communitics, this guide will
become an essential addition to personal and
professional libraries. Readers will find a versatile,
well-organized and comprehensive resource. Its
step-by-step approachincorporates strategics that
enhance the likelihood of successful, effective
school-based programs.

Judy C. Drolet, PhD, CHES
Asscciate Professor

Department of Health Education
Southern Illinois University
Carbondale, Illinois
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Preface

In September 1990, the Office of Disease Pre-
vention wid Health Promotion released Healthy
People 2000: The National Health Promotion and
Disease Prevention Objectives. Of the 125 health
promotion/discase prevention objectives, 17
(13.6%) focused on decreasing substance use
among young pecople or changing adolescent
perceptions about substance use.

The Federal Drug-Free Schools and Cormnmuni-
tics Act continues to provide funding for local
school-based cfforts. Many states provide addi-
tional monies to schools for substance use pre-
vention. As aresult, most school districts are faced
with making numerous decisions about how to
best utilize available funding and existing resources
to decrcase adolescent substance use.

There are no simple solutions to the problem of
adolescent substance usc. Reviewing theliterature
over the last thirty years wouid reveal an incred-
ible number of substance use prevention curricula
and school-based programs that have attempted
to prevent, delay, decrease or discontinue use of
substanccs among young; people.

Some focused primarily on providing inforina-
tion. Some hoped to change attitudes and values.
Some purported to change behaviors.

Some werc presented to small groups of students.
Some were adopted by large numbers of school
districts. Somc werc presented by classroom
teachers with very little preparation or training.
Some were presented by substance use prevention
experts. Some were extensively evaluated. Some
lacked evaluation componznts.

Some scemed o work—at lcast for a short time.
Some didn’t have any effect on adolescent sub-
stance use. And somc may have worked—but
wc’ll never know.

Through these programs, much has been learned
about key clements of prevention programs. One
fact, however, remains clear, Fragmented efforts
don’t secm to have any long-term effects on
substance usc.

The problem of adolescent substance use must be
addressed at all levels—from non-use to heavy
usc. It must be addressed in all social settings—
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the school, the home, the community and the
peer group. It must include multiple strategies—
curriculum, peer helping programs, parent in-
volvement, staff health promotion, student and
parent support groups, drug treatment programs
and many more.

The concept of a multi-faceted, muiti-leveled
program is not new. The prevention, identifica-
tion and intervention strategics described herein
arc not new. My purpose in writing Step by Step
was two-fold: (1) to provide a synthesis of sub-
stance use prevention programs/services that can
be implemented in school communities, and (2)
to assist program planners in making decisions
about which programs/scrvices are most appro-
priate for their school community.

Step by Step is written for administrators, health
cducators, counsclors, social workers and any
other professionals involved with planning and
implementing school-based programs/services.
The workshects are intended to guide program

planners through a proccss of: (1) identifying
what is required by fcderal and state legislation;
(2) asscssing programs/services in place; (3) se-
lecting additional programs/services to be imple-
mented; and (4) developing an implementation
plan, including goals and objectives,and program,
training and evaluation activities. My hopc is that
this planner’s guide is useful and practical.

As with most books, the final product is a culmi-
nation of formal and informal discussicns with a
number of individuals. At this time, I would like
to acknowledge the assistance of two groups of
people who contributed cither directly orindirectly
to the writing of this book. I would like to thank
ETR Associates, particularly the Editorial De-
partmen’, for their continued support—from the
initial idea to the final draft. Their combined
expertisc madc my job as author less difficult and
more enjoyable. Of cqual importance are my
colleagues and friends who reviewed various
sections of the planner’s guide and provided
inputand encouragementthroughout the project.

—]Joyce V. Fetro
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|NFORMATION.
THE CORNER_S:_TONE OF THE
PLANNING PROCESS

To develop and implement substance use pro-
grams and services, planners need an accurate
picture of the current use patterns of school-age
children and the factors that could increase or
decrease a young person’s risk. You must also
kaow how to integrate this information into a
comprehensive plan for your school community.

You need answers to these questions:

e How often do young people use different
substances?

e  When do they first use tobacco, alcohol and
other drugs?

Information Serves

Bascline data can help you elicit support from
decision makers, parcnts and community mem-
bers for implementation of programs and scr-
vices. National data can be compared with state
and local data to determine area-specific needs.

e  What are their perceptions about the harm-
fulnessand availability of different substances?

e  What arc their perceptions about the fre-
quency of substance usc by their friends?

e What are their attitudes about substance
use?

e  What factorsinfluence substance usc among
young people?

Several Purposes

Information at.out current patterns and trends
can provide dircction for developing new pro-
gram components (e.g., which substances to
emphasize at which grade level) or for improving
the quality of ongoing programs (c.g., which

e
o
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personal and social skills to incorporate in existing
curriculum).

Monitoring the prevalence of substance use inthe
school community can help you determine ef-
fectiveness of programs and services.

Statistics can increase public awareness about
substance use among adolescents. This informa-
tion can facilitate community-twide efforts to sup-
port school-based programs in your area.

Knowing substance usc pattens and trendsamong
adolescents can give direction for federal policy
and funding. For example, survey data about the
frequency of tebacco, alcohol and other drug ase
provides a bascline comparison for achievement
of the National Health Promotion and Disease
Prevention Objectives for the Year 2000 estab-
lished by the U.S. Department of Health and
Human Services.

Substance Use Among Adolescents

Since 1975, the National Institute of Drug Abuse
has sponsored Monitoring the Youth Survey: A
Study of the Lifestyles and Values of Youth
(Johnston, O’Malley and Bachman, 1989).

This in-school survey of a nationally representa-
tive sample of over 16,000 high school seniors
measures the prevalence and trends of substance
usc as well as a number of factors which may help
explainchanges in the frequency of substance usc.

The National Adolescent Student Health Survey: A
Reporton the Health of America’sYouth(American
School Health Association, Association for the
Advancement of Health Education and Socicty
for Public Health Education, 1989), examined
adolescents’ knowledge, attitudes and behaviors
in eight critical health areas, including tobacco,
alcohol and other drug use. More than 12,000
cighth and tenth grade students responded to

items about substance use selected from the
Monstoring the Youth Survey.

The major findings of these surveys, including
comparisons across cighth, tenth and twelfth
gradcs, are outlined below.

Prevalence of Substance Use

Despite continued downward trends in reported
use of @/l substances by high school seniors in the
United Statcs, the level of involvement with illicit
substances remains higher than that of any other
industrialized nation (Johnston, O’Malley and
Bachman, 1989). Table 1 preseritythe prevalence
and frequency of substance use among high school
seniors from 1975 to 1988.

The m.st recent findings of the Monstoring the
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Table 1
Prevalence and Frequency of Use of Selected Substances
® [ ]
Among High School Seniors (Percentages)
1975 1980 1985 1988
Ever Used
Tobacco 73.6 71.0 68.8 66.4
Alcohol 90.4 93.2 92.2 92.0
Marijuana 47.3 60.3 54.2 471.2
Cocalne 9.0 15.7 17.3 121
Inhalants N.A.* 17.3 18.1 17.5
Hallucinogens 16.3 133 10.3 89
Stimulants 223 26.4 26.2 19.8
Sedatlves 18.2 149 11.8 7.8
Used In the Last Year
Tobacco N.A. N.A. N.A. N.A.
Alcohol 84.8 87.9 85.6 85.3
Marijuana 40.0 48.8 40.6 33.1
Cocaine 5.6 12.3 13.1 7.9
Inhalants N.A. 79 7.5 71
Hallucinogens 112 9.3 6.3 5.5
Stimulants 16.2 20.8 15.8 109
Sedatlves 117 10.3 5.8 3.7
Used in the Last Month
Tobacco 36.7 30.5 30.1 28.7
Alcohol 68.2 72.0 65.9 63.9
Marijuana 271 33.7 25.7 18.0
Cocalne 1.9 5.2 6.7 34
Inhalants N.A. 2.7 3.0 3.0
Hallucinogens 4.7 3.7 2.5 2.2
Stimulants 8.5 121 6.8 4.6
Sedatives 5.4 4.8 2.4 14
Used Daily
Tobacco 269 21.3 19.3 18.1
Alcohol 5.7 6.0 5.0 4.2
Marijuana 6.0 9.1 4.9 2.7
Cocalne 01 0.2 0.4 0.2
inhalants N.A, 0.2 0.4 0.3
Hallucinogens 0.1 0.1 0.1 0.0
Stimulants 0.5 0.7 0.4 0.3
Sedatives 0.3 0.2 0.1 0.1
Terms: Ever Used: Used one or moie times. *N.A. = Data not avallable
Used in Last Year: Used in the 12 months prior to survey.
Used in Last Month: Used at least once in the 30 days prior  Source: Johnston, O'Malley and Bachman (1989).
to sui .
Usedmty: Used 20 or more times Inthe month before survey.
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Table 2
Prevalence and Frequency of Use of $.:lected Substances by 8th,
10th and 12th Grade Students in 1988 (Percentages)
8th 10th 12th
Grade Grade Grade
Ever Used
Tobacco N.A. MN.A. 66.4
Alcohol 77.4 88.8 92.0
Marijuana 145 35.1 47.2
Cocaine 3.6 7.7 121
Inhalants 20.6 20.6 175
Used i, the Last Year
Tobacco N.A. N.A. N.A.
Alcohol 59.8 78.6 85.3
Marijuana 9.5 26.1 33.1
Cocaine 2.6 5.6 79
Inhalants 9.9 9.5 714
Used in the Last Montl,
Tobacco 16.1 26.4 28.7
Alcohol 31.5 51.8 63.9
Marijuana 54 149 18.0
Cocaine 1.6 2.7 3.4
Inhalants 6.2 4.5 3.0
Torms: N.A. = Data not available
Ever Used: Used one or more times.
Used in Last Year: Used in the 12 months prior to survey,
Used in Last Month: Used at least once in the 30 days prior to survey.
Source: ASHA, AAHE, SOPHE (1989): Johnston, O'Malley and Bachman (1989).

Youth Survey show that substance use among e  More than one-third (35%) have had five or
high school seniors remains extremely high. mor¢ drinks in a row in the previous two
weeks.
o  92X%ofhigh school seniors have tried alcobol
before finishing high school. ®  More than half (54%) have tried an illicit
substance; 47% have tricd marijuana; 33%
¢  Almost two-thirds (64%) drink a/cobol on a have tried some sllicit substance other than
regular basis. MArijuana.
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e Somec two-thirds (66%) report having tried In general, higher proportions of boys than girls
cigarettes, nearly one-third (29%) had sioked use illicit substances. High school seniorswhoare
in the last month. “college bound”™ have lower rates of substance

use than those with no plans to attend college.

Table 3
Grade of Initial Use of Gateway Drugs for 8th, 10th and
12th Grade Students in 1988 (Percentages)
8th 10th 12th
Grade Grade Grade
Smoked First Cigarette
Grade 4 or below 128 9.7 N.A.
5-6 24.1 16.0 19.4
7-8 139 25.1 19.5
9 0.0 88 11.7
10 0.0 3.3 7.3
11 _ N.A. N.A. 5.8
12 N.A. N.A. 2.6
Never used 49.2 37.0 33.6
Tried Alcohol
Grade 4 or below 14.0 8.2 N.A.
5-6 26.8 14.4 8.6
7-8 325 39.0 219
9 0.0 22.0 25.7
10 0.0 4.5 18.2
11 N.A. N.A. 12.0
12 N.A. N.A. 5.6
Never used 26.7 119 8.0
Tried Marijuana
Grade 4 or below 1.7 1.2 N.A.
5-6 4.3 4.1 2.3
7-8 7.6 14.9 8.8
9 0.0 10.6 13.2
10 0.0 4.4 10.1
11 N.A. A, 8.5
12 N.A. N.A. 4.3
Never used 86.4 64.8 52.8
N.A. = Data not available
Source: ASHA, AAHE, SOPHE (1989); Johnston, O'Malley and Bachman (1989).
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The highest rates of substance use among youth
arc in the western United States, followed by the
northeast. Substance use is higher in metropoli-
tan arcas than in other areas of the country.

Results ofthe National Adolescent Student Health
Survey of cighth and tenth graders show that:

®  More than 57% had tried cigarettes by tenth
grade.

o 83%hadtricdalcohol; 42% had used alcohol
in the last month.

e 32%hadconsumed more than five drinks on
onc occasion in the last two weeks.

o  25% had tricd marijuana; 10% had smok-d
marijuana in the last month,

Overall, the findings from both surveys show that
students’ use of all substances increascs from
cighth to tenth to twelfth grade, with the excep-
tion of inhalants. See Table 2 for a comparison of
prevalence and frequency of use from eighth to
twelfth grades,

First Substance Use

Information about when young people begin
using substances is critical to the planning of
school-based prevention programs.

Eighth, tenth and twelfth grade students were
asked the grade at which they first tried specific
substances. Combined findings (Table 3) show
that:

o  37% ofthe cighth graders, 26% of the tenth
graders, and 19% of the twelfth graders had
smoked their first cigarettc by the sixth
grade.

e  41% of the cighth graders, 23% of the tenth
graders, ard 9% of the twelfth graders had
tried alcohol by the sixth grade.

o  13% ofthe cighth graders, 20% of the tenth
graders, and 11% of the twelfth graders had
tricd marijuana by the eighth grade.

In most cases, the grade level at which students
begin experimenting with use of substances has
continued to dccrease.

Perceptions of Substance Use

Adolescents’ perceptions and beliefs about sub-
stancc use are closely associated with how often
they use substances. Perceptions of how harmful
substances are toadolescents, and how acceptable
substance use is to adolescents and their peers can
affect the frequency and level of substance use.

In addition, adolescents’ perceptions about how
many of their peers usc substances are highly
corrclated with their own substance use.

Harmfulness

The substantial majority of high school seniors
felt that regular use of any illicit substance (70-
89% depending on the substance) entailed “great
risk” of harm. Two-thirds fclt that smoking ciga-
rettes regularly placed the user at “great risk.”

hy



In contrast, relatively few (27%) associated much
risk with having one or more alcoholic drinks on
a daily basis.

Similar perceptions were reported by eighth and
tenth graders, although peicentages of students
who thoughtregular cigarette smoking and mari-
juana usc were harmful were lower.

Overall, perceived harmfulness of all substances
decreased from cighth to tenth grades, with the
exception of cigarettcs.

Availability

Generally, the most widely used substances were
reported to be the casiest to obtain by the highcst
proportion of students in all three grade levels.

High school seniors reported that marijuana was
the most available of the illicit substances (85%
felt it would be “very casy” or “fairly easy” to
obtain).

In the cighth and tenth grade sample, 86% feit it
would be “very casy” or “fairly easy” to obtain
cigarcttes; 84% to obtain alcohol; and 57% tc
obtain marijuana.

Approval/Disapproval

Adolescents’ personal disapproval of substance
use and their perception of friends’ disapproval
parallels actual use.

Morc than 89% of high school seniors disap-
proved of regular usc of any illicit substance.

Smoking cigarcttes regularly was not acceptable
to 73%.

19
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Interestingly, 75% disapproved of daily drinking
of two or more alcoholic beverages, while only
65% disapproved of binge drinking (five or more
drinks once or twicc ¢ach weckend).

When asked about their friends’ attitudes toward
sclected substances, 86% of high school seniors
felt their friends would disapprove if they smoked
marijuana regularly. Also, 76% felt their friends
would disapprove of regular cigarctte smoking.
Finally, 75% felt drinking cone or more alcoholic
beverages daily was not acceptable by theirfriends.
Fewer (54%) felt peer disapproval for heavy week-
end drinking,.

Perceptions of friends’ disapproval of use were
similar in eighth and tenth grades.

Peer Norms

Since adolescents’ substance use is directly related
to substance use by their peers, students in both
survcys were asked to estimate substance use by
their friends. Atali grade levels, adolescents over-
estimated the percentage of students who had
used various substances.

The difference between estimated and actual use
varicd by substance. The greatest differences were
for marijuana and cocaine. Minimal differcnces
were found for alcohol use duc to the large
proportions of students who had alrecady uscd
alcohol (85% of the eighth and tenth gradersand
92% of the twelfth graders).
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Why Adolescents May or May Not Use
Substances

Numcrous studies identify factors that place ado-
lescents at risk for substance use and factors that
could decrease risk.

The assumption is that indicators can identify
adolescents at highest risk, and that appropriate
school-based programs and services can prevent
or delay substance use.

Individual Factors

Antisocial behavior and hyperactivity
Alienation and rebelliousness

Positive attitudes toward substance use
Early first use of substances

Other highrisk behaviors

School Factors

School management problems
Poor school performance
Availability of substances
Lack of commitment to school
Lack of school involvement

Peer Factors

Peer use of substances

Positive peer attitudes toward substance use
Greater reliance on peers than family

Lack of positive peer involvement

Figure 1
Factors that Increase the Risk of Substance Use

These indicators are also useful when working
withadolescents whoare already using substances.
In this case, school personnel can identify factors
that can be modified.

Ther, programs and scrvices aimed at reducing
adolescents’ risk can be developed, thereby de-
creasing or discontinuing substance use.

Family Factors

Family history of alcoholism

Family management problems

Low/unrealistic parental expectations

Lack of family involvement

Positive family attitudes toward substance
use

Use of substances by family members

Antisocial behavior of family members

Community Factors

Lack of community involvement

Availability of substances

Community norms favorable to substance
use

Lack of relationships with significant aduits
in the community

Lack of employment opportunities




Risk Factors

Risk factors for substance use should be inter-
preted the same way as risk factors for heart or
lung discase or any other physiological disorder.
That is, the greater the number of risk factors
present, the greater the probability of substance
use.

Remember that risk factors are not causal factors.
An adolescent who has one or more risk factors
will not necessarily become a substance uscr,
although the chances are greater.

Overthe past twenty years, researchers have iden-
tified a wide range of factors associated with
substance use among adolescents.

Demographicvariables(i.c., age, gender, ethnicity,
sociocconomic status, geographic region, popu-
lation density) are related to prevalence of sub-
stance usc. However, age and gender are the only
demographic variables that appear to predict sub-
stance use.

Risk factors for substance use can be grouped into
five categories: individual, family, school, pcer
group and community (see Figure 1).

Individual Factors

Individual factors include attitudes, belicfs and
personality traits. An adolescent’s attitudes to-
ward substance usc (approval versus disapproval)
and his /her early experimentation with substances
may lead to more extensive involvement in later
adolescence.

STEP BY STEP

In addition, early antisocial bekavior, hyperactiv-
ity, alicnation and rebelliousness are directly re-
lated to adolescent substance use.

In gener-i, however, individual factors have been
shown to be less predictive than social environ-
mental factors (i.c., family, school, peer group
and community).

Family Factors

Several family factors have been associated with
adolescent substance use, including: family man-
agement problems (c.g., poorly defined rules,
inconsistent or excessive discipline, poor commu-
nication), low or unrealistic expectaticns from
parents, and lack of involvement in family activi-
ties.

These factors, combined with positive family at-
titudes toward substance use and a family history
of alcoholism, provide unclear family guidclines
for acceptable and unacceptable behavior.

School Factors

Poor school performance is a common anteced-
ent of substance use. Whethcr a result of a lcarn-
ing disability, boredom, lack of commitment or
lack of involvement, an adolescent who is failing
academically is at greater risk of beginning to use
substances and subsequent heavy substance use.

Likc family management problcms, school man-
agement problems (e.g., poorly defined policics
about substancc use, inconsistent discipline) and
availability of substances on school campuses can
give inconsistent messages about acceptable be-
havior.
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Peer Group Factors

One of the most powerful influences on adoles-
cent behavior patterns is association with their
peers. Peer use of substances and positive atti-
tudes toward substance use are two of the stron-
gest risk factors for adolescent substance use.

Community Factors

Community norms or values favorable to sub-
stance usc and availability of substances in the
community can reinforce adolescents’® positive
attitudes toward substance usc. In addition, com-
munity factors such as limited opportunities for
involvement, employment and success can influ-
ence levels of substance use among adolescents.

(For morc information about risk factors, sec:
Battjesand Jones, 1987; Baumrind, 1987; Capuzzi
and Lecoq, 1983; Hawkins, Lishnerand Catzlano,
1987; Hundleby and Mercer, 1987; Jessor, 1987;
Kandel, 1982; Murray and Perry, 1987;
Newcomb, Maddahianand Bentler, 1986; Pollich,
Ellickson, Reuter and Kahan, 1984.)

Protective Factors

The greater the number of risk factors, the greater
the probability that adolescents will use sub-
stances. Just as with other health disorders, risk
factors for substance use, once identified, can be
modified or eliminated.

Related to this fact, additional research studies
identify protective factors—strategics to modify
or decrease the number of risk factors for sub-
stance usc.

For school-based programs, the social devclop-
ment model provides a framework for strength-
cning protective factors for substance usc
(Hawkins, Jensen and Catalano, 1988; Hawkins,
Lishner and Catalano, 1987; Hawkins and Weis,
1985). In this modcl, positive social bonding is
identified as a critical protective factor for sub-
stancc use. Strong social bonds consist of three
clements: a sense of attachment, a sense of com-
mitment, and a sct of values about what is right
and wrong.

Closer examination of the risk factors (Figurc 1)
reveals a lack of social bonding in cach social
sctting. Alicnation, antisocial behavior, rebel-
liousncss, lack of involvement with family, lack of
involvement and commitment to school, lack of
positive pecr involvement and lack of involve-
ment in the community have all been identified as
risk factors for substance usc (scc Figure 2).

The stronger the social bonds in the family and
school, the more likely the adolescent will form
social bonds with positive peer groups, and the
less likely that he or she will usc substances.

To strengthen social bonding, three conditions
arc essential. First, adolescents must have oppor-
tunities to actively participatein the family, school,
positive peer groups and community. Sccond,
adolescents must be taught the social, cognitive
and behavioral skills neces” |, to perform suc-
cessfully in all social settings. And finally, the
family, school, peer group and community must
provide consistentreinfoccement, recognition and
rcwards for new skills and behaviors.



Figure 2

Protective Factors for Substance Use
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Using Information to Plan Your Program

Using national surveys and other research results
during the planning process can strengthen the
cffectiveness of your program.

For cxample, considering prevalences and fre-
quencices of use of various substances can help in
planning curriculum content. Substances that arc

uscd most often should be discusscd at greater
length and in more depth. Since frequencies of
alcohol use continue to be high, strong emphasis
will need to be placed on reducing alcohol usc.

Survey data show that grade levcls of initial sub-
stance usc, particularly for the ga.eway drugs,

11
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continue to decrease. Therefore, prevention pro-
grams must be implemented at lower grade levels.

Moreover, substance use increasesat certain grade
levels. Early identification and intervention pro-
grams should be implemented at these grade
levels.

Data show that adolescents’ perceptions of the
harmfulness of substances are associated with
their perceptions of peer disapproval; their per-
ceptions of peer disapproval are associated with
lower levels of use. As a result, school-based
programs should reinforce these negative atti-
tudes toward substance use.

Including information about the short- and long-
term physiological, psychological, social and legal
consequences of substances use will strengthen
any prevention program.

 In all cascs, adolescents’ perceptions of pecr sub-
stance use were higher than actual use. Preven-
tion programs should include activities to correct
misconceptions of peer norms.

Rescarch studics show that a number of factors
increase the risk of substance use among adoles-
cents. To preven® or delay substance use, schools
can use these indicators to identify adolescents at
highest risk. The carlier the identification, the
greater the likelihood that programs and services
will be effective.

According to the social development model, so-
cial bonding to family, school, positive peer groups
and community are critical to substance use pre-
vention.

Thus, program planners can use this information
to develop and implement strategies that increase
opportunities for youth to be involved in all social
scttings, provide them with the skills to take
advantage of the opportunitics and reward their
SUCCESSES.

Programs should provide parents with effective
family management and communication skills. If
feasible, family intervention services can be pro-
vided to resolve family-based conflict or problems.

Peer helper programs provide opportunitics for
students to work with other students in a varicty
of roles. They establish supportive nctworks to
empower young people to take responsibility for
each other.

Schools must work with community-based or-
ganizations and the private sector to provide
adolescents with opportunities for recreatiou and
employment.

Substance use prevention education programs
must be skills-based, providing young people
with personal and social skills to effectively usc the
opportunitics available in their social systems.

Finally, adolescents must be provided with aclear
sense of what is right and wrong, what is accept-
able and unacceptable in the school, family and
community. Consistent messages about substance
use across all settings are critical to substance usc
prevention,
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PREVENTION,

"FOR

IDENTIFICATION

AND I N__T-E_'RV ENTION

"Tobacco, alcohol and drug use are behavioral
problems influenced by many social systems
(California State Department of Education, 1990).
Within these systems—school, community, fam-
ily and peer group—a variety of risk factors can
increase the likelihood of substance use.

Programs to prevent, delay, decrease or discon-
tinue use must include strategics that will alter or
climinate these risk factors and strengthen pro-
tective factors within the school, community,
family and peer group. (Refer to Figures 1 and 2
in Chapter 1.)

This chapter provides a model for impacting the
systems that influence substance use amongyouth.
Specific strategics for prevention, identification
and intervention, including key components and
steps for implementation, are presented.

To be cffective, a comprehensive approach that
integrates prevention, identification and inter-
vention programs and services must be in place,
and partnerships among schools a~ { community
agencics must be established.

Partnerships Between School and Community

Schools cannot assumec sole responsibility for the
substance use problem. Schools are only one of
the social systems influencing tobacco, alcohol
and other drug use among youth. Inaddition, the
primary role of schools is educational and, in
many cascs, qualified staff and resources arc not

sufficient to implement identification, referral
and intervention strategics in the school.

Since many programs, resources and services are

available in thecommunity, partnerships /linkages
among schools,community-based organizations,

o7 15
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law enforcement agencics and health care provid-
crs must be established. Thus, if specific programs
aren’t available in the school, students can be
referred to appropriate community-based organi-
zations. This collaborative process will assure that
students at a// levels receive the assistance they
need.

One way to formalize school/community part-
nerships is for school districts to establish a Pre-

—— PREVENTION————

| |
|

EXPER- |
-‘MENTAL |
CUSE

NON-USE

_——

Figure 3
A Continuum of Substance Use and
Prevention-Identification-Intervention Strategies

i~ IDENTIFICATION —

vention Planning Council comprised of a cross-
section of school and community stakcholders.
(Scc Steps for Establishing a Prevention Planning
Councilin Chapter 3.) The school district would
then assume a leadership role in coordinating
existing school and community efforts to prevent
substance use among children and youth.

School/community collaboration can maximize
available resources, climinate duplication of efforts,

INTERVENTION




integrate related programs and services, and ¢s-
tablish a community-wide management/moni-
toring system for preventing substance usc among
-outh (California State Department of Education,
190).

SteP BY STEP

Also, partnerships provide consistent messages
about substance usc and how children and youth
arc expected to behave in the school, home and
community. Finally, partnerships create aschool/
community environment in which substance use
is ncither desirable nor tolerable.

Overview of the Model

Since the problem of substance use is complex,
the approach to establishing and maintaining
drug-free school communities must be multi-
leveled and multi-faceted. Students’ needs vary
not only by their age and developmental level but
also by their level of risk and level of use.

As arcsult, programs to address needs of students
with minimal risk should differ from those for
high risk students. Similarly, programs designed
to identify and refer students who experiment
with drugs should be different from those de-
signed to counsel and treat students who use
drugs on a regular basis.

Students’ use oftobacco, alcohol and other drugs
can best be represented by a continuum from

nonuse to heavy/dysfunctional use (see Figure
3).

To mect the needs of gl students in the school
community, a comprehensive program should
include strategies to: (1) prevent or delay use
(prevention), (2) identify and refer students at
highrisk orstudents who are using (identification),
and (3) provide support for high-risk students
and facilitate discontinuance of use (interven-
tion).

Theprogression from nonuse to experimental use
to heavy use of substances is not inevitable. A
model that encompasses prevention, identifica-
tion and intervention strategics can interrupt and
reverse this progression so that students may live
healthier lives (see Figure 4).

AR
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Figure 4
A Comprehensive Model to Prevent Substance Use
in the School Community
Lawen- | | Community] | Voluntary Youth Parent Health care Private Other |
forcement based heaith serving organiza- || providers/ || business/ | | organiza-
organiza- organiza- Organiza- tions facilities industry tions
tions tions tions

M

Sehool/ Student
00 i Assistance Core
Community > Pla:::;néf:ncil < Teams
Advisory Group (if applicable)
Y
Prevention Identification Intervention
Strategies Strategies Strategies
e Comprehensive K-12 o Staff referrals ¢ Smoking cessation
curriculum * Peer referrals programs
* Peer helper programs * Parent referrals * Twelve-step programs
¢ Adult mentor programs o Selfreferrals * Peer support groups
¢ Parent education/ e Community agency ¢ Crisis intervention
involvement referrals ¢ Individual and family
* School health services #_,,- Student assistance <« counseling services
e Community awareness programs ¢ Rehabilitation and treat-
programs/involvement * Awareness and inservice ment services
¢ Health promotion training programs * Awareness and inservice
programs for staff training programs
* Positive alternative
programs
¢ Awareness and inservice
training programs
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Prevention

Prevention strategics arec aimed at preventing,
dclaying or decreasing the use of tobacco, alcohol
and other drugs. They arc designed to educate
and protect all youth in a given age group before
they begin cxperimenting with substances.

Traditionally, prevention programs have been
school-based, have focused primarily on provid-
ing accurate information about the cffects and
consequences of substance use, and have been

directed at the individual.

Recent research, however, has shown that pre-
vention programs must: include broad-based
parent and community involvement; present skill-
building activitics as well as information; and
impact all social systems influencing the indi-
vidual. (Formoreinformationsec: Bell and Battjes,
1987; Glyrin, Leukenfeld and Ludford, 1983;
Jones and Battjes, 1987).

Prevention programs attempt to alter the indi-
vidual by strengthening personal and social skills
and alter the social systems by reducing risk
factors, strengthening protective factors and pro-
moting drug-frec environments so that substance
use will not begin. Comprchensive prevention
programs incrcase awareness within the school,
home and community and encourage identifica-
tionand confrontation of substance use problems.

"The most promising of these programs include a
varicty of strategics that target students, peer
groups, the family and the community. Key
strategics that can be included in school com-
munity prevention cfforts are described below.

Comprehensive K-12
Curriculum

Classroom instruction provides the foundation
for all other prevention strategics. Ideally, the
substance use prevention curriculum should be
integrated within a comprehensive health educa-
tion program at all grade levels. Tobacco, alcohol
and other drug use are not isolated behaviors.
They are closcly related to other health-com-
promising behaviors, such as drinking and driv-
ing, carly sexual activity, cating disorders and
delinquency.

Including instruction about substance usec in a
comprehensive health education program allows
the teacher to address all health-compromising
behaviors by targeting risk factors in the school,
home, community and peer group.

To foster healthy attitudes and behaviors about
substance use, schools must develop (or adopt)
and implement comprehensive curricula for stu-
dents in all grade levels.

Comprehensive K-12 curricula include:

e aplannedsequenceofactivitics and materials,
kindergarten through grade 12, based on
students’ social and cognitive developmen-
tal levels, identificd needs and personal
concerns;

e instruction to promotc healthy lifestyles as
well as to prevent substance usc;
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® activitics to give students the knowledge,
skills and values necessary to make decisions
about behaviors related to substance use;

e  opportunitics for students to develop and
demonstrate related knowledge, attitudes
and skills;

e information about the physical, mental,
emotional and social dimensions of health;
and

e specific program goals and objectives, ap-
propriate evaluation procedures and suffi-
cient resources (National Professional School
Health Education Organizations, 1984;
Lohrman, Gold and Jubb, 1987).

National guidelines for instruction about sub-
stance use identify themes that should be present
incurriculaatall grade levels (U.S. Department of
Education, 1988). Thescinclude developmentally
appropriatc knowledge and values students need
to acquirc -as well as instructional methods for
carly childhood (grades K-3), upper-clementary
school (grades 4-6), middle/junior higl school
(grades 7-9), and high school (grades 10-12).
These guidelines are found in Appendix C.

Amodelcurriculum with age-appropriate student
objectives and learning activities for grades K-12
can be found in Curriculum for Building Drug-
Free Schools(Hawlcy, Peterson and Mason, 1986).

Consult the health education curriculum guide-
lines in your state to ensurc that substance use
prevention curricula are consistent with state
guidclines for the age and developmental level of
your students.

Prevention Efforts Past and
Present

Prevention cfforts in the 1960s were based on the
assumption that adolescents used tobacco, alco-
hol and other drugs because they weren’t aware of
the consequences. Classroom instruction focused
on providing information about the physiological
and psychological cffects of these substances on
the body. It often incorporated scare tactics to
reveal the negative personal, social and legal
conscquences of use.

In the 1970s, programs used more affective
methodsand focused on eliminatinginterpersonal
and intrapersonal factors thought to be associated
with substance use. These programs included
activitics to enhance sclf-esteem, clarify values
and strengthen decision- making skills.

The most recent prevention approaches focus on
psychosocial factors promoting initiation of use.
These programs enhance personal and social
competency skills (¢.g., refusal skills, communi-
cation skills, asscrtiveness skills, coping skills and
critical thinking skills). They are based on the
premisc that adolescents need a variety of generic
skills they can usc in social situations in which they
areconfronted with decisions about usingtcbacco,
alcohol or other drugs.

(For more information about prevention educa-
tion programs, sce Bell and Battjes, 1987; Botvin,
1986; Botvin and Wills, 1987; Glynn, 1989;
Hawkins, Lishner and Catalano, 1987; Murray
and Perry, 1987.)



Key Elements

Research on the effectiveness of prevention pro-
grams over the last 20 years has identified the
following key clements as essential for program
SUCCCSS.

Information

Your prevention education program shouid in-
clude information about: short-term social zon-
sequences, physiological and psychological effects
of tobacco, alcohol and other drugs; internal and
external influences on substance use; and cor-
rection of misperceptions of social norms rclated
to substance use.

Activities to Enhance Self-Esteem

Self-esteem—a fecling of well-being and sclf-
worth—can affect a student’s ability to cope with
internal/external pressures to use substances and
his/her ability to make health promoting deci-
sions. Your prevention program should include
activities to enhance sclf-esteem.

More specifically, it should include: activities to
make students aware of their own uniqueness and
that of others; activitiys to increase their feelings
of connectedness witti school, family and peers;
and activites to i:izgcase their sensc of personal
power.

Communication and Assertiveness Skills

Students need a broad range of skills to deal
cffectively with interpersonal relationships. They
need to know how to initiate conversations, ¢x-
press thoughts and feclings, listen, agree or dis-
agree, and give clear verbal and nonverbal mecs-

sages.
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These skills are essential for building self-cffi-
cacy—the ability to execute successfully the be-
haviors necessary to produce the desired outcome
(Bandura, 1977). Students with increased sclf-
estecm will come to believe they can refrain
successfully from using tobacco, alcohol and other
drugs.

Decision-Making Skills

Early instruction in how to make decisions can
cquip students with skills to help them solve
problems that arise in social situations. The pro-
cess of making a decision can be taught, applied
to everyday situations, and presented in roleplay
exercisesrelated tosubstanceuse. Strong decision-
mzking skills can increase students’ sensc of
control, thus enhancing self-ecsteem and self-ef-
ficacy.

Refusal/Resistance Skills

Refusal/resistance skills are a criticai component
of prevention programs. Students must be taught
how to clearly “say no” in a way that doesn’t
jeopardize peer relationships. They must also be
taught how to avoid situations and delay actions
until they are able to refuse.

Activities to teach these skills could include
roleplaying and modeling resistance behaviors in
real-life social situations. Thesc activitics arc based
on the assumption that students who understand
theinternal and external pressures to use substances
can develop and rehearse arguments in advance.
Subsequently, they will be able to effectively use
refusal /resistance skills when making decisions
about substance use.

Coping Skills
Many students use substances to help them deal
with stressful situations in school, at home and
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with peers. Students can be made aware of these
stressors and then provided with skills to cope
with stressful situations (c.g., physical activity,
sclf-monitoring, relaxation, alternative activities,
hobbies, social support).

GoalSetting Activities

Most adolescent decisions, including those to use
substances, arc based on their perceptions of the
immediate, rather than the long-term conse-
quences of those decisions. Students must be
taught to realize the importance of looking ahead
and considering future goals when making lifestyle
decisions.

Goal-sctting activitics can help students identify
short- and long-term goals, list the steps neces-
sary to achieve their goals, and understand how
using substances might affect those goals.

Use of Peer Helpers

Peer helpers in classroom presentations, roleplays
and small group discussions can increase the
cffectiveness of your program. Student partici-
pation and roles can vary depending on the
educational approach and the classroom teacher.
(For more information, refer to the section on
peer helper programs. )

Parent involvement

Involving parents in program activitics and
homework assignments, particularly in lower grade
levels, can increase students’ interest in classroom
activitics, cnhance communication between stu-
dents and their parents, provide a vehicle for

parents to discuss their ideas, opinions and values,
and strengthen family bonds.

Parents involved in your program might: com-
pletc parent/student homework assignments,

watch television programs about substance use,
and participate in parent education workshops.
(For more information, see the section on parent
education and involvement.)

- If your program does not include all these cle-

ments, you can strengthen it by developing and
implementing the missing activitics.

(For more information about components of
school-based substance use prevention programs
and available curricula incorporating these key
clements, sec Schools and Dyugs: A Guide to Drug
and Alcohol Abuse Pyevention Curricula and
Programs [Crime Prevention Center, 1987] and
What Works? A Guide to School-I". - * Alcohol and
Drug Abuse Prevention Curric.  [Rogers,
Howard-Pitney and Bruce, 1989].)

Peer Helper Programs

Peer helper programs can be an important part of
your school-based prevention efforts. They pro-
vide opportunities for students who represent the
cthnic, academic and economic diversity of the
community to work with other students in a
variety of roles.

Peer helper programs are based on the assump-
tions that adolescents: (1) rely on each other for
accurate information about health-related issues
and concerns, (2) have a stronginfluence on each
other’s decisions, (3) need to discuss feclings
openly and honestly,and (4) need tohave someone
available to them whenever they have personal

questions and concerns (Cook, Sola and Pfeiffer,
1989).



Thus, programs rely on existing supportive net-
works among adolescents. Their success in em-
powering students to be responsible for each
other has led to additional positive cffects on
academic performance and health-related be-
haviors for both peer helpers and students who
reccive assistance (Klepp, Halperand Perry, 1986).

Involve students from all grade levels and ethnic
groups in peer helper programs. Pecr helper roles
will vary from school to school depending on: the
needs of the school, the goals and objectives of
the program, the availability and expertise of
existing staff, the amount of funding, and student
interest, '

Peer helpers can serve as peer ¢ducators, peer
mentors, cross-age tutors and peer counselors.

Peer Educators

Using peers topresent health-related information
has proven to be an effective method for teaching
resistance skills. Pecr educators can be trained to
teachstudentstheirage oryoungerabout tobacco,
alcohol and other drugs.

In addition to providing information about the
cffects and consequences of use, classroom pre-
sentations can include roleplays or skits which
model different ways young people can resist
pressure to usc substances. Peer educators can
also lead discussions about positive alternatives to
using substances.

Peer Mentors

Students can scrve as mentors to younger stu-
dents who are having difficulty adjusting to a new
school, making a transition from middle school or
junior high school to high school, or dealing with
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their familicsand/or peers. Peer mentors can also
be paired with students who are at high risk for
dropping out of school.

These rclationships can help dispel fears younger
students may have as they become acclimated to
anew school. Pecrmentos can be role models for
students who lack interpersonal and social skills
and help them meet other students, make friends
and participate in school activitics.

Cross-Age Tutors

Older students who are skilled in one or more
subject arcas can be paired with younger students
who are experiencing difficulty in those subject
arcas. The tutoring process can be short or long
term depending on the students and the type of
assistance nceded.

Peer Counselors

Pecrcounselors can work with students not casily
reached by adult professionals. They meet with
students, individually or in small groups, to dis-
cuss personal concerns.

Their roles include listening to and being sup-
portive ot other students’ issues and problems,
modeling good communication and copingskills,
and providing information and guidance, if nec-
cssary, about available resources and services.
Pecrcounselors can also co-facilitate pecrsupport
groups.

Setting Up and Coordinating a
Peer Helper Program

The peer helper program should be coordinated
by a designated staffperson. In addition to sctting
up the program and sclecting and training peer
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helpers, the coordinator should conduct regular
meetings with peer helpers to teach new skills,
provide fcedback, support and encouragemient,
plan future program activitics, and review peer
helper roles.

To develop and implement your program, con-
sider the following important factors. (For more
detailed information, see: Cook, Sola and Pfciffer,
1989; Fcigenbaum and McCarthy, 1989;
Sachnoff, 1984; Tindall, 1989a; 1989b; 1989¢.)

Obtain Program Support

Administrative, staff and student support is the
first step in developing a peer helper program.
The potential bencfits (¢.g., improved school
climate, fewer discipline problems, an increase in
students’ self-esteem) should be presented to
school administrators and staff.

Student support is critical. Make them aware of
the program through classroom presentations,
school media and word of mouth. The program
description should include: its purposc, services
provided, students involved, and procedures for
contacting peer helpers.

Select Peer Helpers

After you establish your sclection criteria, recruit
potential peer helpersthrough staff, pecr and sclf-
referrals. Students should represent across-section
of social groups, cthnic groups and grade levels.
They should relate weil with their peers and be
dependable and accepting of others. They should
also have strong lcadership potential,

Train Peer Helpers

The most important factors in training your peer
helpers are the quality, length and type of training
provided. Decide on the content of your training
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using your program goals and objectives. For
cxample, peer cducator training should include
didactic information aboui substance usc and
practice in using the skills that will be presentedin
classrooms.

Peer mentors and cross-age tutors should be

trained in communication skills. Peer counselors
should learn about verbal and nonverbal com-

munication, values clarification, advice-giving vs.
guidance, and available school/community re-
sources. They should also receive practice in
decision-making skills, problem solving and group
process.

Peer helper trainings should be experiential with
as many hands-on activities as possible. Ongoing
training is essential to ensurc mastery and inte-
gration of ncw skills.

Adult Mentor Programs

In schools, adult mentor programs link small
groups of students with a specific faculty member
for advisement. On a regular basis, students mect
with this mentor cither individually or in small
groups to lcarn communication, life planning,
organizational and leadership skills. In the com-
munity, students arc linked with successful adults
in a variety of ficlds to acquire on-the-job skills,
confidence and a career focus.

The success of adult mentor programs rests with
the relationship that develops between the adult
mentor and the student. The mentor scrves as a
role model, acts as an advocate for the students
with other adults in their lives, and monitors
students’ progress through cach school day.

L -




Because of the closencss of the relationship, men-
tors can play an important role in carly identifica-
tion of students who use substances. Adultmentors
canalso provide support and guidance tostudents
with substance use problems or to students re-
entering schools after rehabilitation.

Parent Education and
Involvement

Parents and guardians can be strong allies and
supporters of school-based substance use pre-
vention cfforts. In fact, active involvement of
parents can lead to stronger community support,
additional program resources, and consistent
messages about substance use. Parents can par-
ticipate in the school-based prevention programs
on scveral levels. (For more information, see
Crowley, 1989; Hawlcy, Pcterson and Mason,
1986; Muldoon and Crowley, 1986; National
Institute on Alcohol Abuse and Alcoholism,
1984).

School Community Advisory
Groups

A school community advisory group should in-
clude parents and guardians of clementary, middle
and high school students. In thisrole, parents can
provide input about the existing curriculum and
otherschool-based programs and services, review
print and audiovisual materials proposed for use
in classrooms, and serve as a sounding board for
parental concerns.

Parent Education Programs

Educating parents can greatly expand and cn-
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hance what is being taught in the classroom.
Depending on parents’ needs, concerns and in-
terests, they can reccive information about: the
physiological and psychological effects of tobacco,
alcohol and otherdrug use; the extent of substance
use among youth; the risk factors and protective
factors in the school, home, community and peer
group; the signs and symptoms of substance usc;
and the available prevention, identification and
intervention programs and services in the school
community. (See Roberts, Fitzmahan and Asso-
ciates, 1988; Wilmes, 1988).

Parent education programs can also build, im-
prove or enhance parenting skills. Programs can
improve family communication, strengthen family
bonding, and increase family interaction, which
may ultimately decrease substance use among
youth. '

Parent Support Groups

Establish support groups for parents having diffi-
culty dealing with their children and for parents
whose children are or have been involved with
substances. Groups should meet regularly to
discuss problem solving, sctting limits and family
management issues. '

These groups can help parents cope with feclings
of anxicty, frustration, responsibility, isolation
and guilt, which are common among family
members of alcohol and other drug users.

Family Interaction Programs

In these proyrams, entire families work together
to examine 111 discuss issucs related to substance
use. In sche ul, students receive information and
skills related to preventing substance use. Subse-

L\
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quently, parents participate in a training program
in which they leam to conduct prevention activi-
tics with their school-aged children. In this way,
families lcarn to work together to confront issucs
and problems and share feclings, opinions and
values related to substance use.

School Health Services

Schoo! health services should support existing
prevention cfforts by maintaining and improving
the physical and mental well-being of students
and staff. Most states require regular hearing and
vision screenings and physical examinations of
students who participate in athletic activitics.
These can provide opportunitics for early identi-
fication of young pecople with drug-related
problems.

Some schools have established comprehensive
school-based clinics to mect the growing health-
related needs of their students.

Through education and counseling, these clinics
can: (1)increase students’ knowledge of preventive
health care, (2) improve their health-related de-
cision-making skills, (3) reduce their risk-taking
behaviors,and (4)increase theirhealth-promoting
behaviors (Kirby, 1985).

Because a variety of services are provided, com-
prehensive school-based clinics can meet the
varying needs of students in relation to substance
usc prevention. (For more detailed information
about school health scrvices and school-based
clinics, see: Dryfoos and Klerman, 1988; Kirby,
1985, Lovick, 1988, Millstcin, 1988; Zanga and
Oda, 1987).

Health Promotion Programs
for Staff

Hecalth promotion is a combination of educa-
tional, organizational and environmental activi-
tics designed to encourage school staff to adopt
healthier lifestyles and become better consumers
of health care services (Comprehensive Health
Education Resource Center, 1989).

Evaluations by staff of health promotion programs
haveidentificd many benefitsto the academic and
total health environmentof the school, including:
more positive attitudes about personal health;
increased energy levels leading to greater pro-
ductivity andimproved quality ofinstruction; and
improved morale resulting in decreased absen-
teeism and burnout.

Morecover, healthy school staff serve asrole models
forstudents making decisions about health-related
issues.

A model staff health promotion program should
include three components: content, products/
scrvices, and processes. The program content will
vary to mect the needs and interests of staffat cach
school but might include exercise, nutrition,
weight control, stress management and substance
usc prevention cducation (Blair, Tritsch and
Kutsch, 1987).

Products/services may include educational mate-
rials, hezlth assessment and screening, commu-
nity resources, policy changes and employee as-
sistance programs.

Programs arc most often presented through a
three-phase implementation process: awarencss,
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motivation and intervention. (For more detail,
scc Blair, Tritsch and Kutsch, 1987; Drolet and
Davis, 1984; Falck and Kilcoyne, 1984; McKenzic,
1988; Rose-Colley, Eddy and Cinelli, 1989).

In nearly 30 states, five-day statewide wellness
conferences are ceuducted during the summer
for school teams comprised of administrators,
faculty and other staff. Teams learn how to in-
corporate the concept of “wellness as a lifestyle”
into their personal and professional lives.

The overall conference goal is to enhance indi-
vidual, school and community health by provid-
ing skills and knowledge that can be used to
initiate health promotion efforts in local school
districts. (Formoreinformation about the wellness
conference in your state, contact the National
Network of State Conferences for School Worksite
Wellness, Lansing, Michigan.)

Community Awareness
and Involvement

Community involvement and support for school-
based prevention cfforts are important for three
rcasons. It ensures that school-based programs:
(1) are relevant to youth in the school commu-
nity, (2) effectively address the substance-related
problems most prominent in the community, and
(3) are maintained on a long-term basis (National
Council on Crime and Delinquency, 1988). (For
morc detail, sec: Crowley, 1989; Hawley, Peterson
and Mason, 1986; Muldoon and Crowley, 1986;
Oftice for Substance Abusc Prevention, 1989;
Towers, 1987.)
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Advisory and Planning Groups

Community representation on advisory and plan-
ning groups forschool-based programs arc neces-
sary to clicit input and maintain support from all
groups that influence the tobacco, alcohol and
other drug-related behaviors of young people.

Minimaily, school community advisory groups
should include: parents, local government rep-
resentatives, law enforcement representatives,
medical professionals, and community-based or-
ganization representatives. Consider including
individuals from community-based agencies and
scrvice groups that already provide substance use
programs and services.

Awareness and Information
Campaigns

Ask community-based and service organizations
to sponsor awareness and information campaigns
about the extent of the substance use problem
and to generate support for existing programs
and services in the school community. It is critical
that community members have accurate, up-to-
date information to reinforce healthy lifestyles
and a non-usc message.

Community awareness can be accomplished
through print/broadcast media and presentations
at community meetings, workshops and assem-
blics, and at special drug-free events. Events such
as 10K runs for drug-frec school communities,
health fairs and poster contests are innovative
mcthods for getting the message to community
members.

)
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Speaker Programs

Community-based organizations, law enforce-
ment agencies, twelve-step programs, treatment
and rehabilitation centers and numerous other
community agencies can provide volunteers to
spcak with students in small or large groups.
Topics will vary depending on the expertise of the
speakers.

Adopt-A-School Programs

Adopt-a-school programs link businesses or other
community-based agencies with specific middle
schools or high schools. Employees can tutor
students, serve as adult mentors, make classroom
presentations, and conductafter-school programs.
Some businesses provide financial support for the
adopted school’s programs and/or sponsor trips.

Positive Alternative Activities

Schools, community-based organizations and
parents can work cooperatively to sponsor, pro-
mote and support positive alternative activitics.
The overall goal is to conduct activities that are
commonly accompanicd by alcohol and other
drugs (¢.g., school dances, concerts, and gradua-
tion) in drug-frec environments. Community-
based organizations can work with local businesses
to establish these alcohol- and drug-free nights
for students.

The goal is to increase the number and accessibil-
ity of after-school programs and extracurricular
options, such as recrecational programs, youth
clubs, sports programs, prevention clubs, field
trips and employmentopportunitics, <o thatyoung

people can casily become involved with positive
alternatives to substance use.

Awareness and Inservice
Training

Offering avaricty of general awareness and training
programs on a regular basis can help ensure that
your prevention cfforts are implemented as
planned.

Awareness

Present basic information about substances to
school district governing board members. This
overview mightinclude: the extent of thesubstance
usc problem inyour school community; the school
district’s policies, regulations and procedures for
prevention, identification, intervention, enforce-
ment and recovering student support; and exist-
ing school-based programs and services.

Conduct general substance use awareness pro-
grams for all staff. Include detailed information
about: the physiological, psychological, social
and legal consequences of substance use; the risk
factors and protective factors related to substance
usc; your school district’s policies, regulations
and procedures related to tobacco, alcohol and
other drug use; and your existing prevention
education program.

Inservice Training

Provide inservice training for local law enforce-
ment officers to enhance suppression activitics to
support a drug-frec environment in the school
community.
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Include discussion about: law enforcement offic-
ersasrolemodels; the physiological,psychological,
social and legal consequences of tobacco, alcohol
and other drug use; risk factors and protective
factors related to substance use; and your school
district’s policies, regulations and procedures re-
lated to substance use.
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Finally, provide indepth training to staff who are
responsible for implementing your substance use
prevention cducation program. This training
should focus on the content and methods in-
cluded in the prevention curriculum.

Identification

The key to stopping or modifying substance use
is carly detection, That is, before any intervention
program can begin, the problem must be ident-
fied. The earlier the identification, the carlier the
intervention,

The carlier the intervention, the greater the
likelihood of success at the Jeast cost, to both the
student and the school community.

Identification strategics target youth perceived as
being “at risk” or youth who arc suspected or
known to use tobacco, alcohol or other drugs.
Minimally, thesc strategies should provide a way
to recognize and refer students who need help.

Morz comprehensive strategics often provide
preliminary assessments and carly intervention
strategies. Identification strategics that can be
used in schools are described below.

Staff Referrals

School staffare in an excellent position to identify
students who use substances. Staff sce students
dailyand observe them in theirclasses. Asa result,
they cait note any unexpected changes in stu-
dents’ attitudes, behaviors and performance.

Staff can refer students with a pattem of one or
more behaviors of concern (see Figure 5) to the
appropriate contactperson in the school. Asample
student referral form is found in Figure 6.

The success of staffreferrals depends on the clarity
of your school district goveming board’s policy
¢~ _'rocedures related to suspected or witnessed
substance use. To facilitate carly identification,
school staff should reccive awareness training
about how to recognize suspccted substance use
and what to do about it.
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Figure 8
Behaviors of Concern: Warning Signs of Substance Use

School Related

¢ academic failure
e school performance change
e truancy or apathy
o withdrawal
* poor hygiene or changes in personal care
e peer group changes
e costume changes
o hyperactivity
¢ rebelliousness
o defensiveness
e erratic behavior
e signs of depression
¢ language changes
o time disorientation
e meinory lapses
e poor coordination
¢ accident or injury prone

Home Related

e sudden resistance to normal discipline
« noticeable changes in family relationships
¢ noticeable changes in peer group membership and relationships
* ignoring curfew, responsibilities, house rules
¢ unusual temper displays, secrecy or mood Swings
¢ increased borrowing
o disappearance of possessions
¢ unseen new friends

Source: National Training Associates. n.d. Youth Empowering Systems. Sebastopol, CA: Author,
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Figure 6
¢ Student Referral Form

,* Please give this completed form to your school contact person. (Note: Referral of students must
be based upon behaviors that you have actually observed. Isolated behaviors are not grounds for
referral. However, if a student exhibits several of the folloving behaviors or if there is a repeated
pattern of behavior, a referral is appropriate.)

Student
Grade ieferral Date
Referred by
Please Check Relevant Items and Comment:
I. Academic Performance Comments

Decline in quality of work
Decline in grade earned
Incomplete work

Work not handed in
Failing in this subject

T

Il. Classroom Conduct Comments
Disruptive in class
Inattentiveness

Lack of concentration

Lack of motivation

Sleeping in class

Impaired memory

Extreme negativism

In-school absenteeism (skipping)
Tardiness to class

Defiance; breaking rules
Frequently needs discipline
Cheating :
Fighting

Throwing objects

Defiance of authority

Verbally abusive

Obscene language, gestures
Sudden outbursts of temper
Vandalism

Frequent visits to nurse, counselor

EEEEEEEEEEE T ]

Continued on next page
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Figure 6—continued

Frequent visits to lavatory
___ Hyperactivity; nervousness
Ill. Other Behavior Comments
Erratic behavior day-to-day
Change in friends and/or peer group
Sudden, unexplained popularity
Mood swings R
Seeks constant adult contact
Seeks adult advice without a specific problem .
Time disorientation
Apparent changes in personal values
Depression; low affect
Defensiveness
Withdrawal: a loner; separateness from others
Other students express concern
about a possible problem
Fantasizing; daydreaming
Compulsive overachievement; preoccupation
with school success
Perfectionism
Difficulty in accepting mistakes
Rigid obedience
Talks freely about drug use; bragging
Associates with known drug users

A

IV. Possible Alcohol and Drug Related Behaviors
Witnessed  Suspected
——1 Selling; delivering

Possession of alcohol, drugs
Possession of drug paraphernalia
Use of alcohol, drugs

intoxication

Physical signs, symptoms

Other

I
i

V. Have you taken any actlons regarding this referral? (e.g., talked with student; contacted
parents). Please elaborate.

Adapted from: Anderson, G.L. 1989, When Chemicals Come to School: The Student Assistance Program Model. Greenfield,
Wi: Community Recovery Press.




Peer Referrals

Oftentimes, students are concerned about a
friend’s use of alcohol and other drugs. Proce-
dures for contacting the appropriate staff person
and discussing students’ concems about their
peers should be established. Referring students
can be given guidance on how to talk to their
friends aboutconcernsand howto access available
programs and services, if they are needed.

Seif-Referrals

Some students will voluntarily seck help about
their substance use. The number of scif-referrals
will increase as students become more aware of
available programs and services, the personnel
who are directing them, and the policies and
procedures about self-disclosure.

Parent Referrals

Parents may contact the school for information
and/or help dealing with their child’s suspected
substance usc. The extent to which parents are
aware of school programs and services and perccive
them as credible will influence the frequency of
parent referrals.

Community Agency Referrals

Depending on the student’s problem and the
availability ofschool-based programs and serviccs,
a community-based agency may make referrals to
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an appropriate contact person in the school. In
these cases, the school and referring agency work
cooperatively to meet the student’s needs.

Student Assistance Programs

Problems with substance use can interfere with
students’ academic performance as well as their
physical, emotional and social development.
Morcover, the way in which these problems are
handied can impact the healthy environment of
the entire school communigy.

Aconsistent, systematic and professional response
to substance usc is essential and can be provided
in individual schools through student assistance
programs. Fully functioning student assistance
programs create a climate of awareness, healthy
attitudes and acceptable norms for tobacco, al-
cohol and other drug use.

Student assistance programs arc modeled after
employee assistance programs used by business
and industry toidentify and help employces whose
work performance is negatively affected by cither
personal /family problems or substance use.

Student assistance programs are designed for:

e students perceived as being “at risk” for
using substances;

e students suspected of or known to be using
a substance; and

e students recovering from substance usc.
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(For more information, sec Anderson, 1988,
1989; Griffin and Svendsen, 1986; National In-
stitute on Alcohol Abuse and Alcoholism, 1984a,
1984b; National Training Associates, n.d.; Ogden
and Germinario, 1988.)

The Student Assistance Core Team

At the individual school level, the student assis-
tance core team is the key organizational unit.
Minimally, your core team should include: the
school principal or assistant principal, pupil ser-
vices personnel (¢.g., school counselors, social
workers or psychologists), the school nurse, in-
terested teachers, students and parents.

In the carly stages, the core team helps design the
student assistance program and formulate policics
and procedures for identifying students and
awareness/inservice training. Once the program
is established, this group oversees the case man-
agement of individual students.

Depending on their expertise and interest,
members of the student assistance core team take
on various roles. These might include program
coordinator, program counselor, program contact
person, group facilitator or representative to the
Prevention Planning Council. In addition,ad hoc
committees are often established to conduct as-
sessment and referral activities.

Functions of the Student
Assistance Program

An cffective student assistance program will serve
six functions: carly identification, assessment, in-
tervention, treatment, support, and case manage-
ment (Anderson, 1989).

Early identification

The carlier students are identified as needing
assistance, the less resistant they will be toward
accepting help and the more likely they will use

intervention programs and services available to
them.

To achiceve carly identification, programs must
promote: (1) school-wide involvement in re-
porting suspected or witnessed substance use
problems, (2) student sclf-referrals and peer re-
ferrals, and (3) parent referrals. The number of
referrals will increase as school staff, students and
parents become aware of the program and its
credibility.

Before implementing astudent assistance program,
schools must establish criteria for identifying
students who need assistance and detailed steps
for contacting the core team. Specifically, policies
and procedures for identification, referral and
intervention should be added to the existing
school district governing board policy for sub-
stance usc.

Referral forms should be developed for school
staff use. Inservice staff training about normal
adolescent behavior, behaviors that are signs of
substance use, and procedures for carly identifi-
cation of students should be provided.

Awarcness programs for students, parents and
community agency representatives should famil-
iarize thesc groups with the student assistance
program, its services and the referral process.

Assessment
Assessment is the process by which members of
the student assistance core team gatherinformation

4



about referred students to determine the nature
and extent of the problem and subsequent needs
for programs and services.

During this screening process, the core team will
interview the referred student, contact teachers,
review the student’s overall performance, contact
his or her parents, and make recommendations to
the student and parents, if appropriate.

Intervention

Once the nature and extent of the student’s
problem is identified and recommendations are
made, the core team must take appropriate steps
for intervention.

In an cffective student assistance program, a
variety of intervention strategies are available to
students. Appropriate stratcgics are determined
by the extent of the problem, the quality of the
assessment data, and the willingness of the stu-
dent to change the identified behavior.

Treatment

Even though school districts do not provide
treatment, the student assistance core team should
be aware of available treatment modalitics and
how appropriate they are for individual student
needs. Partnerships with community-based or-
ganizations that provide treatment services should
be established through tne Prevention Planning
Council.

Support

Since students are expected to change their be-
haviors related to substance use, support services
are critical. In-school services must to include an
overall climate supporting healthy attitudes and
behaviors, trained staff to listen to student con-
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cerns, or specific support groups. (A more de-
tailed description of peer support ~roups is found
in the section on jntervention strategics. )

Case Management

Casc management or coordination insures that
cach student who needs assistance is appropriately
served and that the process from identification to
assessment to referral to support is implemented
as planned.

Casc management involves step-by-step proce-
dures for: responding to referrals from teachers,
students and parents; assessing the nature of the
problem; making appropriate referrals to school
community programs and scrvices; providing fol-
low-up by monitoring the students’ progress in
the program; communicating with teachers and
administrators about the progress ofthe students;
and monitoring program cffectivencss.

Established procedures should also include as-
surances of confidentiality and duc process for
students and parents and guidelines for record
keeping. These functions are essential for estab-
lishing program credibility.

Awareness and Inservice
Tralning

To facilitate successful carly identification efforts,
schools must conduct a varicty of awareness and
inscrvice training programs. In addition to pro-
viding information about cxisting policies, pro-
grams, scrvices and resources for identification
and referral, these trainings will build credibility
with students, parents, school staff and members
of the community.
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Staff Awareness

All school administrators and staff should reccive
information about how to recognize students
who are using tobacco, alcohol or other drugs
and the appropriate procedures for reporting
suspected or witnessed use. Administrators’ and
other staffroles related to your identification and
referral procedures should be clearly outlined.

Student Awareness

All students should receive information about
identification of tobacco, alcohol or other drug
use. Present information about the warning signs
of substance usc and the existing identification
and referral procedures, including the name of
the appropriate contact person.

Although you can give this information to large
groups of students in assemblies, small group
presentations allow for more discussion about
issues, such as confidentiality of the initial contact,
conscquences of reporting substance use and
notification of parents.

Parent Awareness

Notify parents in writing about procedures for
identifying and referring students who are using
substances. Include relevant school district gov-
erning policics about possession, use or sale of
tobacco, alcohol or other drugs on school prop-

erty.

Information can be distributed to all parents
through normal school channels. However, par-
ent awareness programs conducted during or
after school hours will promote more indepth
discussions about how parents can use existing

programs and services if they suspect or witness
their child’s substance use.

Community Awareness

Community awareness programs describe and
promote existing identification and referral pro-
grams and scrvices in the school to community
agencics, law enforcement agencices, voluntary
agencies and youth serving agencies. Agencics
that are aware of these programs and services and
their credibility can recommend them to students
who need additional assistance and support.

Inservice Training

More indepth training is necessary for staff re-
sponsible for assessing the extent of students’
substance usc and referring them to appropriate
programs and services.

The scope of this training will depend on the
complexity of staff roles. For example, ifyour staff
arc only responsible for connecting referred stu-
dents to outside agencies for assessment and
referral, your training would include an orienta-
tion to programs and services in community-
based agencies and their appropriateness for in-
dividual student needs.

If your school has a student assistance prograra,
training for corc team members would include: a
discussion about the role and purpose of the
tcam, team-building skills, methods for collect-
ing information about referred students and
documenting cach case, student interview tech-
niques, strategics for working with parents,
methods for working with outside agencies, and
other pertinent information and skills.
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(For more information about the training of
studentassistance core teams see: Anderson, 1989,
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National Training Associates, n.d; Ogden and
Germinario, 1988)

Intervention

The intervention process begins once substance
use is identified. Intervention is a difficult issue
becausc, in many cases, youth do not think they
have a problem. Few students will seck help from
families, school personnel, or community-based
counseling and treatment services.

Intervention strategies try to break through de-
fenses and denial to reduce or eliminate substance
usc. Some programs, such as support groups tor
students at risk or students re-entering schools
after treatment, can be provided directly in schools.

Other intervention programs and services arc
available in the community. Rather than initiating
school-based interventionservices, schools should
work closely withcommunity-based organizations
with existing programs and services.

Intervention strategics that interrupt and reverse
the progression of tobacco, alcohol and other
drug use are described below.

Smoking Cessation Programs

Smoking cessation programs can be sponsored by
schools, community service organizations, medi-
cal centers, research foundations, business/in-

dustry and a variety of other community-based or
private organizations.

Many smoking cessation programs use cduca-
tional activities and materials developed by the
American Cancer Socicty, the American Lung
Association, and the Seventh Day Adventist
Church (Schwartz, 1987). Biofeedback tech-
niques, hypnosis,and other behavioral approaches
may be used by therapists and withdrawal clinics.

School-Sponsored Programs

Smoking cessation efforts usually include six to
cight classroom sessions that emphasize decision-
making skills, sclf-management skills and group

support activitics. Some programs also provide

training in muscle relaxation and smoking aver-
sion techniques, such as rapid smoking.

In most cases, educational smoking cessation
programs consist of lectures and films about
physiological effects of smoking, importance of
excrcisc and a balanced diet, and steps on how to
quit smoking. To facilitatc success, programs
should include “buddy systems,” personal tele-
phone contacts and maintenance sessions.
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Withdrawal Clinics

Withdrawal clinics consist of small group sessions
led by trained counsclors or volunteers. Clinic
programs arc based on the premise that smoking
is a learned habit and that quitting involves un-
learning the smoking behavior and substituting
healthier alternatives.

One of the most well-known smoking cessation
clinics, Helping Smokers Quit, was developed by
the American Cancer Society. This 16-hour clinic
has three phases: sclf-appraisal and insight devel-
opment, practice in abstaining from smoking in
controlled conditions, and maintenance through
group support.

Withdrawal clinics sponsored by the American
Lung Association and the American Health
Foundation use similar methods and techniques.

Twelve-Step Programs

Twelve-step programs, also called self-help groups,
arc organized to help individuals refrain from
using substances. The most well-known of the
twelve-step programs is Alcoholics Anonymous
(AA). Alcoholics Anonymous is a voluntary or-
ganization which holds regularly scheduled
mectings for alcoholics who are working to attain
or maintain sobricty.

Other twelve-step programs, such as Smokers
Anonymous, Narcotics Anonymous and Cocaine
Anonymous, have been modeled after AA to help
individuals remain drug-free. In addition, com-
panion organizations (¢.g., Al-Anon, Alatcen,
and Nar-Anon) help family membcrs and friends

of the substance users.

School personnel should be aware that these
programs exist in their school community and
should develop a list of self-help groups that
includes the contact person, telephone number
and scheduled meeting times and locations for
interested students and parents.

Ifschool facilities are available and student inMdst
is adequate, twelve-step programs can be sched-
uled with other after-school activities.

Peer Support Groups

As discussed carlier, all students can be provided
with age-appropriate information about tobacco,
alcohol and other drugs as well as personal and
social competency skills within the traditional
classroom sctting.

But students who are affected by their own or
someone clse’s substance use need a safe, sup-
portive environment in which they can discuss
personal issues related to alcohol and other drug
use.

School-based peer support groups are one way to
address the increasing number of students affected
by substance use. Peer support groups can: (1)
provide opportunities for students to gain new
insight about substance use; (2) enhance and
maintain students’ abilities to cope withsubstance
use relatedissues; (3) provide support for changes
in students’ thoughts, feclings, attitudes and be-
haviors related to drugs; and (4) cnable students
to make use of resources in tae school, family and
community (Anderson, 1989; Fleming, 1990).



Peersupport groups encourage intcraction among
students and facilitate sharing of feclings and
cxperiences. As a result, support groups provide
constructive peer pressure and peer modeling for
changing substance use behaviors and maintain-
ing healthier alternative behaviors.

Support groups should not be confused with
group therapy sessions. Therapy scssions arc
conducted by highly trained professionals skilled
in diagnosis and treatment.

Support groups are conducted by facilitators with
basic knowledge of group dynamics and sub-
stance use related issues. Group therapy sessions
ultimately provide treatment for diagnosed prob-
lems, while support groups provide information,
clarification, pecr support and referral, if neces-

sary.

Nevertheless, support groups need clear goals
and objectives based on the composition and size
of the group, the number of sessions and the
abilities of the facilitators.

Once the target group is selected and the goals/
objectives are clarified, you will nced to make
decisions about:

o The number of scssions. The number of
sessions (from 4 to 15) should be based on
the purpose of the group and should be
limited to mect the needs of a larger number
of students and to allow students to par-
ticipate in all phases of the group process.

o The structure of the sessions. Participating
students must commit to attend all sessions.
"The most effective groups include informal
presentations by the facilitator about differ-
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ent substance usc issues followed by indepth
group discussions. Most groups are closed
tonewmembers during the specified number
of sessions. This minimizes interruptions
and maximizes group trust.

o The frequency and duration of the sessions.
Most groups mect weekly for one class pe-
riod. Although groups can be held after
school, some students would be prevented
from attending because of transportation
and other problems. Scheduling problems
during the school day can be minimized by
staggering the meeting during a specific day
of the week. ’

e The sclection process. School staff respon-
sible for setting up peer support groups
should establish criteriafor selecting students.
Most often, students are referred after an
initial assessment by the designated contact
person or the student assistance core team.
Before entering the group, students must
understand its purposc and commit to at-
tending and participating in the group.

e Policies and procedures for conducting sup-
port groups. Be sure you establish appropri-
atc policics and procedures for parental
consent, confidentiality, student selection,
attendance, sclection of group facilitators
and compensation of group facilitators.

In schools, four different types of students have
specific needs to discuss personal issues related to
substance use in asafe and confidential forum: (1)
students at highest risk for using substances; (2)
students affected by somcone clse’s substance
usc; (3) students suspected of or identified as
using substances; and (4) students re-entering
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school after treatment and rehabilitation. (For
morcinformation, sec: Anderson, 1989; Fleming,
1990.)

Support Groups for At-Risk
Students

Based on the student referral form and informa-
tion gathered during the assessment process, peer
support groups can be established for students
identificd at highest risk for substance use. These
groups arcaimed at bringing students with similar
feclings and problems together. Most often, these
sessions focus on building sclf-esteem and
strengthening interpersonal and coping skills.

Support Groups for Students
Affected by Someone Else’s
Substance Use

Research has shown that children whose parents
or other family members use substances are more
likely to use themselves. Support groups for these
students help them understand and cope with
problems related to substance use by family mem-
bers. In addition to substance use issucs, sessions
often address issues related tosclf-esteem, coping
skills and emotional health.

Support Groups for Students
Suspected or Identified as
Substance Users

These groups teach students about the conse-
quences of substance use, encourage them to
cxamine their own drug related behaviors, and
support their decisions to make positive changes
in their substance use behaviors.

Since members of these groups often deny that
they have a problem and resist making changes in

o0
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their substance use behaviors, a varicty of meth-
ods arc used in these support groups. They include:
sclf-assessment, substancc use contracts,
roleplaying, resistance training, and direct con-
frontation,

Support Groups for Recovering
Students

Support groups for recovering students can be
very instrumental in helping students make suc-
cessful transitions from treatment programs back
to the school environment. Students’ re-entry
into school is extremely difficult duc to peer
pressure, expectations of school staffand expecta-
tions of the returning student.

Most recovery support groups are “open” so that
students re-entering the school at different times
during the year can be accommodated. Rather
than discussing the cffects of substance use, these
groups focus on maintaining sobricty, allowing
students to realize they are not alonc in dealing
with their alcohol or other drug problem, and
strengthening refusal, communication and cop-
ing skills acquired during treatment.

Crisis Intervention

There are locations in the community where
substance users in distress can call or go for
assistance. They include walk-in centers, 24-hour
telephone hotlines, emergency living arrange-
ments and referral centers. In most cases, crisis
intervention centers are staffed by nonprofessional
volunteers. Their role is to provide immediate
assistance in emergency situations. Hotlines and



tclephone numbsers for crisis intervention should
be posted throughout the school.

Individual and Family
Counseling

Professional treatment for substance use is avail-
able from licensed psychiatrists, psychologists,
social workers, and trained alcohol and drug
abuse therapists in the community. Counscling
services can be provided for students, their par-
ents and/or other family members. A list of
professionals with experience dealing with ado-
lescents should be compiled and used for referral
of students using alcohol or drugs.

Rehabilitation and Treatment

Even though they are not directly involved in the
treatment of substance dependent students, school
personnel should understand the characteristics
of cffective adolescent treatment programs and
should know which programs arc available in
their school community. Once a problem with
alcohol or drugsis acknowledged and accepted by
the student and his/her parents, they will want to
know the location of treatment services.

School personnel should have a list of available
trcatment options, including the program focus
and cost. The most appropriate setting for a
particular student is determined by the severity of
the problem, the type of drug being used, the
physical and emotional health of the student, and
the student’s support systems (For moreinforma-
tion, sce: Anderson, 1989; Pollich, Ellickson,

STEP BY STEP

Reuterand Kahen, 1984; O gden and Germinario,
1988.)

Screening and Diagnostic

Confirmation of the school’s assessment of the
substance usc problem and the student’s level of
use or dependency is the first step in treatment
programs. Screening and diagnostic services are
conducted on an outpatient basis or during a
three- to five-day stay in a hospital or treatment
center.

When recommending screening and diagnostics
services, school personnel should be sure that the
agency staff has experience working with adoles-
cents. To facilitate the diagnostic process, school
personnel should secure parental permission for
sharing records with the assessment agency.

Outpatient

Students with less scvere patterns of substance
use, students who have been using substances for
shorter periods of time, and students who are not
likely to have withdrawal symptoms should be
treated on an outpatient basis.

The purposes of outpaticnt treatment programs
arc: (1) to help students become drug-free; (2) to
prevent relapse and deal with a recurrence of the
problem, if necessary; and (3) to provide con-
tinuing support to recovering students.

Outpatient treatment servicesinclude: educational
programs, small group therapy, individual coun-
scling, and family counseling. They also involve
attendance at appropriate twelve-step programs,
such as Alcoholics Anonymous, Narcotics
Anonymous and Cocaine Anonymous.
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Inpatient

Students with more severe alcohol and. drug
dependency should be referred to inpatient treat-
ment centers or residential programs. Because of
their dependency, these students are likely to
experience severe withdrawal symptoms or other
medical complications.

In addition, they arc at high risk for accidental
overdose or suicide. As a result, they require a
highly structured 24-hour program that can
counteract the lack of motivation and direction
resulting from substance use.

Most inpatient treatment programs last 28 days.
During that time, services can include: observa-
tion; detoxification; medical treatment; individual,
family, and group psychotherapy; physical and
recreational therapy; orientation to twelve-step
programs;and devclopment of rehabilitation plans
(Anderson, 1989; Ogdenand Germinario, 1988).

After inpatient treatment, students continue
outpatient treatment and attendance at twelve-
step programs.

Aftercare

Aftercare scrvices, such as group homes, halfway
houses, individual or family counseling and peer
support programs are usually recommended after
inpaticnt or outpatient treatment services. After-
care programs can last one to two years depend-
ing on the plan for rehabilitation.

Awareness and Inservice
Training

Toincrease effectiveness of intervention programs,
schools should conduct awareness training for all
administrators and staff as well as more indepth
training for staff working directly with students.

Staff Awareness

All administrators and staff should reccive infor-
mation about the existing policies and procedi-res
for enforcement/discipline, intervention and re-
covering student support. In addition, staffshould
reccive awarceness training about existing school
and community intervention programs and ser-
vices.

Training Facilitators

Support group leadership should be open to all
interested staff. Since the number of school
counsclors is usually limited, training group fa-
cilitators cnables the school to assist greater
numbers of students, including those at highest
risk for substance use, thosc affected by their own
or someonc clse’s substance use, and those re-
turning to school after treatment and rehabilita-
tion.

Training should include indepth information
about drug related issues and skills for conducting
support groups. Iffeasible, the training also should
include obscrvation and co-leadership of support
groups with more experienced facilitators.



STEP BY STEP

References

Iintroduction

Anderson, G. L. (1989). When chemicals come to school: The
student assistance program model. Greenficld, WI:
Community Recovery Press.

Bickel, A. (1989 October). A guide to expanding school-
based prevention. Portland, OR: Northwest Regional
Educational Laboratory.

California Department of Education. (1990). Not schools
alone: Guidelines for schoolsand communities to prevent
the use of tobacco, alcohol, and other drugs among
childven and youth. Sacramento, CA: Author,

Hawley, R. A, R. C. Peterson and M. C. Mason. (1986).
Building drug-frce schools, volumes I-111. Rockville,
MD: American Council for Drug Education.

National Council on Crime and Delinquency. (1988).
Suppression of drug abusc in schools pragram: A resouree
guide for smplementing prevention, suppression, and
intervention programs San Francisco, CA: Author.

Natiomal Training Associates. (n.d.) Youth empowering sys-
tems. Scbastopol, CA: Author.

Sacramento County Oftice of Education. (1989). Planning
anide for s hol and other dyug programs in schools.
Sacramento, CA: Author.,

Prevention

Bandura, A. (1977). Sclf-cfficacy: Toward a unitying theory
ofbehavioral change. Psychological Review, 842),191-
215.

Bell, C. 8. and R. ]. Battjes. (1987). Overview of drug abuse
prevention rescarch. In C. S, Bell and R, J. Battjes
(Eds.) Prevention vescarch: Deterringdrugabuse among
children and adolescents. (NIDA Rescarch Mono-
graph 63; DHHS Publicarion No. ADM87-1334).
Washington, DC: U.S. Government Printing Office.

Bell, C. S. and R. J. Battjes (Eds.). (1987). Prevention re-
search: Deterring drug abusc among childven and
adolescents. (NIDA Research Monograph 63; DHHS
Publication No. ADM87-1334). Washington, DC:
U.S. Government Printing Oftice.

Bickel, A. (1989, October). A guide to expanding school-
based prevention. Portland, OR: Northwest Regional
Educational Laboratory.

Blain, G. H. and M. Brusko. (1985). Starting a pcer coun:
scling program in the high school. Journal of School
Health, 55(3), 116-118.

Blair, S. N., L. Tritsch and S. Kutsch, (1987). Worksite
hcalth promotion for school faculty and staft, Journal
of School Health, 57(10), 469-473.

Botvin, G. J. (1986). £ _bstance abuse prevention rescarch:
Recent developments and future directions. Journal
of School Health, 569), 369-374.

Rowvin, G. J. and T. A. Wills. (1987). Personal and social
skills training: Cognitive-behavioral approaches to
substance abuse prevention. In C. 8. Bell and R. J.
Battjcs (Eds.) Prevention research: Deterving drugabuse
among childven and adolescents. (NIDA Rescarch
Monograph 63; DHHS Publication No. ADM87-
1334). Washington, DC: U.S. Government Printing
Office.

California State Department of Education. (1981). Guide-
lines for school-based alcohol and druy abuse prevention
programs. Sacramento, C/, Author.

Cantield, J. and H. C. Wells. (1976). One hundred ways to
enhance self-esteem in the classroom: A handbook for
teachers and pavents. Englewood Clitts, NJ: Prentice-
Hall.

Cook, A. T, ]. L. Sola and R. Pfcitfer. (1989). Taking the
lead with PACT: Peer education in sexuality and
health. New York: YWCA,

- o

D9 43



STEP BY STED

Comprehensive Health Education Resource Center. (1989).
School site health promotion: An idea book. Sacramento,
CA: Calitornia Department of Health Services.

Crime Prevention Cenrer. (1987). Schools and drugs: Aguide
to drug and alcohol abuse prevention currviculn and
programs. Sacramento, CA: Office of the Attorney
General.

Crowley, J. E. (1989). Aliiance for change: A plan for com-
munity action on adolescent drug abuse. Minneapolis,
MN: Community Intervention.

Drolet, J. C. and L. Davis. (1984). “Scaside” — A model for
school health education in-service. Health Education,
15(3), 25-32.

Drytoos, ). G. and L. V. Klerman. (1988). School-based
clinics: Their role in helping students meet the 1990
objectives. Health Education Quarterly, 15(1),71-80.

Falck,V.]. and M. E. Kilcoyne. (1984). A health promotion
programfor school personnel. Journalof School Health,
547), 239-243.

Feigenbaum, R, and V. McCarthy. (1989). Teens educating
teens: Teen advocate (T.A.P.) training manual.
Mincola, NY: Planned Parenthood of Nassau County.

Flay, B. R. (1986). Mass media linkages with school-based
programs for drug abuse prevention. Journal of School
Health, £§9), 402-406.

Garficld, E. F. and ]J. Gibbs. (1982). Fostering parent
involvement for drug prevention. Journal of Drug
Education, 12(2), 87-96

Glynn, T. ]. (1989). Essential elements of school-based
smoking prevention programs. Journalof School Health,
595), 181-188.

Glynnm T.J., C.G. Leukenfeld and J.1%. Ludford (Eds.).
(1983). Preventing adolescent drug abuse: Interven-
tion strategics. (NIDA Research Monogram 47,
DHHS Publication No. ADM83-1280). Washington,
DC: U.S. Government Printing Oftice,

Goodstadt, M. S. (1989). Substance abuse curricula vs,
school drug policics. Journal of School Health, 5%6),
246-250,

Hawkins, J. D., D. M. Lishner and R. F. Catalano. (1987).
Childhood predictors of adolescent substance abuse.
InC. L. Jonesand R. . Battjes (Eds.). (1987). Etiology
of drug abuse: Implications for prevention. (NIDA
Rescarch Monograph 56; DHHS Publication No.
ADMB87-1335). Washington, DC: U.S. Government
Printing Oftice.

Hawley, R. A, R. C. Peterson and M. Z. Mason. (1986).
Curriculum for building drug-free schools. Rockville,
MD: American Council for Drug Education.

Jen, S, R Johnston, M. Massey and A. G. Bridge. (1982).
Project PEER: A model curriculum for tobacco and
alcohol use prevemtion. Riverside, CA: Riverside
County Department of Health.

Jones, C. L.and R. ]. Battjes (Eds.). (1987). Etiology of drug
abuse: Implications for prevention. (NIDA Rescarch
Monograph 56; DHHS Publication No. ADM87-
1335). Washington, DC: U.S. Government Printing
Oftice.

Kirby, D. (1985). School-based health clinics: An emerging
approach to improving adolescent bealth and address-
ing teenage pregnancy. Washington, DC: Center for
Population Options.

Klepp, K., A. Halper and C. L. Perry. (1986). The efficacy
of peer leaders in drug abuse prevention. Journal of
School Health, 56(9), 407-411.

LaRosa, J. H. and C. M. Haines. (1986). It's vour business:
Aguidetobeartand lung healthat the workplace. (NTH
Publication No. 86-2210). Washington, DC: U.S,
Government Printing Office.

Lohrmann, D. K., R. §. Gold and W. H. Jubb. (1987).
School health education: A toundation for school
health programs. Journalof School Health, 57(10),420-
425.

ot



Lovick, S. R. (1988). School-based clinics: Meeting teens’
health care needs, Journalof School Health, 589), 379-
381,

McKenzie, J. F. (1988). Twelve steps in developing a
schoolsite health education/promotion program for
faculty and statt. Journal of School Health, 58(4), 149-
153.

Millstein, S. G. (1988, August). The potential of school-linked
centers to promote adolescent bealth and development.
Paper presented to the Carnegie Council on Adoles-
cent Development, February 1988,

Muldoon, J. A. and J. E. Crowley. (1986). One step abead:
Early intevvention strategies for adolescent drug prob-
lems. Minncapolis, MN: Community Intervention.

Murray, D. M. and C. L. Perry. (1987). The prevention of
adolescent drug abuse: Implications of etiological,
developmental, behavioral, and environmental mod-
cls. In C. L. Jones and R. J. Battjes (Eds.). (1987).
Etiology of drug abuse: Implications for prevention.
(NIDA Research Monograph 56; DHHS Publication
No. ADM87-1335). Washington, DC: U.S. Gov-
ernment Printing Office.

National Council on Crime and Delinquency. (1988).
Suppression of drug abuse in schools program: A resource
guide for implementing prevention, suppression, and
intervention programs. San Francisco, CA: Author.

National Institute on Alcohol Abuscand Alcoholism. (1984).
Prevention plus: Involving schools, parents, and the
community in alcohol and drug education. (DHHS
Publication No. ADMR4-1256). Washington, DC:
U.S. Government Printing Oftice.

National Professional School Health Organizations. (1984).

Comprehensive school health education. Journal of

School Health, 548), 312-315,

Office for Substance Abuse Prevention; Alcohol, Drug Abusc,
and Mental Health Administration. (1989). Drug-free
communities: Turning awarencss to action. (DHHS
Publication No. ADM89-1562). Washington, DC:
U.S. Government Printing Oftice,

STEP By STEP

Perry, C. L., K. Klepp, A, Halper, K. G. Hawkinsand D. M,
Murray. (1986). A process evaluation study of peer
leaders in health education, Journal of School Health,
56(2), 62-67.

Roberts, Fitzmann, & Associates. (1988). Preparing for the
drug free years: A family activity book. Scattle, WA;
Developmental Research and Programs.

Rogers, T., B. Howard-Pitney and B. L. Bruce. (1989).
What works? A guide to school-based alcohol and drug
abuse prevention curricula. Stanford, CA: Stantord
Center for Research in Discase Prevention.

Rose-Colley, M., J. M. Eddy and B. Cinelli. (1989). A study
of school health promotion programs: Implications
tor planning. Health Values, 13(6), 21-30.

Sachnoft, 1. S. (1984). High school peer resource programs: A
dircctor’s pevspective. Unpublished manuscript.

Sacramento County Oftice of Education. (1989). Planning
auide for alcohol and other drug programs in schools.
Sacramento, CA: Author,

Tindall, J. A. (1989a). Pecr counseling: An in-depth look at
training peer helpers. Muncie, IN: Accelerated De-
velopment.

Tindall, J. A. (1989b). Peer power: Becoming an effective pecr
helper—Book 1: Introdurtory program. Muncic, IN:
Accelerated Development.

Tindall, J. A. (1989c¢). Peer power—Book 2: Applying peer
helper skills. Muncie, IN: Accelerated Development.

Towers, R. L. (1987). How schools can help combat student
drug and alcobol abuse. Washington, DC: National
Education Association. '

U.S. Department of Education. (1988). Drug prevention
curricula: A guide to selection and implementation.
Washington, DC: Author.

U.S. Department of Education. (1990). A parent’sguide to
prevention: Growing up drug free. Washington, DC:
Author.

87 45



Step sy Srep

VanPutten, J. M. (1981). Peer education: A family bealth
education program. San Bernardino, CA: San Ber-
nardino County Department of Public Health,

Wilmes, D. J. (1988). Parenting for prevention: How to ravse
a child to say no to alcohol/drugs. Minncapolis, MN:
Johnson Institutc.

Zanga, J. R.and D. 8. Oda. (1987). School health services.
Journal of School Health, 57 10), 413-416.

Identification

Anderson, G. L. (1988). Solving alcohol/drug problems in
your school: Why student assistance programs work,
Minncapolis, MN: Johnson Institute.

Anderson, G. L. (1989), When chemicals come to school: ‘The
student assistance program model, Greenfield, WI:
Community Recovery Press.

Boyce-Prather, M. and M. Shainline, (1986). Student assis-
tance program: Sandia High School, 1985-86 report.
Albuquerque, NM: Boyee-Prather Evaluations.

Capuzzi, D. and D. R. Gross (Eds.). (1989). Youth at visk:
A resource for counsclors, teachers, and parvents, Alex-
andria, VA: American Association for Counscling and
Development.

Griftin, T. and R. Svendsen, (1986). The student assistance
program. Center City, MN: Hazelden Publications,

Jensen, M. L. (1989, September/October). A formula for
prevention, Student Assistance Jouwrnal, 22), 21-24.

McEvoy, M. (1989/1990). Pecerassistance programs. School
Intervention Report, 3(3),1-11, 14-17.

Muldoon, }. A. and J. F. Crowley. (1986). One Step abead:
Early intervention strategies for adolescent drug prob-
lems. Minncapolis, MN: Community Interventions.

National Institute on Alcohol Abuse and Aleoholism. (1984a).
Prevention plus: Involving schools, pavents, and the
community in alcohol and drug education. (DHHS
Publication No. 84-1256). Washington, DC: U.S.
Government Publishing Office,

National Institute on Alcohol Abuse and Alcoholism.
(1984b). Preventing alcobol problems througha student
assistance program: A manual for implementation
based on the Westchester County, New York, model.
Rockville, MD: U.S. Department of Health and
Human Services,

National Training Associates. (n.d.) Youth empowering sys-
tems. Scbastopol, CA: Author,

Ogden, E: H. and V. Germinario. (1988). The at-risk stu-
dent: Answersfor educators. Lancaster, PA: Technomic
Publishing,

Pollich, J. M., P. L. Ellickson, P. Reuter and J. P. Kahan.
(1984). Strategies for controlling adolescent drug use.
Santa Monica, CA: Rand.

Towers, R, L. (1987). How schools can help combat student
drug and alcobol abuse. Washington, DC: National
Education Association.

intervention

Anderson, G. L. (1989). When chemicals come to school: The
student assistance program model, Greenfield, WI:
Community Recovery Press.

Arkava, M. L. and J. E. Russcll. (1984). Coping with smok-
ing. New York, NY: Rosen Publishing,

Fleming, M. (1990). Conducting peer support groups for
students affected by chemical dependence: A guide for
educators and other professionals. Minneapolis, MN:
Jokinson Institute.

Glynn, T, J., €. G. Leukenfeld and J. . Ludtord (Eds.).
(1983). Preventingadolescent drug abuse: Intervention
strategies. (NIDA Rescarch Monogram 47; DHHS
Publication No. ADM83-1280). Washington, DC:
U.S. Government Printing Office,

Ogden, E. H. and V. Germinario. (1988). The at-risk stu-
dent: A nsiers for educators. Lancster, PA: Technomic
Publishing.



Pollich, J. M., P. L. Ellickson, P. Reuter and J. P. Kahan.
(1984). Strateqics for controlling adolescent dvug use.
Santa Monica, CA: Rand.

Schwartz, J. L. (1987). Review and evaluation of smoking
cessation methods: The United States and Canada,
1978-1985. (NIH TPublication No. 87-2940).
Bethesda, M1D: National Institutes of Health,

Towers, R. 1.. (1987). How schools can combat student drug
and alcobol abuse. Washington, DC: National Edu-
cation Association,

Werch,C. E.,W. L. McNab, B. Defrcitasand M. L. Bertschy.
(1988). Motivations and strategies for quitting and
preventing tobacco and alcohol use. Journal of School
Health, 584), 156-158

-
ol

[}

STEP BY STEP

47



DEVELOPING

Federal and state resources provide an unparal-
leled opportunity for schools and communities to
develop and implement comprehensive programs
to prevent the use of tobacco, alcohol and other
drugs. However, establishing and maintaining
comprchensive programs that comply with fed-
cral and statc mandates as well as coordinating

oUR PLAN

and integrating existing cfforts requires careful
planning,.

The following chapter describes a step-by-step
process for planning cffective programs and ser-
vices.

Identify Requirements of Funding Sources

Scveral picces of legislation have been enacted at
the federal and state levels to address the growing
concern about tobacco, alcohol and other drug
usc among children and adolescents.

Oftentimes, you must satisfy different requirc-
mcnts, assurances and rccommendations for eaci
statutc to securc funding for substance use pre-
vention, identificationand intervention  grams
and services.

For cxample, one statute might require an advi-

sory committce that includes administrators, par-
ents, teachers and community members. Another
statute might require an advisory committee that
also includes students and law enforcement offi-
cials. A third statute might requirc representatives
from community-based organizations with inter-
vention services.

In cffect, a school district could cstablish scveral
advisory committees—cach designed to meet the
nceds of one picce of legislation or new funding
source.
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Similarly, in the arca of awareness and inservice
training, you may be required to implement a
varicty of programs for administrators, teachers,
parents and community members to meet &l
requircments of federal and state legislation. This
is also true of school board policy, curriculum
development, cvaluation and so on.

To attain optimal effectiveness and efficiency, you
must be able to identify and consolidate &/ leg-
islative requirements and design ome compre-
hensive program involving both the schools and
the community.

Federal and state lcgislation that should be con-
sidercd during program planning is dcscribed
below.

Federal Drug-Free Schools and
Communities Act

The Federal Drug-Free Schools and Communities
Act of 1986 (PL99-570, now PL100-297) provides
resources to reinforce and coordinate cfforts of
concerned parents, state/local officials and
community organizations to climinate the use of
drugs by the nation’s youth.

Part 2 of this act provides federal financial assis-
tance to states to cstablish drug abuse education
and prevention programs (coordinated with re-
lated community cfforts and resources).

Tosecurc funding, local school districts /consortia
must mcct the following requirements:

o  Establish a drug abuse education and pre-
vention advisory council. Include parents,
teachers, state/local government officials,
law enforcement officers, medical profes-
sionals, representatives from community-
bascd organizations, and drug abuse edu-
cation experts.

e  Assessthecurrent drugandalcohol problem
in the schools.

e  Adopt a drug policy, including an explana-
tion of practices and procedures for enforcing
the climination of sale and use of drugs on
school premises and for informing students
of these procedures.

e Coordinate cfforts of school district/con-
sortium with other programs in the com-
munity involved in drug abuse education,
prevention, treatment and rchabilitation.

e Usc funding to establish, implement or
augment mandatory age-appropriate, de-
velopmentally based drug abuse education
and prevention programs for all students.

State Legislation, Education
Codes and Health and Safety
Codes

Legislative mandates for programs to prevent or
reduce substan:c use among youth vary from
statctostate. Before developing and implementing
programs and services, you must be aware of all
requirements, assurances and recommendations
of cach picce of state legislation. In addition, you
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should be aware of state education codes and
health/safety codes related to substance use.

Other Funding Sources

Some school districts reccive funding from the
National Institute on Drug Abuse, the National
Institute on Alcohol Abuse and Alcoholism, or
other federal agencies, such as the Centers for
Discase Control. Additionally, school-based
programs can reccive funding from private
foundations, corporations or public/voluntary
organizations. ‘

Each funding source may require compliance

with spccific requirements to secure and maintain
funding.

Steps for Identifying
Requirements

Follow these steps to facilitate integration of all
substance usc programs from your funding
sources.

1 Rcviewthe requirements, assurances or rec-
ommendations for compliance with federal /
state Icgislation or other funding sources for
cxisting programs or services.

Usc Worksheet #1 to list ecach requirement/
rccommendation related to advisory groups,
school district policy, educational programs,
asscssments, specialized staff, awareness and
inscrvice training, parent/community in-
volvement, and cvaluation.

STEP BY STEP

Complete Workshect #1 for each federal/
state legislation or funding source.

2 Then, transfer thisinformation to the matrix
of local school district requirements/rec-
ommendations (Figure 7). Information for
the Federal Drug-Free School and Com-
munitics Act (PL 100-297) is provided in
column 1. (Sce Figure 8 for an example of a
completed matrix.)

38 Listinformation about education codes re-
lated to classroom instruction and parent/
guardian consent as well as health/safety
codes related to substance use on school
campuses on the matrix.

4 Finally, identify commonaltics among re-
quirements, assurances and recommenda-
tions.

This combined information should be used dur-
ing all stages of program planning for a more
integrated approach to substance use programs
and services.

For example, for school district policy, the Fed-
cral Drug-Free School and Communities Act
requires a current policy with procedures to
climinate sale and use of drugs and alcohol on
school premiscs.

In California, Proposition 99 requires up-to-
date, widely disseminated school district and in-
dividual school policies and procedures. Assem-
bly Bill 1087 requires policies with procedures for
identification, intervention and referral of at-risk
and drug-involved youth. Finally, Senate Bill
2599 requires up-to-date widely-disseminated
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Identifying Requirements of Funding Sources

Name of Federal/State Legislation:

Name of Other Funding Source:

Requirements for Advisory Groups:
Membership:

Number of Meetings:

Roles/Responsibilities:

Other:

Requirements for School District Policy:
Required Policy, Regulations and Procedures:

1.

2.

3.

Dissemination Procedures:

Regquirements for Curricula/Prevention Programs
Content

1.

2,

3.

Skills:
1.

2,

Other Program Components:
1.

2.

Requirements for Assessments
Extent of Substance Use Problem:

Existing Programs and Services:

Q . vr
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Worksheet 1—continued

Student Concerns and Interests:

Requirements for Specialized Staff
Program Coordinators:

Substance Use Prevention Specialist:

Other:

Requirements for Awareness and Inservice Trasning Programs
Awareness Programs:

1.

2
3.
4

Inservice Training Programs:
1.

2.

3.

Requirements for Parent/Community Involvement:
Parent Involvement:

Community Involvement:

Requirements for Evaluation
Evaluation of Educational Needs:

Formative Evaluation:

Summative Evaluation:
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Figure 7

Matrix of School District Requirements/Recommendations
Federal /State Legislation and Other Funding Sources

Requirements/ Federal Drug-Free Schesls
Recommendations |  and Communities Act
(M. 99-370) (1008), (now ML
100297)

Advisory ¢ Drug Abuse Education
Groups and Prevention Advisory
Council
Parents
Teachers

State/local government
officials
Medical professionals
Law enforcement repre-
sentatives
Community-based organi
zation representatives
Drug and alcohol use
prevention experts
District s Current drug and alkco-
Policies hol policy with procedures
to eliminate sale and use
of drugs and alcohol on
school premises
venttion * Age-sppropriate, devel
::mﬂon opmentally based drug use
education and prevention
Programs programs for all grades
Assessments ¢ Extent of current drug
and alcohol problem
Specialized
Stalt
Awareness
and Tralning
Pannt/ . Cootdha'tmlon of sd\o'?ly
] program with commun
Communtty education, preventlon,
invoivement treatment, and rehabilita-
tion programs
Evaluation + Procedures for monitor-
ing program effectiveness




Figure 8

Sample Matrix of School District Requirements/Recommendations
Federal /State Legislation and Other Funding Sources

Requirements/ Federal Drug-Free Scheels Tobacce Use Prevention | Comprehensive Alcohel and |  Five-Yoar State Master Plan to
Recommendations |  and Communities Act Education Drug Preveation Education | Reduce Drug and Alcohel Abuse
{M. 99-570) (1008), (now ML (Prepesition 99, AD 78, 1969) Program California
200-297) (AB 1087, Chapter 92, 1909) (882009, Chapier 903, 1900)
Advisory * Drug Abuse Education | ® Tobacco Use Prevention | « Local Coordinating | ¢ Onsite Alcohol and Drug Abuse
Groups and Prevention Advisory | Education Planning Team | Committee (County Level) | Advisory Team
Council (County Levei)
* School/Community Advi- | County drug/aicohol ad- | Administrators
Parents sory Committee {County and | ministrator Teachers
Teachers District Level) Law enforcement repre- | Counselors
State/local govemment sentatives Students
officlials Parents School district board | Parents
Medical professionals Teachers members Community representatives
Law enforcement repre- | Local govemment Administrators Health care professionals
sentatives representatives Teachers
Communitybased organi | Medical professionals Parents
zation representatives | Law enforoement Drug prevention/interven-
Drug and aloohol use represantatives tion program represen-
prevention experts | Community-based organiza- |  tatives
tion representatives
Tobacco use prevention
expeits
District ¢ Curent drug and aico- | ¢ Up-to-date county office | * Policies for alcohol/ | ¢ Updated, written alcohol and
Policies hol policy with procedures | of education, school district | drug use enhanced to in- | drug policies for ail schools
to eliminate sale and use | and Individual school poli | clude procedures for | ¢ Distributed to all employees,
of drugs and alcohol on | cies and procedures identification, interven- | students and parents
school premises o Widely disseminated tion, and referral of at+isk |  Policies established to ad-
youth and drug/alcohol | dress needs of re-entering stu-
involved youth dents
Prevention J appropriste, devel | « Tobacco use prevention | » Age-appropriate alcohol | ¢ Alcohol ana drug education in
Education opmentally based drug use | integrated with existing to- | and drug use prevention | grades K-12
P education and prevention | bacco, alcohol and drug use | education in grades 4, 5,6 | « Peer education programs in
rograms programs for all grades | orevention program and | ¢ Early intervention ac- | grades 7-12
v. nprehensive health edy- | tivities including identlfi-
cation at all grade cation, assessment and
levels referval
Assessments * Extent of current drug | « Existing tobacco, alcohol | ® School district charac-
and aicoho! problem and drug use prevention | teristics, existing re-
policles, resources and sources, extent of drug
programs use among youth
Speclalized o Tobacco Use Prevention * Alcohol and drug ebuse spe-
Staff Education Coordinator clalist
(County and District Level)
Awaroness * General drug aware- | * Basic slcohol and drug infor-
and Training ness for teachers, admin- | . aation to school board members
istrators, and staff ¢ Basic training on how to rec-
¢ indepth training for in- | ognize what to do about sus-
dividuals providing direct | pected alcohol and drug sbuse
servioes asdministrators and tsachers
¢ Inservice training for | « Comprehensive aloohol and
local law enforcement of- | drug abuse training for school
ficers counselor and nurses
e Aloohol and drug training re-
quired for teacher credentialing
and renewal
Parent/ * Coordination of school | « Formal partnerships be- [ © Parent education pro- | e Parent-teacher groups for
Communlty program with community | tween schools and commu- | grams grades K12
education, prevention, | nity information, referral, | * Coordination of school, | ¢ Parent education programs
Involvement treatment, and rehabilita- | treatment and law enforce- | law enforcement, and | « Parent support groups
tion programs ment agencies community involvement
Evaluation * Procedures for monitor- | « Preoedures for determin- | ¢ Programs monitored by | « Aloohol and drug related inct
ing program effectiveness | ing program impact Office of Crininal Justice | dents on school grounds reduced

Planning for compliance
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policies which include provisions for students re-
entering school after rehabilitation.

In a California school district, the school district
policy review committee must ensure that the

policics, regulations and procedures meet all re-
quirements listed above. Refer to the sample
matrix (Figure 8) for additional examples of com-
monaltics of requircments/recommendations.

Review and Enhance Policies, Regulations
and Procedures

To be effective, substance use prevention, identi-
fication and intervention programs must have
comprehensive supporting policies, regulations
and procedures developed through a collabora-
tive process involving representatives from the
entire school community (PrevNet, 1989).

Clearly written, consistently enforced and broadly
disseminated policies, regulations and procedures
arc important for scveral reasons. (See Figure 9
for definitions.)

Policies, regulations and procedures:

e provide aclear message to students and staff
that using drugs on school campuses is
unacceptable.

e climinate ccnfusion about how to handle
situations involving use of substances.

e provide guidclines foridentifying and assist-
ing students or staff who are using sub-
stances.

e cnsurc consistent disciplinary actions for
students and staff who do not follow drug
rcgulations,

e providea foundation for school district pre-
vention, identification and intervention
programs.

Guidelines for Reviewing
Existing Policies

School district policies should be reviewed regu-
larly to ensure that they are consistent with federal
and state legislation and that regulations and
procedures are enforceable.

When reviewing or. enhancing your district’s
policies, regulations and procedures, consider
these seven underlying principles (Hawley,
Peterson and Mason, 1986).

Principle 1

All students have a right to attend school in an
environment conducive to learning, Since sub-
stance usc is illegal and interferes with the leam-
ing and healthy development of students, the
school has a legal and ethical obligation to main-
tain a drug-free school community,
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| Figure 9
Definitions Related to Policy Development

Policles

Substance use policies are statements that establish a school district’s position related to
maintaining drug-free school communities and meeting the needs of students atrisk. Policy reflects
the beliefs of the governing board and the values of the community. School district policy should
address the following components: philosophy, prevention goals and specific programs.

Regulations
Regulations provide guidelines for implementing drug policies. Regulations should address:

instruction, intervention, recovering student support, and enforcement/discipline for possession
or sale of tobacco, alcohol or other drugs.

Procedures
Procedures delineate the roles of administrators, teachers, parents, and others; detail steps for
routine handling of situations; assure consistent treatment for not following specific substance use

regulations; and ensure the rights of students and staff. Individual sites must develop procedures
for implementing the district policies and regulations.

Source: Prevnet, California State Department of Education Resource Services System. (1990). Guidelines for developing
comprehensive aicohol, tobacco and other drug policies, regulations, and procedures . Sacramento, CA: Sacramento
County Office of Education.

Principle IT

The school district has an obligation to provide
prevention education within the standard cur-
riculum to prcpare students for making decisions
about substance use.

Principle I1I

Drug education must be based on accurate and
scicntifically valid information and should be age-
appropriatc and developmentally based.

Principle IV

Drug policy guidelines must be clear and unam-
biguous and should be communicated formally,
in writing, every school year.

Principle V

Drug policy guidelines should be applied uni-
formly.
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Principle V1

Support for the adopted policy should be ob-
tained from parents, teachers, students and com-
munity members.

Principle VII

Although parents have the ultimate responsibility
for monitoring their children’ use of substances,
individual differences in parents’ standards can-
not be permitted to compromise the school
district’s commitment to maintaining a drug-free
cducational environment.

Steps for Reviewing and
Enhancing Governing Board
Policy

Follow these steps to satisfy requirements/rec-
ommendations of current legislation related to
polic ..

1 Convenc a committee comprised of admin-
istrators, teachers, parents and students to
review existing policies, regulations and
procedures related to substances. Use
Worksheet #2 to help you. Identify ambigu-
ities, inconsistencies and deficiencies with
rcquirements of federal and state legislation.

Revise or enhance policics, regulations and
procedures to include the following compo-
nents: philosophy, instruction, interventicn,
recovering student support, and enforce-
ment/discipline. Sample statements in cach
of these areas can be found in Gusdelines for
Developing Comprehensive Alcohol, Tobacco
and Other Drug Policies, Regulations, and
Procedures (PrevNet, 1990).

Send a draft of the revised substance use
policy to the School/Community Advisory
Committee and district/site administrators
for feedback.

Modify policies, regulations and procedures,
if necessary.

Consult school district legal counsel to as-
surc that policies reflect current laws and
interpretations.

Finalize the draft policy and follow proce-
dures tosecure school district board approval.

Widely disseminate the final School District

Goveming Board Policy to all employecs,
students and parents.
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Reviewing School District Governing Board Policy
For each area listed below, indicate which components of substance use policy, regulations and
procedures are included in your existing school district policy. o
S
=
3§ 3
Y <
3 % 3
gL Z Comments
Components of Comprehensive Policy
Philosophy
Clear definition of what is covered by policy (based on
current federal and state laws) O 0O O
Clear message that use, possession or sale of sub-
stances on school campuses and at school-sponsored
activities is unacceptable
Statement of school district's position related to main-
taining drugfree learning environment
Prevention Goals
Specific goals for classroom instruction O 0O O
Specifir. goals for identification, intervention andreferral | (1 O O
Specific goals for recovering student support O 00
Specific goals for enforcement/discipline O 0 0
Specific Programs
Process for curriculum approval and adoption O O
Commitment to one or more existing substance use
prevention programs a
Compliance with state educetion and health and safety
codes O
Components of Comprehensive Regulations
Instruction
Description of instructional program (K-12)
Provisions for training of staff responsible for implemen-
tation of prevention education O 0O O
Provisions for staff development/inservice, including
substance use awareness and staff roles/responsibility
in prevention, identification, intervention and referral O 0O a4
Provisions for parent/community Involvement O
Provisions for inservice training for local law enforcement
officers Continued on next page
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Worksheet 2—continued g
X
3 g -
3 2
g8 2 Z Comments
Intervention

Provisions for staff training on how to recognize and what
to do about suspected substance use

Provisions for parent education and support

Use of community agencies and services in referral and
intervention

0ad

Ooad
Ooad

Recovering Student Support

Range of services provided to students returning after
rehabilitation

Coordination of school, home and community involvement

Provision of training for staff responsible for recovering
student support

Provision of student support groups

OO 0Og
Ooag oog
oo 0a4d

Enforcement/Discipline

Regulations regarding possession, use or sale of tobacco,
alcohol or other drugs

Staff awareness of procedures for enforcing regulations

Statement of consequences of violating district regula-
tions

O
oagd
O

Components of Comprehensive Procedures:
Description of role of teachers, administrators, law en-
forcement officials, parents and human services agen-
cies
Procedures for: k
informing students, parents and staff of substance use
policies, regulstions and procedures
documenting infractions and maintaining confidential
records
protecting student and staff rights
handling first and subsequent offenses
emergency care for students or staff who have over-
dosed on alcohol or drugs
involving law enforcement officials
notifying parents
reporting substance use offenses
legal issues (e.g., confidentiality, search and seizure)

O
O
O

Ooooo goo g
Oooo0og o0goo 0O
ooocog ogoo d
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STEP BY STEP

Build Coalitions/Partnerships
in the School Community

Optimal success of substance usc prevention,
identification and intervention programs neces-
sitates the active involvement of as many com-
munity sectors as possible.

Traditionally, schocols have appointed advisory
committees to guide decision making related to
instructional programs. Their responsibilitics
usually include: examining the existing substance
usc problem; reviewing strategics to address the
problem; identifying strengths/weaknesses of
existing programs; recommending actions tomect
community needs; and providing ongoing in-
formation about the school-based program tothe
community.

To mect requirements of federal (PL 100-297)
and state legislation, establish one school /com-
munity advisory committee for substance usc
prevention. Existing advisory groups should be
coalesced. Evaluate membership to climinate
duplication of expertise. If necessary, appoint
additional members to satisfy all requirements of
legislation.

You Need a Prevention
Planning Council

Tobacco, alcohol and other drug use are not
isolated bchaviors. They are interrelated with
many otheradolescent problems, such asacademic
failure, truancy, pregnancy, depression and sui-
cide.

However, because of categorical funding and the
diversity of goals/objectives of responding orga-
nizations, these issues are often addressed inde-
pendently by schools, community agencies, and
public and private organizations. Since substance
usc is caused by multiple factors within many
systems—school, family, community, pecer
group—it isimportantto consolidatcand enhance
prevention, identification and intervention ef-
forts across all scttings.

A collaborative approach—partnerships wmong
schools, parent groups, law enforcement agencies,
community based organizations, voluntary health
organizations, youth service organizations, health
care providers, civic organizations and others—
leads to collective responsibility for prevention
programs and climinates duplication of efforts,
gaps in services, incfficient use of resources, and
lack of consistent coordination.

In addition, collaboration provides consistent
messages through multiple channels to more
cffectively impact all systems affecting children
and adolescents. Interagency linkage enhances
the delivery and increases the quality and quantity
of prevention, identification and intervention
programs and services.

School community coalitions/partnerships differ
from advisory groups in membership and func-
tions (sec Figure 10). Membership includes indi-
viduals from distinct and separate agencies/orga-
nizations with a common focus on substance use
prevention but differing perspectives and capa-
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Figure 10
Comparison of Community Advisory Committee

and Prevention Planning Council

Advisory Committee

Membership:

Interested individuals selected from segments of the
community to advise school district personnel about
substance use prevention programs.

Functions:

1. Exarnine existing substance use problem in the
school community (assessment).

2. Review possible strategiesthat address the heaith
problem (approval).

3. Identify strengths/weaknesses of existing drug
program in the school community (evaluation).

4. Recommend specific actions to meet community
values and needs (advisement).

5. Provide ongoing information to the community
(information sharing).

Steps for Establishing Advisory Committee:
1. Reviewrequirements of current legislation related
to advisory groups
2. Evaluate existing membership of groups
3. Generate list of individuals to fill gaps
4, Select additional members
¢ with leadership roles and influence in the com-
munity
¢ with knowledge/experience in substance use
prevention
¢ willing to volunteer tire and energy
5. Contact potential members
¢ describe function and charge of advisory com-
mittee
¢ discuss length of service
¢ set first meeting date
6. Conduct first meeting
¢ explain role and function
¢ determine operating procedures
¢ select chairperson
¢ schedule next meeting

Prevention Planning Councll

Membership:

Individuals from distinct and separate organizations
and agencies with a common interest in substance
use prevention but different perspectives and capa-
bilities.

Functions:

1. Ensure official administrative commitment (advo-
cacy).

2. Promote awareness and dissemination of infor-
mation about programs, resources and services
(clearinghouse). :

3. Facllitate collaboration thereby reducing duplica-
tion, identifying gaps and maximizing benefits
(coordination).

4. Provide information about program effectiveness
and effic.2ncy to decision-makers (evaluation).

5. Implement new resources (innovation).

Steps to Establishing the Prevention
Planning Council:
1. Plan the development of the Prevention Planning
Council
¢ define need
e draft preliminary long-term objectives
¢ draft preliminary govemance structure
2. Identify potential members
¢ in schools
¢ in community agencies and organizations
¢ In private sector
3. Contact potential members
¢ with direct responsibility for substance use
programs/services
¢ with leadership roles and influence within the
agency
¢ detail the need for and advantages of collabo-
rative effort
delineate longterm objectives
set first meeting date
. Conduct first meeting
explain purpose
determine operating procedures
select facilitator
schedule next meeting

H
e o o o (M o o

Adapted from: Allensworth, D.D. (1987). Building community support for quality school health programs. Joumal of School

Health, 18(5).
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bilitics. These stakcholders work toward joint
planning and integration of existing cfforts.

A coalition/partnership for substance use pre-
vention performs the following functions
(Allensworth, 1987; Burcau of Health Education,
1980).

Advocacy

Assurc administrative commitment for substance
usc prevention by providing active leadership and
communication, laying the groundwork by
documenting needs, and lobbying decision
makers.

Clearinghouse

Promote awarencess and disseminate information
about substance use programs, resources and
scrvices by cstablishinga two-way communication
nctwork.

Coordination

Facilitate collaboration among effortsin the school
community to reduce duplication, identify gaps,
and maximizc the benefits of existing substance
usc prevention, identification and intervention
programs and services.

Evaluation

Provide information about effectiveness and cffi-
ciency of substance use programs and services to
decision makers.

Innovation

Implement new programs and services to meet
the needs of the school community.

STEP BY STEP

" Although there are many bencfits of Prevention

Planning Councils,you should be aware of several
barriers to their success, such as unclear purpose
and direction, lack of motivation, and account-
ability. A list of common barricrs and ways to
overcome them are found in Figure 11.

Steps for Establishing a
Prevention Planning Council

Follow these steps to a successful Prevention
Planning Council:

1 Plan the development of the Prevention
Planning Council. Define the need for the
school/community partnership, the pre-
liminary long-term objectives, and a pre-
liminary governance structure.

2 Identify potential members. Using
Worksheet #3, generate a list of community
agencies serving children and adolescents.
Limit it to agencies with substance use
programs and services.

3 Contact potential members. From the final
list, identify individuals with direct respon-
sibility for the programs/services or indi-
viduals with leadership roles and influence
within their agency. A council of 12-16
individuals isideal. Send aletter of invitation
detailing the need for and advantages of a
collaborative effort and delincating the long-
tenn objectives to potential members, After
the Prevention Planning Council member-
ship is finalized, schedule the first meeting.
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STEP BY STEP

Figure 11
Overcoming Barriers to Successful Prevention
Planning Councils

Barrier Overcoming the Barrier
Purpose and direction of the council | e Discuss purpose at the first meeting for clarification.
is unclear * Put purpose in writing.
Problems with leadership e Clarify role of facilitators.
o Establish mechanisms for rotating facilitators incase
they are needed. '
* Encourage members to provide feedback about the
group process.
Questions about “turf”  Develop written agreements delineating roles and

responsibilities of partners.
¢ Encourage open communication about “turf” issues.

Problems caused by outside control * Make all partners aware of restraints placed on
of funding agencies specific programs and services by funders.
¢ Consider outside constraints early in Gevelopment of
the plan.
Problems with motivation * Set short term goals so that the Council can see
“success.”

¢ Work in small groups so that all partners can be
actively involved.

Problems with communication * Select facilitators with strong skills.
and coordination e Establish clear methods for resolving conflict and
controversy before it happens.

Inability to accomplish tasks * Work in small groups.

¢ Establish consensusdecision-making procedures and
follow them.

¢ Have a written agreement about govemance struc-
ture.

¢ Prepare an agenda for meetings and stick to it.

Accountability * Be sure to have interest and commitment of entire
agency, not just the representative.

* Prepare minutes with action items to remind everyone
of responsibilities.
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Identifying Potential Council Members

Organization Phone # Has Substance | Contact Person
Use Program/
Service
Yes No

Law Enforcement Agencies

Community-Based Organizations

Voluntary Health Organizations

Youth Serving Organizations

Parent Organizations

Churches

Community Support Groups

Health Care Facilities

Health Care Providers

Private Businesses/Industry

Social Organizations

Institutions of Higher Education

Other

00 00 00 OO0 0O 00 00 00 00 OO0 00 0o oo
00 00 OO 00 00 00 00O OO0 00 00 00 00 B0

ERIC ~- 6 65
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STEP BY STEP

4 Conduct the first council meeting. This
meeting provides an opportunity for all
stakcholders to share their viewpoints, learn
about cffective prevention strategies, agree
on how the council will function as a unit,

and commit to working together for a long
period of time.

8 Conduct regular mectings to develop the
school community prevention plan.

Assess Your Programs and Services

Assessing existing programs and services in the
schooi community is the next step. Awareness of
“what is” scrves two purposes.

First, it providcs the Prevention Planning Council
with a more comprehensive pictare or “map” of
what is being done, by whom, and to what extent
in the areas of prevention, identification and
intervention. This mapping process indicates
where collaboration could take place in future
program development.

Second, it helps the Prevention Planning Council
look at “gaps” between existing prevention, iden-
tification and intervention cfforts and determine
what should be included in their comprehensive
prevention plan.

More specifically, it indicates unserved or
underserved target groups, specific risk or protec-
tive factors that have not been addressed, or
missing links between identification, referral and
intervention programs. Minimally, the compre-
hensive prevention plan should encompass all of
the requirements and recommendations of fed-
cral and state legislation. (Prevention Planning

Councils should refer to the legislation matrix
devcloped using Worksheet #1.)

Steps for Assessing Programs
and Resources

The Prevention Planning Council assumes major
responsibility for assessing existing programs and
resources and identifying the gaps.

Follow these steps to ensure identification of all
current cfforts;

1  Independently, school-based members of
the Prevention Planning Council identify all
prevention, identification and intervention
programs and services provided in their
schools. First, complete Worksheet #4 to
identify weak areasin the existing curriculum.
Then, assess additional prevention, identi-
fication and intervention componentsat their
schools using Worksheet #5.
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Community-based members complete
Workshecet #6 to identify existing programs
and services in their organizations.

Transfer information about programs and
services in individual schools to Worksheet
#7. This summary worksheet provides a
comprehensive picture of substance usc
prevention, identification and intervention
programs and services i# the school district.

Transfer information about program and
services provided by cachcommunity-based
organization represented in the Prevention
Planning Council to Worksheet #8. This
summary worksheet provides a compre-
hensive picture of substance use prevention,
identification and intervention programsand
services i the community.

Identify and contact schools ot represented
by members of the Prevention Planning
Council. Obtain information about preven-
tion, identification and intervention pro-
grams and scrvices in these schools
(Worksheet #5) and add to the school dis-
trict summary (Worksheet #7),

STEP BY STEP

Using the generated list of potential Coun-
cil members, identify and contact commu-
nity-based organizations with substance usc
programsand services but without represen-
tation on the Prevention Planning Council.
Obtain information about these prevention,
identification and intervention programs and
scrvices (Worksheet #6) and add to the
community summary (Workshecet #8).

Keep all individual checklists in the Preven-
tion Planning Council files for casy access
and reference.

When all information is acquired, compare
the school district and community summa-
rics of existing prevention, identification
and intervention programs and services and
those required by federal and state legisla-
tion to identify deficiencies and gaps related
to advisory groups, district policy, educa-
tional programs, awarencss and inservice
training programs, and assessments/cvalu-
ations.

"y
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Determining Comprehensiveness of Existing
Substance Use Prevention Curriculum

Name of School

Grade Level

Included
To Some Extent
Not At All

Comments

Does the curriculum have specific program goals

and objectives? O 0 0O
Does it include a planned sequence of activities
about tobacco, alconol and other drug use? O 000
Is it appropriate to the developmental level of
the students? O 0O 0O
Does it promote wellness and not merely dis-
ease preventiun? O 0O 0O

Does it contain activities to develop decision-
making competencies relatedtosubstanceuse? | OO0 O [

Does it provide opportunities for students to
develop and demonstrate knowledge, attitudes
and practices related to substance use? O o Od

Does it integrate the physical, mental, emo-

tional and social dimensions of heaith? O 0O O
Does it include evaluation procedures? O 0O 0O
Does it have sufficient resources? O O a

Is it consistent with the state framework for
health education? O 00
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Worksheot H

Identifying Existing Programs and Services

in Individual Schools

Name of School
Grade Level
Prevention Identification Intervention
O Policy O Policy O Policy

O Philosophy O Identification O Intervention

UJ Instruction O Referral (] Re-entering students
(O Comprehensive curriculum O Faculty, peer, parent, self-re- | [J Smoking cessation programs
O School community advisory ferral [ Twelve-step programs

committee
U] Peer helper programs
(I [ cer educators
O] Peer mentors/cross-age
tutors
(] Peer counselors
O Adult mentor programs
O Parent/community involve-
ment
O] Parent education pro-
grams
O] Parent support groups
O Community awareness
(] Staff health promotion
(J School health services
[ Staff awareness programs
O Extent of substance use
O] Existing policy: philoso-
phy/instruction
] Effects of substance use
O Existing prevention pro- .
grams
U] Inservice training programs
O For staff implementing cur-
riculum
O For law enforcement offic-
ers
O Other, please specify

O] Student assistance program
(] Employee assistance pro-
gram
(0 Staff awareness programs
O Existing policy: Identifica-
tion/referral
0 Warning signs of sub-
stance use
O Procedures for identifica-
tion and referral
U Inservice training programs
(1 For staff responsible for
identification/referral
O For student assistance
core team members
O Other, please specify

O Peer support groups
U For atsisk students
U] For students affected by
someone else’s use
O For suspected/identified
users
U1 For recovering students
Ol Crisis intervention
O] Staff awareness programs
O Existing policy: enforce-
ment, intervention and re-
entering students
(0 School community inter-
vention programs and ser- -
vices
O Inservice training programs
O For peer support group
leaders
O Ciner, please specify
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den

et

ing Existing Programs and Services in Individual

Community-Based Organizations

Name of organization

Age of target group

Prevention Identification Intervention

O School community advisory | [0 Staff identification and refer- | L] Smoking cessation programs
committee member ral services O Twelve-step programs

O Speaker programs (J Student assistarnce team O Peer support groups

0 Substance use awareness members O For at-risk students
programs 0O Employee assistance pro-

grams O For students affected by

(] Substance use information
database

O Substance use information
dissemination

O School volunteers

O Substance use prevention
education programs

O Funding source for school
programs

(2 Peer helper programs
O] Peer educators

O Peer mentors/cross-age
tutors

O Peer counselors
O Parent Involvement

O Parent education pro-
grams

O Parent support groups
O Positive alternative activities
O Sponsor of school programs
O Sponsor of related contests

O Other, please specify

[J Staff training for identifica-
tion and referral

O Other, please specify

someone else’s use

O For suspected/identified
users

O Crisis intervention services
O Hotlines
O Emergency medical services

O Screening and diagnostic
services

O Individual counseling ser-
vices

O Family counseling services

O Rehabilitation and treatment
services

O Other, please specify
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Summary of Existing Programs and Services in the School District
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Worksheet 7—continued

S0

swesdaxd Suiuiesn 3MARSU|

sweJdoud ssaualeme ye1s

wessoud aouejsisse aakoidwg

wesSoud aouels;sse Juapms

[eudjar)as ‘Wwased ‘133d ‘Qynoe

1eudjas pue uonedynuap| Adijod

Oo|jof{o|ojolo|a

O|0j0 (0|00 |0

O|(0|0of|O0|0{0o|0
Oj{o|o|jo|oi{o |0

Oj0|jof{of{ojo|a

O|j0{0|(0|0 (0|0

OO0 (0|00 (0|0

O|j0of{0|(oj0O{0Oo|0o
(0 (o000 |0 |0
O|(0|0(O0f{o {00

O{0|0(0{0 {0 |0

Oj|jo0|jo|(o|o 9|0

Oo(g|gof({o|(o|o|a

(oo (ojagjo|a
Of(0 (o000 |a0
O|jolo|jo(oj|jo|o

ojoj|jo{ofo|ola

OO0 (oo (0|0

Identification
Name of School

Aeawa3

100YDS IPPIN

100YyJs Yy

3

- -
~e



Worksheet 7—continued
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S of Existing Programs and Services in the Communi
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Worksheaet 8—continued
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STEP BY STEP

Prioritize Gaps

After compiling the list of deficiencics and gaps,
the Prevention Planning Council must determine
the arcas of greatest nced and importance, the
feasibility of developing new programs or services
and the order in which those programs and
services should be implemented.

Base prioritization of “gaps” in prevention, iden-
tification and intervention programs and services
on the following critcria:

e  Whether the program or service is required
by federal or state legislation, Prevention,
identification and intervention programs and
scrvices required by legislation but not
currently in place have the highest priority
for development and implementation.

e The number of risk factors that will be
addressed by the program.

e Thenumberof protective factors that will be
addressed by the program. '

e The total number of students who will be
reached. The number of students reached
will help determine whether the newprogram
or scrvice will be cost effective.

e ‘The number of at-risk students who will be
reached.

o  Whether cxisting staff are sufficient to sup-
port the program or service. Cost for addi-
tional staff n.ecessary to develop and imple-
ment the program should be determined.

e  Whether cxisting staff arc adequately pre-
pared to implement the program. Costs for
awareness and inservice training programs
should be determined.

e  Thecostsand benefits of developing and /or
implementing the programn. Costs and
bencefits may be both tangible and intangible,
¢.g., actual amount of moncy needed, de-
crease in prevalence of substance use, or
healthier school climate.

e The costs and benefits of not developing
and/or implementing the program.

o The perceived effectiveness of the program
or service. Programs and services should be
cvaluated for perceived cffectiveness based
on criteria presented in the section Evalu-
ating/Selecting School-Based Substance Use
Prevention Programs.

Steps for Prioritizing Gaps in
Programs and Services

Follow these steps to cvaluate and prioritize cach
deficiency or gap in substance use programs and
services:

1 Across the top of Worksheet #9, list cach
identified gap in programs and services.
Subsequently, evaluate cach identified gap
based on the criteria listed in the previous
section.

e 77



STEP BY STEP

2  After completing this evaluation process,
use techniques such as pyramiding, paired
weighting decision-making, and the Delphi
technique, to make decisions about priori-
tics for developing and implementing new
programsand services (scc Dignan and Carr,
1987; Isaac and Michacl, 1984; Kaufman
and English, 1979; and Stufflcbcam,
McCormick, Brinckerhoff and Nelson,
1985).

3 Before final decisions are made about devel-
opmentand implementation of new school-
based programs and services, consu': ad-
ministrative and teaching staff at appropri-
atc levels to determine the feasibility/ap-
plicability of the new program and possible
obstacles to successful implementation at
the school site.

Develop Program Goals and Objectives

Program goals are broad statements that provide
direction for making decisions about instruc-
tional materials, prevention programs and services,
awareness and inservice training programs, and
evaluation.

Since these statements are very general, the at-
tainment of goals is difficult to assess. As a result,
more specific, measurable program objectives
must be developed to determine if substance use
programs and services are cffective and to deter-
min¢ ifprogramsand services should be expanded,
m~"ntained or discontinued. (For more informa-
tion about program goals and objectives, sce:
Dignan and Carr, 1987; Greene and Simons-
Morton, 1984; Fodor and Dalis, 1989.)

Steps for Developing Goals
and Objectives

Once the “gaps” in substance use programs and
services have been identified and prioritized, the
Prevention Planning Council should implement
the following steps to develop program goals and
objectives.

1 Using Worksheet #10, writc onc or more
programgoal statements reflecting the school
district’s philosophy related to student health
and substance use. For example, the long-
range goal of one school district might be
“to create a drug-frec environment for
learning.”

2  For cach broad goal, develop specific, mea-
surable program objectives that incorporate
information gathered during the school
community assessment (scc scctions on As-
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Prioritizing Gaps in Programs and Servic

Criterion

Identified Gaps

3.

CS

—

Required by federal or state
legislation

Yes No
o 04

Yes No
O 0O

Yes No
o ad

Yes No
O 0

Number of risk factors
addressed

Number of protective factors
addressed

Total number of students that
will be reached

Number of at-risk students that
will be reached

Existing staff sufficient

Yes No
O O

Yes No
O 0O

Yes No

Yes No
O 0

Existing staff adequately
trained

Yes No
g 0

Yes No
O 4

Yes No

Yes No
O 0

Costs/benefits of developing
and implementing

Costs/benefits of not
developing and implementing

Perceived effectiveness

G0
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Worksheet 10

Developing Program Goals and Objectives

Program Goal:

Program Objective 1:

Program Objective 2:

Program Objective 3:

Program Objective 4:

Program Objective 5:

L a1

Full Tt Provided by ERIC.



Worksheet 11

Sample Program Goals and Objectives

Program Goal:
To create a drug-free environment for learning.

Program Objective 1:
A comprehensive tobacco, alcohol and drug use prevention education program will be provided to

students at all grade level levels.

Program Objective 2:
An up-to-date schocl district governing board policy will be disseminated to all employees, students

and parents.

Program Objective 3:
Special support groups will be established for students at highest risk for tobacco, alcohol and drug

use.

Program Objective 4:

Program Objective 5:




STEP BY STEP

sessing Existing Programs and Services and
Prioritszing Gaps in Programs and Services).
Program objectives can be directed toward:
(1) enhancing or maintaining existing pro-
grams and services, and/or (2) developing
and implementing new programs and scr-
vices.

In addition, program objectives can relate to
school district policies, regulations and procedures

and/orcommunity coalition building. Minimally,
program objectives should encompass all require-
ments and recommendations of federal and state
legislation (refer to Figure 7).

Program objectives should include a content di-
mension and a behavioral dimension. Worksheet
#11 is an example of a completed worksheet of
program goals and objectives.

Plan Program and Evaluation Activities

Substance use prevention, identification and in-
tervention programs and services can encompass
a wide variety of program activities.

These activitics may include, but are not limited
to: reviewing and enhancing school board poli-
cies, regulations and procedures; reviewing, revis-
ing or adoptinginstructional materials; providing
awareness and/or inservice training programs to
school board members, administrators, teachers,
other staff, law enforcement ofticers, parents and
community members; providing resources for
teachers, parents and students; developing iden-
tification and referral systems for students and
staff using substances; and providing intervention
and support services for students and staff.

During the planning process, the Prevention
Planning Council should continually refer to
program and cvaluation components required by
federal and state legislation (see Figure 7) and the

list of prioritized gaps in the school community
substance use programs and services.

If the program activities include developing or
sclecting a new prevention education program,
refer to the section on Evaluating/Selecting Pre-
vention Education Programs.

If the program activitics include provision of
awareness or inservice training programs, refer to
the section on Providing Staff Awarenes and
Inservice Training Programs.

Each program activity should include specific
evaluation components. For more information
about the kinds of evaluations that can be con-
ducted, refer to the section on Making Decisions
About Program Evaluation.

2
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Steps for Developing Program
and Evaluation Activities

After program goals and objectives have been
developed, the Prevention Planning Council
should delincate the actual activitics that will be
conducted to accomplish each objective by
implementing the following steps.

1 For cach program objective, list all possible
ways of accomplishing that objective.
Oftentimes, scveral activities are necessary
to achicve a particular program objective.

For example, implementing a comprehensive
substance usc prevention education program to
students atall grade levels mightinclude activities
to enhance school board poticy related to preven-
tion, review and revise existing curricula at all
levels, and provide inservice training to appropri-
ate teachers.

Final decisions about program activities should
be based on: current legislation, available re-
sources, perceived barriers to implementaticn
and cost cffectiveness.

2 UscWorksheet #12 tolist program activities
for each objective.

3  As cach program activity is conceptualized,
make decisions about how it will be evalu-
ated, that s, what evaluation procedures will
be used todetermine the extent to which the
objectives are reached and the expected
success rate.

Current federal and state legislation related to
substance use programs may require specific

STEP BY STEP

evaluation components. That is, certain legisla-
tion may require monitoring program implemen-
tation while others may require cevaluating the
impact of the program.

In making decisions about evaluation activitics,
the Council should attempt to meet all federal
and state requirements as delincated in Figure 7.

Worksheet #13 provides an example of program
and evaluation activities for the program objec-
tive: A comprehensive substance use prevention
cducation program will beprovided tostudents at
all grade levels.

Evaluating/Selecting School-
Based Prevention Programs

In response to the growing concern about sub-
stancc use among children and adolescents, nu-
merous curricula and prevention programs have
been developed, implemented and evaluated.
Some school districts have developed their own
curriculum materials; others have adopted or
adapted packaged curricula or prevention pro-
grams to mect their educational needs.

Evaluating the quality of the curricula/preven-
tion programs in the school district and, if nec-
cssary, selecting new prevention education pro-
grams from those available are essential steps
toward establishing and maintaining drug-free
school communities.

As part of the planning process, school districts
should use Worksheet #14 to determinc if their
existing prevention education programs meect the
requirements of federal and state legislation and



Worksheet 12

Developing Program and Evaluation Activities
Program Goal:
Program Objective 1:
Program Activity 1.1: Evaluation Actlvity 1.1:
Program Activity 1.2: Evaluation Activity 1.2:
Program Activity 1.3: Evaluation Activity 1.3:
Program Activity 1.4: Evaluation Activity 1.4:




Sample Program and Evaluation Activities

Program Goal: To create a drug-free environment for leaming.

Program Objective 1: _A comprehensive substance use prevention education program will be

provided to students at all grade levels.

Program Activity 1.1:

The existing substance use prevention educa-
tion program in all grade levels will be reviewed
to determine if it is comprehensive.

Evaluation Activity 1.1:

At each grade level, the prevention education
programs will be evaluated using the “Worksheet
for Determining Comprehensiveness of Existing
Substance Use Prevention Curriculum.”

Program Activity 1.2:

As indicated by Evaluation Activity 1.1, revisions
and additions will be made in the substance use
prevention education curriculum.

Evaluation Activity 1.2:

New classroom activities will be field tested and
revisions made based on input from teachers and
students. Atthe end of the school year, evaluation
forms will be completed by administrators and
teachers to identify strengths and weaknesses of
the program, identify obstacles to implementation,
and elicit suggestions for improvement.

Program Activity 1.3:

Classroom teachers will be trained to implement
the revised curriculum.

Evaluation Activity 1.3:

An instrument will be developed to determine
participants’ satisfaction with the teacher train-
ing. Revisions to the teacher training will be
made based on participants’ input and sugges-
tions.

Program Activity 1.4:

Evaluation Activity 1.4:
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Workgheet 144

Evaluating/Selecting School-Based Prevention Programs

Name of Program:

Grade Level:

After reviewing the prevention program/curriculum, please indicate whether the following criteria are met.
Additional detail about specific criteria should be made in the section for comments.

Tes No Not Comments
' Sure

Is the program/curriculum based on sound theory? O g a
Is the approach comprehensive? g 0O a4
Does it have clearly defined goals and objectives? g 0 0O
Docs it mect state guidelines for substance use prevention

cducation? g 0O 04
Does it address specific risk factors? o 4o 0
Will it strengthen any protective factors? O g 0
Does include elements proven to be effective in prevention

programs? g G0 a4
Dokcs it begin early enough to provide knowledge and skills

neceded before students are faced with decisions? a 0O 0
Docs it have a clear “no use” message? o @O a4
Can the program be integrated with existing tobacco,

alcohol and drug use prevention programs? O g 0

Is the program appropriate for the developmental level of
the target population? o O 0O

Is tiic program appropriate for the culture, cthnicity and

socio-cconomic status of the community? o 0 0
Does the program usc a broad range of methods for

teaching knowiedge, skills and concepts? o 0O 0O
Is the program student-focused? O O a4
Docs it include a peer education components? o a 0O
Docs it include a parent component? g 0O 04
Docs it include a community component? g G0 a4
Does it include training for tcachers or providers? O a a4
Docs it provide support materials? o 0O a4
Has the program been evaluated? a 0O 0
Is it cost effective? g 0O 04
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include key clements of effective prevention pro-
grams.

This evaluation will identify strengths and weak-
nesses of school-based prevention cfforts and
provide direction for future program adoptions.

In addition, these criteria can be used as guide-
linesin the developr.aent or selection of substance
us¢ prevention programs.

A description of the goals, content and methods
of several packaged curricula and prevention
programs for possible adoption are found in
Schools and Dryugs: A Guide to Drug and Alcohol
Abmse Prevention Curvicula and Programs(Crime
Prevention Center, 1987) and What Works? A
Guide to School-Based Alcohol and Drug Abuse
Prevention Curricula (Rogers, Howard-Pitncy
and Bruce, 1989).

Providing Staff Awareness and
“Inservice Training

Staff awareness and inservice training programs
are acritical component of effective school-based
programs. First,administrators, teachersand other
staff must be made aware of the substance use
problem, existing school district policies, regula-
tions and procedures, and available prevention,
identification and intervention programs and ser-
vices in the school community.

Second, classroom teachers must be provided
with the knowledge, attitudes and skills necessary
to cffectively implement the sclected curricufum
or prevention program. If other school-based

STEP BY STEP

programs and services are available (¢.g., student
assistance programs and student support groups),
teachers or other staff must be specially trained to
implement these programs.

Steps for Providing Awareness and
Inservice Training

Staff awareness and inservice training should be
an integral part of program planning. The Pre-
vention Planning Council should identify pro-
gram activitics by following these steps:

1 Using Worksheet #15, identify staff aware-
ness and inservice training programs requirced
by funding sources (refer to Figure 7).

2  Assess staff needs to determine content of
awareness and inservice training programs.
Training depends on several factors: staff
experience and professional preparation,;
knowledge about tobacco, alcohol and other
drugs; instructional methods; and commu-
nity resources. (For more information on
developing needs assessments, see: Kaufman
and English, 1979; Stufflebcam,
McCormick, Brinckerhoff and Nelson,
1985.)

3  Basc final decisions about awareness and
inservice training programs on available re-
sources (i.c., for facility rental, consultants,
cducational materials and participant sti-
pends) and staff time for program planning
and conducting training activitics.

a8
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Determining Awareness and Inservice Training Programs

Required by # #
Awareness/Inservice Fed/State | Existing |[Previously| to Be
Training Program Legisiation | Program? | Tralned | Trained | Comments
Prevention
Staff awareness programs OYes ONo | OYes ONo
Extent of substance usc CYes ONo | OYes OO No
Existing policy: philosophy/instruction | ) Yes JNo | O Yes OJ No
Effects of substance use OYes ONo | OYes O No
Existing prevention programs OYes ONo | O Yes ONo
Parent awarcness programs OYes ONo | OYes CONo
Extent of substance usc C1Yes ONo | OYes O No
Existing policy: philosophy/instruction | O Yes CINo | O Yes T No
Effects of substance usc ClYes ONo | OYes ONo
Existing prevention programs OYes ONo | OYes ONo
Inservice training programs ClYes ONo | OYes ONo
For staff implementing curriculum OYes ONo | OYes O No
For law enforcement officers OYes ONo | OYes COINo
Identification
Staff awareness programs ClYes ONo | OYes ONo
Existing policy: identification /referral OYes ONo | O Yes ONo
Warning signs of substancc use OYes ONo | OYes ONo
Procedures for identification and referral | O Yes ONo | O Yes O No
Parent awarcness programs ClYes OONo | OYes O No
Existing policy: identification/referral OvYes ONo | OYes OO No
Waming signs of substance use OYes ONo | OYes ONo
Procedures for identification and referral | O Yes ONo | O Yes O No
Student awareness programs OYes OONo | O Yes OONo
Existing policy: identification/referral OYes ONo | O Yes [JNo
Waming signs of substance usc OvYes ONo | O Yes O No
Procedures for identification and referral | O Yes ONo | (1Yes ONo
Inservice training OvYes ONo | OYes C No
For staff responsible for identification/
referral ClYes ONo | [Yes O No
For student assistance core team members| O Yes CINo | (JYes OONo
Intervention
Awarencss programs OvYes CINo | OYes LJNo
Existing policy: enforcement,
intervention, re-entering students OYes OONo | [ Yes O No
School community intervention
prc;rams and scrvices OvYes ONo | OYes ONo
Inservice training OvYes ONo | OYes OONo
For peer support group leaders OYes [INo | (OYes CINo

Q
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Making Decisions About
Program Evaluation

Prograra cvaluations are a valuable means for
assessing whether prevention programs/services
are actually being implemoented as planned and
for determining the extent to which programs
and services are cffective.

'The evaluation process should be built into all
developmental siages of prevention, identification
and intervention programs/services and should
be continued after programs are in place.

Three major types of evaluation are used in edu-
cational settings: evaluations of educaticnal needs,
formative evaluations and summative evaluations.

®  An cvaluation of educational needs is a pre-
requisite to cffective program planning. The
asscssment of existing substance use pro-
grams and services complcted by the Pre-
vention Planning Council will identify and
prioritize gaps between what is and what
should be and will guide program develop-
ment. In addition, bascline data about stu-
dents’ attitudes and behaviors related to
substance use and other health-rclated areas
can be collected. The Centers for Discasc
Control Youth Risk Behavior Survey (Ap-
pendix B) can be used to collect high school
data. For collecting middle/junior high
school data, thc National Adolescent Stu-
dent Health Survey should be used. Copics
of the survey packet can be obtained from
the Association for the Advancement of
Health Education, Reston, Virginia.

STEP BY STEP

e Formative evaluations arec considered the
quality control of programs and services in
practice. They provide iaformation that can
be used to refine existing or newly devel-
oped programs and services.

e Summative cvaluations provide a summary
of the effectiveness of the program or service
overa period oftime. They provide informa-
tion about the impact and outcome of the
program and arc used to make decisions
about future program directions and resource
allocations. Ifthe CDC Youth Risk Behavior
Survey or the National Adolescent Student
Health Survey were used to collect bascline
data, they can be administeréd on a regular
basis to determine program impact.

Decisions about evaluation activities should be
based on: (1) the program goals and objectives;
(2) the purpose of the evaluation; (3) the avail-
ability of staff and other resources; and (4) the
character and setting of the school community.
Some school districts may incorporate relevant
national health promotion and discase preven-
tion objectives as part of their summative cvalu-
ation methods.

Forcach proposed program activity delincatcd on
Worksheet #12, the Prevention Planning Coun-
cil should refer to Figure 12 to determine appro-
priate cvaluation activitics and data collection
methods. (For more detail about evaluation pro-
cedares, sce: Borg and Gall, 1986; Fitz-Gibbon
and Morris, 1987; Green and Lewis, 1986; Isaac
and Michacl, 1984; Kaufman and English, 1979;
Rossi and Freceman, 1982; Windsor, Baranowski,
Clark and Cutter, 1984).
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Figure 12
Making Decisions About Program Evaluation -

Summative
Evaluations

Formative
Evaluations

Evaluation
of Educational
Needs

Purpose * Todiscover problem arcas | ¢ To improve developing or
or weaknesses in substance ongoing programs and
use prevention efforts; to services; to assess short-

¢ Todetermine extent to which
the program or service was
successful;todrawconclusions

project future conditions term effects of the program. abouttheimpact and outcome
that could suggest program of the program; to make deci-
adjustments. sions about future directions.
Evaluation * Asess existing programs | ¢ Field test classroom activi- | © Administer a questionnaire
and services. tics. before and after the program.

Activitles * Collectbaselinedataabout | ¢ Pilot test program with a | o Assesschangesinhealth status

students’ knowledge, atti- small group. byexamining existing records,
tudes, behaviors. ¢.g.,emergency room records

. for drug overdose admissions
* :gznit;zr:ts\::icnt concems death attributed to drinking’

¢ Monitor the implementa-
tion process.

Identify and prioritize
“gaps” in programs and

o Assess how well the pro-

gram or service is being
received by administrators,

and driving, suicide rates.

services, teachers and students.
o Asscss if staff were ad-
equately trained.
* Determine if students are
learning what was in-
tended.
Questlons * Whatarethepriorityneeds? | o Is the program or service |  Is the program or service
_ being implemented as meeting its objectives?
* Where should resources be
Answered allocated? planned? * How cffective is the program
® Does the program or ser- or service?
* What are program goals vice vary from site to site or

and measurable objectives? ¢ Should the program or service

classroom to classrocm? be continued?

¢ Should revisions be made
to activities, staffing, cur-
riculum materials, mea-

* What conclusionscanbe made
about the short- and long-
term effects of the programs?

surement instruments?

Data Collection
Methods

Sclf-report surveys of stu-
dents’ knowledge, attitudes
and behaviors

In-depth interviews with
students

Focus group intervicws

Delphi technique with ex-
perts

Daily logs from teachers

Written surveys of admin-
istrators, teachers and stu-
dents

Tracking forms
Classroom observations

Focus group interviews
with students

Pre/post program measures
In-depth interviews
Participant observation
School /community records

Morbidity, mortality, and na-
tality data
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STEP BY STEP

Implement Your Plan

Your substance use prevention, identification and but this doesn’t mean your work is complete. To
intervention program is ready for implementa- insure success, you must monitor and recvaluate
tion. All your careful planning is about to pay off, all aspects of your program on a regular basis.
Bl
O 1 ‘ 8
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|

Identifying Requirements of Funding Sources

Name of Federal/State Legislation:

Name of Other Funding Source:

Regqusrements for Advisory Groups:
Membership:

Number of Meetings:

Roles/Responsibilities:

Other:

Requsrements for School District Policy:
Required Policy,» Regulations and Procedures:

1.

2.

3.

Dissemination Procedures:

Requirements for Curricula/Prevention Programs
Content

1.

2.

3.

Skills:
1.

2.

Other Program Components:
1.

2.

Requsrements for Assessments’
Extent of Substance Use Problem:

Existing Programs and Services:
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Worksheet 1—continued

Student Concerns and Interests:

Requirements for Specinlized Staff
Program Coordinators:

Substance Use Prevention Specialist:

Other:

Requirements for Awarencess and Inservice Trasning Programs

Awareness Programs:
1.

2
3.
4

Inservice Training Programs:
1.

2.

3.

Requirements for Parent/Community Involvement:
Parent Involvement:

Community Involvement:

Requirements for Evaluation
Evaluation of Educationai Needs:

Formative Evaluation:

Summative Evaluation:
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Worksheet 2

Reviewing School District Governing Board Policy
For each area listed below, indicate which components of substance use policy, regulations and
procedures are included in your existing school district policy. .
g
5
v
38 <
gL 2 Comments
Components of Comprehensive Policy
Philosophy
Clear definition of what is covered by policy (based on
current federa! and state laws) O 0 0d
Clear message that use, possession or sale of sub-
stances on school campuses and at school-sponsored
activities is unacceptable
Statement of school district's position related to main-
taining drug-free learning environment O
Prevention Goals
Specific goals for classroom instruction O 0 Qa
Specific goals for identification, intervention andreferral | 0 O O
Specific goals for recovering student support 000
Specific goals for enforcement/discipline O 0O O
Specific Programs
Process for curriculum approval and adoption
Commitment to one or more existing substance use
prevention programs
Compliance with state education and health and safety
codes
Components of Comprehensive Regulations
Instruction
Description of instructional program (K-12)
Provisions for training of staff responsible for implemen-
tation of prevention education
Provisions for staff development/inservice, including
substance use awareness and staff roles/responsibility
in prevention, identification, intervention and referral O 0O O
Provisions for parent/community involvement O
Provisions for inservice training for local law enforcement
officers
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Worksheet 2-—continued

Included
To Some Extent
Not At All

Comments

Intervention

Provisions for staff training on how to recognize and what
to do about suspected substance use

Provisions for parent education and support

Use of community agencies and services in r~ferrai and
intervention

O
O
oagd

O
O
O

Recovering Student Support

Range of services proviced to students returning after
rehabilitation

Coordination of school, home and community involvement

Provision of training for staff responsible for recovering
student support

Provision of student support groups

oa o0d
oo oO0d
o0 o0d

Enforcement/Discipline

Regulations regarding possession, use or sale of tobacco,
alcohol or other drugs

Staff awareness of procedures for enforcing regulations

Statement of consequences of violating district regula-
tions 4 O 0 O

Oogd
0gd
0gd

Components of Comprehenslve Procedures:
Description of role of teachers, administrators, law en-
forcement officials, parents and human services agen-
cies
Procedures for:
informing students, parents and staff of substance use
policies, regulations and procedures
documenting infractions and maintaining confidential
‘records
protecting student and staff rights
handling first and subsequent offenses
emergency care for studenis or staff who have over-
dosed on alcohol or drugs
involving law enforcement officials
notifying parents
reporting substance use offenses
legal issues (e.g., confidentiality, search and seizure; |

O
O
O

agoooo oogo A
oo0ooOo Oooo A
Oo00oOo0 O0gog A

[ Y
b

)
|
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XN

Organization Phone # Has Substance | Contact Person
Use Program/
Service
Yes No

Idenrtifying Potential Council Members

Law Enforcement Agencies

Community-Based Organizatiors

Voluntary Health Organizationg

Youth Serving Organizations

Parent Organizations

Churches

Community Support Groups

Health Care Facilities

Health Care Providers

Private Businesses/Industry

Social Organizations

Institutions of Higher Education

Other

di 00 00 00 00 00 00 00 00 00 0o 00 00
00 00 00 00 00 OO0 00 00 00 00 OO0 00 OO

¢ .00
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Worlsheot
_ ’

Determining Comprchensivene<s of Existing
Substance Use Preven*ion Curricuium

Name of School
Grade Level

To Some Extent
Not At All

o

E

g Comments
Does the curriculum have specific program goals
and objectives? O 0 0O
Does it include a planned sequence of activities
about tobacco, alcohol and other drug use? O 00
Is it appropriate to the developmental level of
the students? O 0 0
Does it promote wellness and not merely dis-
ease preveition? O 0 0

Does it contain activities to develop decision
makingcompetencies relatedtosubstanceuse? | O 0O O

Does it provide opportunities for students to
develop and demonstrate knowledge, attitudes
and practices related to substance use? 0o 00

Does it integrate the physical, mental, emo-

tional and social dimensions of health? O 0 04
Does it include evaluation procedures? O 0 0
Does it have sufficient resources? O 0 0

Is it consistent with the state framework for
health education? O 0 gd

‘ | 1 ! 2 101




‘Worksheet 5

Name of School

Identifying Existing Programs and Services
in. Individual Schools

Grade Level

committee
[ Peer helper programs
(] Peer educators
L] Peer mentors/cross-age
tutors
[J Peer counselors
[0 Adult mentor programs
(0 Parent/community involve-
ment
(] Parent education pro-
grams
[ Parent support groups
[0 Community awareness
[0 Staff health promotion
[0 Schoal health services
[0 Staff awareness programs
O Extent of substance use
{1 Existing policy: philoso-
phy/instruction
(] Effects of substance use
[ Existing prevention pro-
grams
O Inservice training programs
[ For staff implementing cur-
riculum
O For law enforcement offic-
ers
[0 Other, please specify

[0 Student assistance program
[0 Employee assistance pro-
gram
[ Staff awareness programs
[ Existing policy: Identifica-
tion/referral
[0 Warning signs of sub-
stance use
[0 Procedures for identifica-
tion and referral
[ Inservice training programs
O3 For staff responsible for
identification/referral
3 For student assistance
core team members
[ Other, please specify

Prevention Identification Intervention
O Policy 0 Policy (J Policy
3 Philosophy 0 Identification O Intervention
[0 Instruction [ Referral [0 Re-entering students
[0 Comprehensive curriculum O Faculty, peer, parent, self-re- | (0 Smoking cessation programs
[0 School community advisory ferral [ Twelve-step programs

(] Peer support groups
O For at-risk students
O For students affected by
someone else's use
O For suspected/identified
users
O3 For recovering students
O Crisis intervention
(] Staff awareness programs
O Existing policy: enforce-
ment, intervention and re-
entering students
[0 School community inter-
vention programs and ser-
vices
O Inservice training programs
[ For peer support group
leaders
[ Other, please specify

o4
o




Identifying Existing Programs and Services in Individual
Community-Based Organizations

Name of organization

Age of target group

Prevention

Identification

Intervention

(0 School community advisory
committee member

O Speaker programs

(O Substance use awareness
programs

C Substance use information
database

(O Substance use information
dissemination

(O School volunteers

0O Substance use prevention
education programs

O Funding source for school
programs

(3 Peer helper programs
[J Peer educators

(O Peer mentors/cross-age
tutors

(O Peer counselors
O Parent Involvement

(O Parent education pro-
grams

J Parent support groups
O Positive alternative activities
(0 Sponsor of school programs
O Sponsor of related contests

[ Other, please specify

O Staff idenmification and refer-
ral services

(O Student assistance team
members

] Employee assistance pro-
grams

(O Staff training for identifica-
tion and referral

(3 Other, please specify

1lig

O Smoking cessation programs
O Twelve-step programs
J Peer support groups

O For at-risk students

O For students affected by
someone eise's use

O For suspected/identified
users

O Crisis intervention services
(0 Hotlines;
(0 Emergency medical services

(0 Screening and diagnostic
services

O Individual counseling ser-
vices

(3 Family counseling services

[J Rehabilitation and treatment
services

(0 Other, please specify
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Summary of Existing Programs and Services in the School District

Worksheet 7
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Worksheet 7—continued
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Worksheet 7—continued
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Summary of Existing Programs and Services in the Community
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Worksheet 8—continued
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Name of Organization al|a|&|3|8
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Age of target group g|o|jojaqiao

Name

Age of target group
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Age of target group

Name

Age of target group o{oj|jolalao
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Age of target group

Name

Age of target group g(o|loyayla

Name

Age of target group

Name

Age of target group g(ojo({a|o

O .08 1

J




Worksheet 8—continued
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Worksheet 9

Prioritizing Gaps in Programs and Services

Criterlon

Identified Gaps

3.

Required by federal or state
legislation

Yes No
o 0O

Yes No
a 0

Yes No
a 0O

Yes No
a 0O

Number of risk factors
addressed

Number of protective factors
addressed

Totai number of students that
wiil be reached

Number of atris. students that
will be reached

Existing staff sufficient

Yes No
L0

Yes No
a O

Yes No

Yes No

Existing staff adequately
trained

Yes No
O 0

Yes No
O 0O

Yes No

Yes No

Costs/benefits of developing
and implementing

Costs/benefits of not
developing and implementing

Perceived effectiveness




Developing Program Goals and Objectives

Program Goal:

Program Objective 1:

- -

Program Objective 2:

Program Objective 3:

Program Objective 4:

Program Objective 5:

5
&
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Sample Program Goals and Objectives

Program Goal:

To create a drug-free environment for learning.

Program Objective 1:

A comprehensive tobacco, a'cohol and drug use prevention education program will be provided to

students at all grade level levels.

Program Objective 2:

An up-to-date school district governing board policy will be disseminated to all employees, students

and parents.

Program Objective 3:

Special support groups will be established for students at highest risk for tobacco, alcoh:  nd drug

use.

Program Objective 4:

Program Objcctive 5:

1¢ve
4



Developing Program and Evaluation Activities

Program Goal:

Program Objective 1.

Program Activity 1.1: ~ Evaluation Activity 1.1:
Program Actlvity 1.2: Evaluation Activity 1.2:
Program Activity 1.3: Evaluation Activity 1.3:
Program Activity 1.4: Evaluation Activity 1.4:

..
2
ha
2
"
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Sample Program and Evaluation Activities

| rogram Goal: To create a drug-free environment for learning.

Pro; am Objectlve 1: _A comprehensive substance use prevention education program will be

provide ' to students at all grade levels.

Program Actlvity 1.1:

The existing substance use prevention educa-
tion program in all grade levels will be reviewed
to determine if it is comprehensive.

Evaluation Activity 1.1:

At each grade level, the prevention education
programswill De evaluated using the “Worksheet
for Determining Comprehensiveness of Existing
Substance Use Prevention Curriculum.”

Program Activity 1.2:

As indicated by Evaluation Activity 1.1, revisions
and additions will be made in the substance use
prevention education curriculum.

Evaluation Activity 1.2:

New classroom activities will be field tested and
revisions made based on input from teachers and
students. At the end of the school year, evaluation
forms will be completed by administrators and
teachers to identify strengths and weaknesses of
the program, identify obstaclesto implementation,
and elicit suggestions for improvement.

Program Actlvity 1.3:

Classroom teachers will be trainedto impiement
the revised curriculum.

Evaluation Activity 1.3:

An instrument will be developed to determine
participants’ satisfaction with the teacher train-
ing. Revisions to the teacher training will be
made based on participants’ input and sugges-
tions. '

Program Activity 1.4:

Evaluation Activity 1.4:




Waorlkesheet 14

Evaluating/Selecting School-Based Prevention Programs

Name of Program:
Grade Level:

Afterreviewing the prevention program /curriculum, please indicate whether the following criteria are met.
Additional detail about specific criteria should be made in the section for comments.

Yes No Not Comments
Sure

Is the program/curriculum based on sound theory? O 4o 0O
Is the approach comprehensive? o o 0
Does it have clearly defined goals and objectives? o 0 0O
Does it meet state guidelines for substance use prevention

cducation? o 0O 0O
Does it address specific risk factors? o 0O 0O
Will it strengthen any protective factors? o 0O 0O
Does include elements proven to be effective in prevention

programs? o 0O O
Docs it begin carly enough to provide knowledge and skills

nceded before students are faced with decisions? o O 0O
Does ii have a clear “no use” message? o 0o 0O
Can the program be integrated with existing tobacco,

alcohol and drug use prevention programs? o 0O 0O

Is the program appropriate for the developmental level of
the target population? o 4o 0O

Is the program appropriate for the culture, cthnicity and

socio-cconomic status of the community? o O d
Does the program usc a broad range of mcthods for

tcaching knowledge, skills and concepts? o o 0O
Is the program student-focused? O 0O 0O
Doxcs it include a peer education componcnts? o 0O 0O
Doses it include a parent component? o 0 0O
Doxcs it include a community component? o O 0O
Docs it include training for teachers or providers? o OO0 0
Does it provide support materials? o g 0O
Has the program been cvaluated? o o 0O
Is it cost effective? O 0O 0O
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Awareness/Inservice
Tralning Program

Prevention
Staff awareness programs
Extent of substance use

Effects of substance use

Existing prevention programs
Parent awareness programs

Extent of substance use

Effects of substance use

Existing prevention programs
Inservice training programs

For staff implementing curriculum

For law enforcement officers

Identification

Staff awareness programs
Existing policy: identification /referral
Warning signs of substance usc

Parent awareness programs
Existing policy: identification /referral
Waming signs of substance usc

Student awareness programs
Existing policy: identification/referral
Warning signs of substance use

Inservice training

referral

Intervention

Awareness programs
Existing policy: enforcement,
intervention, re-entering students
School community intervention
programs and services

Inservice training

For peer support group leadcrs

Existing policy: philosophy/instruction

Existing policy: philosophy/instruction

Procedures for identification and referral

Procedures for identification and referral

Procedures for identification and referral

For staff responsible for identification/

For student assistance core team members

Required by
Fed/State
Legislation

O Yes ONo
O Yes OO No
O Yes ONo
CJYes O No
O Yes [1No
O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo

O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo
O Yes ONo
(JYes O No
O Yes ONo
OYes ONo
O Yes ONo
O Yes ONo
O Yes ONu
O Yes [ No

O Yes C1No
(O Yes ONo
(O Yes ONo
O Yes ONo
O Yes ONo

O Yes ONo
O Yes ONo

Existing
Program?

O Yes [ONo
OYes ONo
O Yes O No
O Yes O No
O Yes OO No
OYes (ONo
O Yes ONo
OYes ONo
OYes ONo
O Yes ONo
O Yes ONo
O Yes ONo
OYes ONo

OYes ONo
OYes ONo
O Yes ONo

O Yes O No
O Yes ONo

Determining Awareness and Inservice Training Programs

Comments

| Y
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APPENDIX B

YouTH Risk BEHAVIOR
SURVEY

Bascline data about students’ attitudes and be- Administering this survey before and after pro-
haviors related to substance use and other health- gramimplementation can help determine program
rclated areas can be collected using this survey impact and provide dircction for program revisions.

developed by The Centers for Disease Control.

| e §
D
Q0
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STEP BY STEP

Youth Risk Behavior Survey

This survey is about health behavior. It has been
developed so you can tell us what you do that
may affect your health. The information you give
will be used to develop better health education
programs for young people like yourself,

DO NOT write your name on this survey or the
answer sheet. The answers you give will be kept
private. No one will know what you write. Answer
the questions based on what you really do.

Completing this survey is voluntary. Whether or
not you answer the questions will not affect your
grade in this class.

1. How old are you?

12 years old or younger
13 years old

14 years old

15 years old

16 years old

17 years old

18 years old or older

@ 0 Q0o

2. What is your sex?
a. Female
b. Male

3. Inwhat grade are you?
a. 9th grade

10th grade

11th grade

12th grade

Ungraded or other

®©aoUT

The questions that ask about your background
will only be used to describe the types of stu-
dents completing the survey. The information
will not be used to find out your name. No names
will ever be reported.

Place all your answers on the answer sheet. Fill
in the circles completely. Make sure to answer
every question. When you are finished, follow
the instructions of the person giving the survey.



STEP BY STEP

4. How do you describe yourself?
White—not Hispanic.

Black—not Hispanic

Hispanic

Asian or Pacific Islander

Native American or Alaskan Native
(iner

~oaecooD

5. Compared to other students in your class, what kind of student would you say you are?
One of the best

Far above the middie

A little above the middie -

In the middle '

A little below the middle

Far below the middle

Near the bottom

meoaoow®

6. How often do you wear a seat belt when riding in a car driven by someone else?
a. Never

Rarely

Sometimes

Most of the time

Always

i S

7. During the past 12 months, how many times did you ride a motorcycle?
a. Otimes

1 to 10 times

11 to 20 times

21 to 39 times

40 or nore times

®©c Qoo

8. When you rode a motorcycle during the past 12 months, how often did you wear a helmet?
| did not ride a motorcycle during the past 12 months

Never wore a helmet

Rarely wore a helmet

Sometimes wore a helmet

Most of the time wore a helmet

Always wore a helmet

~eo0 oo
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STEP BY STEP

9. During the past 12 months, how many times did you ride a bicycle?
a. Otimes

1to 10 times

11 to 20 times

21 to 39 times

40 or more times

o Qoo

10. When you rode a bicycle during thc past 12 months, how often did you wear a heimet?
| did not ride a bicycle during the past 12 months

Never wore a heimet

Rarely wore a helmet

Sometimes wore a heimet

Most of the time wore a heimet

Aiways wore a heimet

~oooom

11. During the past 30 days, how many times did you ride in a car or other vehicle driven by someone
who had been drinking aicohol?
a. Otimes

1 time

2or 3 times

4 or 5 times

6 or more times

® Qoo

12. During the past 30 days, how many times did you drive a car or other vehicle when you had been
drinking alcohol?
a. Otimes

1time

2 or 3 times

4 or 5 times

6 or more times

®© Qoo

13. During the past 12 months, when you went swimming in places such as a pool, lake or ocean, how
often was an adult or a lifeguard watching you?

| did not go swimming during the past 12 months

Never

Rarely

Sometimes

Most of the time

Always

N NN RS
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STEP BY STEP

14. During the past 30 days, on how many days did you carry a weapon such as a gun, knife or club?
a. Odays '

1 day

2 or 3 days

4 or 5 days

6 or more days

®aogo

15. During the past 30 days, what one kind of weapon did you carry most often?
| did not carry a weapon during the past 30 days

A handgun

Other guns, such as a rifle or a shotgun

A knife or razor

A club, stick, bat or pipe

Some other weapon

X N NNE.

16. During the past 12 months, how many times were you in a physical fight?
O times

1 time

2 or 3 times

4 or 5 times

6 or 7 times

8 or 9 times

10 or 11 times

12 or more times

S0 ae oo

17. The last time you were in a physicai fight, with whom did you fight?
| have never been in a physical fight

A total stranger

A friend or someone | know

A boyfriend, girlfriend or a date

A parent, brother, sister or other family member

Someone not listed above

More than one of the persons listed above

L N

18. During the past 12 months, how many times were you in a physical fight in which you were injured
and had to be treated by a doctor or a nurse?
a. Otimes

1 time

2 or 3 times

4 or 5 times

6 or more times

©oao0o
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STeP BY STEP

Sometimes people feel 80 depressed and hopeless about the future that
they may consider attempting suicide, that Is, taking some action to end
their own lives. '

19. During the past 12 months, did you ever seriously consider attempting suicide?
a. Yes
b. No

20. During the past 12 months, did you make a plan about how you would attempt suicide?
a. Yes
b. No

21. During the past 12 months, how many times did you actually attempt suicide?
a. Otimes

1 time

2 or 3 times

4 or 5 times

6 or more times

»paog

22. If you attempted suicide during the past 12 months, did any attempt result in an injury, poisoning
or overdose that had to be treated by a doctor or a nurse?
a. |did not attempt suicide during the past 12 months
b. Yes
c. No

The next eight questions ask about cigarette smoking.

23. Have you ever tried cigarette smoking, even one or two puffs?
a. Yes
b. No

24. Do you think you will try cigarette smoking during the next 12 months?
a. | have already tried cigarette smoking
b. Yes, | think | will try cigarette smoking during the next 12 months
¢. No, I think | will not try cigarette smoking during the next 12 months

s
)
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STEP BY STEP

25. How old were you when you had your first whole cigarette?
a. | have never smoked a whole cigarette

Less ithan 9 years old

9 or 10 years old

11 or 12 years old

13 or 14 years old

15 or 16 years old

17 or more years old

®m~oaocC

26. Have you ever smoked cigarettes regularly, that is, at least one cigarette every day for 30 days?
a. Yes
b. No

27. How old were you when you first started smoking cigarettes regularly? (at least one cigarette every
day for 30 days)

| have never smoked cigarettes regularly

Less than 9 years old

9 or 10 years old

11 or 12 years old

13 or 14 years old

15 or 16 years old

17 or more years old

®mreoaO0Co

28. During the past 30 days, on how many days did you smoke cigarettes?
a. 0 days

1 or 2 days

3 to 5 days

6 to 9 days

10 to 19 days

20 to 29 days

All 30 days

mm~oaoQC

29. During the past 30 days, on the days you smoked, how many cigarettes did you smoke per day?
| did not smoke cigarettes during the past 30 days

Less than 1 cigarette per day

1 cigarette per day

2 to 5 cigarettes per day

6 to 10 cigarettes per day

11 to 20 cigarettes per day

More than 20 cigarettes per day

LI N R
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Step BY STEP

30. Durirs the past 6 months, did you try to quit smoking Cigarettes?
a. |did not smoke cigarettes during the past 6 months
b. Yes
¢c. No

31. During the past 30 days, did you use chewing tobacco, such as Redman, Levi Garrett or Beechnut,
or snuff, such as Skoal, Skoal Bandits or Copenhagen?
a. No, | did not use chewing tobacco or snuff during the past 30 days
b. Yes, chewing tobacco only
¢. Yes, snuff only
d. Yes, both chewing tobacco and snuff

The next four questions ask about drinking alcohol. This includes drinking
beer, wine, wine coolers and liquor such as rum, gin, vodka or whiskey. For
these questions, drinking alcohol does not include drinking a few sips of
wine for religious purposes.

32. How old were you when you had your first drink of alcohol other than a few sips?
a. | have never had a drink of alcohol other than a few Sips

Less than 9 years oid

9 or 10 years old

11 or 12 years old

13 or 14 years oid

15 or 16 years old

17 or more years oid

@0 ao0T

33. During your life, on how many days have you had at least one drink of alcohol?
0 days

1 or 2 days

3 to 9 days

10 to 19 days

20 to 39 days

40 to 99 days

100 or more uays

oo T

-

fesd
">
o<



STEP BY STEP

34. During the past 30 days, on how many days did you have at least one drink of alcohol?
a. Odays

1 or 2 days

3 to 5 days

6 to 9 days

10 to 19 days

20 to 29 days

All 30 days

= ~oaeg

35. During the past 30 days, on how many days did you have 5 or more drinks of alcohol in a row, that
is, within a couple of hours?
a. Odays

1 day

2 days

3 to 5 days

6 to 9 days

10 to 19 days

20 or more days

@0 aoQC

The next three questions ask about the use of marijuana which is also
called grass or pot.

36. How old were you when you tried marijuana for the first time?
| have never tried marijuane

Less than 9 years old

9 or 10 years old

11 or 12 years old

13 or 14 years old

15 or 16 years old

17 or more years oid

M oaoo®

37. During your life, how many times have you used marijuana?
0 times

1or 2 times

3 to 9 times

10 to 19 times

20 to 39 times

40 to 99 times

100 or more times

O T o
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STEP RY STEP

38. During the past 30 days, how many times did you use marijuana?
a. Otimes

1 or 2 times

3 to 9 times

10 to 19 times

20 to 39 times

40 or more times

~eoaog

39. How old were you when you tried any form of cocaine, including powder, crack or freebase, for the
first time?

| have never tried cocaine

Less than 9 years old

9 or 10 years old

11 or 12 years oid

13 or 14 years old

15 or 16 years old

17 or more years old

@000 oD

40. During your life, how many times have you used any form of cocaine including powder, crack or
freebase?

O times

1 or 2 times

3 to 9 times

10 to 19 times

20 to 39 times

40 or more times

~ooooTo

41. During the past 30 days, how many times did you use any form of cocaine, including powder, crack
¢ freebase?

O times

1 or 2 times

3to 9 times

10to 19 times

20 to 39 times

40 or more times

~ooooo
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STEP BY STEP

42, During your life, how many times have you used the crack or freebase forms of cocaine?
a. Otimes

1 or 2 times

3 to 9 times

10 to 19 times

20 to 39 times

40 or more times

~eoaoeogo

43. During your life, how many times have you used any other type of illegal drug, such as LSD, PCP,
ecstasy, mushrooms, speed, ice, heroin or pills without a doctor’s prescription?

0 times

1 or 2 times

3to 9 times

10 to 19 times

20 to 39 times

40 or more times

~®o 0o CTo

44. During your life, how many times have you taken steroid pills or shots without a doctor's pre-
scription?

0 times

1 or 2 times

3to 9 times

10 to 19 times /,,_>

20 to 39 times

40 or more times

~®o Qo0 COD

45. During your life, have you ever injected (shot up) any iliegal drug?
a. Yes
b. No

46. Have you ever been taught about AIDS/HIV infection in school?
a. Yes
b. No
c. Not sure

47. Have you ever talked about AIDS/HIV infection with your parents or other aduits in your family?
a. Yes

b. No
c. Not sure




STEP BY STEP

48.

49,

50.

51.

52.

)
- ‘Czs

Have you ever had sexual intercourse?
a. Yes
b. No

How old were you when you first had sexual intercourse?
| have never had sexual intercourse

Less than 12 years old

12 years old

13 years old

14 years old

15 years old

16 years old

17 or more years old

STmoaQ oo

During your life, with how many people have you had sexual intercourse?
| have never had sexual intercourse

1 person

2 people

3 people

4 people

5 people

6 or more people

m~0aooo

During the past 3 months, with how many people did you have sexual intercourse?
| have never had sexual intercourse

| have had sexual intercourse, but not during the past 3 months

1 person

2 people

3 people

4 people

5 people

6 or more people

Smo0oaooTD

Did you drink alcohol or use drugs before you had sexual intercourse the last time?
a. | have never had sexual intercourse

b. Yes

¢. No

i39



STEP BY STEP

53. The last time you had sexual intercourse, did you or your partner use a condom?
a. | have never had sexual intercourse
b. Yes
¢. No

54. The /ast timeyou had sexual intercourse, what one method did you or your partner use to prevent
pregnancy?

| have never had sexual intercourse

No method was used to prevent pregnaiicy

Birth control pills

Condoms

Withdrawal

Some other method

Not sure

LI N XA

55. How many times have you been pregnant or gotten someone pregnant?
a. Otimes
b. 1time
C. 2 or more times
d. Not sure

56. Have you ever been told by a doctor or nurse that you had a sexually transmitted disease such as
genital herpes, genital warts, chlamydia, syphilis, gonorrhea, AIDS or HIV infection?
a. Yes
b. No

57. How do you think of yourself?
a. Very underweight

Slightly underweight

About the right weight

Slightly overweight

Very overweight

®eaog

58. Which of the following are you trying to do?
a. Lose weight
b. Gain weight
¢. Stay the same weight
d. | am not trying to do anything about my weight
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STEP BY STEP

59. During the past 7 days, which one of the following . . you do to lose weight or to keep from gaining

weight?

a. |did not try to lose weight or keep from gaining weight
b. |dieted

c. | exercised

d. 1exercised and dieted

e. | used some other method, but | did not exercise or diet

60. During the past 7 days, which one of the following did you do to lose weight or to keep from gaining
weight?

®© Qoo

| did not try to lose weight or keep from gaining weight

| made myseif vomit

| took diet pills

| made myself vomit and took diet pilis

I used some other method, but | did not vomit or take diet pills

The next seven questions ask about frod you ate yesterday. Think about all
meals and snacks you ate yesterday from the time you got up until you went
to bed. Be sure to Include food you ate at home, at school, at restaurants or
anywhere else.

61. Yesterday, did you eat fruit?

a.
b.
c.

No
Yes, once only
Yes, twice or more

62. Yesterday, did you drink fruit juice?

a.
b.
C.

No
Yes, once only
Yes, twice or more

63. Yesterday, did you eat green salad?

a.
b.
C.

No
Yes, once only
Yes, twice or more
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STEP BY STEP

64. Yesterday, did you eat cooked vegetables?
a. No
b. Yes, once only
c. Yes, twice or more

65. Yesterday, did you eat hamburger, hot dogs or sausage?
a. No
b. Yes, once only
c. Yes, twice or more

66. Yesterday, did you eat friench fries or potato chips?
a. No
b. Yes, once only
c. Yes, twice or more

67. Yesterday, did you eat cookies, doughnuts, pie or cake?
a. No
b. Yes, once only
c. Yes, twice or more

68. On how many of the past 7 days did you exercise or participate in sports activities that made you
sweat and breathe hard, such as basketball, jogging, fast dancing, swimming laps, tennis, fast
bicycling or similar aerobic activities?

O days

1 day

2 days

3 days

4 days

5 days

6 days

7 days

Tmmoap oW

69. Yesterday, did you walk or bicycle for at least 30 minutes at a time? Include walking or bicycling
to or from school.
a. Yes
b. No

) Y
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STEP BY STEP

70. Onhow many of the past 7 days did you do stretching exercises, such as toe touching, knee bending
or leg stretching?

O cays

1 day

2 days

3 days

4 days

5 days

6 days

7 days

SmeoaaQ oD

71. On how many of the past 7 days did you do exercises to strengthen or tone your muscles, such as
push-ups, sit-ups or weight lifting?

O days

1 day

2 days

3 days

4 days

5 days

6 days

7 days

SmeQeoo

72. Inan average week when you are in school, on how many days do you go to physical education (PE)
classes?

0 days

1 day

2 days

3 days

4 days

5 days

~oaoop

73. During an average physical education (PE) class, how many minutes do you spend actually
exercising or playing sports?
a. | do not take PE

Less than 10 minutes

10 to 20 minutes

21 to 30 minutes

More than 30 minutes

®aoo




STEP BY STEP

74. During the past 12 months, on how many sports teams run by your school, did you play? (Do not
include PE classes.)
a. None
b. 1team
Cc. 2teams
d. 3 or more teams

75. During the past 12 months, on how many sports teams run by organizations outside of your school,
did you play?
a. None
b. 1team
Cc. 2teams
d. 3 or more teams

—END—
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AprPENDIX C

U. S. Department of Education guidelines for
instruction about substance use identify themes
that should be present at all grade ievels. These
include developmentally appropriate knowledge
and values students need to acquire as well as

instructional methods for early childhood (gradcs
K-3), upper clementary school (grades 4-6),
middle/junior high school (grades 7-9), and
high school (grades 10-12),

Drug Prevention Curricula
A Guide to Selection and Implementation

Office of Educational Research and Improvement
U.S. Department of Education

Early Childhood Education
(Grades K-3)

Childrenbeginning theirschool years are also just
beginning their exposure to thc world outside
home. They lack social awareness; “I” predomi-
nates over “we.” Thinking tends to be very literal
and concrete, with a high premium placed on
exploring and sensing through hands-on cxpcri-
ences. Early childhood substance abuse preven-

tion curricula therefore should emphasize struc-
tured expericnces as a principal teaching strategy.

Knowledge

Much of carly health education emphasizes
“wellness”™—an approach that stresscs the posi-
tive bencfits of being healthy and acting safely. In
its physical, psychological, and social contexts,
“weliness” is also the key concept in devcloping
young children’s determination to avoid drugs.
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STEP BY STEP

Many of the popular curricula on the market
cmploy this approach. By the end of third grade,
children should:

e knowwhatdrugsare, with specific reference
to alcohol, tobacco, marijuana, cocaine and
inhalants;

e  knowthe differences among foods, poisons,
medicines and illicit drugs;

e understand that some medicines may help
during illness, when prescribed by a doctor
and administered by aparent, nurse or other
responsible adult—but that medicines are
drugs and can be harmful if misused,;

e  bcaware that people can become dependent
on alcohol, tobacco and other drugs, but
that there are ways to help them;

®  know to avoid unknown and possibly dan-
gerous objects, containers and substances;

o know and practice good nutritional and
exercise habits;

e undcrstand that each individual is ultimately
responsible for his or her own health and
well-being, and that for young children this
is a shared parent/child responsibility;

e  know which adults, in school and out, are
responsible persons to whom one may goto
ask questions or seek help; and

e  know what the school and home rules are
regarding drug use; understand why rules
cxist and why people should respect them.
By grade three, the law should have been

36

introduced as a concept and discussed as
part of the subject matter.

The knowledge gained in the K-3 grades should
be the foundation for all future substance abuse
prevention cducation. By the end of third grade,
the curriculum should be drug-specific and should
have already discussed four substances—alcohol,
tobacco, marijuana and cocaine—in some detail,
as well as introducing students to the dangers of
inhalants. A special effort should be made to
counter the myths that marijuana and other sub-
stances are not particularly harmful. K-3 students
may learn who should be considered a responsible
adult through homework assignments involving
parents, and through classroom presentations by
police officers, school nurses, doctors, and clergy.
Parents can participate in homework assign-
ments—by identifying family rules for behavior,
conducting safety checks, and helping with class
assignments. Having parents sign homework
exercises is a good way to involve and inform
them about what is going on in class.

Information on drugs may be integrated
throughout the regular curriculum. Examples of
K-3 infusion include:

e scicnce lessons that incorporate materials
and projects on foods, medicines, poisons,
and other dangerous substances and ways to
identify and avoid them;

e learning to read labels, signs and instruc-
tions as part of language skills;

e  gathering collections of containers, types of

safcty hazards and kinds of cules and instruc-
tions as class projects;
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e sctting up simple graphs and charts on sub-
stance abuse prevention themes as part of
mathematics education;

e discussions and homework assignments on
rules and laws as part of social studies.

Values

At this age children should begin to develop a
sense of responsibility toward themselves and
others, including the responsibility to tell adults if
something is wrong. By the end of third grade,
the curriculum should have contained the fol-
lowing lessons on values:

e lcarning that cach individual is unique and
valued;

e lcarning to share and to undcrstand how
onc’s actions affect others;

e dceveloping a sense of responsibility toward
younger children, beginning with siblings;

e knowing to avoid strangers;

e learning to say no to things that one has
been taught are wrong, and knowing how to
do this;

e knowing onc’s responsibility to tell appro-
priate adults about strangers, abouturknown
things or substances, and about problems;

e lcarning that rules and laws arc mcant to
help people cooperate, and that without
them life would be difficult; and

STEP BY STEP

e realizing that growing up is a great adven-
ture, onc best enjoyed through safe, healthy,
positive, and drug-frce habits and attitudes.

Actions

At the carly clementary level, instruction may
include both formal curricula and other types of
classroom activity: songs, skits and the use of
character props, such as puppets, cartoon charac-
ters, and clowns. These are particularly useful for
relaying messages about safety, personal health,
and dangcerous substances. Skits enable children
to practice resistance skills by acting out scenarios
in which they might encounter dangerous sub-
stances or unsafe situations. Songs encapsulate
important information in an casily-remembered
form. Some packaged curricula incorporate stan-
dardized songs and skits; tecachers often enjoy
creating their own.

These supplements do not, however, substitute
for a sound, academic substance use prevention
curriculum. An entire curriculum based upon
props or gimmicks may not be cffective, and may
trivialize the message. By third grade, the teacher
should be delivering prevention lessons directly as
part of normal classroom instruction.

Upper Elementary School
(Grades 4-6)

In these grades, peerinfluencescontinue to grow.
Some older clementary children may begin to
experiment with alcohol, tobacco and other drugs.
They need more information, more complex
ways of examining subject matters and stronger
motivation to avoid drugs.
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18P BY STEP

Knowledge

The themes of health, safety and responsibility
should be continued in this grade range, albeit in
more detailed and sophisticated form. By the end
of sixth grade, a child ought to know:

e  ways to identify specific drugs, such as al-
cohol, tobacco, marijuana, cocaine, inha!-
ants, hallucinogens and stimulants in their
various forms;

¢  how and why the cffects of drugs may vary
from person to person, especially immediatcly

after usc;

¢  why specific substances should not be used,
and the effects and consequences of use;

e the fact that alcohol, tobacco and other
drugs are illegal, cither for minors or all
persons, and that they are against school
rules;

e  howdrugs affict different parts of the body,
and why drugs are especially dangerous for
growing bodies and developing minds;

e that some social influences promote drug
usc, and what they are, including:

*  media advertising and promotions,
®  peer pressure,
¢ family influences, and

¢ community morcs;

o 38

e what addiction is, and how it can affect the
sufferer and others, such as family members;
and

e thatthereare specific people and institutions
available to help people resist negative in-
fluences and to assist those in trouble, and
how to contact them.

Children should continuc leaming about health
and nutiition, emphasizing how their bodies work
(lungs, circulation, digestion) and knowledge of
good fitness habits.

Because upper clementary children often have
morc freedom, may travel alon¢ to and from
school and other local destinations, and may be
left alonc part of the day, curricula should now
cmphasize personal safety. For example, children
can be taught the “buddy” system of always
traveling in groups of at least two, why to avoid
certain routcs, how to get help (such as through
the local emergency telephone number), and
how to answer the telephone or door.

As the content of their social studies work broad-
cns, students can build on their understanding of
rules and laws. They can learn about socicty’s
interest in protecting people from dangerous
substances and unsafc behavior. They can under-
stand that they have certain rights—including the
right to be safe, to leam, and to say “no”—and
that along with these rights come duties and
responsibilitics.

At this grade level, children still tend to think in
concrete terms—-but gain increasing sophistica-
tion. They watch more television than their
younger siblings, and may be receptive to lessons
that clarify confusing media messages. For ex-
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ample, children might think “if root beer doesn’t
contain beer and ginger ale doesn’t contain ale,
then why should wine coolers contain wine?”

Values

Values cducation in grades 4-6 should continue
topromotepositive lessons learned both in school
and at home. Because of an expanding world of
friends and experiences, older elementary chil-
dren have a particular need to deal with increased
temptations and pressures. By the end of sixth
grade, children should have received the follow-
ing lessons:

e that breakingrulesand laws about substance
abuse can have serious consequences;

e that it is important to get help as soon as
possible for anyone, including oneself,
friends, or family members, who has a sub-
stance-abuse problem;

e howtorecognize and respond to both direct
and indirect social influences and pressures
to usc alcohol, tobacco or other drugs; and

STEP BY STEP

e how to get heip or talk over questions and
problems while in school.

In the upperclementary grades, students begin to
develop an understanding of citizenship. Cur-
ricula may capitalize on this burgeoning social
awarencss by embedding the prevention message
in field trips, houschold safety surveys, letters to
community leaders, and other activities that un-
derscore students’ growing sense of responsibility
toward others. Presentations by community per-
sons directly involved in substance abuse preven-
tion and treatment, such as doctors, nurses, police
and counselors, can broaden students’ apprecia-
tion of the seriousness of their community’s in-
terest in stopping drug use.

School citizenship is important, too. By partici-
pating in projects that illustratc school rules or by
making presentations to other classes, students
develop a stronger sense of mutual responsibility
among the members of their school community.
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STEP BY STEP

Teaching Problem-Solving Skills

All substance abuse prevention programs suggest way.» ¥ .- aching students how to deal with drug-
related problems. Some of these approaches are contruvarsial. Two things are important to keep
in mind: it is inevitable tha( children will eventually make their own choices, and it is important that
these choices be informed by parental and community standards of right and wrong, by knowiedge
of the facts, and by respect for the law.

Decision making is never vaiue free, nor should it rely on the student's personal “good instincts.”
Any exercise involving problem solving, such as peer pressure resistance, needs to be guided by
teachers and should have a clear purpose. Teaching a refusal technique may require a session on
thoughtful decisions, but should draw distinctions between good and bad decisions, and should
portray the consequences of each. It takes much longer to teach behavior skills than to impart
factual knowledge, so the effort should be continuous, with educators and parents not expecting
rapid results.

The classroom setting may not always be the most effective place to teach “life skills”;
extracurricular activities may be a more appropriate setting. Children may learn social responsibility
more effectively in adult supervised, real-life social situations, such as drug-free activities and
ciubs, than in “pretend” exercises.

Prevention curricula need to provide appropriate grounding in resistance and problem-solving skills.
However, If a curriculum has only minimal material on substance abuse, and Is mainly a soclal
skills or self-esteem package, then It Is not a real prevention curriculum.

Actions and press conferences (to which visiting

speakers can be invited);
Children in the upper clementary grades need pe an be invited);

specific strategies for resisting pressure. Learning
how to “say no” involves skills that can be used in
other circumstances besides resistance to social
pressures to use drugs. Within the classroom,
students in the upper clementary grades can
benefit from hands-on learning experiences. Ex-
amples that curricula use are:

o  keepingindividua! or class journals contain-
ing information on dangerous substances;
conducting safety checks of the home or
ncighborhood (with parental participation);
building and using simple models to illus-
trate health lessons (such as drug effects on
the circulatory and respiratory systems): and

e  preparing class projects reflecting real-life

X ° romoting critical thinking skills by assign-
events, such as mock television interviews P & & y assign

ing independent rescarch projects.

|
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Intervention and Referral

While prevention education is the basis of a school-wide program, schools may also nead to provide
access to counseling and referral help. The first step toward effective and timely intervention Is for
those involved in prevention education to observe student and staff behavior for signs of drug-
related proolems. When problems are identified, the school should provide confidential ways to
seek assistance. It is important that school personnel understand the intervention process and
know how to identify problems. It is equally important that they be able to refer these cases to
trained staff who can evaluate the situation ar.d take appropriute action.

For both students and staff, self-reporting of personal problems should be encouraged and
protected. Students should feel free to talk with counselors about their own problems, but
information they divulge about third parties—students or staff—should be corroborated by a

trained staff member and treated confidentially.

STEP BY STEP

Middle School and Junior High
School (Grades 7-9)

The onset of adolescence creates new challenges
for substance abuse prevention:

Changing bodies and developing minds are
very vulnerable to damage from dangerous
chemicals.

Adolescents’ social opportunities are greatly
expanded. The world of the adolescent be-
gins to be more separate from that of parcnts
and other adults. Access to drugs, tobacco
and alcohol is, unfortunately, relatively easy
at this stage.

The natural desire for peer acceptance may
become an overwhelming cause of anxicty,
strengthening the influence of peer pressure
to usc drugs.

e  The desire to appear adult and independent
rapidly emerges, leading to impatience with
adult authority and skepticism about what is
being taught.

At these grade levels, the typical school day is
more sharply divided into different subject areas.
This offers new opportunities for imaginative
infusion of drug prevention material into other
subject arcas—but requires close cooperation
among teachers and administrators in order to
coordinate the various lessons.

Knowledge

Learning objectivesin grades 7-9 should be geared
to what students need to know in order to deal
with the real threats they will encounter, Some
local school environments will feature more in-
tense pressure to use tobacco, alcohol or other
drugs than others. In general, though, students at
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STEP BY STEP

this level should receive the following informa-
tion as part of their classroom education:

e  more advanced knowledge of the character-
istics and chemical nature of specific drugs
and drug interactions;

e anunderstanding of the physiology of drug
cffects onthe circulatory, respiratory, nervous
and reproductive systems;

e an awarencss of the short-term effects of
drugs on appearance and functioning, with
some coverage of long-term effects;

e  awareness of the staécs of chemical depen-
dency, and their unpredictability from per-
son to person;’

e anunderstanding of how using drugs affccts
activitiesrequiring motorccordination, such
as driving vehicles or playing sports;

e continued familiarization with addiction,
including the possible impact of heredity
and other factors affecting one’ssusceptibility
toit;

e anunderstanding of the drug problem, in-
cluding its cost to socicty, the ways in which
drugs are pushed, and the tactics socicty has
adopted to fight the problem;

e  knowledge of the relationship between drug
use and Acquired Immune Deficiency Syn-
drome (AIDS);

o  knowledge of local, state and federal laws
and policies regarding drug use, and of
school policies;

e an understanding of media pressures and
advertising, particularly as directed toward
adolescents; and

e an appreciation of the scope of the local
substance abuse problem and locally avail-
able resources for assistance.

Students at this age level need to know the hard
facts about drugs, especially in terms of what they
can do to their bodies and minds. They can learn
these tough lessons in a variety of classes:

e novels and plays about addiction in English
and other language classcs;

e information on the scope of the substance
abuse problem in social studies lessons on
geography, civics and history;

e discussion of substance abuse effects during
biology and general science classes; and

e attention to good nutrition and health
lifestyles in physical education and athletics.

Adolescents often possess a scnse of personal
invulnerability (“It can’t happen to me”), to-
gether with a greatinsecurity about theirpersonal
attractiveness and social acceptability. For these
rcasons, emphasizing how alcohol, tobacco and
other drug usc can immediately affect their ap-
pearance, coordination, thinking and behavior
can be an effective teaching strategy. Nothing
gets the attention of junior high school students
like knowing that they may look ridiculous, smell
bad, may not be capable of playing sports, may
become unattractive, or may not develop physi-
cally and sexually. Suggestions that drugs can
impair one’s chances of getting into college or
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STEP BY STEP

succeeding in a carcer begin to have a powerful tecnagers are likely to pay close attention to
impact at this age. And—particularly in view of discussions of how drugs can impair family rela-
the many other strains on today’s families-—young tionships.

|

Athletes and Steroids

Students involved in school athletics need to be informed about the dangers of mixing drugs and
sports, including the drugs used by some athletes to improve body strength and performance.

Anabolic steroids became popular among professional and worldclass amateur athletes in the
1960s as a means of bvosting weight-training results. The immediate effects of steroid use may
be impressive: increased muscle mass, enhanced power, and a heaithy feeling of confident
aggressiveness and invulnerabllity. The heaith consequences of these drugs can, however, be
serious and sometimes fatal. Athletes un steroids can experience a psychotic condition called
“bodybuilder’'s psychosis,” which involves hallucinations, power delusions, paranoid episodes,
erratic motor behavior, and uncontroliable violence. In addition, victims may suffer chronic ilinesses
associated with the changes in their bodies brought on by steroids: heart disease, liver aliments,
urinary tract problems, sexual dysfunctions, baldness, acne, and alterations in appearance. Some
steroid users become impotent and/or sterile. Life expectancy may be significantly shortened.
Cessation of steroid use can lead to depression and a pronounced sense of weakness.

The use of anabolic steroids is generally forbidden in amateur and professional athletics, and heavy
penalties may be imposed on those caught, and on their coaches and trainers. S ;hool-sponsored
sports programs should be conscientious in preventing the use of steroids or other illicit cheriical
agents among student athletes. Coaches and trainers who suggest or tolerate their use should be
disciplined.
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Values

Most adolescents understand that they are gradu-
ally gaining greater freedom; they should also
understand that this means greater accountability
for their own actions. Accordingly, at this grade
level, curricula should emphasize personal re-
sponsibility, awareness of the law, and penalties
for lawbreaking. As students begin dating, con-
template college, and anticipate a driver’s license
and other emblems of adulthood, the time is right
for introducing a positive theme of preparation
for adult responsibilities.

Other important value components for students
completing ninth grade include:

e a heightened awareness of their obligation
to maintain a drug-free environment—not
just in school, but everywhere;

o the idea that their community cares about
them and is counting on them—and does
not tolerate drug use;

® recognition that participation in activitics
sponsored by the school—such as athletics
andsocial events—is predicatedupon nouse
of illegal substances;

® adcveloping sense of sclf-worth and appre-
ciation of the positive aspects of growing up;
and

® asensc of citizenship regarding the law and
safety that incorporates an awarencss of laws
and public standards regarding illicit sub-
stances.

Actions

Sincejunior high school students will probably be
exposed to people who use drugs and who pres-
sure them to do so, they need to be familiar with
available support resources. The curriculum should
make students aware of what these services are
and how they function. Students should learn
that they are not responsible adults, and know of
services to which itis proper to turn for help when
needed.

Junior high students will begin to become in-
volved in school-sponsored social events and ac-
tivities on a larger scale than before. The organi-
zation and supervision of these activities, and
others such as bands, athletics, clubs, and student
organizations should be focused on making and
keeping them drug-free. Students at this age can
also benefit from field trips, guest presentations,
and research assignments; the content of such
activities can be much more detailed than previ-
ously. For example, students in these grades
might visit a hospital, might hear presentations
from representatives of groups working with ad-
dicts, and might cooperate on developing class-
wide research projects involving different media.

High School (Grades 10-12)

Substance abusc prevention education in high
school should be the culmination of comprehen-
sive school-based prevention efforts. Students at
this level are beginning the transition to adult-
hood-—and it is a confusing time. Even though
they are obtaining licenses to drive and preparing
for work and postsecondary education, mosthigh-
schoolers are still minors under the law. Alcohol

-
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and other drugs are illegal for them and in most
places, tobacco usc is illegal and remains against
school policy. Substance abuse education faces

the challenge of motivating these students to

continue resisting illicit substances, and hclping
them behave responsibly as they prepare to as-
sume new roles in socicty.

The focus of the high school curriculum should
continue the change begun in junior high school
from students as children to students as adult
citizens and consumers. Prevention education at
this level can address not only the facts and
consequences that cach person must face, butalso
the costs which each citizen must help to bear.

Students may already know, for example, that the
cost of obtaining car insurance is increased by
accidents caused by drunk drivers. The same
premisc can be extended society-wide—that we
pay the cost of drug problems through higher
taxes, shoddy goods and services, and a presump-
tion that youth are not responsible.

Students in high school are engaged in the pro-
cessof establishing themselves in the world. Thus,
it is essential that the lessons of substance abuse
prevention education carry over into students’
lives outside class. Among the aspects of increas-
ing responsibility that should be stressed are the
importance of serving as positive role models for
younger children; realizing one’s responsibilities
in the workplace; and understanding how sub-
stance abusc can affect one’s chances for personal
growth and professional success.

Knowledge

By graduation, high school students should have
mastered a complete scientific and civic intro-

STEP BY STEP

duction to the drug problem. By the end of
twelfth grade, students should:

e understand both the long- and short-term
physical effects of specific drugs, including
addiction and possible death;

e understand the relationship of drug use to
related discases and disabilities, including
AIDS, learning disorders and handicapping
conditions, birth defects, and heart, lung
and liver discasc; :

e understand that combining drugs, whether
illicit or prescription, can be fatal;

e understand how alcohol, tobacco, and other
drugs affect the fetus during pregnancy and
the infant during lactation;

e know the full effects and consequences of
operating cquipment and performing other
physical tasks, such as sports, while using
drugs;

e  befullyinformed about the legal, social, and
economic consequences of drug use, both
for themselves and for others;

e be familiar with treatment and intervention
resources; and

e be prepared, where appropriate and super-

vised, to serve as peer leaders for younger
children.

Prevention lessons can be integrated into virtually
every other subject at these grade levels—a prac-
tice which will help convey their academic impor-
tance. For example:
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e  coaches can discuss steroids, as can hcalth
educators;

e  science classes can explore motor coordina-
tion cffects, chemical characteristics, medi-
caland psychological cffects of specific drugs;

e math classes can teach how rescarchers de-
velop predictions about drug use in socicty,
and can usc statistics to teach a rcalistic
appreciation for the risk of long-term dam-
age duc to drug usc;

®  civics, social studies, and history classcs can
deal with the law, the philosophy bchind it,
and the need for personal and social ac-
countability, as well as the cconomic and
social costs of drug usc;

e visual arts and English classes can discuss
media pressures and advertising techniques;
and

e  vocational cducation classes can learn about
job safety and responsibility, as well as how
cmployces view substance abusc.

Values and Actions

Some curricula use older students—often high
school age—as peer leaders; older children who
make presentations to classes in lower grades and
scrve as “buddics” to younger children while in
school. Peer lcadership can be very effective in
motivating older students, particularly those
considcred at-risk. However, the activity needs to
be closely superviscd and monitored by teachers.
Student lcaders:

¢ should be both drug free and well-
trained;

*  should refrain from amatcur psychol-
ogy; and

¢ should rcfer any problems to teachers
or other school officials.

Properly supcrviscd, peer leaders can help main-
tain communication and reduce the likelihood of
tragedy during a very critical period in students’
lives.
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INTERESTED IN OTHER
SUBSTANCE ABUSE PREVENTION MATERIALS?

PAMPHLETS

1. 1. L NS—

FREE PAMPHLET SAMPLES AVAILABLE FOR REVIEW!

Simply send a stamped ( $.76 postage), self-addressed, business-uize envelope.
Write the titles of the pamphiets on the back of the envelope. Mall to ETR Assoclates/
Network Publications, Sales Department, P.O. Box 1830, Santa Cruz, CA 95061-1830.

Bulk Prices Per Title Begin At 50 Pamphlets For $15.00

CURRICULA

Into Adolescence: Entering Adulthood:
Avolding Drugs Examining Drugs and Risks

160 pages/paper, $19.95 242 pages/paper, $19.95
(Curriculum for grades 5-8)  (Curriculum for grades 9-12)

Call Toil-Free 1 (800) 321-4407

ETR Assoclates/Network Publications, Sales Department, PO Box 1830, Santa Cruz, CA 95061-1830

ASK FOR A FREE CATALOG ON THESE AND MANY MORE
BOOKS, VIDEOS AND PAMPHLETS
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This authoritative planning handbook defines
the steps for creating an effective substance
use prevention program for grades K-12. Tar-
geted to program planners, school administra-
tors and teachers, it provides up-to-date infor-
mation—supported by recent research stud-
ies—about the substarice use problem among
youth and then presents guidelines for using
this information to develop a school-based
prer/ention program. Step by Step to Substance
Use Prevention provides:
> A comprehensive model for prevention,
identification and intervention strategies,
including peer programs, parent involve-
ment, staff trainings and community coali-
tions.
Results of key research studies of sub-
stance use among adolescents, including
the prestigious Monitoring the Youth Survey
and the National Adolescent Student Health
Survey—and how the results can heln you
plan your school district’'s prevention pro-
gram.
Charts, checklists and planning
worksheets to help coordinate your school's
program.
Guidance in identifying and understanding
federal and state legislation requirements,
including an explaration of the Federal Drug-
Free Schools and Communities Act.
Materials for evaluating current programs
and services -- and concrete ways to fill the
gaps.
Techniques for building coalitions in the
school community, including specific direc
tions for establishing a Prevention Planning
Council.
ldentificatior of possible funding sources,
including the Nationat Institute on Drug
Abuse. the National Institute on Alcohol
Abuse and Alcoholism, and the Centers tor
Disease Control.




