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Adolescent Transitions Program (ATP) now 
called Positive Family Support-Family Check-
Up

Positive Family Support-Family Check-Up is an adaptive, family-based intervention that targets adolescent problem behavior at the universal, selected, and indicated levels. It can be adapted based on 
the different family needs, including differing intervention targets and doses that can be most effective to a particular family. This often results in a more effective use of resources and greater treatment 
compliance. There are three levels to the overall program: 
 
Level 1: Family Resource Center - The first, universal level involves the creation of a Family Resource Center (FRC). A parent consultant is trained in techniques of operating the FRC, which provides 
a structured place for school staff and parents to communicate and collaborate. Parent Consultants help set norms for protective parenting practices and distribute information on prosocial family 
management practices. They also deliver a universal-level prevention program to students in their school’s homeroom class. This program, called Success, Health, and Peace (SHAPe) is a 6-week program 
that seeks to improve each child’s chances of success, promote health and abstinence and nonviolence. Students participate in one program session per week and are assigned a parent-child interaction 
homework activity each week. Each activity covers one family management skill that is paired with the class topic from that week: a) school success, b) health decisions, c) building positive peer groups, 
d) the cycle of respect, e) coping with stress and anger, and f) solving problems peacefully. Upon program completion, families receive a newsletter that summarizes the parenting practices and class 
information. 
 
Level 2: Family Check-Up - This component begins with an interview which is followed by an assessment session and a motivational feedback session. The FCU seeks to boost parent motivation and 
engage families in interventions. During the interview session, a therapist explores parent concerns and stage of change and encourages parents to have a family assessment. The assessment consists of 
a videotaped session in the home with parents and children engaging in a variety of tasks that help the therapist evaluate parent-child interactions. The feedback session allows therapists to review the 
results of the assessment and collaborate with parents to select available intervention programs the family can receive. 
 
Level 3: The Family Intervention Menu - This third level addresses indicated problems with a brief treatment program, academic and social monitoring, parent groups, behavioral family therapy, and case 
management and referral services. The goals of this component include the promotion of positive behaviors through use of incentives and encouragement, limit-setting and limit-monitoring, and the 
promotion of family communication and problem-solving skills. At this level, families engage in a collaborative decision-making process with parent consultants to determine additional services that are 
appropriate to their needs. Services include evidence-based interventions such as parent management training at the group and individual level.

Universal Prevention  
Selective Prevention  
Indicated Prevention 

Alcohol 
Depression 
Tobacco

School
Early Adolescence  
(12-14) - Middle School

Fosco et al 2013 
(Blueprints)

Kevin Moore, Ph.D. 
Child and Family Center  
University of Oregon 
195 West 12th Avenue 
Eugene, OR 97401-3408 
Phone: (541) 346-4805 
Kmoore2@uoregon.edu 
cfc.uoregon.edu

Tom Dishion, Ph.D. 
University of Oregon

University-Based 
Program

Level 1:  
Family Resource Center with a 6 week in-class 
program called “success, health and peace”                            

Level 2:  
Family Check-Up                                                                                                                                         
                

Level 3:  
The Family Intervention Menu  

Middle School students

Individual:                                                               
Early initiation of antisocial behavior                  
Favorable attitudes towards antisocial behavior  
Favorable attitudes towards drug use 
Rebelliousness                                             
Substance use 
 
Peer:                                                                
Interaction with antisocial peers                                 
Peer substance use 
 
Family:                                                                    
Family conflict/violence                                        
Parental attitudes favorable to antisocial behavior            
Parental attitudes favorable to drug use                    
Poor family management 
 
School:   
Low school commitment and attachment

Individual:                                                                                  
Problem solving skills 
 
Peer:                                                                                      
Interaction with prosocial peers 
 
Family:                                                                                  
Attachment to parents                                                         
Opportunities for prosocial involvement with 
parents                   
Parent social support                                                                   
Parental involvement in education                                               
Rewards for prosocial involvement with parents 
 
School:                                                                                
Opportunities for prosocial involvement in 
education                 
Rewards for prosocial involvement in school

Schools that already have a substance abuse 
program (e.g., PDIF or RTI (response to 
intervention) or Comprehensive Integrated  
Three-Tiered Programming).  

Staff (.5 FTE) and faciltiies (Family Resource 
Room), plus programming for substance abuse 
that can dovetail. ‘We are looking for places 
where we can lower costs for implementing 
evidence-based prevention programs. We need a 
footprint to go into; they must have a program in 
place for us to come in and we add a family com-
ponent to what they are already doing.’

We have a list of everyone who is implementing 
this program.   

“I have a 2-3 places in mind that are doing all 
three levels particularly well. The tertierary level 
is most difficult as it takes the most staff, and 
most of these staff were lost during recent budget 
cuts.”                     
 
In brief, (1) Madison Middle School in Eugene OR, 
(2) Small rural school near Eugene OR, (3) large 
middle school in Eastern OR, (4) school out in 
Portland, (5) good example of first year imple-
mentation in Churchville, IL, (6) Colorado.                                                                         

“We have a pilot in Boulder, Colorado with another 
program called ‘Communities that Care’, we have 
two schools there which are doing a good job.”  
 
“We have a site in Missoula Montana that is im-
plementing well.”  
 
“Lastly, we are just starting in Pennsylvania they 
have a really nice infrastructure to support these 
sort of implementations.....their advocate / cus-
tomer is the Pennsylviania Training and Assistance 
Network (PTAN) is a technical assistance organi-
zation that supports the department of education 
in Pennsylvania (run by James Palermo). PTAN 
has 3 programs going now (recently funded, 
pilots), but has the ability to scale programs 
quickly...”

“I’m interested in expanding the program because 
research money is much harder to get these 
days.”

“Turn-over in schools makes implementation 
difficult unless you have implementation at 
the District or State level. Training budgets are 
not ongoing, so can’t keep up with turn-over. 
Our response is to start a Train-the-Trainer 
program to help with that continuity. If there 
were foundations that help backfill FTE positions 
(contractors) to support these programs; grants 
support specific training programs and the like, 
but don’t pay for full time dedicated staff.”

Big Brothers Big Sisters (BBBS)  
(Community-Based Mentoring Program)

Big Brothers Big Sisters of America is a community mentoring program which matches a volunteer adult mentor to a child, with the expectation that a caring and supportive relationship will develop. The 
most important component in this program is the match. Once matches are made, they are continually monitored and supervised by a professional BBBS staff member. Relationships between mentor and 
child are one-to-one, they meet three to five hours per week, on a weekly basis, over the course of a year or longer. Generalized activities of the relationship are related to the goals that are set initially 
when the match is made. These goals are identified from the extensive case manager interview held with the parent/guardian and with the child. Beyond the establishment of a close relationship between 
mentor and child, other goals might relate to school attendance and academic performance, relationships with other children and siblings, general hygiene, learning new skills or developing a hobby. These 
goals are updated by the case manager as progress is made and circumstances change over time. Case managers are there for guidance, and suggest rather than dictate activities in which matched pairs 
are to engage. Case managers use the Standards and Required Procedures for One-To-One Service to outline the schedule of contacts made with the volunteer, as well as with the parent and/or child. 
More frequent contact is made with the mentor and parent during the early stages of the match (once a month) and then tapers to once every three months after one year and throughout the rest of the 
duration of the match. At least quarterly, the case manager is in touch with the child to learn of the youth’s experiences, in order to determine how the relationship is developing and to provide an oppor-
tunity to give advice and guidance around any issues the volunteer might have, as well as to encourage and support various activities. Most contacts are made over the phone.

Selective Prevention  

Alcohol 
Antisocial-aggressive Behavior 
Close Relationships with Parents 
Close Relationships with Peers 
Illicit Drug Use 
Positive Social/Prosocial Behavior 
Truancy - School Attendance

Community (e.g., religious, 
recreation)

Late Childhood  
(5-11) - K/Elementary 
 
Early Adolescence  
(12-14) - Middle School 
 
Late Adolescence  
(15-18) - High School

8/2011 (NREPP)

Vanessa Marks 
Vice President, Research, Innovation & 
Growth 
 
Big Brothers Big Sisters of America 
261 Madison Avenue, 9th Floor, New York 
NY 10016 
 
Cell: 202.494.3182 
venessa.marks@bbbs.org

Program began in 1904 with 
Clerk in New York Courts

Non-University  
Affiliated Non-Profit

1:1 Mentoring Program is THE core component. 
They publish a Service Delivery Model that guides 
affiliates. This Service Delivery Model includes 
standards (for matching, for screeing, case man-
agement, evaluations, etc.) and guidelines (for 
different types of matches, site-based programs 
- for example at a corporate envrionment, YMCA 
or school).

Youth who are facing 
adversity ages K-24. 
Have specialty programs 
to address specific ages 
and populations (mili-
tary = any age, over 18, 
juvenile justice system 
= 14-24, literacy = K-3, 
middle school, etc.)

Individual:                                                                
Early initiation of antisocial behavior                        
Early initiation of drug use                                  
Favorable attitudes towards antisocial behavior 
Favorable attitudes towards drug use 
 
Peer:                                                                 
Interaction with antisocial peers 
 
Family:                                                                     
Family conflict/violence                                         
Family history of problem behavior 
 
School:                                                                         
Low school commitment and attachment                   
Poor academic performance 
 
Community:                                                          
Extreme economic disadvantage

Individual:  
Academic self-efficacy                                           
Prosocial behavior                                                                    
Prosocial involvement 
 
Family:  
Attachment to parents 
 
Community:  
Opportunities for prosocial involvement                
Rewards for prosocial involvement

The Mentor and Mentee meet unsupervised; as 
such the family is most important. If we can’t 
reach the parent every month to make sure they 
are comfortable then we close the match. Most 
matches are through community-based programs. 
This can be a challenge because there are a lot of 
children who have parents we can’t reach (incar-
ceration, for example).                

Our site-based meetings are supervised meet-
ings so we don’t need monhtly contact with the 
parents. If it is a site-based program the most 
important member is whoever is hosting the 
program. Most site-based programs are school-
based, though some are based in community 
partners. 

Communities: Provide volunteer recruitment                    
 
Schools: Provide space and supervision for site-
based programs                                                                             
 
Families: Provide sign-off for unsupervised match-
es through community programs. 

“We have a common database that all agencies 
are required to use, so have real-time data on 
who is doing what. Namely they track ‘strength 
of relationship’ at 3 month marks, then annually. 
Then a ‘Youth Outcome Survey’ pre-match and 
then annually.”

“Affiliates each are incorporated separately and 
have their own board of directors. National Office 
is headquartered in Dallas and satellite offices in 
others locations, like New York City.”

“We have 337 affiliates across the country who 
serve 5,000 communities across all 50 states.”

“We talk about growing our youth services. We 
have over 30,000 kids on our waitlist at any given 
time. So we are never able to meet the need and 
demand for our services. So when we talk about 
growth we talk about growing our youth services. 
We are also very interested in research and 
innovation. We have the networks, the number  
and the desire to lead the field on mentorship 
research. Lastly, we are interested in collaboration 
- how can we partner with other service providers 
to leverage additional socio-emotional outcomes.”

“The two biggest barriers for growth we face 
are those that most face: (1) the need to raise 
more money to support more matches, and (2) 
volunteer recruitment/engagement/retention is a 
huge part of our work - especially getting diverse 
volunteers.”

DARE to Be You

DARE to be You (DTBY) is a multilevel prevention program that serves high-risk families with children 2 to 5 years old. Program objectives focus on children’s developmental attainments and aspects of 
parenting that contribute to youth resilience to later substance abuse, including parental self-efficacy, effective child rearing, social support, and problem-solving skills. Families engage in parent-child 
workshops that focus on developing the parents’ sense of competence and satisfaction with the parent role, providing knowledge of appropriate child management strategies, improving parents’ and chil-
dren’s relationships with their families and peers, and contributing to child developmental advancement.

Universal Prevention 
Selective Prevention

Parental Self-efficacy 
Use of Harsh Punishment 
Child’s Developmental Level 
Satisfaction With Social Support System

Community  
(e.g., religious, recreation)

0-5 (Early childhood) 
18-25 (Young adult) 
26-55 (Adult)
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Jan Miller-Heyl  
(970) 565-3606  
jan.miller-heyl@colostate.edu

David MacPhee  
(970) 491-5503  
david.macphee@colostate.edu

University-Based  
Program

DARE TO BE YOU HAS NOT RESPONDED TO  
REQUESTS FOR INFORMATION

Functional Family Therapy (FFT)

Functional Family Therapy (FFT) is a prevention/intervention program for youth who have demonstrated a range of maladaptive, acting out behaviors and related syndromes. Intervention services consist 
primarily of direct contact with family members, in person and telephone; however, services may be coupled with supportive system services such as remedial education, job training and placement, and 
school placement. Some youth are also assigned trackers who advocate for these youth for a period of at least three months after release. 
 
FFT should be implemented with a team of master’s level therapists, with oversight by a licensed clinical therapist. FFT is a phasic program with steps which build upon each other. These phases consist of: 
 
Engagement, designed to emphasize within youth and family factors that protect youth and families from early program dropout; 
Motivation, designed to change maladaptive emotional reactions and beliefs, and increase alliance, trust, hope, and motivation for lasting change; 
Assessment, designed to clarify individual, family system, and larger system relationships, especially the interpersonal functions of behavior and how they relate to change techniques; 
Behavior Change, which consists of communication training, specific tasks and technical aids, parenting skills, contracting and response-cost techniques, and youth compliance and skill building; 
Generalization, during which family case management is guided by individualized family functional needs, their interface with environmental constraints and resources, and the alliance with the FFT 
Therapist/Family Case Manager.

Indicated Prevention
Delinquency and Criminal Behavior 
Illicit Drug Use

Juvenile Justice Setting 
Mental Health/Treatment 
Center 
Social Services 
Transitional Between 
Contexts

Early Adolescence  
(12-14) - Middle School 
Late Adolescence  
(15-18) - High School

Celinska, Furrer, & 
Cheng 2013  
(Blueprints)

Holly DeMaranville 
FFT Communications Director 
1251 NW Elford Dr. 
Seattle, WA 98177 
Phone: (206) 369-5894 - cell 
Fax: (206) 453-3631 
Email: hollyfft@comcast.net 
Website: www.fftinc.com

James F. Alexander, Ph.D 
University of Utah

University-Based 
Program

Engagement:  
Designed to emphasize within youth and family 
factors that protect youth and families from early 
program dropout 
 
Motivation:  
Designed to change maladaptive emotional re-
actions and beliefs, and increase alliance, trust, 
hope and motivation for lasting change 
 
Assessment: Designed to clarify individual, family 
system, and larger system relationships, especial-
ly the interpersonal functions of behavior and how 
they relate to change techniques 
 
Behavior Change:  
Consists of communication training, specific tasks 
and technical aids, parenting skills, contracting 
and response-cost techniques, and youth compli-
ance and skill building 
 
Generalization:  
During which family case management is guided 
by individualized family functional needs, their 
interface with environmental constraints and re-
sources, and the alliance with the FFT Therapist/
Family Case Manager

10-18 year olds

Individual:                                              
Antisocial/aggressive behavior                                 
Early initiation of antisocial behavior                        
Early initiation of drug use                                   
Favorable attitudes towards antisocial behavior            
Favorable attitudes towards drug use             
Hyperactivity                                               
Rebelliousness                                                      
Substance use 
 
Peer:                                                                    
Interaction with antisocial peers                                 
Peer substance use 
 
Family:                                                                      
Family conflict/violence                                            
Family history of problem behavior                       
Neglectful parenting                                                 
Parental attitudes favorable to antisocial behavior 
Parental attitudes favorable to drug use                         
Poor family management                                        
Violent discipline

Individual:  
Clear standards for behavior                                         
Problem solving skills                                                                
Prosocial behavior                                                                      
Prosocial involvement                                                                        
Skills for social interaction 
 
Peer:                                                                                         
Interaction with prosocial peers 
 
Family:                                                                                     
Attachment to parents                                                                     
Non-violent discipline                                                        
Opportunities for prosocial involvement with 
parents                     
Parent social support                                                                  
Rewards for prosocial involvement with parents

“Family is mandatory; will not work without family 
involvement.”

“The whole basis of FFT is that the family is 
making changes in their lives that impacts what 
happens in the youth. And so the family MUST be 
involved in all components. (1) Time, they need 
to show up and be there, but that is just the start 
- they need to be involved in ALL apects of the 
family. And, you know, family could be whoever 
the primary caregiver is - it doesn’t have to be 
the mother and father.”

“We have close to 350 sites that do FFT in 48 
states across 11 countries (see map on website). 
I can’t say that there is any one group that does 
it better than anyone else. They all do it in differ-
ent ways but they all do their best. The sites that 
are the most successful are the sites that have 
people as champions, that make sure that FFT is 
part of their overall structure, that it is incorpo-
rated into their everyday business - who really 
champion it.” 

The person we spoke with didn’t want to single 
any one location out as being better than the 
others. 

“They are certified by us for a reason; we 
wouldn’t certify them unless we thought they did 
FFT well.” 

                      
“Our longest standing site is a site in Dayton, 
Ohio that has been operating for approximately 
13 years”.                               
 
The California Institute for Health Operates ap-
proximately 45 programs overseas.                                      
 
In total there are over 75 sites who have been 
doing FFT for over 8 years. 

“We expand daily, but we don’t actively market; 
referrals only. We don’t have any growth goals 
and simply don’t look at our program in this way.” 

“We have never had a problem fulfilling the needs 
that we have.” 

Guiding Good Choices

Guiding Good Choices (GGC) is a family skills-training program for parents and their middle-school aged children. The program is based on the social development model and its primary objectives are to 
enhance protective parent-child interactions and to reduce child risk for early substance use initiation. GGC consists of a five-session, multimedia drug resistance and education program for adolescents 
and their parents. Adolescent participants are required to attend one session which teaches peer resistance skills. The parents receive four sessions of instruction including material on the (a) identifica-
tion of risk factors for adolescent substance abuse and a strategy to enhance protective family processes; (b) development of effective parenting practices, particularly regarding substance use issues; (c) 
family conflict management; and (d) use of family meetings as a vehicle for improving family management and positive child involvement. Each session runs approximately two hours in length. 
 
Specifically, Session 1 creates opportunities for involvement and interaction in the family and rewarding children’s participation in the family. Session 2 establishes clear family rules about substance use, 
monitoring the behavior of children, and disciplining children. Session 3 teaches children skills needed to resist peer influences to use drugs. Session 4 focuses on reducing and managing anger and family 
conflict. Session 5 focuses on expressing positive feelings and developing bonding.

Universal Prevention

Alcohol 
Delinquency and Criminal Behavior 
Depression 
Illicit Drug Use

School
Early Adolescence  
(12-14) - Middle School
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Guiding Good Choices 
Channing Bete Company, Inc. 
 
One Community Place 
South Deerfield, MA 01373-0200 
 
Phone: (800) 477-4776 
 
Email: custsvcs@channing-bete.com 
 
Website: www.channing-bete.com/pre-
vention-programs/guiding-good-choices

J. David Hawkins, Ph.D. 
University of Washington

For Profit Organization

Five, two-hour multimedia-supported educational 
sessions for teens and their parents that include 
family activities and discussion topics, as well as 
skill-building exercises and information on posi-
tive parenting.

Parents and children 
ages 9 - 14

Individual:  
Early initiation of drug use               
Favorable attitudes towards antisocial behavior         
Favorable attitudes towards drug use 
 
Peer:                                                                   
Interaction with antisocial peers 
 
Family:                                                                    
Family conflict/violence                                     
Neglectful parenting                                                 
Parent aggravation                                                 
Parental attitudes favorable to drug use                       
Poor family management

Individual:                                                                                    
Clear standards for behavior 
Refusal skills, Skills for social interaction 
 
Peer:                                                                                       
Interaction with prosocial peers 
 
Family:                                                                                  
Attachment to parent                                                          
Opportunities for prosocial involvement with 
parents                      
Rewards for prosocial involvement with parents

“Community. If we get all aspects fo the com-
munity to work together (public services, educa-
tion, juvenile justice) then we can make it work. 
Putting on a parent training workshop is hard 
work, and it won’t work without someone in the 
commnity spearheading the effort to pull together 
the stakeholders. Then, the family are the end 
users of the information; they are the ones who 
need to take it home and practice these skills with 
their children, and continually hold family meet-
ings (etc.); the family has a really big job here 
too, but they don’t get trained unless someone in 
the community takes lead.”

Community: Organizes stakeholders      
 
Family: Attends workshop, take home and 
practice skills  
 
Schools: Mailing lists and distribution to parents

“Program Directors who are implementing a 
(grant-funded) project or program. They have a 
bunch of workshop leaders underneath them who 
are giving the workshops to the parents.”

Arizona: Attorney General’s implementation is 
newer but it is large: https://www.azag.gov/
good-choices 
 
Navasota, TX: Implementation has been cited by 
the U.S. Dept. of Education: http://www.esc6.
net/info/spotlight/info.aspx?id=447. It contains a 
suite of programs under the Raising Healthy Chil-
dren (based on the Seattle Social Development 
Project), including Guiding Good Choices 
 
San Diego, CA: Unified School District— 
Implementation is noted on a couple of their 
Web pages: http://www.sandi.net/site/default.
aspx?PageID=1699, http://www.sandi.net/site/
default.aspx?PageID=26842 
 
Columbus, IN: http://www.therepublic.
com/view/local_story/Column-Guiding-pro-
gram-helps-m_1391828220 
 
Watsonville, CA: http://www.mercurynews.com/
breaking-news/ci_20375278/watsonville-gets-
250-000-state-grant-gang-prevention

See left. 

“Funding having been reduced for our customers, 
and continuing to look very tight, we are realis-
tic about our customers’ ability to expand their 
programs.” 

See left. 

LifeSkills Training (LST)  
(Sometimes called Botvin’s LST)

LifeSkills Training (LST) is a three-year universal prevention program for middle/junior high school students targeting the use of gateway substances (tobacco, alcohol, and marijuana) and violence. The 
program provides students with training in personal self-management, social skills, and social resistance skills. LST consists of 15 core sessions in the first year, ten booster sessions in the second year, 
and five booster sessions in the third year. Each year also contains optional violence prevention sessions (three in year one, and two for both years two and three). Sessions are taught sequentially and 
delivered primarily by classroom teachers. Each unit in the curriculum has a specific major goal, measurable student objectives, lesson content, and classroom activities.  
 
The LST program includes two generic skills training components that foster overall competence and a domain-specific component to increase resistance to social pressures to smoke, drink, or use illicit 
drugs. The Personal Self-Management Skills component teaches students to examine their self-image and its effects on behavior; set goals and keep track of personal progress; identify everyday decisions 
and how they may be influenced by others; analyze problem situations, and consider the consequences of each alternative solution before making decisions; reduce stress and anxiety, and look at 
personal challenges in a positive light. The Social Skills component teaches students the necessary skills to overcome shyness, communicate effectively and avoid misunderstandings, initiate and carry out 
conversations, handle social requests, utilize both verbal and nonverbal assertiveness skills to make or refuse requests, and recognize that they have choices other than aggression or passivity when faced 
with tough situations. The Resistance Skills component teaches students to recognize and challenge common misconceptions about tobacco, alcohol, other drug use, and violence. Through coaching and 
practice, they learn information and practical resistance skills for dealing with peers and media pressure to engage in alcohol, tobacco, and other drug use, and other risk behaviors such as violence and 
delinquency. The main goal of this component is to decrease normative expectations regarding substance use and violence while promoting the development of refusal skills. 
 
LST instructors teach the skills using a combination of interactive teaching techniques including demonstration, facilitation of behavioral rehearsal (practice), feedback and reinforcement, and guiding 
students in practicing the skills outside of the classroom setting. 
 
The booster sessions in years two and three are designed to reinforce the material covered during the first year and focus on continued development of skills and knowledge that will enable students to 
cope more effectively with the challenges confronting them as adolescents.

Universal Prevention

Alcohol 
Delinquency and Criminal Behavior 
Illicit Drug Use 
Sexual Risk Behaviors 
STIs 
Tobacco 
Violence

School
Early Adolescence  
(12-14) - Middle School
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National Health Promotion Associates, 
Inc. 
 
711 Westchester Avenue, 3rd Floor 
White Plains, NY 10604 
 
(914) 421-2525 
(914) 421-2007 fax 
 
lstinfo@nhpamail.com 
 
www.lifeskillstraining.com

Gilbert J. Botvin, Ph.D. 
 
Weill Cornell Medical College

For Profit Organization
Curricula for 30 core sessions over three years 
with optional boosters (focused on violence).

Middle and high school 
students focus, with 
extensions down to 
3rd grade and up into 
college/workplace

Individual:                                                                   
Early initiation of drug use                                   
Favorable attitudes towards drug use                 
Substance use 
 
Peer:                                                                   
Interaction with antisocial peers                                    
Peer substance use 
 
Neighborhood/Community:  
Laws and norms favorable to drug use/crime

Individual:                                                                                   
Clear standards for behavior                                                     
Perceived risk of drug use                                                             
Problem solving skills                                                                  
Refusal skills                                                                                
Skills for social interaction

“Schools. That’s were students are most of the 
day, and that’s where our program is implement-
ed out of necessity or access.”  

Schools:  
Provide access                                                        
Community  
 
Organizations:  
Oftentimes provide funding

Nominated by school or community-based 
organization

Community-based organizations implement in 
schools, or schools implement themselves. 

“The most successful sites start from a planning 
process that engages the most stakeholders. 
They are in all 50 states and internationally as 
well.” 

“We started just in the middle school and expand-
ed down to the third-grade and up into college/
work-place trainings. We talk about expansion 
mostly in terms of updating and expanding 
programming. We view it as expanding the LST 
contiuum.”

“Policy that moved prevention to the forefront. No 
Child Left Behind did well at that, but otherwise 
it’s up to us to get the word out, which we do a 
lot of, but policy priority for evidence-based pre-
vention as a whole would help as it would bring 
more dedicated funding towards programs that 
are proven as effective.”

Multidimensional Family Therapy

Multidimensional Family Therapy (MDFT) is a comprehensive and multisystemic family-based outpatient or partial hospitalization (day treatment) program for substance-abusing adolescents, adolescents 
with co-occurring substance use and mental disorders, and those at high risk for continued substance abuse and other problem behaviors such as conduct disorder and delinquency. Working with the 
individual youth and his or her family, MDFT helps the youth develop more effective coping and problem-solving skills for better decisionmaking and helps the family improve interpersonal functioning as a 
protective factor against substance abuse and related problems. 
 
Delivered across a flexible series of 12 to 16 weekly or twice weekly 60- to 90-minute sessions, MDFT is a manual-driven intervention with specific assessment and treatment modules that target four 
areas of social interaction: (1) the youth’s interpersonal functioning with parents and peers, (2) the parents’ parenting practices and level of adult functioning independent of their parenting role, (3) 
parent-adolescent interactions in therapy sessions, and (4) communication between family members and key social systems (e.g., school, child welfare, mental health, juvenile justice).

Indicated Prevention 

Alcohol 
Illicit Drug Use 
Abstinence From Substance Use 
Treatment Retention 
Recovery From Substance Use 
Risk Factors For Continued Substance Use 
And Other Problem Behaviors 
School Performance 
Delinquency

Outpatient 
Correctional 
Home

6-12 (Childhood) 
13-17 (Adolescent)
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Gayle A. Dakof, Ph.D.  
 
(305) 749-9332  
 
gdakof@mdft.org

Howard A. Liddle, Ed.D., ABPP  
 
(305) 243-6860  
 
hliddle@med.miami.edu 

University Affiliated  
Non-Profit

Train-the-trainer for program staff to deliver  
12-16, 60-90 minute manual-driven assessment 
and treatment modules that target four areas of 
social interaction:

1.	 Social skills: the youth’s interpersonal func-
tioning with parents and peers                                                                         

2.	 Parenting skills: the parents’ parenting prac-
tices and level of adult functioning indepen-
dent of their parenting role

3.	 Mental health: parent-adolescent interactions 
in therapy sessions 

4.	 Juvenile justice: communication between 
family members and key social systems (e.g., 
school, child welfare, mental health, juvenile 
justice)

Parent-Child  
Relationship 

Individual:                                                                 
Early initiation of antisocial behavior 
Early initiation of drug use 
Rebelliousness                                                       
Substance use 
 
Peer:                                                                     
Interaction with antisocial peers 
Peer substance use       
 
Family: 
Conflict/violence                                                 
Neglectful parenting 
Parent stress                                                           
Parental attitudes favorable to antisocial behavior 
Parental attitudes favorable to drug use 
Poor family management                                         
Violent discipline

Individual:                                                                                     
Clear standards for behavior                                                     
Prosocial involvement                                                                 
Rewards for prosocial involvement. 
 
Peer:                                                                                        
Resistence to peer pressue.  
 
Family:                                                                                  
Attachment to parents                                                                     
Non-violent discipline                                                         
Opportunities for prosocial involvement with 
parents 
Parent social support                                                                   
Parental involvement in education                                            
Rewards for prosocial involvement with parents 
 
School:                                                                                    
Opportunities for prosocial involvement in educa-
tion 
Rewards for prosocial involvement in school 
 
Community:                                                                       
Opportunities for prosocial involvement                                    
Rewards for prosocial involvement

“Community. We target four domains (parents, 
adolescents, schools, and community relatino-
ships). The commnity is most important because 
they initiate the programs; they may already be 
doing a bootstrap intervention, and are looking 
for something evidence-based.” 

“Funding and staff. We only provide the model; 
they provide the funding, staff, and site for  
implementation.” 

“We are doing a study with the University of 
Oregon to find out who is implementing this right 
now. New programs are initiated by state, federal, 
or county government groups, other private 
grant-makers (individuals).”

“Our website has tabs with contact information 
for everywhere that the program is happening; 
these are clinical supervisors or CEO’s or Program 
Directors. They sometimes initiate, but are always 
the ones implementing.”

Worldwide - see ‘location’ tabs on website. 

“We are a non-profit whose goal is to disseminate 
the Multidimensional Family Therapy Model. There 
are now over 100 progarams in U.S. and Europe; 
we want more. Most people find out about us 
through our publications, through registries and 
evaluators.”

“Training takes time. We do a train-the-trainer 
program so that programs can train up new staff 
during expansion or turnover.”

Multidimensional Treatment Foster Care

Multidimensional Treatment Foster Care (MTFC) is a cost effective alternative to group or residential treatment, incarceration, and hospitalization for adolescents who have problems with chronic antisocial 
behavior, emotional disturbance, and delinquency. Community families are recruited, trained, and closely supervised to provide MTFC-placed adolescents with treatment and intensive supervision at home, 
in school, and in the community; clear and consistent limits with follow-through on consequences; positive reinforcement for appropriate behavior; a relationship with a mentoring adult; and separation 
from delinquent peers. MTFC utilizes a behavior modification program based on a three-level point system by which the youth are provided with structured daily feedback. As youth accumulate points, 
they are given more freedom from adult supervision. Individual and family therapy is provided, and case managers closely supervise and support the youths and their foster families through daily phone 
calls and weekly foster parent group meetings. There is a learning emphasis on teaching interpersonal skills and on participation in positive social activities including sports, hobbies, and other forms of 
recreation. Placement in foster parent homes typically last for about six months. Aftercare services remain in place for as long as the parents want, but typically last about one year.

Indicated Prevention

Delinquency and Criminal Behavior 
Illicit Drug Use 
Teen Pregnancy 
Tobacco 
Violence

Community  
(e.g., religious, recreation) 
Home                                       
School 
Transitional Between  
Contexts

Early Adolescence  
(12-14) - Middle School 
Late Adolescence  
(15-18) - High School

October 2009 
(NREPP)

Gerard J. Bouwman  
 
(541) 343-2388  
 
gerardb@mtfc.com 

Patricia Chamberlain, Ph.D.  
 
(541) 485-2711  
 
pattic@oslc.org 

Non-University  
Affiliated Non-Profit

Four key elements are targeted during foster care 
placement and aftercare: 
 
Providing youth with a consistent reinforcing 
environment where they are mentored and 
encouraged to develop academic and positive 
living skills 
 
Providing youth with daily structure that includes 
clear expectations and limits and well-specified 
consequences delivered in a teaching-oriented 
manner 
 
Providing close supervision 
 
Helping youth to avoid deviant peer associations 
while providing them with the support and 
assistance needed to establish prosocial peer 
relationships

Individual: 
Antisocial/aggressive behavior 
Early initiation of antisocial behavior                 
Favorable attitudes towards antisocial behavior 
Physical violence 
 
Peer:                                                                    
Interaction with antisocial peers 
 
Family:                                                                           
Poor family management 
 
School:                                                                             
Poor academic performance

 
Individual:                                                                                       
Clear standards for behavior                                                      
Problem solving skills                                                              
Prosocial behavior                                                                    
Prosocial involvement                                                                 
Rewards for prosocial involvement                                                 
Skills for social interaction 
 
Peer:                                                                                            
Interaction with prosocial peers 
 
Family:                                                                                  
Attachment to parents                                                        
Opportunities for prosocial involvement with 
parents 
Parent social support                                                                 
Rewards for prosocial involvement with parents 
 
School:                                                                                        
Rewards for prosocial involvement in school 
 
Neighborhood/Community:                                              
Opportunities for prosocial involvement                                   
Rewards for prosocial involvement 

MULTIDIMENSIONAL TREATMENT FOSTER CARE 
HAS NOT RESPONDED TO REQUESTS FOR INFOR-
MATION

Multisystemic Therapy (MST)

Multisystemic Therapy® (MST®) is an intensive family- and community-based treatment that addresses the multiple causes of serious antisocial behavior across key settings, or systems within which 
youth are embedded (family, peers, school, and neighborhood). Because MST emphasizes promoting behavior change in the youth’s natural environment, the program aims to empower parents with the 
skills and resources needed to independently address the inevitable difficulties that arise in raising teenagers, and to empower youth to cope with the family, peer, school, and neighborhood problems they 
encounter. 
 
Within a context of support and skill building, the therapist places developmentally appropriate demands on adolescents and their families to reduce problem behavior. Initial therapy sessions identify the 
strengths and weaknesses of the adolescent, the family, and their transactions with extrafamilial systems (e.g., peers, friends, school, parental workplace). Problems identified by both family members and 
the therapist are explicitly targeted for change by using the strengths in each system to facilitate such change. Treatment approaches are derived from well-validated strategies such as strategic family 
therapy, structural family therapy, behavioral parent training, and cognitive behavioral therapy. 
 
While MST focuses on addressing the known causes of delinquency on an individualized comprehensive basis, several types of interventions are typically identified for serious juvenile offenders and 
their families. At the family level, MST interventions aim to remove barriers to effective parenting (e.g., parental substance abuse, parental psychopathology, low social support, high stress, and marital 
conflict), to enhance parenting competencies, and to promote affection and communication among family members. Interventions might include introducing systematic monitoring, reward, and discipline 
systems; prompting parents to communicate effectively with each other about adolescent problems; problem solving day-to-day conflicts; and developing social support networks. At the peer level, inter-
ventions frequently are designed to decrease affiliation with delinquent and drug-using peers and to increase affiliation with prosocial peers. Interventions in the school domain may focus on establishing 
positive lines of communication between parents and teachers, parental monitoring of the adolescent’s school performance, and restructuring after-school hours to support academic efforts. Individual 
level interventions generally involve using cognitive behavior therapy to modify the individual’s social perspective-taking skills, belief system, or motivational system, and encouraging the adolescent to 
deal assertively with negative peer pressure. 
 
A Master’s-Level therapist, with a caseload of 4 to 6 families, provides most mental health services and coordinates access to other important services (e.g., medical, educational, and recreational). While 
the therapist is available to the family 24 hours a day, 7 days a week, the direct contact hours per family varies according to clinical need. Generally, the therapist spends more time with the family in the 
initial weeks of the program (daily if needed) and gradually tapers off (as infrequently as once a week) during a 3- to 5-month course of treatment. Treatment fidelity is maintained by weekly group su-
pervision meetings involving 3 to 4 therapists and a Doctoral-Level or advanced Master’s-Level clinical supervisor. The group reviews the goals and progress of each case to ensure the multisystemic focus 
of the therapists’ intervention strategies, identify barriers to success, and facilitate the attainment of treatment goals. In addition, an MST expert consultant reviews each case with the team weekly to pro-
mote treatment fidelity and favorable clinical outcomes.

Indicated Prevention 

Close Relationships with Parents 
Delinquency and Criminal Behavior 
Illicit Drug Use 
Internalizing 
Mental Health - Other 
Positive Social/Prosocial Behavior 
Violence

Home 
Juvenile Justice Setting 
Mental Health/Treatment 
Center 
School 
Social Services 
Transitional Between Con-
texts

Early Adolescence  
(12-14) - Middle School 
Late Adolescence  
(15-18) - High School

Weiss et al 2013 
(Blueprints)

Marshall Swenson, MSW, MBA 
 
MST Services, Inc. 
710 J. Dodds Boulevard, Suite 200 
Mount Pleasant, SC 29464 
 
Phone: (843) 856-8226 
 
marshall.swenson@mstservices.com 
 
www.mstservices.com or www.mstinsti-
tute.org

Scott W. Henggeler, Ph.D. 
 
Medical University of South 
Carolina

For Profit Organization 1:1 Therapy sessions Families

Individual:                                                               
Early initiation of antisocial behavior 
Early initiation of drug use 
Rebelliousness                                                     
Substance use 
 
Peer:                                                                    
Interaction with antisocial peers                                    
Peer substance use 
 
Family:                                                                    
Family conflict/violence 
Neglectful parenting                                                   
Parent history of mental health difficulties 
Parent stress                                                            
Parental attitudes favorable to antisocial behavior 
Parental attitudes favorable to drug use 
Poor family management                                         
Violent discipline 
 
School:                                                                        
Low school commitment and attachment  
Poor academic performance 
 
Community: 
Community disorganization                                       
Laws and norms favorable to drug use/crime               
Low neighborhood attachment

Individual:                                                                                      
Clear standards for behavior                                                       
Problem solving skills                                                                
Prosocial involvement                                                                
Rewards for prosocial involvement                                               
Skills for social interaction 
 
Peer: 
Interaction with prosocial peers 
 
Family:                                                                                    
Attachment to parents                                                                      
Non-violent discipline                                                           
Opportunities for prosocial involvement with 
parents 
Parent social support                                                                    
Parental involvement in education                                                
Rewards for prosocial involvement with parents 
 
School:                                                                                 
Opportunities for prosocial involvement in educa-
tion 
Rewards for prosocial involvement in school 
 
Community:                                                                      
Opportunities for prosocial involvement                                    
Rewards for prosocial involvement

Family  

“Although the combination is different from one 
community to another, funding is at the commu-
nity level, referrals come from multiple sources 
depending on the program, and time for case 
collaboration is needed from all systems relevant 
to a given youth.”

“A list of all implementing agencies is listed on 
our website at www.mstservices.com.”

“Not expanding. The treatment model is heavi-
ly researched and has been generally stable for 
more than two decades.”

“We would consider our expansion planning pro-
prietary, but we do have specific well-designed 
strategic plans in place that employ all available 
social networks.  A link to these networks is also 
available on our website www.mstservices.com.”

Nurse-Family Partnership

Nurse-Family Partnership (NFP) is a prenatal and infancy nurse home visitation program that aims to improve the health, well-being, and self-sufficiency of low-income, first-time parents and their chil-
dren. NFP was founded on concepts of human ecology, self-efficacy, and human attachment. Its program activities are designed to link families with needed health and human services, promote good 
decisionmaking about personal development, assist families in making healthy choices during pregnancy and providing proper care to their children, and help women build supportive relationships with 
families and friends. Nurses follow a detailed, visit-by-visit guide that provides information on tracking dietary intake; reducing cigarette, alcohol, and illegal drug use; identifying symptoms of pregnancy 
complications and signs of children’s illnesses; communicating with health care professionals; promoting parent-child interactions; creating safe households; and considering educational and career op-
tions. Program objectives include decreased substance use, improved maternal economic self-sufficiency, fewer subsequent unintended pregnancies, reduced child abuse and neglect, and improved school 
readiness of the children. Individual programs serve a minimum of 100-200 families and are supported by 4-8 trained registered nurse home visitors (each carrying a caseload of 25 families), a nurse 
supervisor, and administrative support. Nurse home visits begin early in pregnancy and continue until the child’s second birthday. The frequency of home visits changes with the stages of pregnancy and 
infancy and is adapted to the mother’s needs, with a maximum of 13 visits occurring during pregnancy and 47 occurring after the child’s birth.

Selective Prevention 

Alcohol 
Child Maltreatment 
Delinquency and Criminal Behavior 
Early Cognitive Development 
Employment 
Healthy Gestation and Birth 
Illicit Drug Use 
Mental Health - Other 
Physical Health and Well-Being 
Post Secondary Education 
Reciprocal Parent-Child Warmth 
Teen Pregnancy 
Tobacco

Home

0-5 (Early childhood) 
13-17 (Adolescent) 
18-25 (Young adult) 
26-55 (Adult)

7/2008 (NREPP)

Nurse-Family Partnership National Ser-
vice Office 
 
1900 Grant Street, Suite 400 
Denver, Colorado 80203 
 
Direct phone: 303-327-4240 
Toll free: 866-864-5226 
Fax: 303-327-4260 
 
email: info@nursefamilypartnership.org 
 
www.nursefamilypartnership.org/

David L. Olds, Ph.D. 
 
University of Colorado Health 
Sciences Center

Non-University  
Affiliated Non-Profit

18 Model Elements.
Registered Profession-
al Nurses / First time 
mothers

Family:                                                                        
Age of mother at first live birth 
Family conflict/violence 
Lack of prenatal care 
Low socioeconomic status                                       
Mother single at child birth 
Mother substance use during pregnancy 
Neglectful parenting 
Parent stress                                                           
Parental attitudes favorable to antisocial behavior 
Parental attitudes favorable to drug use 
Parental unemployment 
Poor family management                               
Psychological aggression/ discipline                       
Violent discipline

Family:                                                                                  
Attachment to parents                                                               
Breastfeeding                                                                                
Non-violent discipline                                                         
Opportunities for prosocial involvement with 
parents 
Parent social support                                                                   
Rewards for prosocial involvement with parents

Family and Community

“Families - because participation is voluntary. 
Communities - they require a long-standing com-
munity advisory board. One of their goals is to 
connect families to community resources, so this 
is another reason.” 

Independent Agencies hire Registered Nurses 

“Independent agencies are both grown organically 
and come to us as customers. Agencies vary in 
size and structure (NFP, for-profit, government, 
nursing associations, hospitals), but generally it is 
run through maternal health services. Supported 
by federal.”

“We are in 43 States and the US Virgin Islands. 
We have a locations tab on our website”  
http://www.nursefamilypartnership.org/locations”

“Yes we are expanding. Our primary indicator 
is # of families served. We know that there are 
~600,000 first time moms each year, and our 
goal is to increase the percentage of those we 
serve.” 

“We have had very significant growth over the 
past five years, and as long as we continue to 
cultivate our funding sources we will continue to 
grow. We work hard to access maternal and early 
childhood funding to support and expand our 
agencies.” 

Positive Action

Positive Action (PA) is a school-based program that includes a detailed curriculum with lessons 2-4 times a week—approximately 140 15-minute lessons - pre-grade through 12, and 82 15-20 minute les-
sons per grade 7 and 8. The content of the classroom curriculum is taught through six units, which teach the following: 
 
The Positive Action Philosophy and the Thoughts-Actions-Feelings about Self Circle This unit provides the conceptual foundation for the content of the program delivered in Units 2-6 and teaches generally 
about positive and negative actions and their meaning for and application to life. The remaining units teach the specific positive actions for the whole self: the physical, intellectual, social and emotional. 
Positive Actions for Body and Mind - This unit focuses on nutrition, exercise, sleep, hygiene and other good health habits for the physical area, and thinking skills, problem solving, decision making, memo-
rizing, reasoning, thinking creatively, curiosity study skills and the value of learning for the intellectual area. 
Social/Emotional Positive Actions for Managing Yourself Responsibly - Students are taught to manage their personal resources like time, energy, thoughts, actions, feelings, money, talents and posses-
sions, including basic self-control or self-regulation skills. 
 
Social/Emotional Positive Actions for Getting Along with Others - Students are taught to get along with others by treating them the way they would like to be treated, so they learn about respect, empathy, 
kindness, fairness, and cooperation and other ways they like to be treated. 
 
Social/Emotional Positive Actions for Being Honest with Yourself and Others - Students are taught to be honest with themselves and others by responsibility taking, learning how to be truthful, admitting to 
mistakes, not blaming others, knowing their own strengths and weaknesses, and following through with commitments. 
 
Social/Emotional Positive Actions for Improving Yourself Continuously - Students are taught how to set and achieve goals for all areas of themselves and learn how to reach goals by having the courage to 
try, turning problems into opportunities, believing in their potential, persisting and keeping an open mind in order to broaden their horizons. 
 
School-climate programs (elementary and secondary) are also utilized. They reinforce the classroom curriculum through coordinating the efforts of the entire school in the practice and reinforcement of 
positive actions. The school principal and a PA Committee administer this component with representatives from the faculty at each grade level, support staff, parents, students and community members. 
The principal is responsible for 1) initiating the adoption process, 2) appointing a PA coordinator and a PA committee, 3) coordinating training and professional development workshops and work groups, 
and 4) coordinating multiple resources. To encourage positivity throughout the school, principals are encouraged to use the provided materials -- such as stickers, tokens, posters, music CDs, words of the 
week cards, certificates, balloons, and ICU Doing Something Positive boxes. For the secondary level there is a PALs Club with membership cards, a Peace Flag, Buzz Words and SOS Boxes. Principals are 
also provided with information on creating newsletters, and conducting assemblies and celebrations for Positive Action. 
 
PA also includes a Counselor’s Kit which contains curriculum and materials that provide school counselors, social workers and school psychologists with the resources and information needed to do mentor-
ing, peer tutoring, and support group programs, useful for students who may need more intense help than they are getting in the classroom. It contains a Topical Guide, which indicates which lessons and 
units to use for a specific subject of focus.

Universal Prevention 

Academic Performance 
Alcohol 
Anxiety 
Bullying 
Conduct Problems 
Delinquency and Criminal Behavior 
Depression 
Emotional Regulation 
Illicit Drug Use 
Physical Health and Well-Being 
Sexual Risk Behaviors 
Tobacco 
Truancy - School Attendance 
Violence 
Violent Victimization

School

Late Childhood  
(5-11) - K/Elementary 
Early Adolescence  
(12-14) - Middle School

12/2006 (NREPP)

Carol Gerber Allred 
 
264 4th Avenue 
Twin Falls, Idaho 83303-2347 
 
(800) 345-2974 
 
carol@positiveaction.net 
 
www.positiveaction.net

Carol Allred For Profit Organization

“Curricula (e.g., pre-K-12 and family class-
es), and Kits (e.g., family kit, community 
kit, substance abuse prevention kit, bulemia 
kit, conflict resolution kit,counseling kit).                                                                                                                  
The school-based program is the heart of it (Tier 
1), and then Tier 2 / Tier 3 (more intensive cases) 
grow out of that.”  
 
“The other components, such as community, 
family, and counselor kits; these are avail-
able but we’ve never done any trainings or 
much research to support these components.                                                                                                                         
There is one philosphy that guides everything 
(you feel good about yourself when you do pos-
itive actions). It’s a focus on the ‘whole self’ and 
personal devlelpment on the individual level.” 

Students Pre-K - 12

Individual: 
Antisocial/aggressive behavior 
Bullies others                                                             
Early initiation of antisocial behavior 
Early initiation of drug use 
Favorable attitudes towards antisocial behavior 
Favorable attitudes towards drug use 
Physical violence 
Rebelliousness                                                      
Substance use                                                            
Victim of bullying 
 
Peer:                                                                   
Interaction with antisocial peers                                   
Peer substance use 
 
School:                                                                         
Low school commitment and attachment 
Poor academic performance                                 
Repeated a grade

Individual:                                                                               
Academic self-efficacy                                                                 
Clear standards for behavior 
Exercise                                                                                    
Perceived risk of drug use                                                          
Problem solving skills                                                               
Prosocial behavior                                                                     
Prosocial involvement                                                                     
Refusal skills                                                                                  
Rewards for prosocial involvement                                                
Skills for social interaction 
 
Peer:                                                                                        
Interaction with prosocial peers 
 
Family:                                                                                        
Attachment to parents                                                         
Opportunities for prosocial involvement with 
parents 
Rewards for prosocial involvement with parents 
 
School:                                                                                
Opportunities for prosocial involvement in educa-
tion 
Rewards for prosocial involvement in school

“Schools. Most of our research is based on 
schools, though we do have some on family as 
well. We do not have any on community. We don’t 
have any sites where people do all three (use kits 
or curricula from all three areas); it’s an aspira-
tion we have, but we are not there yet.” 

“Schools provide the people to deliver the pro-
gram i.e. teachers. Sometimes we have service 
providers (nonprofits or for profits) that come 
into schools, in which case schools only provide 
the permission, space and students....not money 
- the budget for outside actors coming in comes 
from prevention groups, often funded by block 
grant money.” 

“We have around 14,000 in our customer contact 
database, which is not everybody either. But in 
terms of people we use for references, we do 
keep them organized in different ways, but it de-
pends what kind of reference you are looking for.”

If you want Detention Centers, Day Schools or 
Mental Health Support contacts, I can give them 
to you. Private companies too; Orange County, 
California are service providers who go into large 
school districts and do school-based substance 
abuse prevention. 

“Some research was done in Chicago Public 
Schools, so there are some Charter Schools there 
that are using Positive Action…The first place that 
comes to mind is actually in Peoria IL, where were 
are not exactly using as a school-based program, 
but more on a Tier 2 and Tier 3 treatment setting, 
so you can see how this is used in more severe 
cases. East L.A is a good example of a unified 
program where they have incorporated all three 
Tiers. Bogota, Columbia is a good example of 
international school setting.” 

“We talk about people touched; we are expanding 
into schools, into intervention/treatment facilities. 
We’ve been in every state for over 15 years; we 
just want to do more everywhere. We are also 
international, so are expanding internationally as 
well. Because we have outcomes that cross over 
so many areas *academic, violence, socio-emo-
tional, mental-physical, substance, etc..) we can 
look at different markets to expand into. So part 
of what we do is decide to expand into this mar-
ket or that market.”

Focusing on main markets; not getting diluted by 
how many applications we could have with all of 
our outcomes. Our main focus are in-school Tier 
1 and Tier 2 programs. After school  is big too. 
Then prevention is big too; we do a lot of work in 
Texas where service providers go in to schools (as 
described to the left). Being able to expand mar-
keting would help us to grow our progams more 
quickly. We know the education market, and how 
to market there, but not so much in prevention. 
We would like to go to more conferences, appear 
in more of their publications (like Youth Today), 
and get the name out there for being the “Pre-
mier Evidence-Based Prevention Program.” 

Project Northland

Project Northland provides six years of comprehensive programming for students beginning in sixth grade. Phase I provides programming for 6th, 7th, and 8th graders. Each of the three years of pro-
gramming has a specific theme and incorporates individual, parent, peer, and community participation. The students receive skills training in communicating with their parents about alcohol (6th grade), 
dealing with peer influence and normative expectations about alcohol (7th grade), and understanding methods that bring about community-level changes in alcohol-related programs and policies (8th 
grade).  
 
Phase II of the program is designed to help maintain the effects through high school. Phase II intervention strategies include community organizing, parent education, youth development, media, and 
school curriculum. The five intervention strategies are designed to increase community efficacy to enact changes in policies and practices related to high school students’ alcohol use.  
 
Sixth grade: The “Slick Tracy Home Team Program” consists of four weekly sessions of activity-story books which the students complete as homework with their parents. The books also include informa-
tion on young adolescent alcohol use for parents. Small-group discussions about the books are held during school, and an evening fair at which students’ posters and projects are displayed. Communi-
ty-wide task forces are created and include members from a cross section of the communities: government officials, school and business representatives, law enforcement personnel, health professionals, 
youth workers, parents, concerned citizens, clergy and adolescents. 
 
Seventh grade (1992-93): The “Amazing Alternatives! Program” includes the following: an eight-week peer- and teacher-led classroom curriculum using interactive activities related to themes of why 
young people use alcohol and alternatives to use, influences in terms of drinking, strategies for resisting those influences, normative expectations that most people their age do not drink, and intentions 
not to drink; a peer participation program called T.E.E.N.S. creates alternative alcohol-free activities outside the classroom using adult volunteers; parental involvement through the use of booklets mailed 
to parents includes behavioral prescriptions for parents and activities for parents and children to complete as well as updated information on the program and its events. 
 
Eighth grade: “PowerLines” consists of an eight-session classroom curriculum that introduces students to the “power” groups within their communities that influence adolescent alcohol use and avail-
ability and teaches community action/citizen participation skills. Students interview parents, local government officials, law enforcement personnel, school teachers and administrators, and retail alcohol 
merchants about their beliefs and activities concerning adolescent drinking and conduct a town meeting to make recommendations for community action to prevent alcohol use. A theater production is 
performed at each school for classmates, parents and community members. T.E.E.N.S. continues to provide alternative activities in all intervention school districts. A newsletter written by and for eighth 
grade students is sent to parents and peers. Last, the community-wide task force continues in its activities to limit access to alcohol. 
 
Ninth grade:  During the interim Phase (1994-1996), a brief five-session classroom program entitled “Shifting Gears” is implemented. This program focuses on pressures to drink and drive or to ride with a 
drinking driver, the influences and tactics of alcohol advertising, and ways to deal with those influences. No programs are implemented in grade ten. 
 
Eleventh and twelfth grades (1997-1998):  Phase II consists of five components designed to reinforce and complement the previous goals of Project Northland. The “Class Action” program is implemented 
during Phase II, containing a substance abuse prevention curriculum that can be used as a booster session for the Project Northland series or as a stand-alone curriculum. “Class Action” builds upon the 
early adolescent interventions with new strategies for the cohort’s last years in high school while emphasizing changes in the social environment of young people. The 6-session curriculum is based on 
the social influences theory of behavior change, where students are asked to debate and discuss the social influences to use alcohol and the negative consequences those influences have not only on the 
individual teen, but on the community as a whole. Through an innovative, civil-trial approach, Class Action challenges high-school students to examine the real-world consequences, both legal and social, 
of teen alcohol use. The program is peer-led and uses interactive methods to accomplish its instructional goals. Students debate and discuss the consequences of substance abuse, thus changing the social 
norms around alcohol use and changing negative peer pressure into positive peer pressure. 
 
Community and parent components of Project Northland are also continued during the implementation of “Class Action.” Eleven Action teams, representing all communities and ranging in size from 5 to 
12 members are formed and asked to encourage community adoption of institutional or policy solutions to underage drinking through a number of sponsored activities and awareness campaigns. For the 
parent component, a postcard campaign is designed to increase awareness about alcohol-related issues and encourage specific actions to keep adolescents alcohol free. A total of 11 postcards designed to 
correspond to events sponsored by the action teams are mailed to the cohort’s parents at 6-week intervals. A new parent-child intervention, “Sound OFF!”, is used in the senior year to encourage parents 
and their seniors to communicate about alcohol. A series of three mailings are sent to parents and seniors in November, January, and February with discussion questions regarding teen drinking. Students 
are asked to answer the questions and return the mailer to the researchers. 
 
Print media campaigns are also implemented. The first targets young adults with the theme of “Don’t provide to those under age 21.” Other print media include calendars for alcohol merchants, newslet-
ters for students and adults, and a celebration poster for the many participants in Project Northland over the years of the study. 
 
In addition, youth action teams are formed in Phase II. Young people are recruited for participation in teams to affect alcohol use among their peers. The teams meet as an extracurricular activity, assisted 
by adult coordinators.

Universal Prevention Alcohol School

Early Adolescence  
(12-14) - Middle School 
Late Adolescence  
(15-18) - High School

3/2007 (NREPP)

Project Northland 
 
Hazelden Publishing and Education 
P. O. Box 176  
Center City, MN 55012-0176  
 
Phone: 1-800-328-9000 ext. 4324 
 
Email: kmcelfresh@hazelden.org 
 
www.hazelden.org/web/go/projectnorth-
land

Cheryl L. Perry, Ph.D. 
 
University of Texas School of 
Public Health

Non-University  
Affiliated Non-Profit

PROJECT NORTHLAND HAS NOT RESPONDED TO 
REQUESTS FOR INFORMATION

Project STAR (formerly Midwest Prevention 
Project)

The Midwestern Prevention Project (MPP) is a comprehensive community-based, multifaceted program for adolescent drug abuse prevention. The treatment consists of five components (mass media, 
school, parent, community, and health policy) introduced sequentially over a five year period. The mass media component is introduced with the school component during the first year and continues for 
almost five years. This component consists of approximately 31 television, radio, and print broadcasts per year, ranging from one-hour talk shows to 15-second commercials and public service announce-
ments.  
 
The school program, which is the central program channel, initiated in grades 6 or 7, consists of a 10-session youth educational program on skills training for resistance of drug use given in school, 10 
homework sessions involving active interviews and role-plays with parents and family members. Booster sessions are provided in the second year (grades 7 or 8). The youth educational program includes 
topics such as the psychosocial consequences of drug use, correction of beliefs about the prevalence of drug use, recognition and counteraction of adult, media, and community influences on drug use, 
peer and environmental pressure resistance, assertiveness in practicing pressure resistance, problem solving for difficult situations that involve potential drug use, and statement of public commitment 
to avoid drug use. Prevention skills are delivered via modeling and rehearsal of resistance skills, feedback with peer reinforcement through Socratic Discussion, peer leader facilitation, and discussion of 
homework results. 
 
The parent program, initiated in year 2, strives to develop family support and modeling for a non-drug use norm within the family as well as in the school and neighborhood and includes parent education 
and organization throughout middle school. This is accomplished by the creation of a group consisting of the principal, 4-6 parents, and 2 student peer leaders from each school who meet throughout the 
school year to refine school policy to institutionalize prevention programming in the school. During the third year, community and government leaders are enlisted and trained to form a community orga-
nization whose role is to plan and implement drug abuse prevention services and activities that complement the other program components. During the fourth and fifth years, health policy is implemented 
by a government subcommittee which is formed from local community and government leaders, whose role is to actively implement policy change initiatives that reduce demand and limit supply of drugs.

Universal Prevention  
(Entire Population)

Tobacco                                                                     
Alcohol                                                                     
Marijuana 

Community  
(e.g., religious, recreation) 
School

Middle Childhood (9-12) 
Adolescence (13-18)

12/2011 (Promising 
Practices Network)
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University-Based  
Program

PROJECT STAR HAS NOT RESPONDED TO  
REQUESTS FOR INFORMATION

Project Toward No Drug Abuse

Project TND is a drug prevention program for high school youth who are at-risk for drug use and violence-related behavior. It originally consisted of nine sessions designed to address issues of substance 
abuse and violence: 1) Communication and Active Listening, 2) Stereotyping, 3) Myths and Denial, 4) Chemical Dependency, 5) Talk Show, 6) Stress, Health and Goals, 7) Self Control, 8) Perspectives, 
and 9) Decision Making and Commitment. Three new sessions were added from the third trial on; that is, most trials utilized a 12-session program. These three newer sessions are the 1) Marijuana Panel, 
2) Positive and Negative Thought Loops and Subsequent Behavior, and 3) Smoking Cessation. Classes are taught by trained health educators, who administer the curriculum over a 3-week period. Each 
session lasts 40 minutes and is conducted during the class period. The current version of TND contains twelve 40-minute interactive sessions. The sessions should be taught as written. Those students 
who are absent on days that a lesson is implemented should be provided with single-page summaries of the material from each lesson that they can utilize as a means to “make-up” learning of missed 
lesson material. 
 
The Socratic method is used throughout the curriculum. Thus, the emphasis is on interactions between the students and the teacher and the students with each other. The teacher’s use of questioning 
leads students to generate the answers based on the reasoning that information is internalized more readily when it is not imposed from someone else. 
 
Classroom management in Project TND involves development of positive norms of classroom behavior. Although interaction among the youth is encouraged, the course is primarily teacher-directed and 
highly structured. In Project TND, the teacher’s role is to actively develop and maintain peer group support in the class by modeling support, positively reinforcing it among group members, and negatively 
reinforcing deviant peer bonds and activities. The teacher creates and structures interactions among youth in prosocial directions.

Universal Prevention  
Selective Prevention 

Alcohol 
Illicit Drug Use 
Tobacco 
Violent Victimization

School
Late Adolescence  
(15-18) - High School

9/2006 (NREPP)

Leah Meza 
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Soto Street Bldg., 302A 
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Phone: (800) 400-8461 for orders 
Fax:  (323) 442-7254 
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University-Based  
Program

Curricula for 12, 40-minute classes: 

1.	 Communication and Active Listening

2.	 Stereotyping

3.	 Myths and Denial

4.	 Chemical Dependency

5.	 Talk Show

6.	 Stress, Health, and Goals 

7.	 Self Control

8.	 Perspectives 

9.	 Decision Making and Commitment 

10.	 Marijuana Panel 

11.	 Positive and Negative Thought Loops and 
Subsequent Behavior

12.	 Smoking Cessation

At-risk adolescents 

Individual:  
Early initiation of drug use  
Favorable attitudes towards antisocial behavior 
Favorable attitudes towards drug use  
Substance use 
 
Peer:  
Interaction with antisocial peers, Peer substance 
use 
 
Family:  
Family history of problem behavior

Individual:  
Perceived risk of drug use 
Problem solving skills 
Prosocial behavior 
Prosocial involvement 
Skills for social interaction

School   

“Schools deliver the program; it usually becomes 
part of a class (PE, health, science). They provide 
the students, teachers, and space. Some provide 
elective credit for these courses, some do not. 
Some schools have their own grant funding, and 
become the purchasers themselves.” 

“Funders (county or state level) are purchasers 
- that’s who we have data on. Health educators 
(teachers) are doing the implementation every-
time….where these teachers work, we don’t know. 
We only know where the purchasers are - not 
the implementers. A lot of time our programs are 
implemented by third parties.”

“Country and state level of education; they have 
a pretty good idea on where this is, and can give 
an idea based on State.”

“They can show us what organizations are big 
purchasers and that tells us that they are doing 
this class again and again, across many class-
rooms. Those continuing to purchase year after 
year we can assume are having a successful 
implementation (e.g., Orange Valley, CA).”

“We are  mostly stable - not really expanding 
right now. Not interested in expanding program-
ming  - 12 components is enough to manage.” 

“Funding. Sources of funding differ state by state. 
Sometimes it’s at the county level.” 

Promoting Alternative Thinking Strategies 
(PATHS)

The PATHS curriculum is a comprehensive program for promoting emotional and social competencies and reducing aggression and behavior problems in elementary school-aged children (grades PreK-6) 
while simultaneously enhancing the educational process in the classroom. 
 
PATHS is now available by grade level in the following grades: PreK/Kindergarten, Grade 1, Grade 2, Grade 3, Grade 4, and Grade 5/6. The original multi-year version is also available from the publisher. 
The grade level versions maintain all key elements of the original version and now organize them more discretely by grade levels. Blueprints has not certified the PreK/K version of the program. 
 
PATHS targets five major conceptual domains: (1) self control; (2) emotional understanding; (3) positive self-esteem; (4) relationships; and (5) interpersonal problem solving skills. In addition, a 
30-lesson non-mandatory supplementary unit reviews and extends PATHS concepts that are covered in other units. 
 
The PATHS curriculum is designed for use by regular classroom teachers. Lessons are sequenced according to increasing developmental difficulty and designed for implementation in approximately 20-
30 minutes 2 to 3 times per week. The curriculum provides detailed lesson plans, exact scripts, suggested guidelines, and general and specific objectives for each lesson. However, the curriculum has 
considerable flexibility so that it can also be integrated with an individual teacher’s style. Lessons include such activities as dialoguing, role-playing, story-telling by teachers and peers, social and self-
reinforcement, attribution training, and verbal mediation. Learning is promoted in a multi-method manner through the combined use of visual, verbal, and kinesthetic modalities.

Universal Prevention 

Antisocial-aggressive Behavior 
Conduct Problems 
Depression 
Emotional Regulation 
Externalizing 
Internalizing

School
Late Childhood  
(5-11) - K/Elementary
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PATHS HAS NOT RESPONDED TO REQUESTS FOR 
INFORMATION

Strengthening Families Program:  
For Parents and Youth 10-14

The seven-session program for families with young adolescents is based on the biopsychosocial model and targets enhancement of family protective and resiliency processes and family risk reduction. Ses-
sions are conducted once weekly for seven weeks. The first six are two-hour sessions including separate one-hour parent and child skills-building followed by a one-hour family session where parents and 
children practice the skills they have learned independently, work on conflict resolution and communication, and engage in activities to increase family cohesiveness and positive involvement of the child 
in the family. The final session is a one-hour family interaction session without the concurrent parent and child training sessions. Parents are taught means of clarifying expectations based on child devel-
opment norms of adolescent substance use, using appropriate disciplinary practices, managing strong emotions regarding their children, and effective communication. Essential program content for the 
parent skills training sessions is contained on videotapes that include family interactions illustrating key concepts. Children are taught refusal skills for dealing with peer pressure and other personal and 
social interactional skills. During the family sessions, family members practice conflict resolution and communication skills and engage in activities designed to increase family cohesiveness and positive 
involvement of the child in the family. These sessions are led by three-person teams and include an average of eight families per session.

Universal Prevention 

Alcohol 
Antisocial-aggressive Behavior 
Close Relationships with Parents 
Illicit Drug Use 
Internalizing 
Tobacco

Community (e.g., religious, 
recreation) 
School

Early Adolescence  
(12-14) - Middle School

4/2008 (NREPP)

Cathy Hockaday, Ph.D.  
 
Iowa State University  
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Phone: (515) 294-7601  
Fax: (515) 294-5507  
 
Email: hockaday@iastate.edu  
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Virginia Molgaard, Ph.D. 
 
Iowa State University

Non-University  
Affiliated Non-Profit

A curriculum that covers seven (7) two-hour ses-
sions to teach parenting skills and child resistance 
to peer pressure (in separate sessions) plus one-
hour family session where parents and children 
practice communication together. 

10-14 year old adoles-
cents and their parents

Individual:  
Early initiation of drug use 
Favorable attitudes towards antisocial behavior 
Favorable attitudes towards drug use 
 
Peer:  
Interaction with antisocial peers 
 
Family:  
Family conflict/violence 
Neglectful parenting Parental attitudes favorable 
to drug use 
Poor family management

Individual:  
Refusal skills 
Skills for social interaction 
 
Family:  
Attachment to parents 
Non-violent discipline 
Opportunities for prosocial involvement with 
parents 
Parent social support 
Rewards for prosocial involvement with parents

“Schools are most important because that’s where 
the adolescents are. Community organization are 
equally important because they provide the fund-
ing. The program would work without both.”

“Schools give class lists and contact to parents 
and function as the recruitment pool. Community 
organizations provide the funding. Families drive 
ongoing attendance, support, and sustainability.”

“Facilitator varies; facilitators can be anyone who 
has good facilitation skills. They are nominated by 
the community or implementing organization, and 
are supposed to go through training but that is 
not monitored.” 

“University extension offices, substance abuse 
offices (for treatment), schools or school districts, 
state juvenile courts, community-based orga-
nizations and agencies who deliver prevention 
programs.” 

“Ft. Dodge Iowa is a 12 year Prosper site that has 
good recruitment rates and does well. The Ari-
zona Youth Partnership in Pheonix has also done 
well for a long time. South Dakota Extension has 
done a good job.” 

“We are expanding by trying to reach more 
people; the Prosper program is one of our efforts 
to expand. We track expansions by th number 
of trainings that we deliver  - each training goes 
along with a new program or existing program 
expansion. We’ve had 20 trainings across the 
country so far this year; last year we had 20 in 
total all year long.” 

“Awareness. Money to travel to talk to different 
states and coalitions, to attend conferences, or to 
run a targeted marketing campaign. Any mech-
anisms where folks in the community could find 
information on us.” 

Strong African American Families (SAAF)

The Strong African American Families (SAAF) project is a 7-week interactive educational program for African American parents and their early adolescent children. The intervention program is based 
on an empirical model of the processes linked to psychological adjustment, substance use and high-risk behavior in rural African American youth. Early adolescence is the period in which children gain 
increasing control over their behavior, begin forming friendships based on similarities and common interests, and develop attitudes toward substances and substance use. The attitudes and behaviors that 
they develop during this time influence their achievement motivation, academic performance and friendship selections, which in turn lead them toward or away from substance use. The SAAF program is 
designed to strengthen positive family interactions and to enhance parents’ efforts to help their children establish and reach positive goals during this critical transition between childhood and adolescence. 
 
The SAAF curriculum is based on data collected in two other studies, Families In It Together (FIIT) and the Family and Community Health Study (FACHS). These studies survey large numbers of African 
American families residing in rural areas about the kinds of things that parents and children do that foster competence. The SAAF program targets the following predictors of child competence: (1) 
family routines, parent-child relationship quality, no-nonsense discipline, monitoring and communication, parental involvement with the child’s school, racial socialization; (2) goal setting, self-regulation, 
resistance skill development; and (3) the cognitive antecedents of adolescent risk behavior, including the formation of prototypes of drinking youths and willingness to drink in risk-conducive situations. 
 
The SAAF includes a curriculum organized around seven sessions. Each session includes three modules - Caregiver, Youth, and Family. SAAF modules are an hour each. Parent and youth meet separately 
for their modules that occur simultaneously. During the second hour, everyone comes together for a group meeting with all of the families. Thus, all parents and youths receive a total of 14 hours of 
prevention training. All of the Caregiver modules, three of the Youth modules and one Family module are guided by a video vignette. An optional component of the SAAF sessions includes the provision of 
meals prior to the start of each series of modules. This allows for a communal experience among families and rapport building between the facilitators and the families. 
 
The SAAF curriculum is designed to help parents/caregivers learn nurturing skills that support their children; enhance parents’ abilities to discipline their youth and promote independence as children 
transition to adolescence; give youth a healthy future orientation and an increased appreciation of their parents/caregivers; and to teach youth skills for dealing with temptation and peer pressure. 
Facilitators are African American community members who are trained to teach the SAAF curriculum. One facilitator leads the Parent/Caregiver Sessions, while two facilitators share the responsibility of 
leading the Youth Sessions. All three facilitators lead Family Sessions. To insure the integrity of the intervention, facilitators follow curriculum modules for each session and document and summarize what 
happens in each session. In addition, they receive ongoing supervision, including sporadic direct observations made by the field supervisor. 
 
The aims of the program include (1) facilitating the development of a supportive and structured family environment that promotes positive parent-child relationships, (2) enhancing parental engagement 
in parenting that involves high levels of monitoring and support, strong communication about risk behavior such as substance use and sex, and racial socialization, and (3) preparing youth to resist 
substance use and other risk behavior by maintaining a future orientation, enhancing risk behavior resistance skills, and accepting parental influences. Ultimately, the program’s goal is to delay the onset 
and lower the rate of substance use in rural African American youth.

Universal Prevention 
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Close Relationships with Parents 
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University-Based  
Program

Curricula with 7 classes, each with three one hour 
modules (Caregiver, Youth, and Family)

African American par-
ents with children in 
early adolescence

Individual:  
Early initiation of drug use 
Favorable attitudes towards antisocial behavior 
Favorable attitudes towards drug use 
Substance use 
 
Peer:  
Interaction with antisocial peers 
Peer substance use 
 
Family:  
Family conflict/violence 
Low socioeconomic status 
Parent stress 
Parental attitudes favorable to antisocial behavior 
Parental attitudes favorable to drug use 
Poor family management 
 
School:  
Low school commitment and attachment 
Neighborhood/Community: Community disorgani-
zation, Extreme economic disadvantage 
Laws and norms favorable to drug use/crime 
Perceived availability of drugs

Individual:  
Clear standards for behavior, Perceived risk of 
drug use, Problem solving skills, Prosocial behav-
ior, Prosocial involvement, Refusal skills 
 
Family: Attachment to parents, Opportunities for 
prosocial involvement with parents, Parent social 
support, Parental involvement in education

“As far as adoption goes, it would be schools 
because if they have an interest they can provide 
and promote the program. They are also import-
ant for sustainability - if families have a good 
relationship with the schools then they are more 
likely to attend. Next it’s community organiza-
tions, because prevention is not the school’s job. 
Schools must partner with organizations in their 
community.” 

“Schools bring the staff, space, and students. 
Community organizations bring the funding and 
expertise. Famililes bring the attendance, and are 
what sustains the program.” 

“Varies; usually hired by school or a partnering 
organization. Not usually teachers but Mental 
Health staff, counselors, etc...”

“Universities, CBOs, School Systems, Juvenile 
Justice Departments, (state level), interested in 
early interventions, and more recently, Behavioral 
Health groups who have started to see the value 
of prevention (even though their funding is still 
billed as treatment).”

“Waterloo, Iowa. Small rural community but 
dealing with urban issues. Impementing through 
the Iowa State DDD Office. They have a system 
for recruiting famliies that’s working; they have a 
system for outreach that SAAF folds into well, and 
is getting great response. The first organization to 
adopt SAAF is called Senate Bill 94 is a state-ini-
taitive based in Aurora, Colorado. They are trying 
to do more intervention with Juvenile Justice pro-
grams; adopted in 2008 and a good example of a 
good implementation with good results.” 

“Growing attendance in existing programs is the 
base of our growth; it’s hard to expand if you 
don’t have people coming. Our training model is 
also expanding right now, which provides better 
technical assistance pre and post adoption.” 

“Getting buy-in from families. The biggest impact 
on this is whether there is a good relationship 
between the implementing organization and the 
familiies. The relationship needs to be intimate; 
families need to feel that the school is committed 
to their child and wellbeing, not just their test-
scores.” 

Transforming Youth Recovery
One Community, One School, One Student At A Time
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