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promote healthy development and well-being. The paper recommends that those working in
the prevention field should be encouraged to use a common language to help make
prevention strategies more coherent.
The paper also details how prevention activities impact on outcomes for substance users.
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bear in mind that drug and substance use prevention should be part of a more general
strategy supporting all aspects of users’ lives.

The ACMD regards evaluation an important part of any prevention project as international
evidence suggests many popular types of prevention activity are ineffective at changing
behaviour, and a small number may even increase the risks for drug use. Research funders
and charities should support high-quality evaluation research, especially economic
evaluation.
We further recommend that policy-makers should be aware that it is possible to reduce
adverse long-term health and social outcomes through prevention interventions, even for
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SUMMARY


The briefing paper provides a summary of some of the key recent discussions in the substance use
prevention field in order to support policy development, future Advisory Council on the Misuse of Drugs
(ACMD) recommendations, and prevention providers in the UK.



It is often difficult to identify directly labelled prevention activities in national policy and local delivery
plans. Although this poses challenges for prevention scientists, practitioners and advocates, scientific
research supports embedding universal drug prevention actions in wider strategies that aim to support
healthy developmental and wellbeing in general. Targeted, drug-specific prevention interventions remain
a valid approach to those individuals considered to be at a high risk of harm, although these groups also
benefit from universal approaches.



There is little clear evidence of ‘what works’ in drug prevention. However, recent advances in prevention
science, based on life-course development research, community epidemiology, and preventive
intervention trials, means that high quality evidence is being generated.



There are a number of promising approaches that are likely to be beneficial if correctly implemented.
These include pre-school family programmes; multi-sectoral programmes with multiple components
(including the school and community) and some skills-development-based school programmes. However,
there are a number of challenges in implementing these well organised programmes in routine practice,
with fidelity, and on a large scale. These difficulties are more pronounced as robust national and local
prevention systems are not well established.



Environmental prevention activities such as pricing, taxation and marketing controls have shown evidence
for success in reducing use and harms associated with alcohol and tobacco use. Although theory suggests
that it may also be effective in responding to illegal drugs, opportunities for delivery of environmental
prevention activities are restricted by the illegal nature of drugs.



Understanding whether prevention represents good value for money compared to other activities or even
compared to doing nothing at all is important, and so there is a need for economic analysis from UK
implementations of prevention programmes. As the benefits of prevention are often long term, and are
sometimes difficult to relate to policy priorities, additional considerations may be seen as more important
than questions of (cost) effectiveness. These include politics, public demand for action, and media
pressure.



In contrast, there is strong evidence of prevention approaches that have consistently been shown to be
ineffective at improving drug use outcomes. These include information provision (standalone schoolbased curricula designed only to increase knowledge about illegal drugs), fear arousal approaches
(including ‘scared straight’ approaches), and stand-alone mass media campaigns.
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RECOMMENDATIONS
The IoM Prevention taxonomy should be accepted as a first step towards a common prevention language
The use of a common prevention language and taxonomy is to be encouraged across the field in order to improve
the coherence of prevention strategies. The US Institute of Medicine (IoM) prevention taxonomy (1994) provides
one useful model in this regard, although further discussion should be IoM held across sectors to ensure the
appropriateness of this language.

Commissioners of prevention activities should be mindful that drug and substance use prevention is likely to
have only limited effects as a standalone activity. Prevention activities should be embedded in general
strategies that support development across multiple life domains.
A sophisticated, evidence-based view of prevention should be reflected in national policy and the
recommendations of prominent groups such as the ACMD.
The challenges and complexities of prevention need to be more widely recognised across the range of
stakeholders who have responsibility for prevention, particularly at a local level. Although some small benefits of
prevention may be seen shortly after intervention, the majority will not manifest for several years. This means
that prevention actions may be susceptible to short-term financial, political, and public-opinion pressures, and
these may be reflected in commissioning plans. An evidence-based approach to prevention is one that considers
long-term outcomes, the relationship between multiple risk behaviours, and natural trajectories of substance
use. Ethics should be at the heart of all prevention activities.
Commissioners and prevention providers should be aware that although not understood well, actions in one part
of the overall prevention ‘system’ may have beneficial or untoward effects in another. To understand the likely
effects of a prevention initiative, the action must be located in an overall framework which includes (but is not
limited to) such factors as the influence of national policy (which may be positive or negative in effect), national
and local delivery systems, professional competencies, available resources and services, competing and
compatible actions, and public acceptability of the action.

Prevention projects should incorporate evaluation, and be developed from the findings of evaluation (ideally
with economic evaluation)
The UK prevention evidence base remains poor. Research funders and charities should support high-quality
evaluation research, particularly those projects that include economic evaluation, address multiple behaviours, or
consider at-risk individuals and populations.
Although knowledge about ‘what works’ in prevention is increasing, there are still uncertainties. Much more is
known about approaches that do not seem to be effective. These include information provision (including
knowledge-based school curricula), fear arousal approaches (including ‘scared straight’ approaches), and
standalone mass media campaigns. It is recommended that local commissioners carefully consider their
investment in such approaches. Organisations such as National Institute of Clinical Excellence (NICE) and Public
Health England (PHE) will play important roles in navigating the evidence. PHE is about to publish a document
mapping the international evidence onto UK interventions.
Commissioners of prevention are advised that for new prevention approaches, or actions without clear evidence
of effectiveness, caution is warranted because some may be associated with unanticipated harmful outcomes. It
is recommended that such actions should only be delivered as part of a research programme, where there is welldeveloped programme logic, and where costs and harms associated with a lack of action are considered to be
high. The use of quality standards and guidelines on intervention development and delivery are recommended to
guide such actions.
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Policy stakeholders should be mindful that prevention of adverse long-term health and social outcomes may
be achieved even without drug abstention, although for some target groups drug abstention may be
preferable.
Prevention actions should be justified on the basis of reducing long-term and meaningful adverse (individual and
population) health and social outcomes. In this regard, it is important to be realistic about what prevention can
achieve, and recognise that abstinence from drug use may not always be necessary to achieve these outcomes.
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1. OVERVIEW
The aim of this briefing paper is to provide a summary of some of the key recent developments in the
substance use prevention field in order to support future ACMD recommendations and discussions. The paper
builds on previous work by ACMD and others in this area and provides a description of the overall aims of
substance use prevention and classifies activities through the use of a standardised taxonomy. The paper also
considers the likely impact of prevention activities on substance use outcomes and how these relate to
practical policy and practice objectives.
The view of prevention that is presented in this paper is one that is part of a ‘complex system’ of policies,
interventions and activities and suggests that the greatest preventative benefits may be obtained through
policies and actions that target multiple risk behaviours, of which substance use is just one. The paper does
not make specific recommendations about what activities should be delivered, but presents evidence on the
effectiveness of many popular approaches, and highlights popular strategies such as information dissemination
and mass media responses to illegal drug use, which when delivered as stand-alone activities, are unlikely to
have an effect on substance use.
Although this paper reflects wider discussions that view young people as the primary targets of prevention, it
is acknowledged that older people are also valid and deserving recipients of preventative activity.

2. INTRODUCTION
2.1. Previous work assessing prevention in the UK
This section considers previous work by the ACMD and other groups in assessing the value and utility of
prevention in the UK.
The ACMD substantially addressed preventative issues in its 2006 report Pathways to Problems.1 This report
included, among others, nine wide-ranging recommendations in the prevention domain; from the provision of
accurate and credible information about drugs, to the development of integrative policies with the ambition of
lifting children out of poverty. The recommendations were underpinned by recognition of the importance of
embedding research and evaluation in all prevention initiatives.
A follow-up report on the implementation of the Pathways to Problems recommendations was published in
2010.2 This described the Government’s response to the recommendations and the ACMD’s own assessment
of progress. In general, the ACMD welcomed the progress that had been made with regards to prevention
policy and initiatives, but recommended further mass–media-based prevention work in order to “inform young
people of the real hazards of using tobacco, alcohol and other drugs” (recommendation 6.25).
Since the 2010 report the ACMD have not issued any substantive prevention-related advice. Each substancespecific report published by the ACMD has included general references to prevention and drug education,
most commonly information provision (FRANK/DAN/Know the Score), and other resources such as
Department for Education funded Mentor ADEPIS (http://mentor-adepis.org/). This is unsurprising as, with the
exception of cannabis prevention, there have been few high quality evaluations of substance-specific
prevention interventions.
NICE issued guidance on drug prevention for vulnerable young people in 2007.3 This guidance focused on the
importance of identifying young people vulnerable to using substances and recommended motivational
interviewing, family-based interventions, and group-based behavioural therapy as evidence-based responses.
However, the guidance was based on a small body of relevant evidence and so was limited in scope.
Furthermore, unlike NICE recommendations on medicines and health treatments, the NHS, and wider private
and public sector are only advised to take public health guidance into account when developing prevention
services, and there is no data to indicate how practice changed as a result of the 2007 work. It was announced
by NICE in April 2014 that these guidelines were to be updated, reflecting developments in the evidence base.
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In its final report, the UK Drug Policy Commission (UKDPC) (2012) evaluated drug prevention in a similar
manner to the ACMD in 2006. It recommended policy actions that responded to structural problems that
increased the likelihood of drug use, the development of early interventions and family support, and the
provision of evidence-based programmes. Regarding prevention activities, the UKDPC advised against ‘drugspecific education’, and highlighted the importance of supporting schools to implement broader programmes
that aimed to build self-efficacy, help with impulse control and teach life skills, preferably as part of the
national curriculum.
2.2 Prevention in current UK drugs policy
The 2010 Drugs Strategy4, Reducing demand, restricting supply, building recovery: supporting people to live a
drug-free life, included a number of prevention-related priorities. The strategy proposes a ‘whole life approach
to drug use’ through breaking inter-generational paths to dependency; providing good quality education and
advice so that young people and their parents are provided with credible information to actively resist
substance misuse; use the creation of PHE to encourage individuals to take responsibility for their own health;
and to intervene early with young people and young adults.
While the main focus of the strategy is on recovery, it recognises that the majority of young people do not use
drugs and most of those that do, are not dependent. While the 2010 strategy did not outline in detail actions
regarding non-dependent drug use in young people, subsequent annual reviews (2012 and 2013) identified the
following major prevention initiatives (those still being implemented at the time of writing):


Revised advice from the Association of Chief Police Officers for managing drugs and drug related
incidents in schools;



Introduction of the Troubled Families programme, with funding committed until 2016;



Introduction of the Family Nurse Partnership programme; and



Establishment of the Early Intervention Foundation, Centre for Analysis of Youth Transitions, and
Alcohol and Drug Education and Prevention Information Service (ADEPIS) to support the
implementation of evidence based prevention practice.

The Drug Strategy 2010 Evaluation Framework (2010)5 presents a framework for evaluating the effectiveness
and value for money of the strategy. Two relevant prevention activities are identified and these are described
below; ‘Early Intervention’ and ‘Education and Information approaches’. The frameworks are complex, but also
realistic, and there is an acknowledgement that it is difficult to conduct an evaluation of national policy where
it is not possible to conduct a traditional randomised controlled trial (RCT), and that many policy actions are
‘hidden’ in other activities (e.g. reduction in relative poverty as a preventative action).
The Early Intervention stream describes activities that are designed to alter early environments and prevent
future adverse outcomes, including drug use. The Government’s estimated expenditure in 2011/12 for this
stream was £341m, and included funding of named programmes such as the Family Nurse Partnership, Sure
Start, and the Intensive Family Pathfinders/Family Interventions Programme, none of which directly targets
drug use. It is worth noting, however, that of these three named initiatives, only the Family Nurse Partnership
appears to be currently fully supported, with many Sure Start centres having recently closed, and the Family
Interventions Programme is not currently active. This integrated policy approach recognises wider societal and
structural determinants of health behaviour, and acknowledges that responsibility for prevention policy lies
across government departments. This also presents challenges though, when trying to identify prevention
activities and expenditure in policy, or perhaps more importantly, to evaluate its effectiveness.
The Education and Information stream of the framework is an explicit preventative action, meaning evaluation
and costing is relatively easy. The evaluation logic model assumes a ‘rational consumer’ or ‘information deficit’
approach to drug use in young people, which are not generally supported by the evidence.6 The evaluation
logic model also proposes that information-based approaches such as FRANK alter the “drug using
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environment” thus reinforcing abstention or making users more likely to reduce or quit. At best, information
provision improves drug-related knowledge, but there is no evidence that information provision alone reduces
drug use (see Section 5.2 below). Information-based approaches are different from social norms approaches
which aim to correct misperceptions about the frequency, uniqueness, and acceptability of a behaviour (e.g.
Moreira et al., 20097), and thus might be considered to alter the social environment of use. Finally, although
social marketing approaches to intervention are included in this stream, they have generally been delivered in
UK drug prevention actions as a population segmentation and implementation technique, not an active
intervention in itself.8
2.3 Understanding prevention ‘systems’ – how activities in one part of the system affect
outcomes in another
Successful drug prevention is not just about what activities or programmes are delivered, but also how
prevention systems are organised and implemented. The World Health Organization Substance Abuse
Instrument for the Mapping of Services9 presents one illustrative model for understanding the structure and
function of national prevention systems and how these interact with macro- and micro-level factors to
influence population health. Such models are useful to help understand how prevention interventions and
programmes may be affected by structural and systemic factors. In the WHO model for example, macro-level
factors such as drug policy determines the availability of structural resources and direction of preventative
action. Within this policy environment, system resources and qualities contribute to prevention effectiveness.
Indicators of population health (e.g. prevalence of drug use, drug-related mortality and morbidity) are
subsequently used to evaluate the impact of prevention actions. The view of prevention presented in this
paper is one of generic developmental activities, supplemented by specialised substance use prevention (see
section 3 below). Therefore, a more complex model would have to be prepared to describe UK ‘prevention
systems’, which would include policy and strategies from a wide range of fields.
In order to understand the potential impact of suites of prevention actions, it is also important to also consider
‘Infrastructure Interventions’10, i.e. interventions that develop prevention policy, structure, organisation,
workforce, ethos and professional culture. To date, there has been little research in this area and it is
therefore uncertain what actions are necessary to optimise prevention systems.
In parallel with developments in other areas of health and social welfare policy, it is useful to incorporate a
‘complex systems’ approach to prevention. A complex system is one that is “adaptive to changes in its local
environment, is composed of other complex systems (for example, the human body), and behaves in a nonlinear fashion (change in outcome is not proportional to change in input)”.11 Complex systems have properties
that are a feature of the system as a whole, therefore while individual activities may not produce directly
identifiable benefits for health, there may be knock-on effects and interactions with other activities until a
tipping point is reached. Examples of complex systems include primary care, communities, and schools.
Interventions delivered in these settings may themselves be simple or complicated, but the complex systems
approach suggests that interaction occurs between components of an intervention as well as between the
intervention and the context in which it is implemented.
One example of a complex system approach to prevention is given by Sussman and colleagues.12 Using the
example of community-based tobacco use prevention, they note that community-wide activities, including
multiple modalities (e.g. school + mass media), have generally not been found to be more effective than single
modality actions. They argue that studying tobacco use prevention as a complex system may allow for a
careful selection of programme type combinations, and thus have greater impact on behaviour. As a simple
example, a mass media campaign may increase the number of current smokers interested in quitting, or it may
increase the target population for a second intervention designed to provide pharmacotherapy to support
smoking cessation. However, if there is a lack of community provision of cessation services, then subsequent
mass media interventions may be less likely to motivate smokers to quit. Similarly, if both mass media
campaigns and school-based programmes reduce the number of young people likely to initiate smoking, each
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will reduce the number in the target population for the other. Finally, if mass media campaigns lead to an
increase in presentations at community cessation services, then disinvestment of mass media will result in a
decrease in service presentation. Interventions delivered in complex systems may also have benefits for those
who are not directly targets, and thus benefit population health. In this example, non-smokers also benefit
from preventative activities because of reduced exposure to second-hand smoke, and society benefits because
of a net reduction in costs resulting from premature morbidity/mortality (e.g. reduction in smoking-related
healthcare costs, reduction in salary-related tax contributions, costs to business, which exceed revenue
generated from tobacco sales13).
There has been less consideration of complex systems with regards to illegal drug prevention, although there
is emerging evidence with regards to the interdependence of activities. For example, the US National Youth
Anti-Drug Media Campaign14 was a well-funded (US $1 billion) comprehensive social marketing strategy that
aimed anti-drug messages at young people aged between 9 to 18 years of age. The campaign ran between
1999 and 2004 and high-quality evaluation suggested that it was ineffective, and may even have had
unfavourable effects in some young people exposed to it.15 However, when evaluated in young people who
had simultaneously received an evidence-based classroom-based curriculum (Project ALERT), positive
synergistic effects on cannabis use were found.16
In such models, national substance use policies are hypothesised to be important influences on prevention
effect. It has been suggested that one of the reasons why the majority of alcohol prevention initiatives have
historically had little or no effect is because ‘boundary conditions’ have not been set by government17. It has
been argued that in the absence of strong government control of the alcohol market (e.g. through pricing
legislation and restriction of marketing) important social and policy conditions have not been met which would
beneficially moderate programme effects. This contrasts with tobacco control, with draft regulation tabled on
standardised packaging, and strong local advocacy as part of ‘truth’ movements targeting the tobacco
industry18. Similarly, while there is little evidence to suggest that legal classification of drugs directly influences
use, national laws may positively or negatively influence prevention efforts through mechanisms such as
influencing social norms towards drugs or reinforcing stigmatisation and exclusion of users.
3. DEFINING DRUG PREVENTION
There is no commonly accepted definition of ‘drug prevention’ or precisely what type of activities it describes.
At a simple level, drug prevention may include any policy, programme, or activity that is (at least partially)
directly or indirectly aimed at preventing, delaying or reducing drug use, and/or its negative consequences
such as health and social harm, or the development of problematic drug use.19 There are commonalities
between preventative responses to illegal drugs, alcohol, and tobacco and so these substances should also be
considered part of this definition. This definition of drug prevention may also include some types of harmreduction activities, although this is not generally accepted.
Drug prevention is differentiated from drug education as the latter aims to provide information and advice
about drugs upon which individuals can base decisions. Unlike prevention, it is not the primary objective of
drug education to change behaviour, although prevention activities may include prominent educational
components.
Drug prevention activities are commonly thought of as being most relevant to young people, and most
research and activity is concentrated on this age group. However, prevention is relevant across the lifespan,
for example, in reducing prescription drug misuse or alcohol use in older adults.
The US Institute of Medicine prevention classification system20, validated in 2009, provides a system for
describing the form of prevention (figure 1). Applied to the drugs field it illustrates the continuum of
services/interventions between prevention, treatment, recovery and harm reduction and is a useful tool for
describing a conceptually unified and evidence-based continuum of services. This taxonomy also provides a
common language to describe prevention and assist in the planning, delivery, and evaluation of activities.

ACMD RECOVERY COMMITTEE PREVENTION BRIEFING 25/02/15

12

Figure 1 The Institute of Medicine model of prevention (1994; 2009)

Briefly, Universal approaches to drug prevention usually take a whole population approach and are delivered
regardless of the level of risk or propensity to use drugs in the population. Examples include mass media
campaigns and school curricula.
Selective prevention is delivered to individuals or groups (often, although not exclusively, vulnerable groups)
whose risk of drug use or associated harms is considered significantly higher than average because the
biopsychological, behavioural, or social risk factors they face are more pronounced than the general
population. Selective prevention may also be delivered to groups or individuals who already use drugs in order
to prevent harm, or in order to reduce the likelihood of progressing into more harmful patterns of use.
Examples include family skills programmes for families affected by substance use, or brief interventions for
club drug users in night-time leisure environments.
Indicated drug prevention exclusively targets individuals who are identified or screened as having an increased
vulnerability to drug use or harmful patterns of use based on individual assessment (cf selective prevention).
Examples include individual counselling for adolescents with impulse control difficulties, or referral to more
intensive support for individuals who present to A&E as a result of drug use.
Health promotion activities are not included in the IoM model, but are relevant in discussion of responses to
substance use. Health promotion (sometimes known as Positive Development Strategies) are similar to
universal approaches in that they target an entire population, but have the goal of enhancing strengths so as
to reduce the risk of later problem outcomes and/or to increase prospects for positive development. Such
approaches differ from universal prevention in that while prevention generally focuses on the amelioration of
risk factors in order to prevent a specific outcome, health promotion focuses on those activities which support
positive health and wellbeing as part of day-to-day life, and there is usually less emphasis on particular
outcomes.
Although it falls outside of the IoM framework, there is increasing interest in Environmental prevention.21
These are interventions that aim to limit the availability of drug use opportunities, through system-wide
policies, restrictions and actions, and are designed to affect the immediate cultural, social, physical and
economic environments in which people make their choices about drug use. It has been argued that because
environmental interventions limit the opportunities for action, they are more likely to result in changes in
behaviour.21 By definition, the control of drugs under the Misuse of Drugs Act 1971 is an environmental
intervention, but examples of environmental prevention for illegal drug use are less common than responses
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to alcohol and tobacco, which include actions such as reducing alcohol outlet density, or pricing and taxation
responses. ‘Drug driving’ laws may be considered an environmental intervention because although using illegal
drugs is not an offence, driving while intoxicated is, and the laws are designed to restrict drug use
opportunities. Similarly, some workplace drug policies have been shown to lead to a reduction in self-reported
drug use.22 A comparison of research findings from the most effective environmental prevention approaches
to alcohol and tobacco with the most effective types of other intervention approaches seems to support this
position21 .
Foxcroft21 has proposed that the IoM model be extended in order to better incorporate functional
perspectives, so that interventions are also classed as Environmental, Developmental or Informational
preventive measures. Environmental functions have been discussed above; Developmental approaches focus
on the development of skills that are key in socialisation and social development of appropriate behaviours;
Informational prevention approaches aim to increase knowledge and raise awareness about specific risk
behaviours, generally through communications. In this expanded taxonomy, an example of a universalinformational approach would be drugs information provided by FRANK; while an example of a selectiveinformational approach would be dissemination of on-site drug testing data at a music festival.
Preventative responses to drug use have historically most commonly been delivered in isolation; the objective
of such strategies is primarily designed to prevent or reduce drug use (including alcohol and tobacco).
However, research evidence reveals a complex array of determinants of initiation, maintenance or cessation of
drug use (e.g. Hawkins et al. 199223) and these are influenced by interlinked biopsychological, societal,
structural and environmental factors (e.g. Birckmayer et al., 200424). This has led to the identification of risk
factors that predict an increased likelihood of behavioural expression or problems, and protective factors that
mediate or moderate exposure to risk or directly decrease the likelihood of problems. Importantly, many of
these factors are also important determinants of other risk behaviours, or healthy development in general.25 26
27

There is also emerging evidence to suggest a common underlying aetiology for a variety of dysfunctional or risk
behaviours in young people.28 This evidence suggests that drug use and problematic drug use are located on
the same dimensional continuum as pre-drug-use behaviours, and rather than drug use being pathological in
itself, it is an indicator of an underlying latent trait that includes dysregulation, disinhibition, behaviour
undercontrol or externalising behaviour. In simple terms, this research suggests that drug use is just one
manifestation of an underlying behavioural trait, and that differences in propensity to use drugs or engage in
other risk behaviours is (partly) determined by differences in individual liability to the influence of various risk
and protective factors.
In accordance with such models, epidemiological studies show that there is a clustering of risk behaviours in
young people, and experiences of multiple risk are associated with effects beyond the cumulative effects of
individual health risk behaviour, including poorer emotional wellbeing, psychological distress, and injury.29
There is emerging evidence to suggest that interventions for multiple health behaviours are (cost) effective
(e.g. Hale and Viner, 201229; Prochaska et al., 200830; Werch et al., 201031) suggesting that they may constitute
a more efficient means of preventing risk behaviours in adolescence than single domain approaches (i.e. drugs
only).
Although this model suggests that it would be useful to implement actions that target common determinants
of all types of psychoactive substances, including alcohol and tobacco, each domain is governed by different
policies and it is important to acknowledge that society views these behaviours differently. Therefore,
although there may be shared biopsychological mediators of use, societal, structural and environmental
factors may differ. For example, although alcohol use is normalised in society and the revenues generated
from sales contribute directly to the national economy, this is not the case for illegal drugs and no types of use
by young people are tolerated by general society (see Measham and Shiner, 200932 for a discussion of
‘normalisation’). In practical terms this may mean that while interventions that target biopsychological
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mediators of multiple risk behaviour may be useful (e.g. personality, cognition, socialisation, decision-making
skills), many other types of complementary activities, particularly environmental interventions (e.g. regulation
of legal supply, marketing), may not be appropriate.
As suggested above, prevention science has identified many different risk and protective factors for substance
use (e.g. Hawkins et al., 199223) and those at the individual, family, or community level are typically the targets
of prevention interventions. However, there are also strong associations between substance use and a range
of important societal, structural and environmental moderators including (but not limited to) connectedness
to others, family structures, gender, community cohesion and wellbeing, inequality and exclusion, deprivation,
cultural attitudes and beliefs, (formal and informal) marketing of addictive goods, attachment to social
institutions, national norms and values, physical capital and economic forces. The majority of these are beyond
the control of the individual, and are unlikely to be affected by typical prevention interventions. The influence
that these have over the behaviour of individuals and populations, and the malleability to intervention/policy
are also difficult to measure. Therefore, in considering the impact and effectiveness of prevention policy and
interventions, the broader aspects of the system needs to be described.
4. HOW HAS OUR UNDERSTANDING OF PREVENTION BEEN CONSTRUCTED?
For illegal behaviours such as drug use, prevention is justified as a mechanism to reduce harm and to promote
good health and social wellbeing. However, it should also be recognised that prevention actions that restrict
behavioural opportunities may also be interpreted as ways of governing society and its problems (and by
extension, ‘problem people’). Specific kinds of knowledge may be sometimes used to construct and represent
these problems, and used to justify responses that may not otherwise be acceptable for other types of
behaviour. Sociologists often argue that the definition of a behaviour or an activity as a ‘social problem’ (such
as drug use) is determined to a greater extent on the ‘claims-making’ activities of those who find the behaviour
or activity unacceptable, rather than evidence that the behaviour actually leads to health and social harms.33
This has led some authors to suggest that the type of drug prevention activities delivered represent an
ideological ‘litmus test’.34
To varying degrees all health issues with a social dimension are socially constructed, but the content and
character of these change over time (e.g. changing public attitudes to alcohol and drunkenness; tobacco and
smoking in public places; legalisation of cannabis use in some states of the USA). The analyses presented in the
critical prevention literature (e.g., Brown, 200135; Gorman, 200536; Gandhi et al., 200737; Midford, 200838),
suggest that many responses to drug use are also socially constructed, with researchers and advocates of
evidence-based prevention performing the role of ‘claims makers’ about what is a problem, and what the best
response should be. Much of this discussion focuses on whether interventions are effective, and therefore
whether it is the intention to change or restrict behaviour in the absence of clear health and social benefits for
the recipient. It is also important to examine whether participation in some types of drug prevention
intervention may lead to stigmatisation and an increase in inequalities; whether as a result of recipients being
labelled as ‘drug users’, or because potentially effective prevention activities are withheld because of society’s
view of what an ‘acceptable’ response to drug use and drug users should be.39 For example, if the prevailing
view is that society should be ‘tough’ on drugs and drug users, then prevention policy and intervention may
respond accordingly (e.g. fear arousal, punitive, and ‘scared straight’ approaches), even if there is little
evidence that such approaches are effective.
Regardless of the ethical or moral approach taken towards drugs and drug users, it has been argued that
certain principles should underpin all prevention activities (summarised by Brotherhood and Sumnall, 201119).
Prevention should:


respect participants’ rights and autonomy



provide real benefits for participants (i.e. ensuring that the programme is relevant and useful for
participants)
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cause no harm or substantial disadvantages for participants



obtain participants’ consent before participation



ensure that participation is voluntary



tailor the intervention to participants’ needs



involve participants as partners in the development, implementation, and evaluation of the programme.

5. PREVENTION OUTCOMES
5.1 What are relevant outcomes in prevention?
Typically, the goal of effective drug policy is to reduce adverse health or social outcomes associated with use,
and to improve population wellbeing.40 However, most prevention interventions are justified on the basis of
potential impact upon simple indicators of drug use such as age of initiation, cessation or de-escalation of use,
problematic use or dependence. These are, of course, important objectives and are justified on the basis that
drug use, or at least certain patterns of use, are directly or indirectly associated with a greater probability of
adverse health or social outcomes. For example, earlier age of initiation of cannabis has been associated in a
number of studies with a range of adverse outcomes, including greater likelihood of reporting dependence in
adulthood; an increase in general risk propensity; poorer educational outcomes (thus potentially leading to
reduced economic achievement in adulthood), impaired cognitive functioning, psychopathology, initiation of
tobacco use, etc (e.g. Hall and Degenhardt, 200941).
As it is difficult and expensive to assess such policy objectives in large numbers of participants taking part in
research trials, most prevention research focuses on surrogate indicators, such as period prevalence of
substance use (e.g. use in the previous month) or a diagnostic classification (e.g. ‘harmful’ patterns of use).
However, the predictability of such surrogate measures has been called into question.42 Predictability is
defined as the extent to which study outcome measures relate to meaningful health or social outcomes; for
example, injury, morbidity, mortality, quality of life, educational and economic achievements. Subsequently, it
is difficult to relate a surrogate indicator of substance use, such as use in the previous year or month to
meaningful outcomes. It has been argued that many prevention interventions have been evaluated with
regards to their success at changing surrogate outcomes rather than policy- and practice-relevant health and
social outcomes.42 For example, a local commissioner of drug services may wish to know whether a targeted
prevention initiative will contribute to a long-term reduction in problematic drug use presentations. As few
prevention research interventions track participants for sufficient follow-up times, and because there is no
clear relationship between surrogate outcomes and presentation at drug services, it is not currently possible to
answer such questions.
Regardless, even where successful, intervention effect sizes are typically small (e.g. Faggiano et al., 20056).
Where a study has a large sample size, even small effects may be statistically significant. For example, one
evaluation of the Life Skills Training programme, a popular and well-researched school substance use
prevention programme, showed that a control group scored on average 2.0 on a 9-point scale of drinking
frequency, compared to an average score of 1.73 for the intervention group. Although statistically significant,
and the project was deemed a success, the predictability and practical significance of such small outcomes for
policy and practice is questionable if not delivered at a national level.43
As well as the evaluation of the overall outcomes of prevention initiatives (typically intervention versus
controls), researchers also seek to understand the differential effects of programmes in population subgroups.
Although some studies have reported that intervention effectiveness does not differ across subgroups (e.g.
Botvin et al., 199844; Spoth et al., 200645), others have reported differential outcomes when examining ‘at-risk’
participants (e.g. those displaying elevated levels of targeted risk factors or behavioural outcome) in more
detail.46 47 48 Some prevention programmes have been shown to be effective only in the highest-risk groups49
50
, while others show stronger effects in lower-risk groups.51 52 Understanding differential prevention impact is
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important because it not only allows for better targeting and refinement of approaches, but it may also reduce
the likelihood of interventions reinforcing health and social inequalities.
Furthermore, evidence suggests that participants considered at greater risk can also equally benefit from
universal prevention interventions, suggesting that specialist intervention is not always required. For example,
Spoth and colleagues53 examined the outcomes of the Iowa Strengthening Families Programme and the
Preparing for the Drug Free Years intervention in the USA. Despite both approaches being designed for the
general population, compared to a control condition of minimal contact, both interventions provided
comparable benefits on alcohol and drug use initiation, regardless of family risk status.
5.2. Prevention science: what ‘works’ in prevention?
Prevention science has emerged as a discipline built on the integration of life-course development research,
community epidemiology, and preventive intervention trials.54 Through evaluation, a number of programmes
and policies have been identified as being effective in preventing the development of health and social
problems,55 and quality standards have been established which outline criteria for the internal consistency,
efficacy, effectiveness and dissemination of prevention activities.56 57
In the UK (and internationally), while some drug prevention interventions have been evaluated, the majority in
use have not. It should not be presumed that unevaluated actions will be equally or more effective than those
that have undergone rigorous evaluation.55 Many widely used approaches have been evaluated and have been
found to be ineffective, and some have even been shown to be iatrogenic (i.e. lead to an increase in drug use
or other risk behaviours58). Not only do these activities often utilise public funds that might more productively
be used to implement other programmes that have demonstrated effectiveness, but delivery of ineffective
programmes might be considered unethical as they do not support healthy development or wellbeing. Where
evidence of effectiveness is unclear, it is important that policies and interventions are implemented only as
part of sufficiently funded scientific research projects to evaluate the effectiveness of these actions using
robust research methodologies. Research identifying the active components of intervention is also essential in
order to refine activities. Prevention research trials should, where possible, adopt a realist approach to
identifying intervention effectiveness, seeking to understand mechanisms of change, differential outcomes for
sub populations, and the effects of context and complex systems on outcomes.59
There are a large number of reviews which identify ‘what works’ in prevention and it is beyond the scope of
this briefing paper to summarise them. The United Nations Office on Drugs and Crime (UNODC) have
published useful guidelines that summarise the scientific evidence, and describe interventions and policies
that have been found to result in positive prevention outcomes60. Databases such as the UK Department for
Education funded Centre for Analysis of Youth Transitions (CAYT) repository of evidence-based services and
programmes for young people61, the Alcohol and Drug Education and Prevention Information Service (ADEPIS)
and the USA National Registry of Evidence-Based Programmes and Practices (NREPP62) provide information of
the evidence of effectiveness on a number of named prevention programmes and activities. A forthcoming
PHE publication will review prevention across the life course, rate the strength of the evidence and give
examples of programmes already in use in England. The Cochrane Drugs and Alcohol review group63 have
published several high-quality systematic reviews on specific substance use prevention approaches, and it is
recommended that the interested reader consults these.
Understanding whether a prevention activity is ‘effective’ or not depends upon a number of qualifying
criteria,19 including (but not limited to):


How ‘prevention’ activities are labelled, defined, and classified (see section 3 above)



What activities are classed as prevention - e.g. drug specific; general development and policy;
programmed/manualised approaches; screening, brief individualised advice and referral etc



Quality thresholds used in evidence reviews determining what makes a ‘high - quality’ research study, e.g.
RCT vs other types of research design
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The practical importance and predictability of the outcomes investigated, and the longevity and size of
effect (see section 5.1 above)



Independent replication by researchers other than those involved in the development of the activity



Whether the findings of the intervention research can be generalised to (e.g. other types of population in
the same or other countries).

One recent piece of research, commissioned as part of the EC-funded ALICE-RAP project, broadly summarised
the evidence of effectiveness for a wide range of policies and interventions (including preventative activities)
designed to address young people’s ‘addictive behaviours’.64 High-quality systematic reviews of quantitative
primary studies evaluating the effectiveness of policies or interventions (including Cochrane Reviews) were
reviewed if they were written in English, provided outcomes for young people aged 25 years or under;
reviewed a policy or intervention approach addressing substance use (alcohol, tobacco, illegal drugs) or
gambling, or related health and social harms; and reported behavioural outcomes (cf. knowledge and
attitudes). Results were organised according to a bespoke classification of activities:


Control and regulation of supply



Gambling/substance-free zones



Age limits



Taxation and pricing



Control and regulation of advertising, marketing and sponsorship



Warning labels



Prevention programmes



Treatment and social reintegration



Harm reduction



Delivery structures and quality assurance measures

Despite the extensive research undertaken in these areas, there was little high-quality evidence to conclude
‘what works’. Results for clearly labelled drug prevention approaches (cf. manualised programmes) are
presented in table 1 below. Overall, and based on approaches where good evidence was available, the authors
concluded that:


With regard to school-based prevention, information provision alone (‘drug education’) was not
considered an effective strategy, whereas some types of skills development programmes were found to
prevent alcohol, tobacco and some types of illegal drug use. However, as studies often examined
complete manualised classroom - based programmes, it was not possible to identify effective mechanisms
of change or mediating programme components.



Stand-alone mass media campaigns for illegal drug use were at best ineffective, and at worst associated
with increased drug use. Mass media campaigns should therefore only be delivered as part of multiple
component programmes to support school-based prevention.
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Beneficial



No evidence identified



Universal programmes such as the Good Behavior Game; Life
Skills Training; and Unplugged in reducing alcohol misuse
Universal family-based programmes in producing
small/medium to long-term reductions in alcohol misuse
Web-based and individual face-to-face feedback in reducing
alcohol misuse up to three months after intervention
Brief motivational interviewing in producing short- and
medium-term reductions in tobacco use
Multisectoral (including the school) and community-based
interventions at preventing tobacco use, particularly when
delivered with high intensity and based on theory
Addition of media-based components (supporting the core
curriculum) to school-based education at preventing tobacco
use
Pre-school, family-based programmes in producing long-term
reductions in the prevalence of lifetime or current tobacco
use, and lifetime cannabis use
Multisectoral programmes with multiple components
(including the school and community) in reducing illegal drug
use
Motivational interviewing in producing short-term reductions
in multiple substance use
Some skills-development-based school programmes in
preventing early stage illegal drug use.

Interventions and approaches that
showed robust evidence for positive
effects on addictive behaviours.
Research evidence for the intervention
or approach is likely to be transferable
to young people in other geographies.
Likely to be beneficial
Interventions and approaches for
which there was some, but limited,
evidence for positive effects on
addictive behaviours. Research
evidence for the intervention or
approach was likely to be transferable
to young people in other geographies
but caution is warranted and
adaptation studies are recommended.














Mixed evidence
Interventions and approaches for
which there was some evidence of
positive effects in favour of the
intervention, but that also showed
some limitations or unintended effects
that would need to be assessed before
implementing them further.











Whole school approaches that aim to change the school
environment on use of multiple substances
Pre-school, family-based programmes showed mixed effects on
alcohol use in later adult life
Manualised universal community-based multi-component
programme targeting alcohol misuse
Universal school-based tobacco prevention programmes
Community-based tobacco prevention programmes when
delivered in combination with a school-based programme
Mass media approaches to tobacco prevention, or the addition
of mass media components to community activities
Some social influence programmes can produce short-term
reductions in cannabis use, particularly in low-risk
populations
Parental programmes for parents designed to reduce use of
multiple substances by young people. Where effective,
programmes included active parental involvement, or aimed
to develop skills in social competence, self-regulation, and
parenting skills.
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Unknown effectiveness



Universal family-based programmes for the prevention of
illegal drug use.



Mailed, group feedback, and social-marketing-based
approaches to reduce alcohol misuse
Web and computer-based interventions to prevent tobacco
use
Universal family-based programmes to prevent tobacco use
Use of competition incentives to prevent tobacco use in school
children
Ethnically tailored tobacco prevention is ineffective in
indigenous youth (NB evidence is from North American
communities, we do not have equivalent data for the UK)
Standalone school-based curricula designed only to increase
knowledge about illegal drugs
Recreational/diversionary activities, and theatre/drama
based education to prevent illegal drug use
Individual programmes that have combined school and
community-based interventions to prevent illegal drug use
Mentoring programmes have no short- or long-term
preventative effects on illegal drug use
Mass media programmes targeting illegal drug use.

Interventions and approaches for
which there were not enough studies
to demonstrate positive effects on
addictive behaviours, or where
available studies were of low quality
(with few participants or with
uncertain methodological rigour),
making it difficult to assess if they
were effective or not.
Ineffective
Interventions and approaches which
produced negative effects on addictive
behaviours when compared to a
standard intervention or no
intervention. For ethical reasons, it
must be considered whether such
interventions and approaches should
be discontinued as they may
sometimes have iatrogenic effects (i.e.
they increase a behaviour that is trying
to be prevented).












Table 1 ‘What works’ in substance use prevention for young people – a summary of Brotherhood et al., 2013. Approaches specifically
addressing illegal drug use are in bold text. Please note that prevention approaches not included in this table had not been included in
a systematic review, even though high-quality primary studies may exist.

In addition to potentially beneficial approaches to prevention, research has shown that a number of named
prevention interventions are likely to be beneficial, and many are likely to be cost-effective. Such programmes
are named in systematic reviews, databases of effective programmes, and have been subject to high-quality
research. These are often referred to as manualised interventions and are characterised as having been
standardised through the creation of manuals and protocols for those who implement it. Three manualised
intervention examples of relevance to the UK (having been trialled, piloted, or currently being implemented;
NB other programmes are available) include:
Preventure – a school-based intervention, trialled in the UK, that targets four personality risk-factors for earlyonset drinking or illicit drug use: hopelessness, anxiety-sensitivity, impulsivity and sensation-seeking. The
programme uses psycho-educational manuals within interactive group sessions with students aged 13-16
years. The group sessions focus on motivational factors for risky behaviours and provide students with coping
skills to aid their decision making in situations involving, anxiety and depression, thrill seeking, aggressive and
risky behaviour (e.g. theft, vandalism and bullying), drugs and alcohol misuse. This intervention is associated
with two-year reductions in problem-drinking symptoms and illicit drug use in high risk youth.65 66 Secondary
analyses have shown that the intervention also impacts on youth mental health outcomes, such as depression,
anxiety, and conduct problems over a two-year period.67
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Good Behavior Game – an extensively researched classroom management activity delivered in primary school.
The Game is played several times a week and rewards children for displaying appropriate behaviours during
lessons (e.g. not talking out of turn or leaving a seat without permission) and is thought to work by improving
socialisation skills in the classroom. The class is divided into two teams and a point is given to a team for rule
breaking by one of its members. The team with the fewest number of points at the Game's conclusion each
day wins a group reward. If both teams keep their points below a threshold, then both teams share in the
reward. In one long-term trial conducted in the USA, participation in the Game in primary school was
associated at age 19-21 with significantly lower rates of drug and alcohol use disorders, regular smoking,
antisocial personality disorder, delinquency and imprisonment for violent crimes, suicide ideation, and use of
school-based services.68 This intervention is particularly notable not only because of its apparent longevity of
effect but also because it is one of several interventions that have an impact on substance use without directly
mentioning drugs.69
Strengthening Families – a family skills programme that, in different forms, is suitable for high-risk and
universal populations. The programme consists of weekly sessions, lasting two to three hours. For the first
hour, parallel groups of children and parents develop their understandings and skills led by two parent and
two child trainers. In the second hour parents and children come together as individual family units to practise
the principles they have learned. The remaining time is spent on family logistics, meals, and other family
activities. There is good evidence that participation leads to improved family, parental and child functioning
and of a reduction in substance use initiation and associated problems and a reduction in its severity (see
summary by Kumpfer, 200470).
It is also important to note that existing evidence in no way guarantees that positive prevention outcomes will
be achieved, even when effective interventions are implemented. In most cases, more research is needed to
determine whether the success of these interventions can be replicated in real-world settings in routine
practice (i.e. outside of the idealised environment of the research trial), within current prevention structures
and policy, and how programmes and policies can be effectively implemented and disseminated. Public
acceptability of intervention also needs to be taken into account, particularly with regards to those measures
that aim to restrict behaviours to achieve health outcomes. For example, research evidence shows that the
general public are more likely to accept the least intrusive behaviour change interventions, which are often the
least effective, and those interventions that target the behaviour of others, rather than the respondent
themselves.71
Special consideration needs to be made of economic analysis of prevention activities (see Caulkins et al.,
201472 for an accessible overview of the field). While Benjamin Franklin’s ‘An ounce of prevention is worth a
pound of cure’ remains relevant and persuasive, this only remains true for activities that have been subject to
appropriate investigation. A particular prevention programme or policy may be effective, but if it is
economically inefficient then it does not represent good value for money, and expenditure targeted towards
one group means that less resource will be available for another. Conducting economic evaluations in
prevention is difficult, but a number of analyses have been published. For reference, the Washington State
Institute has published cost-benefit assessments for several USA policies and programmes73 in order to aid
decision making. For example, it is estimated that the Good Behavior Game costs $156 per pupil to implement,
but provides total benefits (in terms of costs avoided) of $13,206, a clear positive benefit to cost ratio of
$84.63. In contrast, the Scared Straight adolescent justice programme costs $66 per participant, and as it is
associated with worse outcomes for participants and society, leads to additional outcome-related costs of
$12,932, a negative benefit-to-cost ratio of $195.93. These two extreme ratios allow for relatively easy
decision making on the basis of cost. However, decision making may be more difficult where savings ratios are
marginal, or where an activity is cost saving, but requires large initial expenditure. Furthermore, economic
(and often health and social) benefits of prevention are often only seen in the long term, which has both
budgetary and political implications.
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There is a lack of UK economic data for prevention, so the limited research that has been undertaken has used
economic modelling techniques, calculating how effective a programme would have to be in order to be costeffective for a given cost. Metrics and methodologies vary between organisations, but in the UK, NICE use costutility approaches such as ‘cost per case avoided’ (e.g. cost in £ per case of harmful drinking avoided at
specified follow-up timepoints), or base decisions on ‘willingness to pay thresholds’ for a gain in Quality
Adjusted Life Years (QALYs). QALYs are calculated by estimating the years of life remaining for an individual
following a particular treatment or intervention, and weighting each year with a quality of life score (on a zero
to 1 scale). This is often measured in terms of the person's ability to perform the activities of daily life, and
freedom from health problems. NICE typically set a number of willingness to pay thresholds to aid decision
making. Using such techniques, NICE have estimated that with respect to alcohol, a school-based prevention
programme could be cost-effective if it cost £75 million and achieved at least a 1.4% reduction in alcohol
consumption among recipients74.
Where there is uncertainty about the effectiveness of a particular approach a precautionary pragmatism
should apply (see Foxcroft, 200575). Clearly ineffective approaches, or approaches where the targeted
behaviour is not associated with harm, should not be commissioned. Uncertainty about the effectiveness of a
prevention activity should not, however, preclude its use where delivery is part of a research activity and the
balance of probability suggests the prevention activity is unlikely to be associated with harm. Such approaches
are also justified if the costs and harms associated with a lack of action are considered to be high. It should
also be recognised that prevention approaches may be useful, even if they do not directly lead to changes in
outcomes such as drug use, if they support other activities which might be useful in other parts of the in the
prevention ‘system’. For example, an activity that increases trust and acceptance towards a prevention
service, making future engagement and retention more likely, is a beneficial action. The logic of such
approaches should, however, be justified and evidence presented on how they support prevention outcomes.
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