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An Overview 
of Community-Based Prevention 

Introduction 

Bonnie Benard 
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Prevention Resource Center 

The clarion call for prevention at the community level has been F:l)unding for 
many years, in many fields, and by many researchers and practitioners. Perhaps 
the quotation "prevention is an approach whose time has come," is apt for 
community-level prevention as well. The time seems right.-certainly a sense of 
urgency appear~ to be growing in the human service and public policy area-fOT 
advocating and facilit.!;ttingthe development of comm\mity prevention programs 
focused on alcohol ana other drug abuse and use-as well as the interrelated 
social problems of school failure/dropping out, teen pregnancy, child sexual 
abuse, and delinquency/crime. As prevention advocates, policymakers, program 
planners, and practitioners~ we need a shared basic understanding of com­
munity prevention: what it is, who is involved, why we should do it, where it 
came from practically and theoretically, and how to do it. 

The purpose of this paper is to help establish this framework by providing a 
brief overview of community prevention in temlS of'definition, rationale, his­
torical antecedents and theory bases, program models, and the types of 
programs now in the field. 

Community-Wide Prevention Defined 

The topic of this section of the conference is listed as "community-based" 
prevention. But the term is not only inadequate for describing the communitj' 
prevention approach-it 1S also misleading. It suggests that a single prevention 
activity emanating from a single community group or agency is community 
prevention. Instead, the term "community-wide" prevention better describes the 
phenomenon under discussion. Community-wide prevention refers to the sys­
tematic application of prevention strategies throughout the community in a 
sustained, highly integrated approach that simultaneously targets and invol yes 
wverse social systems such as families, schools, workplaces, media. govern­
mental institutions, and community organizations. Inherent in this definition 
are three critical attributes that distinguish communjty~wide efforts from other 
prevention efforts. 

First, community-wide preventign is comprehensive; that is, it targets multi· 
ple systems (families, schools, 'Workplaces, media, governmental institutions. 

Benard, B. (1988). An overview of community-based prevention. OSAP prevention monograph 3. 
Prevention research findings: 1988. DHHS Pub. No. (ADM) 89--1615. Rockville, MD: Department of 
Health and Human Services, Office for Substance Abuse Prevention, Alcohol, Drug Abuse, and Mental 
Health Administration, 126-147. In the public domain. 
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and community organizations) and uses multiple strategies. The following five 
strategies have been identified as the foundation for effective efforts against alcohol 
and other drug abuse and use-as well as other interre1ated social problems: 

(i) Involving and training impacton. Impactors include significant 
individuals and role models in the community. Their involvement 
strengthens the total prevention support syst.em within a community. 

(2) Providing information. To achieve the greatest impact, information 
and educational materials must be appropriate to each audience, geared 
to specific needs, and used in conjunction with all the other strategies. 

(3) Developing life skills. Life slcills promote healthy personal functioning 
and include, but are not limited to, the following intra- and interpersonal 
skills: self-awaremess, communication techniques, decisionmaking/problem 
solving, friendship, stress management, assertiveness, resistance/refusal, 
consumer awareness, and low-risk choicema1Cng. 

(4) Creating alternatives. By providing positive and constructive means 
for addressing feelings of boredom, frustration, pain, and powerlessness; 
forrite-of-passage marking; and for having fun, health-risk behaviors such 
as alcohol and other drug ~use and use can be diminished. 

(5) Influencing policy. Family, sehool, governmental, community, end 
mew a policies-both formal (such as lawn and regulations) and informal (such 
as values and norms}-must provide clear and consistent messages regarding 
alcohol and other drug ~ (or sexuality, school achievement, and so forth), 
and 3)romote social and /:eonomic changes that create more opportunities for 
education, employment, recreation, and self-development. 

The matrix in figure 1 is a simple but useful tool in conceptualizing the comprehen­
siveness of community-wide effort. 

An ideal community-wide effort would have each of the squares fined in with 
the appropriate prevention activity. 

Famill .. School. 
Work 

YIdIa r. .. " .... ....",'1 Community 

Figure 1. 
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A second lattribute of community-wide prevention is an emphasis on the 
program development process. While the literature abounds with various plan. 
ning models, the common, generic ingredients include identification of com. 
munity leaders and organizational struchtTe; assessment of needs (problem 
identification); the development of realistic, multiple, and measurable long-term 
goals and shorter-term objectives; the coordinated implementation of activitie~ 
and tasks; and program management, evaluation, and replanning. 

The third distinct attribute of community-wide prevention is that it is 
collaborative. While implied in the above two attributes, the active participation 
of representativE's of all involved systems-parents, school personnel, youth, 
local businesses, relit:;ious institutions, media, local government, human servo 
ices, law enforcement, and other" community organizations-in the actual pro· 
gram planning and implementation process is essential in carrying out a 
community-wide prevention effort. The development of a collaborative com· 
munity base ensures the availability of community resources to support the 
program as well as community ownership l'Jf the program. According to Pentz 
(1986), previous research suggests that these latter two factors, along with the 
"sequential use of multiple channels for community program delivery" (i.e., 
using multiple systems), "determine successful entry, implementation, and 
institutionaliz.ation of a community-based prevention program" (Pentz 1986). 

Rationale 

Given the above definition and attributes of community-wide prevention, we 
can see that it docs not provide a "quick fix" or "silver bullet" til doing prevention, 
but, rather, demands a long-term commitment and a high degree ofinvolvement 
and participation on the part of many people. The practical and logical question 
then follows, why bother? Why focus on community-wide approaches to alcohol 
and other drug abuse prevention? According to Cheryl Perry (1986), while "the 
answers may be obvious to prevention researchers and practitioners. it must be 
noted that the community prevention approach only recently has emerged and 
only now is being studied to determine its efficacy." 

The rationale for community-wide prevention of alcohol and other drug abuse 
problems (beyond the rationale for prevention itself) is basically twofold. Firat, 
from over a decade of prevention research-both r.orrelational and program­
matic-the most important conclusion we can make is that the causes ef drug 
abuse and other interrelated. social problems are multiple-involving per­
sonality, environmental, and behavioral variables-and that prevention efforts 
focused on a single system and a single strategy will probably fail (Jessor and 
Jessor 1977; Perry and Jessor 1985). We have witnessed this failure in our 
almost unilateral, single-strategy/single-system approach to adolescent drug 
use prevention-providing information in the school classroom. Some reo 
searchers, sllch as Lloyd Johnston (1986),who conducts the National Institute 
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on Drug Abuse's annual high school~8enior survey, claim the decline in 
prevalence 'of marijuana and other drug use by adolescents over the last few 
years is attributable, in part; to these school drug education programs. However, 
the continued, stabilized, high level of adoli!scent alcohol problems (especially 
in the binge drinking category), testifies to the ineffectiveness of these programs 
in preventing either the onset of alcohol use or problems. Alcohol is the drug 
that one out of every three Americans 8ays affects the family adversely, accord~ 
ing to Gallup polls. In addition, evaluations of numerous alc.,hol and other drug 
prevention programs and even of popular alcohol prevention curricula have 
found no changes in alcohol and other drug use behavior (DiCicco et a1. 1984; 
Mauss et a1. 1988; Hopkins et a1. 1988; Goodstadt 1986; Hansen 1988). 

While it is ~yond the scope of this paper to consider the limitations and the 
possibilities of school-based prevention, a conCUlTence has existed in the litera­
ture for some time that to be effective, school-based prevention should be part 
of a larger community-wide effort (Hopkins et a1. 1988; Pentz 1986; Pentz et al. 
1986; Perry 1986; Benard et al. 1987). The recent disappointing evaluation, by 
Hopkins et a1. (1988), of a popular alcohol education curriculum states, ·Surely 
any school-based program' hoping to have any appreciable impact will have to 
be em~dded in a comprehensive, community-wide prevention effort directed at 
all the major social influences and institutions that shape our youth." 

Other prevention experts claim that as long as alcohol use is encouraged and 
glamorized in our culture (especially by the media) as the only way to have fun, 
relax, be cool, or be grownup, adolescent drinking will continue to be a problem. 
Perry (1986) states, "Drug abuse is social behavior and such behavior is em­
bedded in the larger framework of community norms and social support systems 
that regulate the OCCUlTence of these behaviors." Similarly, Griffin (1986) 
cautions: ~Current social norms about chemical use Rre a reflection :>f the 
community. The c:ommunity is a fertile, powerful, and necessary environment 
for changing norms. If chemical use problem~ of young people Ii ~'e to be reduced, 
community-based prevention programs also must challenge adults to reflect on 
their patterns of chemical use .... Prevention cannot be a task assigned by the 
community to the school and focused only on youth. It is a shared responsibility." 

Ultimately, if we actually hope to impact youthful alcohol and other drug use 
behavior, we must encourage low-risk ehoicemaking around alcohol/drugs in all 
the social systems in our environment-families, sch\)ols, workplaces, media, 
and community. 

A second rationnl~ for a community-wide prevention orientation is not alcohol 
and other drug-specific but, rather, addresses some underlying variables Oike 
societal alienatiQI}, loneliness, or lack of purpose) that correlate with various 
problem behaviors throughout the lifesptm. According to this rationale, if we 
are to prevent the occurrence of problem behaviors like alcohol.and other drug 
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use, school failure/dropping out, teen pregnancy, child sexual abuse~ delinquenC'j/ 
crime, and so forth, we must promouJ and build physically and psycholOgically 
healthy communities that empower people to have I!ontrol over their lives .. 

The social, e~onomic, and technological changes, since the late 1940's have 
played a significant role in our sense of geographical and psychological com­
munity _ Communities have become more fragmented, resulting in breaks in the 
naturally occurring linkages among the social systems; linkages that provide 
support and nurturance to individuals and Cl"eate opportunities for them to 
participate lneaningfully in their community_ Protective fattor research has 
studied individuals who succeed in spite of adverse environmental conditions; 
often, a major contributing factor has been the presence of environmental 
support from even one social system---<lne family member, one teacher, one 
school, and so forth, that facilitated a bonding with that system (Werner and 
Smith 1982; Rutter 1984). 

According to this rationale, community:-wide prevention efforts must focus on 
building collaborative linkages among SySteUls and within systems in our 
community.. The following represent some of the intersystem linkages possible 
in community-wide efforts: 

Family-S ch 001 

Family-WoTkp1ace 
Family-Community 
Family-Government 
Community-University 
Community-Government 
Community-Social Services 

School-Workplace 
School-University 
School-Social Services 
School-Government 
School-Community 
Workplace-University 

According to Rutter (1984), preventive interventions need to address this 
issue ofintersystem linkages. Since,human development is, he says, ~ "question 
ofl,nkages that happen within you as a p~rson and also in the environment in 
which you live, ... our hope lies in doing something to alter these linkages, to see 
that kids who start in 8. bad environment do not go on having bad environments 
and develop a sense ofimpotency." Similarly, Werner and Smith (1982) see that 
the key to effective prevention efforts is to reinforce within every arena the 
intrasystem linkages, the "natural social bonds" (between young and old, be­
tween siblings, between friends, and so forth), "that give meaning to one's life 
and a reason for commitment and caring." To neglect these bonds, according to 
the.authors, is to "risk the survival of a culture." 

History / Theory Bases 

Having defined and established a rationale for community-wide prevention, 
it seems appropriate to give a simplified summary of some of the historical and 
theoretical a'~.,::ecedent5 to this approach . 
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Historically, for the most part, two fields have focused on the community as 
an "Jrena for preventive interventions: public/community health and 
mentallcommunity mental health. The fonner has had a lengthy tradition in 
community planning"agencies, beginning in the 1920's with local health and 
welfare councils, and progTessingthrough comprehensive health planning agen­
cies in the 1960's and the federally mandated Health Systems Agencies (HSA) 
in the 1970's (Sofser 1988); and internationally, with community development 
progTanns in nonindustrialized countries during the 1960's and early 1970's. 
However, according to Sofaer, with the demise of the HSAs last year, "Health 
planning is now largely limited to individual institutions [businesses] that plan 
programs for specific health problems and target groups, but these individual 
institutions are net accountable roll' their impact on overall community health." 

In the field of mental healU:., interventions in the community also have a 
tradition in the United States C::::~ng to the community psychopathic hospital 
of the 1890's and developing into the community clinic movement and the 
citizens' mental hygiene move:nent of the early 20th century. After World 
War n, efforts of large State n;ental health institutions to effectively treat 
patients failed. This fact, combined with the development of tranquilizing drugs, 
the therapeutic community, and gaogTaphic decentralization of State mental 
hospitals, set thf> stage for the emergence in the 1960's of the community mental 
health center movement. In 1963, President Kennedy proposed a national 
mental health program to Con~es[: that included the establishment of com­
prehensive community mental health centers that would ~rovide service to the 
total community, use rational planning in management, and identify stress­
inducing aspects in the community (Bloom 1984). 

While the recent history of the community mental health movement is beyond 
the scope of our discussion, it is sufficient to note that for numerous and often 
complex political reasons, according to Bloom (1984), 'The accomplishments of 
the nearly two decades of the community mental health center movement have 
fallen far short Qf the original hopes of most.of its vocal proponents ..•. " In the 
threa areas of 'D'lost concern to the concept of community-wide prevention, 
..... development of a concern for the total population, development of preventive 
services, and reduction of community stresses and enhancement of community 
strengths, .. t the "" ... community m~ntal health center program has done most 
poorly." Today, most community mental health centers provide mainly clinical 
servkes. According to a 1983 survey of these centers, ""Services reporting the 
grel:tezzt decreases are consultation/education, prevention, and evaluation" 
(Larsen 1987). 

As you can see, both community health and community mental health 
settings, for the most pa.rt, have failed to provide "homes" fOT community-wide 
prevention efforts. What we see happening in the 1980's, with the withdrawal 
of Federal impetus and funding for community-wide health and mental health 
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prevention, is the extension of pr.actice-especial1y as consultation-in both 
fields, into other settings: business, industry, human service organizations, and 
community organizations. 

However, while these two areas may have failed to serve as the structures 
for the practice of community preven~on, the two disciplines of publidcom. 
munity health and psychology have furnished research support and theoretical 
bases validating this approach. 

We find a rich, in-depth research and theoretical heritage in the public health 
subspecialty of community health education. According to Steckler (1985), 
theory and practice in this field have basically two roots: the community studies 
literature and the planned change literature. He identifies the former category 
as including the Lynds' Middletown studies of the 1920's and 1930's, Vidich and 
Bensman's Small Town in Mass Society; Warner's Democracy in JoneSVille; 
Dollard's Caste and Class in a Southern Town; Warren's Studying Your Com· 
munity; Dahl's Who Governs?; Hawley and Wirt's The Search for Community 
Power; and Hunter's Community Power Structure. He gives as examples of 
planned change Paul's Health, Culture, and Community; Spicer's Human 
Problems in Technological Change; Bennis, Benne, and Chin's The Planning of 
Change; Etzioni's Social Change; Goodenough's Cooperation in Change; 
Lippitt's The Dynamics of Planned Change; Rothman's Planning and Organiz . 
ing for Social Change; Alinsky's Rules for Radicals; and Biddle's The Com· 
munity Developm.ent Process. 

In the 1~70's, the community health literature, reflecting the move Bwayfrom 
intervention largely based on the community, began to focus on program 
planning and evaluation "drawn more from general syswms theory, research 
methodology, health planning, epidemiology, and to a lesser extent, planned 
change for its conceptual and theoretical foundations" (Steckler 1985). 

Looking now at the research and Uleoretica1 bases for community-wide 
prevention in the field of psychology, the Swampscott Conferen~e on the Educa­
tion of Psychologists for Community Mental Health of1965 is hailed as the event 
marking the birth of the subfield of community psychology. "Particularly em· 
phasized as primary concerns for community psychology were prevention and 
the need to examine social institutions, systems, and settings as determinants 
of the emotional wen-being of individuals" <FeIner 1983). Current prevention 
concepts such as stressful life eV'imts and transitions, empowerment, mutual 
help, social support, tommunity ecology, working in natural settings, and 
collaboration have emanated from this field. 

However, the concept of prevention ~as now moved faT from the Swampscott 
Conference and an almost exclusive home in community psychology" (Jason et 
al. 1983) and is now being incorporated into the practices of developmental, 
organizational, social, and health psychologists (Albino 1983). Similar to the 
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trend in community health, these subfields of psych.ology are being extended 
into nonclinical settings as well-into business, industry, human service or­
ganizations, and the nonprofit community organization sector. With this exten­
sion, we S6'2, as in commullity health, a concomitant emphasis in the literature 
on program planning and evaluation. . 

Since the late 1960's and 1970's. the two fields have borrowed ba!!k and forth 
theoretically, with the public health concept of prevention and risk factors being 
incorporated into psychology, and with numerous psychological concepts and 
theories--especially from behavioral psychulogy (such as socialleaming, social 
inoculation, contingency m&nagement, and so forth)-being infused into public 
health programming (Elder et at 1985). 

Furthermore, incorporated into this cross fertilization of public health and 
psychology have been theoretical contributions from other fields, especiaUyfrom 
communications research: Rogers' diffusion of innovations theory (1983), 
McGuire's U9E8) communication-persuasion theory, Festinger's (1957) cogni­
tive dissonance theory, Kotler's (1980) social marketing approach, and 
numerous other concepts and theories of mass commWlication (Flay 1986). 

The end result ttl the 1980's has been the development of several integrative 
models fOf reducing health~compromising behaviors and for promoting heal tho 
enhancing behaviors. At the community-wide level, two research-based ap­
proaches for alcohol and other drug abuse prevention offer particular promise 
as models for future prevention programming. 

Models 

The University of Southern California's (USC) Comprehensive Drug AbUSj? 

Program. The USC model, d\!veloped by the Instit-ut~ for Health Promotion 
and Disease Prevention Resl!a!':;h, combines two approaches: a state-of-the-art 
resistance skills approach to prevention of alcohol B.nd other drug use at the 
critical middle school transition for youth; and a community organization 
planning process to involve aU systems in the community-family, media, 
workplaces, local government, and other resources. This model is based on 
~~veral large-scale, community-wide heart disease preventiop programs in­
ItIated in the early 1970'&-4n the United States and elsewhere, that found 
significant reductions in the risk factors associated with the onset of negative 
health behavior, the behaviors themselves, and related morbidity and mortality 
(Johnson and Solis 1983). These programs were ~haracterized by the following: 

• 
• 
• 

Family involvement 

Specific skins 

Intensity (multiple prevention strategies) 

• 

• 
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• Positive evaluations (especially in smoking cessation and maintenance) 

• Contiuuity (3 to 7 years' duration). 

Research on social-psychological models of adolesc~nt smoki~g prevention, 
which reduced the incidence of cigarette smoking in adolescents by at least 50 
percent, also served as a rationa10 for the USC model. Additional research found 
this approach effective in preventing the onset of .alcohol and marijuana use 
(Johnson and Solis 1983). 

This 1984 USC model was implemented as 'Project Star in Kansas City, 
Missouri, in 15 school districts (conceptualized as the community unit) and 
began this year as a county-wide Project I-Star in Indianapolis, Indiana. These 
two projects hold much promise fOT community-wide prevention programming 
because they incorporate the following charadmistics: 

• A state-of-the-art resistance skills pragram (Hansen 1988) 

• An integrated model of community organization (Pentz 1986) 

• Long.tenn intervention (5 to 6 years) 

• Ongoing process evaluations and actual impact evaluat:ons. 

In addition, these two projects meet the three msjormteria for community­
wide prevention . 

First, they are comprehenEive. They engage multiple systems and strategies, 
In a sequential manner, these project..s begin with a school program and sub­
sequently progress to parent and community organization and health policy 
programs. 

Second, they emphasize the program chvelopment process. A unique contribution 
of the USC approach is the integrated community organizationlprogram develop­
ment model developed by Mary Ann Pentz (1986). Her schema for initiating, .' 
implementing, and maintaining a community-wide prevention effort incorporates 
Rothman's (1979) model of community organization, Green's (1985) model of 
system-centered community health education, Rogers' innovations-decision 
process model (1983), and Watzlawick's model of planned change (Pentz 1986). See 
figure 2. 

In the development of Project Star, this planning model was used sequentially 
as each new system was targeted (trained and involved). The systems were the 
school, family, media, and health professions, and businesses, workplaces, and 
community agencies. 

Finally, the two projects are collaborative.~oject Star is an example of 8 

collaborative effort on the part of a university research team, a private-sector 
business, a nonprofit foundation, a Federal agency. the schools, families, media, 
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health-planning organizations, and other community agencies, including a 
baseball team. 

The field of prevention of alcohol and other drug problems can look to this 
model as an exemplar of well-coordinated, community-wide programming that 
seeks not only to reduce El:ctual drug use by youth but also to create a community 
environment that SitPPOll~ ~rug-free lifestyles. 

The Minnesota Heart Health Program. The Minnesota Heart Health Pro­
gram (MHHP) is actually one of the comprehensive community heart disease 
prevention programs from which the USC model evolved. It is currently under 
way as part of a lO-year education program in three northern midwestern 
communities. All of these programs are aimed at changing smoking prevalence, 
eating patterns, physica1 activity levels, and hypertension management in the 
entire community-children, adolescents, adults, and the elderly (NIDA: Perry 
and Jessor, 1983). To achieve its goals, the MHHP is organized around three 
major strategies: health behavior campaigns, educational interventions, and 
community organization programs. Youth are considered a specific target group 
within the larger program. The three strategies are specifically designed for 
youth (see figure 3) and are based on Jessors' extensive etiological research on 
adolest;ent drug use and other problem behaviors. 

Each intervention focuses on one set of risk factors for problem behaviors and 
has as its goal to "delay the onset, minimize the consequences, and prevent the 
abuse of drugs as well as promote the adoption of health-enhancing alternatives 

Hsatth Behavior Target Group Community-
Campaigns Interventions: Youth Based Pr29rams 

• Kwit Smokin.9 • Hurt Haalth -Community 
This Year Centers Steering 
Interviews 

• Hearty Heart and 
Committee 

·OuitandWin Friends • Task Force on 

• Dining a la Heart • Keep It Clean I, II 
Smoking 

• Get Ready for • Slice-of-Ufe 
• Student Health 

the 21st Century Health Skills Pro-
Representatives 

-Jog 'n Log 
gram • Pear Leadership 

Training 
• Volksmarche 

• T.V. Premiere 
Sourc:e: Perry and Jessor 1983. 

Figure 3. Minnesota Heart Health Program: Iutervention Modalities 
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to drug use" (perry 1986). Developing these latter altematives is achieved 
through: 

• 

• 

• 

Health behavior campaigns that focus on changing jmpersonal environ­
mental risk factors (role models in mass media, parent and peer approval 
of drug use, and opportunities to use drugs) and that use mass media. 
campaigns; 

Educational intel'Ventions that focus on changing personality risk factors 
<tolerance for drug-use behavior and risketaking or rebelliousness) and 
that emphasize life-skills training; and 

Community organizatior. interventions that focus on changing risk fac­
tors in the more immediate social environment (community role models, 
parent and peer approval of drug use, and opportunities to use drugs) and 
that emphasize task force organization, community-initiated projects, 
peer leadership training, and social policy change. 

Besides satisfyingthe critei'iafor a community-wide prevention program (i.e., 
comprehensiveness, emphasis on program development process, and collabora­
tion on the part of a university research team, the National Hearl Lung and 
Blood Institute, and local commurlities), the MHHP can t'Je expected to serve as 
an exemplary model in several ways: 

• 

• 

First, it represents an alcohol and other drug abuse prevention effort 
incorporated into a broader health-promotion effort that considers the 
concept of health -as including not only the physical domain but the 
psychological, social, and personal as weIr" (NlDA: Perry and Jessor 
1983). As a consequence, this model emphlUrizes the strengthening of 
health-enhancing behaviors (i.e., alternatives) along with the reduction 
of health-compromising ones. 

Second, MHHP is a community-wide effort focused not only on reducing 
alcohol and other drug use by youth,. but also on building healthy be­
haviors and reducing unhealthy ones among ell age groups. 

The USC Comprehensive Drug Abuse Prevention Program and the Min­
nesota Heart Health Program represent research-based models for doing 
community-wide prevention that hold promise for replication in other com­
munities. Yet, as David Murray. the director of one of the three MHHP sites, 
warns, replication "will not occur without considerable investment oftime and 
dollars, and it must be remembered that community-bas('f.d interventions pro­
vide no magical solution for health promotion problems. However, the early 
evidence from MHHP and similar trials s~asts that this strategy can help to 
organize a community around a health promotion issue and to increase the level 
of preventive activity in the community'" (Murray 1986). 

• 

• 
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The 'Tield" 

N ow that we have looked at two models for doing community~wide preven tion, 
I would like to comment briefly 'on the state of the field. Most of "what is out 
there" falls short of fulfilling the attributes of'community-wide prevention in 
terms of comprehensiveness and a collaborative planning process. Some would 
better be referred to as community-based programs. However, there are literally 
hundreds of programs in the prevention field of alcohol and other drug use, teen 
pregnancy, dropping out, latchkey children, child sexual abuse, and delinquency. 
They are characterized by a great diversity in the linkages/systems on which they 
focus; this probably and properly reflects the unique political, social, and economic 
conditions of their respective communities, which ultimately impact the critical 
issue of sponsorship and impetus for local change. We can categorize these 
programs according to their system linkages and their sponsorship. 

Linkages 

Referring to the list of infra system linkages listed earlier, I'll make a brief 
mention ofrepresentstive programs or issues involved in each linkage. 

. . 
Family-School. This is a linkage that has received and continues to receive 

much attention in both research and the public policy area. Involving parents 
in both the content and structure of the school has been identified as a critical 
ingredient in the literature on school effectiveness. Also, using the school as a 
setting for educating parents in the problems of alcohol and other drugs, teen 
pregnancy, child abuse, and school failure is a major prevention focus. Given 
the critical role parents and schools play in the development of children and the 
ease of access and non stigmatizing nature of the school as a setting, it should 
come as no surprise that this is a major emphasis. Research programs, like the 
Perry Preschool Project, Missouri's New Parents as Teachers, the Seattle Social . 
Development Project, and the New Haven Primary Prevention Project, which 
have actually found' reduced levels of problem behaviors (delinquency, teen 
pregnancy, drug problems, school failure) or in the precursors to these be­
haviors, have all emphasized the family-school linkage. 

Family-Workplace. This linkage is beginning to get more attention, espe­
cially in the area of public policy, since the majority offamilies no longer have 
a "mom" at h~me to provide the support and nurturance for either young 
children or aging parents. We are seeing some efforts in the workplace to provide 
child care, as well as more flexible and part-time employment schedules 
(Anonymous 1984). Also, in the area of alcohol and other drug abuse, Employee 
Assistance Programs (EAPs) are beginning to broaden their scope to include 
family members as well in their programming. This is an area that should be 
quite productive in the future as a preven tion research and programming focuS. 
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Family-Community Organizations. Building family strength has been a 
major thrust of num.erous community-based organizations involved in the 
f mily Resource Movement. For example, the Ounce of Prevention Fund in 
Ilfinc;;S is a "public-private partnership which promotes the well-being of 
hildren by working with families and communities to foster good ehild develop-
~ent" (Ounce of Prevention Fund Magazine 1987). 

Family-Government. After much neglect. at the Federal and State levels, 
family issues, especially ch:i1d care, are really li:t the forefront ofpolicymaking. 
Until this year's proposed legislation, child-care legislation has not even been 
discussed nationally since 1971. There just might possibly be a correlation with 
this neglected issue and the number of at-risk youth. 

School-Workplace. A number of issues are involved in this linkage. First, a 
rising concern has been the need for school-to-work transition and ment~~ship 
·programs to promote future employment for high-risk youth. Secon~. local 
businesses are becoming increasingly involved financially with schools to help 
ensure an educated, qualified, future workforce. Third, adult (parent) literacy 
programs in the workplace are increasingly being seen as fundamental to 
helping break the cycle ofi11iteracy and school failure that trap a great namber 
of youths. 

University-School, -Workplace, -Community. A critical issue in these areas 
is one of technology transfer-getting research-based prevention models to 
prevention arenas. Considering that the naturally occurring social systems of 
the family, school, workplace, and community are increasingly providing the 
forum for community psychology and community health research, we are 
beginning to see programs like Project Star that are collaborative community­
university efforts. 

Schqol-Social Services. This linkage is critical to early intervention dealing 
with children from dysfunctional families charac;terized by alcoholism or drug 
abuse. Programs like the Cambridge and SOmerville Program for Alcoholism 
Rehabilitation and student assistance programs, which set up a referral structure 
and provide access to treatment resources, are becoming more common. 

School-Government. Report after report documenting the very pressing 
issue of at-risk youth cites the urgent need for enough resources to be allocated 
at the Federal, State, and local levels to encourage the development of quality 
elementary, middle,junior, and senior high schools that provide both academic 
and social support. This involves reforms too numerous to mention here. 

School-Community. Like the family-school1inkage, the necessity of schools 
and communities collaborating to reduce problem behaviors and create more 
supportive social environments is clearly established (Kimp et at 1987). A£ we 
discussed earlier, years of prevent jon research have documented the need for 
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schools and communities to work together. Project Star is a good example of 
such an effort. 

Community-Social Servk."'es, -Government Services. What we are looking at 
. ultimately in this linkage is a coordinated system of human services delivery at 
the locallevel-be it prevention, early intervention, or treatment. Communit)! 
task forces, coalitions, networks, collaoorations-call them what you will-are 
the mechanism for achieving this. Washington, D.C.'s task force on health 
planning for prevention (1985) is a fine example of this attempt at human 
services coordination. 

Sponsoring System 

We can also categorize community-based prevention programs according to 
their sponsoring system (see figure 4). 

Citizen 

Business/ 
Foundations 

Natlon211 

Figure 4. 

Some community-based programs have as their impetus and funding source 
a governmental mandate. For example, Head Start programs and some job 
training programs have a Federal mandate. Soon, we will probably have some 
form ofleave program so people can care for small children or aging parents. In 
the alcohol and other drug abuse field, the Office for Substance Abuse Preven· 
tion has been a key motivator in encouraging the development of community· 
wide programs with its comprehensive community grants. 

State governments, whether at the executive or legislative level, have played 
perhaps the major role the last few years in initiating programs to addres~ 
at-risk youth, especially for the problem behavioi'S of teen pregnancy, alcohol 
and other drug use, and dropping out/school failure. While a majority of thesr 
efforts involve statewide programming mandates (such as Missouri's New 
Parents as Teachers), some offer matching funds or grants for communities tr 
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develop their own local programs (such as Nebraska's and Colorado's com­
munity prevention teams approach). Illinois' community network-building ap-
roach is another example of a statewide effort. An ex~remely positive 
~evelopment has been the creation of State offices of prevention (as in California, 
Arizona, Virginia) to coordinate State policies that affect community prevention 
efforts. 

At the city government level, we see some exciting community-wide efforts such 
as Seattle's Kid's Place, a citywide youth empowerment effort. Increasingly, 
latchkey, drop-out, and alcohol and other drug programs are also being sponsored 
at the local govemmerttallevel (i.e., school district). 

Another impetus for community prevention has come from professional 
organizations and associations. At the national level, we are looking at groups 
like the National Education Association and Association for Curriculum and 
Development, both of which sponsor innovative school-community projects; the 
Children's Defense Fund (including the Adolescent Pregnancy Clearinghouse), 
which focuses on changing social policy to build more supportive environments 
for youth; and certainly the National Prevention Network, which hopes to create 
a national agenda for alcohol and other drug abuse prevention. The list can go 
on and on: National Association of Chief State School Officers, National 
Governors' Association, Prevention Task Forces of the American Mental Health 
Association, the American Psychological Association, and the National Council 
of Community Mental Health Centers. We even have several examples of 
coalitions among national groups that have organized around and funded a 
project to encourage community prevention. The Chemical People Project is a 
vivid example of this collaboration. Most of these professional organizations 
have no funding r~sources; but, they are nonetheless major advocates of social 
policy change. Their potential for collaborating with other funding systems is 
great. 

Looking across our chart at the State and loeal level, these professional 
organizations/associations and their State and local affiliates'can~andsome­
times do-provide an impetus for prevent.ion at the community level. Statewide 
coalitions fonned around teen pregnancy, AIDS, drop-outs, and so forth, are 
becoming fairly common phenomena. At the local level, coalitions have been 
formed by professional organizations and associations along with State human 
service organi7;ations to promote both health and mental health in their com­
munities. The 1985 Washington, D.C., Mental I11ness Prevention Working 
Group Report documents this comprehensive planning appl'Oach. Similarly the 
Houston-Galveston Health Promotion ConsortimYI (DeFrank and Levenson 
1987) and the Brooklyn Teen Pregnancy Network (Canada 1986) exemplify the 
diverse and numerous local professional coalitions that exist to promote healthy 
clevelopment and prevent health-compromising behaviors ~t the community 
level. 

• 
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Citizen Involvement 

While we tend to focus on prevention programs that are evaluated by research 
teams whose findings are published,. there exists a whole genre of citizen­
initiated community task forees and parent groups "out there" in places like 
Mulberry Grove, Illinois, that were initiated and have been maintained by a 
COre group of concerned paTents and citizens. Many of these programs have come 
and gone, losing momentum once they realize prevention is not quick, easy, or 
cheap. Increasingly, they are joining national organizations like the National 
Federation of Parents for Drug-Free Youth or the National Coalition of Citizens 
in Education or, at the State level, organizing affiliations Oike the Illinois Drug 
Education Alliance) or becoming part of statewide governmental initiatives like 
Colorado's Community Teams for Drug-Free Youth or Illinois' InToueh system. 
As a consequence, many of these groups have receiveli extensive training in 
community development and alcohol and other drug abuse prevention. The end 
result, of course, is that we are seeing an increasing understanding and aware­
ness of prevention as well as increased skills in doing community prevention. 

Last, but far from least, is the business/foundation level, where we are 
witnessing a tremendous growth of interest in, and funding for, both alcohol and 
other drug abuse prevention and education for at-risk youth at the community 
level. A Lou Harris pon conducted early in 1987 found that ofl,OOO grantmakers 
surveyed, over half 5Bid they had supported alcohol and other drug abuse 
prevention programs in 1986. The figure was 65 percent for company-sponsored 
foundations (Fuerst 1988). Similarly, foundations !ire concerned with funding 
education programs for at-risk youth because, according to one grantrnaker, "As 
families collapse and child-pro.tective services look less and less attractive, the 
schools seem to be all there is left .... " and also because "Corporations want til 
ensure a steady flow of well-qualified and educated workers .... " (Olson 1988). 
Instead of making specific or categorical grants, as was often the case in the 
past, "'These foundations are ai~ing theIr eftorts at sweeping organizational 
change. The hope is that .such initiatives will lead to deeper and more lastin~ 
school reform and to system change. Conseq'uently, they are committing sizeablc· 
sums of money, often over long periods oftime" (Olson 1988). An exciting aspect 
of these new initiatives, such as the Annie E. Casey Foundation's $50 million 
"'New Futures" program, is that the emphasis is on school-community partn~r· 
ships that require matching grants from each city and emphasize collaboratl\'f 
planning processes involving "key sectors of the community ... " (Olson 1988' 
With only a little imagination, we can see the tremendous potential of inno\'8 
tive, collaborative funding arrangements for community-wide prevention. 

Conclusion 

While the majority of programs "out there" in the field address only onp ~! 
two of the above linkages simultaneously and are not community-wide, t r 
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otential for their becoming comprehensive exists. Through the mechanism of 
~ task force, a coalition, or whatever you choose to call it, representatives from 
diverse but narrowly focused prevention <!il'orts can engage in a collaborative, 
long-range, community planning process. Acc:ording to Cooper (1980), "Col­
Isborative planning, funding, and programming at the Federal, State, and local 
levels must be accomplished if we are to succeed in prevention." 

As prevention professionals and advocates, we must encourage the develop­
ment of these collaborative efforts to accomplish our goals of actually reducing 
problem behaviors like alcohol and other drug abuse and of creating environ­
ments that support and nurture the development of not only children but also 
adults, families, and the elderly. Tole problems of alcohol and other drug abuse, 
delinquency, child abuse, and teen pregnancy are all rooted in the community 
(Garbarino IS80; Miller and Ohlin 1985). We will find solutions in the commwuty. 
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