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WHY IS PREVENTION IMPORTANT?

OHIO HAS A PROBLEM
 The National Survey on Drug Use and Health (NSDUH), an annual study

completed by the U.S. Substance Abuse and Mental Health Services
Administration (SAMHSA), assesses the rates of substance use disorders
and mental illness in each state. The most recent study covered 20162017 and was published in September 2018.

 The study found that Ohio rates of both substance use problems

(including alcohol use disorder and drug use disorder) and mental health
disorders were slightly higher than national averages across almost all
age groups. Of note is the high prevalence of both substance use
problems and mental health disorders in transitional age individuals (ages
18-25) with one in six affected with a substance use disorder and one in
four affected with a mental health disorder.

OHIO STATISTICS

PREVENTION IS NEEDED
The Substance Abuse and
Mental Health Services
Administration (SAMHSA)
states:
―like physical illnesses, mental
and substance use disorders cost
money and lives if they are not
prevented, are left untreated,
or are poorly managed.‖
Leading Change: A Plan for SAMHSA’s Roles and Actions 2011–2014

PREVENTION FOCUS IS BEHAVIORAL
HEALTH
 Behavioral health problems include:

 Substance abuse or misuse
 Alcohol and drug addiction

 Mental and substance use disorders
 Serious psychological distress
 Suicide

WHAT IS PREVENTION?
A COMMON UNDERSTANDING

KEY TAKEAWAYS
 Prevention is a science

 Prevention is part of a

continuum of care
 Prevention efforts have to be

implemented as part of a
comprehensive framework
 Prevention strategies should

be evidence based

PREVENTION TIMELINE
 1950’s and 1960’s: Scare tactics
 1970’s: Drug education; affective education using fact-based curricula;

values clarification; decision-making, self-esteem
 1980’s: Parent organizations; social skills curricula; refusal skills training;

parenting education
 1990’s:

Community-based approaches; environmental; media campaigns;
culturally sensitive; evaluation; professional training

 2000-2010: Evidence-based models; data-driven decision-making; strategic

planning process
 2010-present: Use of evidence-based practices; strategic planning;

improved access to services

PREVENTION IS NOT . . .
 Drug/paraphernalia displays
 Scare Tactics

 Stories by Individuals in recovery
 General awareness/statistics
 Information on drugs and their

effects (posters of drugs, needles
in arms, overdose victims,
pictures/videos of car crashes,
etc.)

 Teaching signs and symptoms of

addiction
 Information on treatment and

recovery
 Program promotion
 Relapse prevention and aftercare

PREVENTION IS NOT “SILO” PROGRAMS
 Just Say No!
 Total abstinence
 Zero Tolerance
 Scared Straight
 Wrecked cars
 Testimonies from people in

recovery

PREVENTION IS . . .
A planned sequence of activities that:
 Through the practice and application of evidence-based prevention

principles, policies, practices, strategies and programs;
 Is intended to inform, educate, develop skills, alter risk behaviors, affect

environmental factors and/or provide referrals to other services.
A proactive multifaceted, multi - community sector process involving a
continuum of culturally appropriate prevention services that:
 Empowers individuals, families and communities to meet the challenges

of life events and transitions;
 Promotes physical, social, emotional, spiritual, and cognitive well-being;

and
 Promotes safe and healthy behaviors and lifestyles.

PREVENTION IS A SCIENCE
 Over the last 50 years

prevention has changed from the
use of scare tactics, information
and drug education only to a
multidisciplinary field devoted to
the scientific study of the theory,
research, and practice related to
the prevention of social, physical,
and mental health problems

PREVENTION IN OHIO
 Prevention in Ohio is grounded in

the public health model, which
focuses on improving the wellbeing of populations.

 Prevention aims to reduce

underlying risk factors that
increase the likelihood of mental
health and substance use
disorders while simultaneously
promoting protective factors to
decrease the likelihood of mental
health and substance use
disorders.

RISK & PROTECTIVE FACTORS

RISK AND PROTECTIVE FACTORS
 Risk factors are characteristics at the biological,

psychological, family, community, or cultural level
that precede and are associated with a higher
likelihood of negative outcomes.

 Protective factors are characteristics

associated with a lower likelihood of negative
outcomes or that reduce a risk factor’s impact.
Protective factors may be seen as positive
countering events.

 Some risk and protective factors are fixed: they

don’t change over time. Other risk and
protective factors are considered variable and
can change over time. Variable risk factors
include income level, peer group, adverse
childhood experiences (ACEs), and employment
status.

RISK AND PROTECTIVE FACTORS
 Risk factors tend to be positively correlated with one another and

negatively correlated to protective factors. In other words, people with
some risk factors have a greater chance of experiencing even more risk
factors, and they are less likely to have protective factors.
 Risk and protective factors also tend to have a cumulative effect on the

development—or reduced development—of behavioral health issues.
Young people with multiple risk factors have a greater likelihood of
developing a condition that impacts their physical or mental health;
young people with multiple protective factors are at a reduced risk.
 These correlations underscore the importance of:
 Early intervention
 Interventions that target multiple, not single, factors

MULTIPLE CONTEXTS FOR RISK AND
PROTECTIVE FACTORS
Targeting only one context when addressing a person’s risk or
protective factors is unlikely to be successful, because people don’t exist
in isolation. For example:
 In relationships, risk factors include parents who use drugs and alcohol

or who suffer from mental illness, child abuse and maltreatment, and
inadequate supervision. In this context, parental involvement is an
example of a protective factor.

 In communities, risk factors include neighborhood poverty and

violence. Here, protective factors could include the availability of faithbased resources and after-school activities.

 In society, risk factors can include norms and laws favorable to

substance use, as well as racism and a lack of economic opportunity.
Protective factors in this context would include hate crime laws or
policies limiting the availability of alcohol.

INDIVIDUAL RISK & PREVENTION FACTORS CAN
BE ASSOCIATED WITH MULTIPLE OUTCOMES
 Though preventive interventions are

often designed to produce a single
outcome, both risk and protective factors
can be associated with multiple
outcomes. For example, negative life
events are associated with substance use
as well as anxiety, depression, and other
behavioral health issues.

 Prevention efforts targeting a set of

risk or protective factors have the
potential to produce positive effects
in multiple areas.

RISK AND PROTECTIVE FACTORS ARE
INFLUENTIAL OVER TIME
 Risk and protective factors can have influence throughout a person’s

entire lifespan. For example, risk factors such as poverty and family
dysfunction can contribute to the development of mental and/or
substance use disorders later in life. Risk and protective factors within
one particular context—such as the family—may also influence or be
influenced by factors in another context. Effective parenting has been
shown to mediate the effects of multiple risk factors, including poverty,
divorce, parental bereavement, and parental mental illness.

OHIO RECOGNIZES
 Prevention is part of the Continuum of Care

 Prevention decreases Risk Factors and

Enhances Protective factors
 Prevention requires Adoption of Known

Effective Prevention Practices Within a
Framework that Works
 Systems of Prevention Work Better Than

Service Silos
 Common Data Sets Across Service Systems

Can Help Assess Prevention Efficacy and
Promote Accountability

SYSTEMIC WAYS TO THINK ABOUT
PREVENTION
 Continuum of Care
 Strategic Prevention Framework

(SPF)
 CSAP Strategies
 Evidence Based Interventions
 Risk Factors & Protective

Factors

CONTINUUM OF CARE

THE INSTITUTE OF MEDICINE’S
CONTINUUM OF CARE

CONTINUUM OF CARE
 Population Based Preventions
 Interventions designed to reduce the occurrence of new cases of

mental, emotional and behavioral health disorders

 Intentionally designed to reduce risk or promote health before the

onset of a disorder

 Variety of strategies that prioritize populations with different levels of

risk

 Strategies are population-focused to a universal population or to

subgroups with known vulnerabilities (selective and indicated
populations)

CONTINUUM OF CARE (COC)
1. Universal
 Targeted to the general public or a

whole population group

2. Selective
 Targeted to individuals at a higher risk of

developing mental, emotional or
behavioral disorders

3. Indicated
 Targeted to high-risk individuals who are

identified as having detectable signs,
symptoms, or biological predispositions
that indicate a mental, emotional or
behavioral disorder

UNIVERSAL PREVENTION
 Targeted to the general public or a

whole population group that has not
been identified on the basis of
individual risk.
 The intervention is desirable for

everyone in that group
 Direct face to face contact
 Indirect through media (ads, billboards,

awareness campaigns, etc.)

SELECTIVE PREVENTION
 Targeted to individuals or to a subgroup of the

population whose risk of developing mental,
emotional or behavioral disorders is significantly
higher than average. The risk may be imminent,
or it may be a lifetime risk.

 Risk groups may be identified on the basis of

biological, psychological, or social risk factors
that are known to be associated with the onset
of a disorder.

 Those risk factors may be at the individual level

for non-behavioral characteristics (e.g., biological
characteristics such as low birth weight), at the
family level (e.g., children with a family history of
substance abuse but who do not have any
history of use), or at the community/population
level (e.g., schools or neighborhoods in highpoverty areas).

INDICATED PREVENTION
 Targeted to high-risk individuals

who are identified as having minimal
but detectable signs or symptoms
that foreshadow mental, emotional,
or behavioral disorder, as well as
biological markers that indicate a
predisposition in a person for such a
disorder but who does not meet
diagnostic criteria at the time of
the intervention.

SAMHSA’S STRATEGIC PREVENTION
FRAMEWORK

SAMHSA’S STRATEGIC PREVENTION
FRAMEWORK
Assessment-collect data to determine the
population needs, resources, and gaps.
Capacity-mobilize and/or build up resources to
meet goals.

Planning-development of a comprehensive plan.
Implementation-carrying out of the plan, using
evidence-based prevention programs.
Evaluation-monitoring the implementation,
measuring impact, and determining needed
improvements.
Always be mindful of:
Sustainability-process of integrating prevention
into ongoing operations.

Cultural Competence-interacting with audiences
from diverse backgrounds.

PREVENTION IS A SCIENTIFIC
PROCESS
Strategic Prevention
Framework (SPF)

Ohio Improvement Process

CENTER FOR SUBSTANCE ABUSE
PREVENTION STRATEGIES (CSAP)

6 CSAP PREVENTION STRATEGIES
Education
Environmental
Information Dissemination
Alternatives

Community Base Processes
Problem Identification and Referral

STRATEGY - EDUCATION
Focuses on the delivery of services to target audiences
with the intent of influencing attitude and/or behavior.


It involves two-way communication and is
distinguished from information dissemination by the
fact that interaction between educator/facilitator
and participants is the basis of the activities.



Activities influence critical life skills and
social/emotional learning including decision-making,
refusal skills, critical analysis and systematic judgment
abilities.



Prevention education is not equivalent to psychosocial
education, which is helping a diagnosed individual
increase awareness and knowledge of the nature,
extent and harmful effects of their behavioral health
disorder.

PREVENTION STRATEGIES
 Education and Environmental strategies are the two main

prevention strategies, because they have the intervention
strength to influence attitude, behavior and status.
 Therefore, conducting either prevention education or

environmental strategies alone is considered prevention.
 They are supported by the other 4 strategies to increase

effectiveness.

STRATEGY – EDUCATION
 Focus is on the delivery of services to target

audiences with the intent of influencing attitude
or behavior

 Involves two-way communication and interaction

between educator and participants

 Examples include:
 Sex Education in the classrooms
 Small group discussions with parents on the effects

of video gaming addiction

 Suicide prevention
 Classroom curriculum on refusal skills

STRATEGY - ENVIRONMENTAL
 Goal is to reduce identified risk factors

and increase protective factors
 Seeks to establish or change standards

or policies to reduce the incidence and
prevalence of behavioral health
problems in a population.

STRATEGY - ENVIRONMENTAL
 Activities address family, social, neighborhood,

school or community norms
 Accomplished through media, messaging, policy

and enforcement activities conducted at multiple
levels Examples include:
 Media awareness campaigns
 Compliance checks for underage

alcohol/nicotine sales
 Promoting wellness prevention at meetings,

events, health fairs
 Educating on risk and protective factors

STRATEGY - ALTERNATIVES
Focuses on providing opportunities for
positive behavior support as a means of
reducing risk taking behavior and
reinforcing protective factors.
 Alternative activities include a wide

range of social, recreational, cultural
and community service/volunteer
activities.

 Alternative activities must be

conducted as a part of a larger
comprehensive prevention effort.
Otherwise, they are merely a fun
activity that cannot be distinguished
from healthy participation in
community life.

STRATEGY – COMMUNITY BASED
PROCESS
Focuses on enhancing the ability of the community
to provide prevention services through organizing,
training, planning, interagency collaboration, coalition
building and/or networking.
 Goal is to continue to be an active presence in local

prevention networks and coalitions

 Community-based process activities are essential to

effectively implementing an environmental strategy.

 Planning and meeting must result in the selection of

either a prevention education or environmental
strategy to allow for the return on investment of
the community’s resources invested in the coalition
building, capacity building and planning processes.

STRATEGY – COMMUNITY-BASED
PROCESS
 Focus is to enhance the ability of the community to

provide prevention services through organizing,
training, planning, collaboration and networking
 Examples include:
 Collaborating with other behavioral health agencies

 Creating or joining your local prevention coalition

meetings
 Ohio Example: https://preventionactionalliance.org/

STRATEGY – INFORMATION
DISSEMINATION
Focuses on building awareness and knowledge of behavioral
health and the impact on individuals, families and communities,
as well as the dissemination of information about prevention
services.


It is characterized by one-way communication from source to audience.



Information dissemination provides a foundation for community-based process to
engage and mobilize communities into action.



Although prevention strategies can be implemented without the foundation of
information dissemination and community-based process, these interventions tend to
lack the benefits resulting from broad-based community support and opportunities for
expansion and quality improvement.

STRATEGY – INFORMATION
DISSEMINATION
 Examples include:

 Providing brochures and

handouts related to improving
overall wellness

 Education brochures available

at parent-teacher conferences
and other community events

 Informational fliers placed in

offices

STRATEGY – PROBLEM ID & REFERRAL
Focuses on referring individuals who are currently involved in primary prevention services
and who exhibit behavior that may indicate the need for a behavioral health assessment.
 This strategy does not include clinical assessment, treatment for behavioral health

disorders, or SBIRT (Screening Brief Intervention and Referral to Treatment)
services.
 The problem identification and referral strategy is implemented when an

individual enrolled in a direct prevention service is identified as possibly needing or
may benefit from services that exceed the scope of prevention.
 Examples include:
 Making appropriate referrals when identifying individuals who need additional

services
 This is where prevention ends and treatment might begin

EVIDENCE BASED INTERVENTIONS

EVIDENCE BASED PRACTICE CRITERIA
SAMHSA/CSAP defines as evidence-based those interventions that are included
in one or more of the three categories below.
 Category #1. The intervention is included in federal registries of

evidence-based interventions; OR

 Category #2. The intervention is reported (with positive effects on the

primary targeted outcome) in peer-reviewed journals; OR

 Category #3. The intervention has documented evidence of

effectiveness, based on guidelines developed by SAMHSA/CSAP and/or the
state, tribe or jurisdiction. Documented evidence should be implemented in
accordance with four recommended guidelines: ALL of which should be
followed

EVIDENCE BASED PRACTICE
GUIDELINES
 Guideline 1: The intervention is based on a theory of change that is

documented in a clear logic or conceptual mode; AND
 Guideline 2: The intervention is similar in content and structure to

interventions that appear in registries and/or the peer-reviewed
literature; AND

EVIDENCE BASED PRACTICE
GUIDELINES
 Guideline 3: The intervention is supported by documentation that it has

been effectively implemented in the past, and multiple times, in a
manner attentive to scientific standards of evidence and with results
that show a consistent pattern of credible and positive effects; AND
 Guideline 4: The intervention is reviewed and deemed appropriate by a

panel of informed prevention experts that includes: well-qualified
prevention researchers who are experienced in evaluating prevention
interventions similar to those under review; local prevention
practitioners; and key community leaders as appropriate, e.g., officials
from law enforcement and education sectors or elders within indigenous
cultures.”

EMERGING TRENDS
 Medical marijuana
 Opioid epidemic
 Rise in Fentanyl overdoses

 ROSC (Recovery-Oriented

System of Care)

 Increases in suicide

 Trauma-Informed Care

 Problem Gambling

 ACES

 Vaping/e-cigs epidemic among

 Cultural competence

adolescents

 Workforce development issues

 Safe disposal of medications

 Social marketing

 Human Trafficking

 Prevention across the lifespan

 Active shooters

RESOURCES
 SAMHSA – Prevention of Substance Abuse and Mental Health Disorders
 https://www.samhsa.gov/find-help/prevention

 Prevention Action Alliance
 https://preventionactionalliance.org//

 Department of Mental Health and Addiction Services
 https://mha.ohio.gov/

 Recovery Ohio
 https://recoveryohio.gov/wps/portal/gov/recovery/
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