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The widespread implementation of effective prevention
programs for children and youth is a sound investment in
society’s future. The most beneficial preventive interven-
tions for young people involve coordinated, systemic efforts
to enhance their social–emotional competence and health.
The articles in this special issue propose standards for
empirically supported programming worthy of dissemina-
tion and steps to integrate prevention science with practice.
They highlight key research findings and common princi-
ples for effective programming across family, school, com-
munity, health care, and policy interventions and discuss
their implications for practice. Recent advances in preven-
tion research and growing support for evidence-based
practice are encouraging developments that will increase
the number of children and youth who succeed and con-
tribute in school and life.

A lthough researchers and practitioners have been
drawn to the promise of primary prevention for
several decades, tangible research-based progress

has been achieved only recently. In 1976, the National
Institute of Mental Health convened leading researchers
and practitioners who proclaimed that primary prevention
was an idea whose time had come (Klein & Goldston,
1977). But, in reality, the scientific base for effective prac-
tice at that time was meager. Similarly, the Task Panel on
Prevention (1978) of the President’s Commission on Men-
tal Health declared that the nation was on the threshold of
“the most exciting mental health revolution” (p. 1825) in
which primary prevention efforts would lower the inci-
dence of emotional disorder by reducing stress and enhanc-
ing competence and coping skills. Even this optimistic
report noted, however, that efforts to prevent mental illness
and enhance development in young people were unstruc-
tured and receiving insufficient attention at the federal,
state, and local levels.

During the 1980s, the American Psychological Asso-
ciation’s (APA) Task Force on Prevention, Promotion and
Intervention Alternatives in Psychology launched a major
search for research-based prevention programs (Price,
Cowen, Lorion, & Ramos-McKay, 1988). The task force
contacted 900 experts in prevention and received nearly
300 responses describing prevention efforts. However,

when the task force examined the evidence of effectiveness
for these programs, only 14 could be characterized as
model programs. Fortunately, there has been considerable
progress since the first APA Task Force published 14
Ounces of Prevention(Price et al., 1988). Fifteen years
later, there are several pounds worth of quality prevention
programs that work.

The articles in this special issue are an outgrowth of
Martin E. P. Seligman’s APA Presidential Task Force on
Prevention: Promoting Strength, Resilience, and Health in
Young People (see the Author’s notefor a list of task force
members). The task force members concluded that preven-
tion research had matured sufficiently to synthesize new
knowledge and offer key findings to guide prevention prac-
tice and policy. Since the first task force report, the Institute
of Medicine (IOM) Committee on the Prevention of Mental
Disorders’ major review (Mrazek & Haggerty, 1994) es-
tablished rigorous standards for prevention research, high-
lighted the scientific credibility the field has achieved, and
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prompted constructive debate regarding priorities for future
research, practice, and training (Albee, 1996; Heller, 1996;
Weissberg, 2000). In addition, several recent books, meta-
analyses, and literature reviews have identified the growing
number of empirically supported prevention and youth
development programs (e.g., Catalano, Berglund, Ryan,
Lonczak, & Hawkins, 2002; Cicchetti, Rappaport, Sandler,
& Weissberg, 2000; Durlak, 1997; Durlak & Wells, 1997;
Greenberg, Domitrovich, & Bumbarger, 2001; Gullotta &
Bloom, 2003; Sloboda & Bukoski, 2002; Tobler et al.,
2000; Weissberg & Greenberg, 1998; Weissberg, Gullotta,
Hampton, Ryan, & Adams, 1997). In other words, substan-
tial research progress has been made, the field has evolved,
and the present is a good time to share current perspectives
on best practices and highlight future challenges and
directions.

Rationale Regarding the Need for
Prevention Programs That Work

The conditions in which children are raised changed sig-
nificantly during the 20th century (Weissberg, Walberg,
O’Brien, & Kuster, 2003). Divorce occurs more frequently.
It is more common for unmarried women to bear and rear
children. Dual-career couples and employment of mothers
outside the home have become the norm. The traditional
family type with two biological parents, one working in the
home and the other working in the formal labor market,
now accounts for less than one third of all U.S. families.
Although structural changes in families are not as impor-
tant for successful child development as are parental close-
ness, communication, and discipline, these factors contrib-
ute to increased adult stress and parental absence. They
reduce time for quality adult–child interactions and make it
more challenging for families to combat harmful peer,
media, and community influences. The overall impact of
these changes on young people has been negative and
widespread.

As we enter the 21st century, substantial percentages
of young people experience mental health problems, en-
gage in risky behaviors, and lack social–emotional com-
petencies. The Surgeon General’s report on mental health
indicated that 20% of children and adolescents experience
the symptoms of a mental disorder during the course of a
year and that 75%–80% of these children fail to receive
appropriate services (U.S. Department of Health and Hu-
man Services, 1999). Dryfoos (1997) estimated that 30% of
14–17-year-olds engage in multiple high-risk behaviors
and that another 35%—considered to be at medium risk—
are involved with one or two problem behaviors. Approx-
imately 35% have little or no involvement with problem
behaviors, but they require strong and consistent support to
avoid becoming involved. Benson, Scales, Leffert, and
Roehlkepartain (1999) indicated that relatively low per-
centages of young people have personal competencies,
values, attitudes, and environmental supports that protect
against high-risk behavior and encourage the growth of
positive behaviors.

In her assessment regarding the functioning of young
people and families, Dryfoos (1994) highlighted three con-
clusions that remain true a decade later. First, a significant
proportion of children will fail to grow into contributing,
successful adults unless there are major changes in the
ways they are taught and nurtured. Second, although fam-
ilies and schools have traditionally carried out the respon-
sibilities for raising and educating children, they require
transformation to fulfill these obligations more effectively.
Finally, new kinds of community resources and arrange-
ments are needed to support the development of young
people into responsible, healthy, productive workers and
citizens.

Prevention Frameworks and
Controversies
Prevention has become a multidisciplinary science that
draws on basic and applied research from many disciplines
including psychology, public health, education, psychiatry,
social work, medicine, nursing, sociology, criminal justice,
political science, law, communications, and economics. Its
interdisciplinary origins have given strength and credibility
to the field but have also complicated attempts to achieve
consensus on a definition for prevention. Given that differ-
ent disciplinary approaches use varying theoretical per-
spectives and strategies to prevent a broad spectrum of
negative outcomes—including physical illness, mental dis-
orders, violence, school failure, health-damaging risk be-
haviors, and poverty—there is considerable debate about
the most appropriate terminology to use and the kinds of
interventions to consider.

Historically, the most common terminology used in
the fields of public health and preventive mental health
included the terms primary, secondary, and tertiary, based
on the behavioral or health status of the group targeted for
intervention (Caplan, 1964). Primary prevention included
actions to decrease the number of new cases or incidence of
a disorder, secondary prevention involved early identifica-
tion and efficient treatment to lower the prevalence of
established cases, and tertiary prevention emphasized re-
habilitation to reduce the severity of disability associated
with an existing disorder.

Thirty years later a different theoretical framework
was contained in the IOM report. Its authors explained
prevention as part of an intervention spectrum for mental
disorders that also included treatment and maintenance. In
this view, the term prevention was reserved for program-
ming that occurs before the onset of a diagnosable disorder
(Mrazek & Haggerty, 1994). They divided preventive in-
terventions into three subcategories: (a) universal preven-
tive interventions that target the general public or a whole
population group that has not been identified on the basis of
individual risk; (b) selective preventive interventions that
focus on individuals or population subgroups who have
biological, psychological, or social risk factors, placing
them at higher than average likelihood of developing a
mental disorder; and (c) indicated preventive interventions
that target high-risk individuals with detectable symptoms
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or biological markers predictive of mental disorder but do
not meet diagnostic criteria for disorder at the present time
(Munoz, Mrazek, & Haggerty, 1996).

It is beyond the purview of this article to discuss in
detail the pros and cons of these two classification systems
and the overlap and differences between them (for a dis-
cussion of these issues, see Weissberg & Greenberg, 1998).
However, one core difference merits discussion and de-
mands that informed participants take a stance—that is, the
debate regarding the extent to which youth development,
health promotion, competence enhancement, and positive
psychology are integral to prevention. Typically, primary
prevention encompasses disease/disorder prevention,
health maintenance, and health promotion and enhance-
ment. For example, Bloom and Gullotta (2003, p. 13)
defined primary prevention as “[involving] actions that
help participants (or facilitate participants helping them-
selves): (1) to prevent predictable and interrelated prob-
lems, (2) to protect existing states of health and healthy
functioning, and (3) to promote psychosocial wellness for
identified populations of people.”

In contrast, the IOM report recommended distinguish-
ing prevention from promotion efforts, offering the follow-
ing justification for exclusion:

The reason for not including it within the above spectrum is that
health promotion is not driven by an emphasis on illness, but
rather by a focus on the enhancement of well-being. It is provided
to individuals, groups, or large populations to enhance compe-
tence, self-esteem, and a sense of well-being rather than to inter-
vene to prevent psychological or social problems or mental dis-
orders. This focus on health, rather than on illness, is what
distinguished health promotion activities from the enhancement
of protective factors within a risk reduction model for preventive
interventions. (Mrazek & Haggerty, 1994, p. 27)

Several prevention theorists, who argue for a synthesis
of prevention and promotion approaches, criticize the IOM
perspective as too narrow, especially for children and youth
(e.g., Albee, 1996; Cowen, 2000; Durlak & Wells, 1997;
Weissberg & Greenberg, 1998). They recommend using
broader health-promotion and competence-enhancement
frameworks that integrate strategies for reducing risk fac-
tors and enhancing protective factors through coordinated
programming. They point out that preventing problem be-
haviors is a worthy endeavor but is a much more limited
goal (Masten & Coatsworth, 1998; Perry, 1999). It is
undisputable that young people who are not drug abusers,
who are not depressed or suicidal, who are not antisocial or
in jail, and who are not school dropouts may still lack the
resources to become healthy adults, caring family mem-
bers, responsible neighbors, productive workers, and con-
tributing citizens (Pittman, Irby, Tolman, Yohalem, & Fer-
ber, 2001). Problem-prevention efforts for young people
are most beneficial when they are coordinated with explicit
attempts to enhance their competence, connections to oth-
ers, and contributions to their community. These positive
outcomes serve a dual function: as protective factors that
decrease problem behaviors and as foundations that support
healthy development and success in life (Cicchetti et al.,
2000; Durlak & Wells, 1997; Elias et al., 1997).

The Task Force on Prevention: Promoting Strength,
Resilience, and Health in Young People endorses this
broader perspective. In the articles in this special issue, the
task force defined primary prevention for young people as
involving the dual goals of reducing the incidence of psy-
chological and physical health problems and of enhancing
social competence and health (Cowen, 1983; Weissberg &
Greenberg, 1998). These programs target systems and pol-
icies focusing on general populations through families,
schools, communities, health services, and legislation
(Black & Krishnakumar, 1998; Bronfenbrenner & Morris,
1998). They are directed to essentially well people rather
than to those with behavioral problems (i.e., universal
preventive intervention) or to those whose life circum-
stances or recent experiences increase their epidemiologi-
cal risk for negative psychosocial outcomes (i.e., selective
preventive interventions).

Given the current status of children and families in the
United States, the nation must enhance the quality of the
environments in which young people are raised and edu-
cated. Children will benefit most when families, schools,
community organizations, health care and human-service
systems, and policymakers work together to strengthen
each other’s efforts rather than working independently to
implement programs that attempt to compensate for per-
ceived deficits in social settings. Well-coordinated and
research-based strategies that prevent problems and en-
hance the social–emotional health of all children are a
sound investment in the future of the United States. Pre-
venting problems and promoting positive outcomes in the
context of coordinated primary prevention programming
require integrating the theoretical frameworks and inter-
vention strategies of prevention science (Coie et al., 1993;
Mrazek & Haggerty, 1994; Reiss & Price, 1996) with those
of positive psychology (Seligman & Csikszentmihalyi,
2000), applied developmental science (Hetherington, 1998;
Lerner, Fisher, & Weinberg, 2000), competence enhance-
ment (Masten & Coatsworth, 1998; Weissberg & Green-
berg, 1998), health promotion (Marx & Wooley, 1998;
Perry, 1999), positive youth development (Catalano et al.,
2002; Larson, 2000; Pittman et al., 2001), resilience
(Glantz & Johnson, 1999), and wellness (Cowen, 2000).

Overview of the Articles in the
Special Issue on Prevention That
Works for Children and Youth:
Accomplishments, Challenges, and
Recommendations
The articles in this special issue build on the efforts of Price
et al. (1988) and offer a more positive appraisal of the
field’s accomplishments. The articles were contributed by
nationally recognized experts and address the current status
of evidence-based prevention programming from diverse
vantage points. The opening article offers a road map of
strategic tasks for integrating science with prevention prac-
tice (Biglan, Mrazek, Carnine, & Flay, 2003). The next
article identifies principles of best prevention practices
through a review across four categorical problem areas:
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substance abuse, risky sexual behavior, school failure, and
juvenile delinquency and violence (Nation et al., 2003). In
the final five articles, specialists in the domains of families
(Kumpfer & Alvarado, 2003), schools (Greenberg et al.,
2003), communities (Wandersman & Florin, 2003), health
care settings (Johnson & Millstein, 2003), and public pol-
icy (Ripple & Zigler, 2003) review prevention findings and
discuss their implications for practice. Taken together,
these articles highlight results from the growing body of
evidence-based prevention programming across multiple
service-delivery domains and problem areas, identify re-
search contributions and limitations, and offer recommen-
dations for improving future research, policy, and practice.

Biglan et al. (2003) propose a set of action steps to
foster the widespread implementation of evidence-based
prevention practices to increase the numbers of young
people who lead successful and healthy lives. Research-
based program development uses epidemiological data to
guide the targeting and design of preventive interventions.
Building from a strong theoretical and empirical base,
communities can implement monitoring systems that as-
sess key risk and protective factors, problem behaviors, and
positive outcomes. These monitoring systems will make it
feasible for communities, states, and the federal govern-
ment to evaluate the impact of their prevention and youth
development efforts.

Biglan et al. (2003) also propose rigorous standards
for determining which preventive interventions have a suf-
ficiently strong evidence base to warrant broad dissemina-
tion. Several government and private organizations have
convened working groups to identify empirically supported
interventions to prevent drug use, violence, and HIV/
AIDS. Lists of effective prevention programs put forth by
federal agencies include the following: the Center for Sub-
stance Abuse Prevention (www.samhsa.gov/centers/csap/
modelprograms), the Centers for Disease Control and
Prevention (www.cdc.gov/hiv/projects/rep/compend.htm), the
National Institute on Drug Abuse (www.nida.nih.gov/
prevention/prevopen.html), the Office of Juvenile Justice
and Delinquency Prevention (www.colorado.edu/cspv/
blueprints/index.html and www.strengtheningfamilies.org),
the U.S. Department of Education Office of Safe and Drug-
Free Schools (www.ed.gov/offices/OSDFS/exemplary01/2_
intro2.html), and the Surgeon General’s Office (www
.surgeongeneral.gov/library/youthviolence/report.html).

A part of establishing rigorous standards for endorsing
effective practice involves acknowledging the fact that
individuals inevitably occupy multiple roles. A person can
serve as program designer and evaluator, as member of a
panel that rates programs that are similar or compete with
the panel’s own, as a decision maker about which programs
merit support and dissemination, or, as is the case of some
articles in this special issue, as an author describing and
endorsing some programs while excluding others. Conflicts
of interest are to some extent an expected part of nearly all
scholarly domains. However, when the products of schol-
arly endeavors are held up as models or selected for par-
ticular notice or funding, the complexity of group and
individual interests multiplies. Transparency of relation-

ships and interests, the use of experts who are independent
and impartial in the context of the task at hand, the standard
practice of using a plurality in making decisions about
which programs to support, and independent replication of
research results are helpful navigational tools. In the arti-
cles in this special issue, readers will find disclosures that
are intended to illuminate the interests of the authors when
they may be seen as connected to the opinions or conclu-
sions contained in the text.

Although the impartial identification of evidence-
based programs is a positive step forward, schools and
communities that aspire to implement quality programming
face high hurdles. Wandersman and Florin (2003) point out
that successful community-based prevention programming
involves effectively navigating a wide constellation of in-
terconnected pieces. The five essential steps are assessing
community needs and resources, selecting appropriate ev-
idence-based interventions for specific target groups to
produce desired outcomes, coordinating newly adopted
programming with other initiatives already under way,
establishing resources and supports for quality implemen-
tation, and conducting ongoing process and outcome eval-
uations to foster appropriate program adaptation and im-
provement. Wandersman and Florin report that community
prevention efforts have produced a mixed record of suc-
cess. They suggest that prevention science is not suffi-
ciently well developed to provide research-based guidance
regarding issues of community needs assessment and pro-
gram coordination, implementation, adaptation, and sus-
tainability. Their opinions are endorsed by Biglan et al.
(2003), who call for more research to evaluate methods that
support the effective selection and implementation of em-
pirically based practices. They also describe the need for an
infrastructure of organizations to assist schools, organiza-
tions, health care settings, communities, and states in im-
plementing and evaluating researched-based youth devel-
opment programming.

Several authors in this special issue offer convergent
perspectives regarding the conceptualization, design, im-
plementation, and evaluation of comprehensive prevention
and youth development initiatives. Nation et al. (2003)
conducted a systematic analysis of diverse problem-pre-
vention literature reviews and garnered core principles for
prevention programming. Their findings are complemented
by conclusions shared in reviews of family, school, com-
munity, health care, and public policy preventive interven-
tions (Greenberg et al., 2003; Johnson & Millstein, 2003;
Kumpfer & Alvarado, 2003; Ripple & Zigler, 2003; Wan-
dersman & Florin, 2003). Although domain-specific prac-
tices may be more relevant for a targeted outcome or single
delivery system, Nation et al. and other contributors point
out that coordinated prevention programming that works
has the following six characteristics.

1. Uses a research-based risk and protective factor
framework that involves families, peers, schools, and com-
munities as partners to target multiple outcomes. Effective
preventive interventions are based on sound theories of
child and organizational development and incorporate sci-
entific approaches that demonstrate beneficial effects on
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children’s attitudes and behavior and the systems that serve
them (Bronfenbrenner & Morris, 1998; Reiss & Price,
1996). Given the interrelationships among problem behav-
iors and their developmental trajectories, comprehensive
prevention and health promotion programs are designed to
address common personal, family, school, and community
risk and protective factors for diverse outcomes rather than
being structured primarily to reduce problem behaviors in
a single area (Jessor, 1993). It is both feasible and cost-
effective to target multiple outcomes in the context of a
coordinated set of youth development and health promotion
programs (Flay, 2002).

No single program component can prevent multiple
high-risk behaviors. Rather, a set of coordinated, collabo-
rative strategies and programs is required in each commu-
nity (Dryfoos, 1997). Family-focused prevention efforts
have a greater impact than strategies that focus only on
parents or on children (Kumpfer & Alvarado, 2003). Sim-
ilarly, combined school and family programs deliver more
benefits than those managed in isolation from each other
(Greenberg et al., 2003; Kumpfer, Alvarado, Tait, &
Turner, 2002). Also, community programs that include
policy changes and media campaigns are more effective
when they are coordinated with family, peer, and school
components (Wandersman & Florin, 2003).

2. Is long term, age specific, and culturally appropri-
ate. Youth development is a continuous process, and ex-
periences at any given age are influenced by and build on
prior experiences. In addition, the physical and psycholog-
ical resources and supports required for optimal develop-
ment vary according to the needs of each age and cultural
group. Programs are most effective when they are tailored
to the cultural, community, and developmental norms of
program participants and include target groups and service
providers in program planning, implementation, and eval-
uation (Schinke & Matthieu, 2003). Prevention program-
ming is most effective if it is continuous and comprises a
series of socioculturally appropriate and coordinated pro-
grams for each particular stage of development: prenatal,
infancy, toddlerhood, preschool years, elementary school
years, middle childhood, and adolescence. Prevention ef-
forts must begin earlier and be more intensive when tar-
geting populations with higher levels of risk (Zigler &
Berman, 1983).

3. Fosters development of individuals who are healthy
and fully engaged through teaching them to apply social–
emotional skills and ethical values in daily life. Effective
programming that enhances children’s social, emotional,
and ethical behavior uses diverse, interactive skills training
methods (e.g., role plays, modeling, applied practice) and
creates opportunities for effective use of the newly learned
skills in daily life (Bandura, 1995; Hawkins & Weis, 1985;
Ladd & Mize, 1983). Young people learn to recognize and
manage their emotions, appreciate the perspectives of oth-
ers, establish positive goals, make good decisions, and
handle interpersonal situations and conflicts. They also
develop responsible and respectful attitudes and values
about self, others, work, health, and community service
(Collaborative for Academic, Social, and Emotional Learn-

ing, 2003; Elias et al., 1997). In many effective programs
young people are encouraged to take active roles in orga-
nizations and communities and to identify and implement
their own solutions. Such collaborative processes foster
greater participation and connection to prosocial peers,
adults, and institutions and decrease the likelihood of risky
behavior (Benson et al., 1999; Pittman et al., 2001).

4. Aims to establish policies, institutional practices,
and environmental supports that nurture optimal develop-
ment. Safe and stable environments, basic care and ser-
vices, and high-quality training programs provide a foun-
dation for healthy behavior. To develop optimally, young
people also need social supports and positive relationships
with prosocial peers and adults who provide nurturing,
clear standards, high expectations, guidance, and encour-
agement (Catalano et al., 2002; McNeeley, Nonnemaker, &
Blum, 2002; Resnick et al., 1997). They also benefit from
opportunities to take on new roles and responsibilities,
master challenges, and contribute to their family and com-
munity. Although some well-designed, child-focused pro-
grams may yield short-term positive effects, it is important
to remember that young people grow up in families,
schools, and neighborhoods, not in programs. Therefore,
effective programs often seek to introduce policies and to
structure communities, organizations, and settings that sys-
tematically and regularly provide services, supports, and
opportunities for families and children as an integral part of
standard practice (Pittman et al., 2001; Ripple & Zigler,
2003).

5. Selects, trains, and supports interpersonally skilled
staff to implement programming effectively. Well-planned
staff development provides basic theoretical knowledge,
clear program goals and objectives, modeling and practice
of effective intervention strategies, regular coaching, and
constructive feedback from colleagues (Hall & Hord,
2001). Prevention programming must be effectively imple-
mented to produce optimal child outcomes. In addition,
program impact is mediated by a program provider’s per-
sonal efficacy, mastery in conveying program content,
warmth, empathy, humor, relationship skills, and capacity
to guide and foster the skill development and application of
young people (Kumpfer & Alvarado, 2003). Thus, recruit-
ing and training skilled, high-quality staff are essential to
beneficial programming.

6. Incorporates and adapts evidence-based program-
ming to meet local community needs through strategic
planning, ongoing evaluation, and continuous improve-
ment. Effective prevention practice involves convening key
players who assess community needs and plan strategically
to establish priority goals and feasible action steps to
achieve them. A comprehensive needs assessment uses
multiple methods to identify community problems,
strengths, current activities, and concerns from diverse
perspectives. A core implementation challenge involves
selecting and coordinating empirically supported program-
ming with current community strengths, resources, and
initiatives. It is critical to gather ongoing process and
outcome data to assess implementation quality, measure
program impact, analyze cost-effectiveness and cost–ben-
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efits, document accountability for stakeholders, and shape
program improvement (Tebes, Kaufman, & Connell, 2003;
Wandersman & Florin, 2003).

Conclusions and Future Directions

Despite the growing achievements in prevention theory,
research, and practice, considerable progress is still needed
if significant numbers of children are to experience tangible
benefits in their lives. One of the field’s highest priorities
and payoffs will come from systematically evaluating mul-
tiyear, multicomponent programs that target multiple social
and health outcomes. Our understanding of mediating and
moderating variables that influence program effects—es-
pecially in larger systems like schools and communi-
ties—is limited. Research studies should pay greater atten-
tion to process measures of program quality and fidelity,
rather than focusing primarily on the more typical strategy
of outcome evaluations. Researchers and practitioners alike
need to know the implementation conditions and variations
that maximize program impacts. A broader range of out-
come measures should be collected to assess educational,
health, and environmental change. Standardized measures
agreed on for different common outcomes are needed to
allow comparison of data across research projects.

A major issue in the prevention field is the degree to
which programs should target specific at-risk groups using
selective or indicated prevention approaches or spread
across all groups with no differentiation using universal
prevention approaches. Universal prevention programs are
generally not of sufficient dosage or targeted enough to
have a discernible impact on higher risk children. A num-
ber of recently published comprehensive prevention pro-
grams combining universal, selective, and indicated ap-
proaches in multicomponent, multiyear projects are
showing highly positive effects (Catalano et al., 2002;
Greenberg et al., 2001). These comprehensive programs
often involve community, school, and family components
that support young people’s application of social and life
skills across varied settings.

Although a number of effective individual prevention
programs have been identified, additional research is
needed on how to disseminate and promote their adoption
and effective implementation (Backer, 2000; Kumpfer &
Kafterian, 2000). Collaborations of researchers with prac-
titioners are critical to elucidate how this “diffusion of
innovations” can best be achieved. We need to understand
more about both the allure and the actual impact of pro-
grams that are popular with practitioners but currently lack
documented research support through efficacy and effec-
tiveness trials. Criteria for determining acceptable “evi-
dence-based practices,” both in terms of the variables ex-
amined and levels of evidence achieved, should be more
standardized across the prevention field (Biglan et al.,
2003). In addition, we should not forget that programs
based on principles of effective prevention are not neces-
sarily effective. They still need to be tested through sys-
tematic research and ongoing evaluation. Too many prac-
titioners are using such lists of principles to say their own

homegrown—but untested—programs are effective, based
on underlying principles alone.

The federal or state government’s role in child welfare
and family policies is relatively weak in the United States
compared with other countries (Ripple & Zigler, 2003).
Despite sufficient research demonstrating the effectiveness
of school, family, and community prevention approaches
for adolescent health and social problems, many policy-
makers remain unconvinced about the benefits of preven-
tion practice. Prevention that works requires coordinated
approaches and multiyear commitments. Accordingly, pre-
vention researchers and practitioners should provide data to
and align with political leaders who are committed to
long-term results rather than short-term solutions. The
funding base for the prevention field is suffering, as is the
physical and mental health of children in the United States.
With budget crises in most states, cuts are being made in
health, drug treatment and prevention, delinquency preven-
tion, and mental health services because states cannot sup-
port the required federal matches.

Despite the high rates of adolescent mental health,
delinquency, and drug abuse problems, prevention is still
not a sufficiently high priority for state or federal policy-
makers and funders. Federal and state policymakers can
create prevention agendas and priorities that influence pre-
vention approaches nationwide through shaping the most
effective use of prevention funds (Ripple & Zigler, 2003).
Fortunately, policymakers have decided that accountability
is a high priority for such programs and are mandating that
the limited funds at least be used for evidence-based prac-
tices. Federal, state, and local prevention agencies respon-
sible for coordinating prevention research and funding of
prevention programs to promote positive child and youth
development would greatly advance the field. Rather than
categorical funding to promote research on one part of the
child development puzzle, a more productive strategy
would bring prevention researchers and practitioners to-
gether to examine interventions that affect multiple out-
comes across multiple delivery sites (e.g., youth and family
services agencies, schools, faith-based organizations,
courts, health care organizations, and community
coalitions).

Researchers and practitioners should become more
active in public policy advocacy that would support in-
creased funding for prevention research, practice, and train-
ing at the federal, state, and local levels. The field must
coalesce into a recognized profession and discipline. A
cadre of young prevention researchers and practitioners
must be attracted to the field and be trained by the “gray-
ing” corps of experts. Effective multidisciplinary preven-
tion training programs should be firmly established in in-
stitutions of higher education (Weissberg, 2000).

In summary, the articles in this special issue on Pre-
vention That Works for Children and Youth document that
substantial gains have been made in prevention research,
practice, and policy since the report of the first APA task
force (Price et al., 1988). Major advances have been
achieved in the domains of family (Kumpfer & Alvarado,
2003), school (Greenberg et al., 2003), and community
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programming (Wandersman & Florin, 2003). Johnson and
Millstein (2003) highlight a few successful research-based
exemplars in health care settings but note that the empirical
literature is relatively sparse. Still, they make a strong case
for the widespread impact that behaviorally based preven-
tion programs can have, and they identify multiple oppor-
tunities for psychologists’ participation across a wide va-
riety of health care settings. Ripple and Zigler (2003)
provide promising data regarding the benefits of prevention
policy for children and suggest ways to overcome the
unfortunate gap in the knowledge base because public
policy has the most potential of any tool to enhance the
health and development of millions of children. Overall,
the picture of accomplishment in prevention research and
practice for young people is brightening. The most impor-
tant advances regarding the effective implementation of
empirically supported prevention programming will occur
during the next decade (Weissberg et al., 1997). Given the
advances of scientists and practitioners documented in this
special issue, we look forward to an era in which national
data trends indicate that children and youth in the United
States are healthier and more successful in school and life.
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