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8 March, 2023

Kathryn O’Sullivan

Committee Secretary

Legal Affairs and Safety Committee
QUEENSLAND PARLIAMENTARY SERVICE
Parliament House

Cnr George and Alice Streets Brisbane QId 4000
Ph: 07 3553 6641

Re: Legal Affairs and Safety Committee inquiry in the Police powers and
Responsibilities and other Legislation Amendment Bill 2023

(Under the New Legislation the Queensland's Police Minister Mark Ryan
wants to expand the state's Police Drug Diversion Program (PDDP).

First, the person is given a warning when they are caught with MDMA,
COCINE, HERION and on the second and third time occasions the
opportunity to participate in a drug diversion program. Only on the fourth
time they are caught with drugs are police required to issue a person with a
court notice to appear on a charge of possession-and even then, they may
be spared a conviction.)

It is very concerning that these new laws will have the effect of negating or
undermining the deterrent effect of the law regarding illicit drug use. The
primary purpose of penalties for illicit drug possession and trafficking is to
make it less likely that a person will consume or deal in drugs. The
evidence is unequivocal: the threat and perception of being caught using
and selling illicit drugs has the effect of preventing people from doing so.
This is so clearly evidenced by the fact that over 80% of Australians use
the legal drug alcohol, but only around 12% use illegal cannabis.

For example, visible Police presence and use of sniffer dogs has very
significant effects resulting in many people choosing not to take drugs into
a venue. It's not the purpose of the law and its enforcement to punish
young people, but to dissuade them from committing a crime in the first
place. This is primary prevention and the most effective method of reducing
drug use and preventing harm. Permissive laws have the unquestionable



effect of increasing the number of people who use illicit drugs and exposing
them to the dangers associated with them.

It does appear that no Cost-Benefit Analysis (see attached) was performed
regarding this legislation because MDMA, COCAINE, HEROIN is illegal
simply because they are very harmful and addictive to the user. Our
question to the Queensland Government is who advocates the
decriminalisation of drugs needs to explain how they think decriminalisation
would make the Queensland situation any better. Does anyone honestly
think that decriminalisation would lead to less, rather than more, drug use?
It does appear that these true believers carry on, convinced that they're
doing right by helping addicts do more drugs. It's an unconscionable
position. All people deserve a chance to live free of the substances
preventing them from a healthy, self-sufficient life. They need someone to
say, "l believe in you; let me help you escape addiction," not, "You're a
drug user, let me help you remain an addict." Queensland will just have
more drug-affected drivers on our roads and the workplace will become a
battlefield because these drugs are ‘legal’.

Add to that the problems for families out line below. This research in
Chapter 9 on the financial impact on families of illicit drug use will provide
clear explanation.

https://www.aph.gov.au/Parliamentary Business/Committees/House of R
epresentatives Committees?url=fhs/illicitdrugs/report/chapter9.htm

lllicit drug use presents significant financial, psychological and social costs
on individuals and families. This chapter assesses the direct and indirect
financial costs of illicit drug use on families. As with the other aspects of
illicit drug use, the financial costs extend beyond the immediate impact on
the user and bear on their wider family and ultimately the community.

This chapter examines the extent of the actual or direct costs associated
with drug use, including activities which may be involved in maintaining a
habit (including criminal activity and its ramifications) and the costs
associated with treatment. Further, the committee acknowledges the
indirect costs which may be borne by the family of a drug user, including
loss of income (particularly for carers) and additional housing costs.



Policies that focus on reducing harm and providing treatment, education,
and prevention, not punishment, can prevent problematic drug use and
heal those dependent on drugs, without involving the criminal justice
system. DRUG PREVENTION - THERE ARE NO MYSTERIES

We know exactly what to do see attached.

Apart from its other benefits, developing a health-based approach to drug
addiction might just allow the criminal justice system to focus its talents and
resources on organised crime and illegal drug traffickers and
manufacturers — remember that decriminalisation always increases drug
use, as evidenced in our attached long submission, which grows the
criminal trade. - rather than looking away from users - often the people who
are in most need of help.

Concerns are that this law not only appears to be aiding and abetting the
drug user and suppliers but also reduces the chances of early intervention
if they do choose to use drugs. The research evidence clearly shows that
early intervention has the best chance of success when a person has
started to use drugs. This law should be to help that person so that when
they come to the attention of police the first time, they should be referred to
a team working with the drug courts that bring the family, school, their
social network and health professionals to support and help that person
overcome whatever their problems might be.

It's very important that the Committee be reminded regarding Australia
being a signatury to the following U.N. treaties.

1.Single Convention on Narcotic Drugs of 1961 as amended by the 1972
Protocol Commentary on the Single Convention on Narcotic Drugs, 1961:
English

2.Commentary on the Protocol Amending the Single Convention on
Narcotic Drugs, 1961: English Convention on Psychotropic Substances of
1971

3. Commentary on the Convention on Psychotropic Substances, 1971:
English United Nations Convention against lllicit Traffic in Narcotic Drugs
and Psychotropic Substances of 1988 Commentary on the United Nations
Convention against lllicit Traffic in Narcotic Drugs and Psychotropic



Substances, 1988: English
https://www.unodc.org/unodc/en/treaties/index.htmi

The INCB Report for 2021 has concerns which apply to Cannabis - how
much more to drugs such as MDMA, COCAINE, HEROIN?

It does appear that the changes in the Legislation Amendment Bill 2023 is
just another step in the well-worn narrative being parroted on the ‘let’s
legalise campaign, ‘War Against Drugs Has Failed’, ‘all the money that will
be saved by not having to enforce anti-drug laws, everyone is using it or
okay with people using it, so time to change these laws. This will have the
effect of negating or undermining the deterrent effect of the law regarding
illicit drug use

Kind Regards

Herschel Baker

International Liaison Director

Queensland Director

Drug Free Australia Prevent. Don't Promote Drug Use
E: drugfreeaust@drugfree.org.au

E: admin@drugfree.org.au

W: drugfree.org.au
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Benefit-Cost Analysis

issues

and Crime Prevention
John Chisholm

Governments have long used cost-benefit analysis and related techniques to determine
whether infrastructure such as roads or dams should be constructed. Cost-benefit
analysis in crime prevention is a relatively new field—it has rarely been used even
though crime costs the Australian community approximately $18 billion per year; that
is, 4 per cent of Gross Domestic Product (GDP).

This paper outlines techniques of cost-benefit analysis and gives some evaluated
examples in crime prevention. These are mostly overseas examples, as Australian
analysis is in its infancy. It may be the case that a dollar spent on early childhood
development will yield a greater net benefit than the same dollar spent on an additional
prison cell

Notall early intervention programs are necessarily cost effective. This paper cites
the (American) Perry Preschool Program which, forevery dollar spent on the program,
the community gained roughly $7 work of benefits in crime reduction and improvement
of life opportunities. It also cites the Hawaii Healthy Start Program which, forevery
dollar spent, yielded a benefit ofonly 38 cents.

Insituational crime prevention, the measurements are easier and more direct. In
the (British) Kirkholt housing estate, every £1 spent on a burglary reduction program
yielded £5 in savings, while in an Australian study, every dollar spent by the Victorian
Totalizator Agency Board (TAB) yielded a $1.70 benefit in reduced robberies.

As crime imposes considerable costs on society in terms of financial, emotional,
and opportunities forgone, identifying and investing in effective programs is a winning
strategy.

Adam Graycar
Director

he Australian Institute of Criminology has estimated that the

annual costs of criminal events for 1996 in Australia were be-
tween $11 billion and $13 billion. Given the difficulty in attaching
dollar values to the intangibles, this figure is most likely to be an
underestimate. Nevertheless, it still represents a considerable loss to
society, in the order of 2.5 per cent of Gross Domestic Product
(GDP). When the money spent on intervention and prevention,
including criminal justice and security industry activities, the above
figure is increased by a further $8 billion dollars a year (Walker
1996).

The bottom line is that crime and the methods used to prevent it
are costly. What is important for society as a whole, and policy
makers in particular, is to ensure that scarce tax dollars, that could
be used for a host of competing alternatives, are efficiently allocated
to effective programs or policies. This does not necessarily mean that
resources should be allocated to those crime prevention initiatives
that are most effective in reducing the level of crime, but that addi-
tional tax dollars be allocated in such a way to maximise the return
(lower crime) per dollar spent. A relevant technique, developed by
economists in the 1930s, used to determine the efficient allocation of
resources is benefit-cost or cost-benefit analysis (CBA).

What is Benefit-Cost Analysis?

In its strictest form, social benefit-cost analysis represents a concep-
tual framework for evaluating and comparing various investment
projects within the government sector, for example more prison beds
or more nurses for prenatal home visits. Benefit-cost analysis and
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closely related techniques such as

cost-effectiveness analysis can be

used:

| to find the greatest benefit for
a given budget,

| to determine the optimal
amount to be spent on a
project, and
| as a guide to project selection
or maintenance.
There are two major types of cost-
benefit analyses that can help
government in resource allocation
decisions. Ex-ante CBA, the
common form of CBA, has a
direct and immediate impact for
assisting governments in making
decisions about the allocation of
scarce resources. Ex-post CBA
analysis is undertaken after a
program is up and running. This
type of CBA can not directly and
immediately inform governments
about resource decisions, because
costs are already sunk. However,
they are particularly useful,
especially in the area of crime
prevention, because the effective-
ness of a program can be better
gauged and subsequent benefits
can be more readily calculated.
The feasibility, or otherwise, of
replicating the program else-
where, may also be more appar-
ent.

Benefit-Cost Analysis in Practice
and the Importance of Evaluation

Australian Institute of Criminology

the underlying evaluation they
are based upon.

If an adequate evaluation is
available, and evaluations should
be designed to provide the rel-
evant information for benefit-cost
analyses, then what are the steps
in carrying out a benefit-cost
analysis? These steps are listed
below (Barnett 1993).

It is important to emphasise
that while this list, together with
the examples provided below,
may make benefit-cost analysis
appear simple, this is certainly
not the case. Issues such as what
the appropriate value of the
social discount rate should be (for
instance, what the cumulative
discounted savings and costs
over time should be), how to
guantify the values of life and
limb, and what benefits to in-
clude, all combine to make the
actual task of evaluating a crime
prevention program using ben-
efit-cost analysis extremely
difficult. As one author put it
“there are everywhere pitfalls for
the unwary” (Mishan 1971, p. 1).

Or, as another analyst put it:
“Estimating the social costs and
benefits of competing transporta-
tion or environmental polices is
no analytical picnic. But estimat-
ing them for imprisonment and
other sentencing [or crime pre-
vention] options is a certain
analytical migraine” (Dilulio &
Piehl 1995). The next section
turns to some real-world exam-
ples of crime prevention pro-
grams that have been evaluated
using benefit-cost analysis.

Benefit-Cost Analyses of Crime
Prevention Programs

Crime prevention can be con-
strued as a time continuum, with
pre-natal intervention at one
extreme and incarceration at the
other. In between these extremes
lie an array of social and develop-
mental programs for early child-
hood, juvenile (both delinquent
and non-delinquent), and adult
offenders. Moreover, there are the
many situational programs that
can either be directly targeted at
specific offenders (by offence type

Standard Procedures for Conducting a Cost-Benefit Analysis

comparison.

Define the scope of the analysis.
Establish the range of benefits to compare and identify the limits of the

|

Very few crime prevention pro-
grams, practices, or policies have
used benefit-cost analysis. The
main reason for this is because of
a lack of rigorous program evalu-
ation, which provides the neces-
sary foundation for benefit-cost
analysis. In order to determine
the monetary benefits that stem
from a reduction in crime, a
program must provide estimates
of its effectiveness in reducing the
level of crime. Although before
and after comparisons can be
useful, for most programs the
only truly effective method of
determining a program’s overall
effectiveness is via an experimen-
tal or quasi-experimental research
design (Ekblom & Pease 1995).
Essentially, all benefit-cost analy-
ses of crime prevention programs
and practices are only as good as

Obtain estimates of program effects
(comparing control and treatment groups before and after).
The benefits of a program are obtained from the effectiveness of the program.

|

Estimate the monetary value of all costs and benefits.
The central tenet of any cost-benefit analysis is the estimation of the monetary

value of program effects.

Calculate the present value and assess profitability.
Account for inflation and the time value of money by discounting the stream of all
costs and benefits over time using the social discount rate.

|

Describe and incor porate the distribution of costsand benefits.
Although a positive net present value tells us that the program was profitable for
society as awhole, it reveals nothing about who actually gains and loses.

|

Conduct sensitivity analysis.
Estimating the costs and benefits of a crime prevention program relies upon
certain assumptions, for example the effectiveness of the program and the cost of
crime. Sensitivity analysis alters these assumptions and tests whether or not the
program is gtill cost-beneficial.




or age) or targeted more gener-
ally at reducing crime rates.

Examples of Cost-/Benefit-
Analysis in Crime Prevention

Early Childhood Programs
The recent release of a report to
the Minister of Justice and Cus-
toms, published by the National
Crime Prevention (1999), has
confirmed Australia’s commit-
ment to the international trend
towards increased reliance upon
early childhood programs as an
effective means of crime preven-
tion. There are at least two impor-
tant points with respect to this
movement. First, the success of
the early childhood programs
that have formed the basis for the
current resurgence; for instance,
the Perry Preschool Program and
the Elmira Early Infancy Project
(Schweinhart et al. 1993, Olds et
al. 1997) were not primarily
designed to prevent crime.
Rather, they were established as a
way of increasing the life chances
of socio-economically disadvan-
taged children, via better health,
education, and employment.
Second, the effectiveness of these
programs does not tell us any-
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thing about their relative effi-
ciency in terms of reducing crime
in a cost-effective manner.

In response to the first of
these points, it should be made
clear that, by definition, a social
benefit-cost analysis should
consider all the social costs and
benefits of a proposed program.
Subsequently, if an early child-
hood program produces ancillary
benefits beyond a reduction in
criminal involvement, then these
should be incorporated into the
analysis. If the results from a
benefit-cost analysis are fully
transparent, future researchers
will be able to recalculate the
original results and be able to
estimate benefit-cost ratios for
specific benefits, for example, a
reduction in criminal involve-
ment or lower school dropout
rates.

Both the Perry Preschool
Enrichment Program and the
Elmira Nurse Home Visitation
Program have been well evalu-
ated. Moreover, both have been
analysed rigorously using ben-
efit-cost analysis. The results from
these studies were both positive, in
other words, the quantified benefits
outweighed the costs of the program.
However, the study by Olds et al.

Perry Preschool is a two year pre-school enrichment program for children in poverty, it
involves weekly home visits by a teacher. Its most recent evaluation (Schweinhart et al.
1993) estimated the costs and benefits of the life outcomes of participants at age 27.

Measuring a range of benefits stemming from both areduction in crime and a
general improvement in life opportunities, the program was found to be cost-benefi-
cial. The benefit-cost ratio was estimated to be 7.16. Thus, for every dollar spent on the
program, society and/or program participants gained roughly $7 worth of benefits.

An economic evaluation (Aos et al. 1998) of the benefits of the Perry Program in
terms of criminal justice and victim costs avoided revealed a benefit-cost ratio of 2.16.
Thus, for every tax dollar spent on the program, it is estimated that society and potential
victims of crime will save approximately $2 in future avoided costs.

saved them over $4.00 down the track.

The Prenatal/Early Infancy Project (PEIP), commonly referred to as the Elmira program,
involved both prenatal and postnatal visits by nurses to economically disadvantaged first-
time mothers and their children in semi-rural homes around Elmira, New York. The
program targeted those women considered to be at high risk for poor child and family
outcomes. These were further disaggregated into high and low risk.

Approximately ten separate papers have reviewed different measurable outcornes from
the program, including maternal welfare dependence, criminality, child abuse and neglect,
and substance abuse. Some of these have contained a cost-benefit analysis. In particular
Olds et al (1997) found that benefit-cost ratios was 0.51 for all families, and 1.06 for low-
income families. The bulk of savings came from decreased reliance upon welfare payments.

The RAND study by Greenwood et al. (1996) found that the cost-savings to govern-
ments from the Elmira program for high-risk families ranged between 0.62 and 4.05. Thus,
under certain circumstances, for each dollar invested by governments in the program, it

(1997) indicated that the project
was only cost-beneficial for high-
risk families. Those factors con-
sidered as characterising a family
at high risk included mother
being younger than 19 years,
unmarried, and/or of low socio-
economic status.

The results from these studies
showed that society can obtain
positive social and financial gains
from well-implemented early
intervention programs. However,
other early childhood programs
have not always been so cost-
effective. Among the less success-
ful programs was the Hawaii
Healthy Start Program (Earl
1995). This illustrates the impor-
tance of applying benefit-cost
analysis, since not all early child-
hood programs are effective and/
or efficient.

The Hawaii Healthy Start program
consisted of home visits by nurses for
mothers prior and post birth. It offered a
range of services, assistance, and support
for disadvantaged families. The benefit-
cost ratio in terms of reduced child abuse
and neglect was found to be 0.38. Thus,
for every dollar spent on the program,
only 38 cents worth of benefits were
gained.

Juvenile Offender Programs

Juvenile offender programs are
designed to “treat” offenders who
are already in the criminal justice
system. These programs have the
clear objective of reducing further
delinquent and/or criminal
behaviour. Unlike many other
crime prevention programs that
have a range of measurable
outcomes, juvenile offender
programs are primarily con-
cerned with the gains from
reductions in just one outcome,
that is, the future criminal justice
costs and/or victim costs. Of
course, this does not preclude the
possibility of measuring and
including ancillary benefits, but
to date studies have not generally
done so.

Lipsey (1984) was among the
first to apply cost-benefit analysis
to juvenile delinquency pro-
grams. Rather than targeting one
program, he developed a model
to determine the benefit-cost




ratios across a collective range of
delinquency programs in Los
Angeles County. In arriving at
these estimates, he obtained
information on delinquency risk
factors, the success rate of various
programs, and the cost differen-
tial between these programs and
the criminal justice system.
Lipsey obtains estimates of the
average cost of a juvenile offence
in terms of both criminal justice
costs and victim costs. Lipsey
suggests that this information can
be used by governments to
estimate potential savings to
potential victims or the criminal
justice system, or both.

The Los Angeles County delinquency
prevention program consisted of 13joint
regional projects. In 1984, these programs
treated roughly 10,000 youths per year.
Generally, treatment consisted of a 10-
week family counselling service provided
by arange of community services.

Lipsey (1984) estimates a range of
collective cost-benefit ratios for these
programs. These range from 0.17t0 8.79.
However, the most likely range for the
benefit-cost ratio is between 0.82 and
1.40. Thus, taking the average of these
two likely estimates the cost-benefit ratio
is 1.11. Thus, for every dollar the govern-
ment invests in delinquency prevention
programs, they will save $1.11 in reduced
criminal justice and victim costs.

The Washington State Insti-
tute of Public Policy has recently
completed an in-depth economic
analysis with particular emphasis
upon the cost-savings to taxpay-
ers and crime victims (Aos et al.
1998). This report found that
Functional Family Therapy
(Alexander & Parsons 1973) and
Aggression Replacement Training
(Goldstein et al. 1998) were
among the most cost-effective
programs. Based on this evidence,
the Washington State Juvenile
Courts chose these two programs
to be implemented on a large
scale towards the end of 1998.
Some of the reasons why these
programs represent a promising
means of reducing crime and
delinquency include:

| These programs usually begin
with a clear objective prior to
implementation.
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| Because the timing of this
intervention allows offenders
to be readily identified,
problems that plague early
intervention, such as decay
and targeting, are not so
detrimental.

| The nature of the intervention
is conducive to a strong
research design that facilitates
rigorous evaluation.

Family Functional Therapy is a family
intervention program which aims to
change the maladaptive behaviours of
high-risk youth and families by reducing
personal, societal, and economic hardship.

An economic evaluation (Aos et al.
1998) of the benefits of the Family
Functional Therapy program in terms of
criminal justice costs and victim costs
avoided revealed a benefit-cost ratio of
10.99. Thus, for each dollar spent on the
program, society gained around $11 in
benefits.

NorrJuvenile Offender Programs

Non-juvenile offender based
programs, like the Quantum
Opportunities Program (Hahn
1994), Big Brothers/Big Sisters of
America (McGill 1998), and Job
Corps (Long et al. 1981), typically
try to alter a diverse range of
behaviours including substance
abuse, teenage pregnancy, aca-
demic performance, and employ-
ability. Adolescent programs have
also sought to measure their
effectiveness in reducing delin-
guent and anti-social behaviour.
It is important to note, however,
that adolescent programs do not
specify a reduction in crime and
delinquency as the primary
objective of the program. Never-
theless, like both the Perry Pre-
school and Elmira programs,
these three non-juvenile offender-
based programs were shown to be
cost-beneficial. In terms of their
effectiveness in preventing crime,
it should be recognised that, in
contrast to preschool enrichment
and nurse home visit programs,
the beneficial result of adolescent
programs often accrue within just
a few years of the program’s
implementation.

Based on cost-benefit/effec-
tiveness and economic analyses,
adolescent programs (both juve-
nile and non-juvenile), particu-

larly those targeted at high-risk
youth, can be financially sound
investments. This observation
does not necessarily imply that
they should represent substitute
programs for early intervention,
but rather that they should act as
a complimentary program. To
this end, where there are prob-
lems associated with decay and
targeting, adolescent programs
can be used as a “booster shot”
for an equally important phase of
development and transition
point, that is, the onset of adoles-
cence.

The Quantum Opportunities Program
consisted of a four-year intervention
program for disadvantaged high-school
youth. Initiatives included mentoring,
tutoring, life skills, and financial incen-
tives (Hahn 1994).

The program was found to be cost-
beneficial with a ratio of 3.04, suggesting
that for each dollar spent on the program,
society and the individual gained roughly
$3worth of benefits.

Situational Crime Prevention

Situational crime prevention
initiatives lend themselves more
readily to benefit-cost analysis
than any other type of crime
prevention strategy. The reasons
for this include the comparative
ease by which cost-estimates of
the program’s hardware and
labour can be obtained, the crime
specific target of many programs,
and the reliance on a compara-
tively inexpensive before and
after evaluation method.

Two examples of situational
crime prevention programs are
the Kirkholt Burglary Prevention
Project (Forrester et al. 1990) and
the cash reduction and robbery
prevention in the Victorian TAB
(Clarke & McGrath 1990). Both
were shown to return a net benefit,
that is, the financial outlays were
less than the financial gains in terms
of reduced burglaries and robberies.
However, it is important to
recognise that if such factors as
displacement (for example,
offenders may target areas not
covered by the program) were
accounted for, these net benefits
would almost certainly be
reduced.
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system.

The Kirkholt housing estate (2,280 dwellings) near Rochdale in the UK experienced a high
level of burglary during the mid-1980s. To counter this problem a multi-prevention
approach, involving two phases of mainly situational crime prevention initiatives, was
implemented. The first phase adopted a range of victim-focused prevention initiatives, for
example, target hardening and target removal. The second phase adopted a range of offender
and community based crime prevention initiatives, for example, a neighbourhood watch

Forrester et al. (1990) carried out a cost-benefit analysis of the Kirkholt Project. It was
shown that the program would lead to considerable cost savings from reduced burglary
victimisation. The estimated cost-benefit ratio was 5:04. Thus, for every pound spent on the
program, it would lead to a saving of around 5 pounds in reduced burglary costs.

Beginning in the early 1980s, the Victorian TABs introduced an array of target hardening
measures, for example, main safes fitted with time locks. The purpose of this situational
crime prevention measure was to reduce the increasing level of robbery. A benefit-cost
analysis (Clarke and McGrath 1990) revealed a ratio of 1.71, for instance, for every dollar

spent on cash reducing hardware, the TABs saved $1.70 from reduced robberies.

Correctional Interventionand
Prevention

In the absence of an effective
early intervention, juvenile, or
situational crime prevention
program, society can turn to
correctional programs. Two areas
where correctional programs are
commonly used are in treating
drug dependent users and sex
offenders. Caulkins et al. (1997)
have analysed the effectiveness of
certain facets of a “zero toler-
ance” approach including law
enforcement and longer sen-
tences, for cocaine abuse in the
US. Their findings suggested that,
for each additional $1 million spent,
imposing longer sentences would
reduce drug consumption by only
half as much as conventional enforce-
ment and sentencing, and only one-
eighth as much as treatment of heavy
users. These finding are sup-
ported by the benefit-cost studies
of the California Drug Treatment
Program (Gerstien et al. 1994).
This drug treatment program
provided various forms of sub-
stance abuse treatment to 3,055
adults. Although the program’s
experimental design was quite
weak, as it was based on a before
and after comparison, it neverthe-
less, produced a large number of
benefits. These included cost
savings from reduced criminal
activity—both victim expenses
and criminal justice system
expenses, increased employment
earnings, and improved public
health care. The program prima-
rily provided treatment to per-
sons in their 30s for a period of
approximately 3 months. The

follow up of 15 months revealed
a cost-benefit ratio of 7.14
(Gerstein et al. 1994).

The California Drug and Alcohol Treat-
ment Assessment represents a real life
drug treatment program. It provided
various forms of substance abuse treat-
ment to 3,055 adults.

Gernstien (1994) applied a cost-
benefit analysis to this program, which
accounted for a number of benefits. After
taking into consideration the program
costs, a cost-benefit ratio of 7.14 was
estimated. Thus, for every dollar invested
inthe program, society and the treated
individual gained around $7 worth of

benefits.

Cost-benefit analysis of sex
offender treatment programs has
been limited. The sole Australian
study (Donato & Shanahan 1999)
found that even with conserva-
tive assumptions, for example a
single victim, a sex offender treat-
ment program based upon a cogni-
tive behavioural therapy with relapse
prevention was cost-beneficial. This
is supported by the findings from
Prentky and Burgess (1990) who
also found sex offender treatment
programs to be cost-beneficial.

Donato and Shanahan (1999) investi-
gated the costs and benefits of a repre-
sentative, rather than a single “real life”
sex-offender treatment program. This
consisted of acombination of cognitive
behavioural therapy with relapse preven-
tion. The results from this study, based
upon the assumption of one victim,
indicated that the program was cost-
beneficial. Best estimates of the level of
effectiveness, in terms of reduced
recidivism, resulted in a benefit-cost ratio
of 7.47. Thus, for each dollar spent on the
program, society would gain roughly $7.5

dollars worth of benefits.

Conclusion

To date, the application of benefit-
cost analysis to crime prevention
has been limited. However, given
its importance as a guide for
financial accountability, its appli-
cation is likely to increase. There
are a number of suggestions
regarding this increased future
application that should be made.
Primarily, there is a growing need
to investigate the current proce-
dures being used for allocating
scarce tax dollars to crime preven-
tion programs, practices, and
policies. If funds were allocated
on an ad hoc basis, then there
would be a stronger case for
using benefit-cost analysis as
guidance for the funding deci-
sions. Whilst reliable benefit-cost
analysis can be used to determine
which programs give the “biggest
bang for the buck”, it is just as
important to be aware of the
many hidden dangers that accom-
pany bottom line benefit-cost
ratios. To ensure accountability
on behalf of those program
practitioners who use benefit-cost
analysis, it is imperative that the
results from any benefit-cost
analysis be fully transparent. By
this, it is meant that all results
should be able to be subjected to
ex-post examination to check
their validity. Given the impor-
tant role that the underlying
program evaluation plays in
carrying out benefit-cost analysis,
it is also recommended that some
sort of combined scale for ranking
alternative crime prevention
programs should be developed.
Possible components of this scale
would include the benefit-cost
ratio itself, together with specific
information about the program,
including sample size, attrition
rates, follow-up period and, most
importantly, the type of experi-
mental research design that was
used to determine the effective-
ness of the program. Even when
all these factors are taken into
account, it still remains important
to scrutinise the implementation
process of a crime prevention
program. Just as a benefit-cost
analysis of the efficiency of a
program is only as good as its




underlying evaluation, an evalua-
tion of the effectiveness of a
program is only as good as its
underlying implementation. The
age-old adage that something is
only as good as its weakest link
also applies for benefit-cost
analysis.

Cost-efficient crime preven-
tion involves spending on those
projects that are either more
effective at reducing crime for a
given expenditure or provide
benefits in excess of their costs.
Having said this, governments
and policy makers need to be
aware of two important issues.
First, they should avoid putting
all of their eggs into one basket,
and chose a more diversified
crime prevention portfolio.
Second, they must accept that, for
certain types of programs, the
benefits may be realised beyond
their term of office. Indeed,
benefit-cost analysis can serve as
a useful tool for governments
facing elections, as well as for
alternative governments. In the
first instance, it can be used to
show a future commitment
towards accountability. For those
in power, it can be used to justify
expenditure on various forms of
crime prevention. Governments
who have funded various long-
term crime prevention programs
in previous terms of office can
also point to benefit-cost analysis
to show the public that it was
money well spent. The bottom
line is that for something as
important and costly as crime, all
types of governments should be
guided by the long-term social
costs and benefits of alternative
crime prevention programs.
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DRUG PREVENTION - THERE ARE NO
MYSTERIES

We know exactly what to do

The complaint that Western governments have uniformly failed to reduce illicit
drug use is not based in fact:

a. Iceland reduced school-age cannabis use by 65% between 1998 and 2018
using sound resilience modelling and by funding community sporting
infrastructure

b. Sweden reduced school-age illicit drug use by 80% between 1971 and 1991
using sound policing, school education and mandatory rehabilitation

c. Australia’s Federal Tough on Drugs programs reduced all illicit drug use by
39% between 1998 and 2007 with an emphasis on community education
and more extensive rehabilitation availability, with a 75% reduction in
opiate deaths

Central Issues
&
Compiled Evidence



DRUG FREE AUSTRALIA

DRUG PREVENTION - THERE ARE NO MYSTERIES

Executive Summary

Sweden, Iceland and Australia have proven and success
track-records in solidly reducing drug use, where
education and rehabilitation have been central to each

Sweden made coerced rehabilitation and school
education centrepieces of their restrictive drug policy
with the result that their drug use dropped from the
highest levels in Europe to the lowest in the developed
world.

Iceland reduced its illicit drug use by 65% by
concentrating on resilience-based education in their
schools and community sporting infrastructure

Australia’s Tough on Drugs reduced all illicit drug use in
this country by 39% between 1998 and 2007. This
Federal drug policy relied on community education via a
wide-reaching electronic media campaign as well as
more extensive drug rehabilitation availability. Since
being discontinued, illicit drug use had increased 22%
by 2019

The evidence supporting the failure of both interventions is found in the following pages
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WE KNOW EXACTLY WHAT TO DO

Sweden, Iceland and Australia have proven and success
track-records in solidly reducing drug use, where education
and rehabilitation have been central to each

Sweden made coerced rehabilitation and school education
centrepieces of their restrictive drug policy with the result
that their drug use dropped from the highest levels in
Europe to the lowest in the developed world.

Iceland reduced its illicit drug use by 65% by concentrating
on resilience-based education in their schools and
community sporting infrastructure

Australia’s Tough on Drugs reduced all illicit drug use in this
country by 39% between 1998 and 2007. This Federal drug
policy relied on community education via a wide-reaching
electronic media campaign as well as more extensive drug
rehabilitation availability. Since being discontinued, illicit
drug use had increased 22% by 2019

Sweden’s restrictive drug policy success

In 2007 the United Nations Office on Drugs and Crime (UNODC) produced a booklet
titted Sweden’s Successful Drug Policy — A Review of the Evidence.
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On pages 14 and 15, the UN document
hitps://css.unodc.org/pdf/research/Swedish _drug control.pdf spells out the aim
of Swedish drug policy.

“The goal of society’s efforts is to create a drug-free society. This goal
has been established by Parliament and has strong support among
citizens’ organizations, political parties, youth organizations and other
popular movements.” The bill encouraged people to play an active role,
stating that “everybody who comes in contact with the problem must be
engaged, the authorities can never relieve [individuals] from personal
responsibility and participation. Efforts by parents, family, friends are
especially important. Also schools and non-governmental organizations
are important instruments in the struggle against drugs.

“This vision of a drug-free society still remains the overriding vision. The
ultimate aim is a society in which drug abuse remains socially
unacceptable and drug abuse remains a marginal phenomenon. In this
visionary aim, drug-free treatment is the preferred measure in case of
addiction and prosecution and criminal sanctions are the usual outcome
for drug-related crime.”

The Swedish drug policy has had the support of 96% of Swedes. The priorities
are:

Coerced rehabilitation
Education
Maintenance of criminal sanctions

This means that decriminalization of drug use is seen as an impediment to
seeking a drug-free society.

Below are graphs from the UN report showing the percentage of Swedish high
school age young people (aged 15-16) and Swedish conscripts (aged 18-19) that
have ever experimented with illicit drugs. Sharp decreases in illicit drug
experimentation are evident in the 80’s when the Swedes heavily funded their
restrictive program, and then increased in the 90’s once they relaxed funding for
their drug program due to a poorer economy. In 2004, the Swedish government
admitted it had become too relaxed about illicit drug use, and increased funding
again. High school student lifetime prevalence for illicit drug use was back to 6%
in 2006.

Figure 5. Life-time prevalence of drug use among 15-16 year old studenis in Swedzn,
1971-2006

IR

o5 \ 0 2

2 \ ~ A\ PAAN

a2 \ V \ s \WWB
. \ a0 /\/ t
N MWAAT

W



Drug Free Australia

EVIDENCE

Figure 6: Life-time prevalence of drug use among military recruits in Sweden, 1971-2005
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A comparison of EMCDDA 2000 lifetime prevalence percentages for high school
age young people between Sweden and the Netherlands is instructive. (The
Netherlands claimed that its soft drug policies would keep their drug use down).

Note that the Netherlands did not reach Sweden’s initial levels of drug use until
the 80’s. Many other European countries did not equal Sweden’s 1971 levels

until the 90’s.
Netherlands 15%* (1980’s) 31.7% (1999)
Sweden 15% (1971) 7.7% (1998)

* This figure is for cannabis alone (typically other drugs add 1-2% for most European countries)

These low percentages of lifetime prevalence for young people translate
to very low levels of Last 12 Months illicit drug use for surveyed Swedish
respondents, as compared to the Netherlands.

Iceland shows what kind of education works

A resilience-based approach to drug prevention was very successfully trialed in
Iceland, as reported in the journal, Substance Abuse, Treatment, Prevention and
Policy 2008, 3:12 found at http//www substanceabusepolicy.com/content/3/1/12.
Adolescent cannabis use was reduced by 65% as per documentation in the
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FIGURE 2 Annual Percentage of Self-Reported Substance Use Among Icelandic Adolescents, 1998-2018
SOURCE: Kristjansson et al. (2016)
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Drug Free Australia has communicated with Jon Sigfusson, a Director of the
Icelandic Centre for Social Research and Analysis, Reykjavik University, and he
has identified the following elements in terms of their success: He writes,

For those of you who have less time | take the liberty to quote a few lines
from the paper:

... The results from the Icelandic national surveys were used to develop
an effective prevention approach with a broad-scale and systematic
assessment of the risk and the protective factors that predicted
adolescent substance use in Iceland. The key components of this
prevention approach included:

* Educating parents about the importance of emotional support,
reasonable monitoring, and increasing the time (we don’'t have an
emphasis on this... ) they spend with their adolescent children.

* Encouraging youth to participate in organized recreational and
extracurricular activities and sports.

* Working with local schools in order to strengthen the supportive
network between relevant agencies in the local community.

The research underlined the importance of the adolescent-parent
relationship, the powerful influence of the peer group, and a commitment
to facilitate the participation of adolescents in guided recreational and
extracurricular activities, such as sports and organized youth work. The
research helped to conceptualize the prevention effort as one that sought
both to reduce the potentially-modifiable risk factors for substance use
while at the same time strengthening community-level protective factors.
Thus, the approach focused not only on reducing risk factors, but also on
mobilizing society to foster responsible guardianship, community
attachment, and informal social control, all on the local community
level. This effort has come to be known as the Icelandic Model of
Adolescent Substance Use Prevention. It is important to demonstrate
that this approach is not merely a "program” in the conventional
sense with a given time frame, but rather a long-term effort to alter
society on behalf of young people in Iceland in order to decrease the
likelihood of adolescent substance abuse...

Australia‘s Tough on Drugs - reductions of 39%

Australia’s Federal Government introduced Tough on Drugs in 1998, with Drug
Free Australia’s current President, Major Brian Watters as Prime Minister John
Howard'’s chief advisor on drug issues. By 2007 the drug policy had reduced
illicit drug use by 39% and had drawn the attention of the United Nations
hitps://www.unodc.org/documents/data-and-

analysis/Studies/Drug Policy Australia_Oct2008.pdf, a document that more fully
explains the elements of Tough on Drugs.
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OCTOBER 2008

Drug Policy and
Results in Australia

Television advertising such as https://www.youtube.com/watch?v=IK-tiGTtLcM and
https://www.youtube.com/watch?v=B3QWEAJENNU was used to put Australia’s drug
problem, which was then the highest in the developed world, front and centre with the
Australian public. Every household with children in Australia was posted a booklet on
how parents should talk to their children about drugs.

WHERE DO KIDS GO FOR

ADVICE ABOUT DRUGS?

Overall illicit drug use reduced 39% - cannabis use was down 50%, heroin use by 75%
and amphetamine use by 46%.

Table 2.1: Summary of recent® drug use, people aged 14 years or older, 1993 to 2010 (per cent)

Drug/behaviour 1993 1995 1998 2001 2004 2007 2010

lliicit drugs (excluding pharmaceuticals) : +
Cannabis 127 131 179 129 113 a1 103
Ecstasy®™ 12 09 24 29 34 35 30
Meth/amphetamines'® 20 21 37 34 32 23 21
Cocaine 05 1.0 14 13 1.0 16 21
Hallucinogens 13 1.9 30 11 07 06 14
Inhalants 06 04 09 04 04 04 08
Heroin 02 04 o8 02 0.2 02 02
Ketamine na na na na 03 02 02
GHB na. na na na. 0.1 01 0.1
Injectable drugs ns ns 08 06 04 05 04

Any illicit! @ i SaBdyoas2d LT 220 16.7 15.3 134 147

Ctl~Cic
https://www.aihw.gov.au/getmedia/85831350-afb6-4524-8d8d-
764fa5d2d1f8/12668-20120123.pdf.aspx p 8
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Use of any lllicit Drug in Previous 12 Months -
Australia
300 1 220
200 16.7 153 134
100
00 + ——
1998 2001 2004 2007
Year

Since Tough on Drugs was discontinued in 2008, illicit drug use has increased 22%

Table 4.6: Recent® illicit use of drugs, people aged 14 and over, 2001 to 2019 (per cent)

Proportion
Drugibehaviour 2001 2004 2007 2010 2013 2016 2019
lllicit drugs (excluding pharmaceuticals)
Marijuana'cannabis® 129 13 a1 103 102 104 116#
Ecstasy® 29 34 35 30 25 22 3o
Meth/amphetamine’ 34 32 23 21 21 14 13
Cocaine 13 10 16 21 21 25 428
Halucinogens 1 07 06 14 13 10 168
Inhakants 04 04 04 0.6 08 1.0 1.4
Heroin 02 02 02 02 01 02 <01
Ketamine na. 03 02 02 03 04 08%
GH8 na. 01 01 01 *<01 01 01
Synthetic Cannabmoxds na. na. na. na. 12 03 02
New and Emerging Psychoactive Substances 0.4, na. na. na. 0.4 0.3 0.1%
Injected drugs 06 04 05 04 03 03 03
Any illict® excluding pharmaceuticals 142 126 108 120 120 126 14 1#
N dical use of i
Pain-killers/pain-relievers and opokis'=? na. na. na. na. na. 36 27%
Tranquillisersisleaping pills= 1.1 1.0 14 15 18 16 18
Steroxds' 02 <01 0.1 01 01 0.1 02
Methadone or Buprenorphine:s! 01 <01 =01 02 02 01 01
Non-medical use of pharmaceuticals””) na, na. na. na. na, 48 428
Ilicit use of any drug
Any opicid® na. na. na. na. na. 37 28#
Any illics 167 153 134 147 150 156 164

A proven pathway to less drug use that works

With Sweden, Iceland and previous Australian policies demonstrating a proven
pathway to much lower drug use, the Queensland Government has the
opportunity to pursue drug policies that work.

That policy must include resilience-based education in high-schools and a priority
on coerced rehabilitation of drug users via Australia’s drug courts.
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Development and Guiding Principles of the
Icelandic Model for Preventing Adolescent

Substance Use

Adolescent substance use—the consumption of alco-
hol, tobacco, and other harmful drugs—remains a per-
sistent global problem and has presented ongoing
challenges for public health authorities and society. In
response to the high rates of adolescent substance use
during the 1990s, Iceland has pioneered in the develop-
ment of the Icelandic Model for Primary Prevention of
Substance Use—a theory-based approach that has
demonstrated effectiveness in reducing substance use
in Iceland over the past 20 years. In an effort to docu-
ment our approach and inform potentially replicable
practice-based processes for implementation in other
country settings, we outline in a two-part series of arti-
cles the background and theory, guiding principles of
the approach, and the core steps used in the successful
implementation of the model. In this article, we describe
the background context, theoretical orientation, and
development of the approach and briefly review pub-
lished evaluation findings. In addition, we present the
five guiding principles that underlie the Icelandic
Prevention Model’s approach to adolescent substance
use prevention and discuss the accumulated evidence
that supports effectiveness of the model. In a subse-
quent Part 2 article, we will identify and describe key
processes and the 10 core steps of effective practice-
based implementation of the model.
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»» INTRODUCTION

Preventing alcohol, tobacco, and other harmful drug
use among youth remains an ongoing challenge, espe-
cially in many advanced economies of the world. From
a public health perspective, the most sensible approach
to prevention is to avert or delay the onset of alcohol,
tobacco, and other drug use as long as possible. Early
drug use impairs psychosocial and neurocognitive
development and increases youth vulnerability to later
use of licit and illicit substances, academic failure,
high-risk sexual behavior, and mental health problems
(Atherton, Conger, Ferrer, & Robins, 2016; Windle &
Zucker, 2010), and is strongly predictive of later depend-
ence (Kendler, Myers, Damaj, & Chen, 2013; Moss, Chen,
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& Yi, 2014). Nonetheless, despite the need for effective
primary prevention, most programs and approaches fail
to show long-term impact and societal benefits (Hopfer
et al., 2010; Kumpfer, Smith, & Summerhays, 2008).

Although there are examples of prevention approaches
that have demonstrated success, such as the Strategic
Prevention Framework developed by Substance Abuse
and Mental Health Services Administration (Anderson-
Carpenter, Watson-Thompson, Chaney, & Jones, 2016)
and Communities That Care (Hawkins et al., 2008), a
separate noteworthy success story in primary preven-
tion of substance use comes from Iceland. This article is
the first of a two-part series that describes the theory-
and practice-based processes associated with the suc-
cessful implementation of the Icelandic Model for
Primary Prevention of Substance Use. Here we discuss
the development of the Icelandic Prevention Model
(IPM), present a brief theoretical overview, and summa-
rize the accumulated evidence of effectiveness of the
approach in reducing rates of adolescent substance use
in Iceland. This is followed by an introduction to the
five guiding principles underlying the model. We con-
clude by placing the model and the evidence in support
of its effectiveness in context within the wider literature
of the field.

MODEL DEVELOPMENT AND EVIDENCE
OF EFFECTIVENESS

Context

In the 1990s, Iceland ranked comparatively high on
adolescent alcohol, tobacco, and other harmful drug
use as evidenced by results from the European School
Project on Alcohol and Drugs (ESPAD)—a comparative
study of 35 European countries conducted every 3 to 4
years (ESPAD Group, 2016). To illustrate, in 1999, the
rate of ever smoking tobacco among 10th-grade youth
in Iceland was 56% and 69% on average in Europe; the
rate of drunkenness in the past 12 months was 56% in
Iceland and 52% in Europe; and 15% had reported use
of cannabis substances (hashish, marijuana) in Iceland,
similar to other parts of Europe. For many years leading
up to this point Iceland had been utilizing traditional
methods of primary substance use prevention, namely,
individual, school-based instructional and educational
programs, with the aim of educating or leading youth
away from initiating substance use (Palsdottir, 2003;
Sigfusdottir, Thorlindsson, Kristjansson, Roe, &
Allegrante, 2009). In response to the alarming rates of
adolescent substance use in the mid-1990s and with
sponsored funding from the government of Iceland and
the Reykjavik City Council, a group of policy makers
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and administrative leaders, elected officials, and social
scientists came together to explore new ideas for initi-
ating a different, bottom-up collaborative approach to
substance use prevention that has since become known
as the Icelandic Prevention Model (Sigfusdottir et al.,
2009; Sigfusdottir, Kristjansson, Gudmundsdottir, &
Allegrante, 2011).

Model Development

Since its formulation, the IPM has been grounded in
classic theories of social deviance that were developed
in sociology and criminology (Akers, 1977; Hirchi,
1969; Merton, 1938), rather than based in traditional
health behavior change theories (Glanz, Rimer, &
Viswanath, 2015). The mutual viewpoint of these devi-
ance theories is that most individuals are capable of
deviant acts but that only under certain environmental
and social circumstances will those acts become com-
mon patterns of behaviors among dominant groups of
adolescents. Major reasons for such behavioral patterns
thus include (a) lack of environmental sanctions by the
social environment (e.g., from parents and other adults),
(b) low individual and/or community investment in
traditional and positive values (e.g., high educational
aspirations), and (c) lack of opportunities for participa-
tion in positive and prosocial development (e.g., organ-
ized recreational and extracurricular activities such as
sports, music, drama, after school clubs, etc.). Thus,
from this theoretical perspective, children are viewed
as social products and not as rational individual actors,
and hence alcohol, tobacco, and other drug use is
viewed as attributes of the social environment
(Sigfusdottir et al., 2009) and engrained in both risk
and protective factors that comprise key determinants
of the ongoing cycle of substance use.

Echoed by this theoretical view, the goal of the
approach from the outset was to “mobilize society as a
whole in the struggle against drugs” (Palsdottir, 2003),
with emphasis on community engagement and collabo-
ration leading to long-standing and gradual environ-
mental and social change rather than short-term
solutions. Rooted in research evidence from the social
and behavioral sciences, the preventive cornerstone of
the approach was to strengthen protective factors and
mitigate risk factors at the local community level
within each of the domains of parents and family, the
peer group, the school environment, and leisure time
outside of school (Nash, McQueen, & Bray, 2005;
Scholte, Poelen, Willemsen, Boomsma, & Engels, 2008;
Watkins, Howard-Barr, Moore, & Werch, 2006), all of
which are potential domains of ongoing practice-based
assessment and intervention (see Figure 1). The 10 core

13 of 27



Leisure
time

Individual

FIGURE 1 Domains of Community Risk and Protective Factors
in the Icelandic Prevention Model

steps to this effective intervention process are outlined
in the related second article within this issue of Health
Promotion Practice.

Evaluation and Evidence of Effectiveness

Since the original development of the model, Iceland
has led the decline in substance use in all of Europe. In
2015, the rate of ever smoking tobacco was 46% among
10th-grade adolescents in Europe but had plunged to
16% in Iceland; average rates of current alcohol use
were 48% in Europe but 9% in Iceland; and average
rates of lifetime use of cannabis substances remained at
16% in Europe, similar to 1999, but declined to 5% in
Iceland (see Figure 2 for standard trend measures from
the Youth in Iceland studies). In all instances, the 2015
rates in Iceland represented either the lowest or the
second lowest of all 35 countries that participated
in the ESPAD study that year (ESPAD Group, 2016).
Corresponding to these changes in substance use,
Iceland had also witnessed large reductions in risk fac-
tors and strengthening of protective factors. For exam-
ple, 10th-grade students reporting parents knowing
with whom they spend time in the evenings increased
from ~50% in 2000 to just over 74% in 2016. Even more
dramatic, while 80% of 10th-grade students reported
having been “outside after midnight” once or more dur-
ing the 7 days prior to the annual survey in 2000, this
ratio had declined to approximately 31% in 2016.
During the same time, participation in organized sports
with a club or team four times per week or more often
had increased from 26% in 2000 to approximately 37%
in 2016 (Kristjansson et al., 2016). Using a quasi-exper-
imental, group-based design, we conducted an evalua-
tion to assess central elements of the IPM (Kristjansson,
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James, Allegrante, Sigfusdottir, & Helgason, 2010).
Municipalities that had consistently been a part of the
model since 1997 formed the intervention group and
were compared to those that had consistently been out-
side of the formal model. It should be noted that given
the geographical isolation and small population of the
country, potentially contaminating spillover effects
from the model to outside areas could be expected.
However, despite these challenges, the evaluation dem-
onstrated a significand difference in group trends over
time in smoking and alcohol use, parental monitoring,
party lifestyle, and participation in organized sports,
with the treatment group being favored in all instances.

Since the mid-1990s, much has changed in the ado-
lescent environment in Iceland that has been influ-
enced by widespread implementation of the model.
Some of those changes are holistic and onetime altera-
tions, while several notable others are ongoing and
continuous. First, municipalities and schools that
include over 80% of the country’s population now
routinely utilize annually updated survey data to
monitor trends and potential changes in substance use
and risk and protective factors among youth and use
this information to organize responses and set strate-
gies for the year ahead. Second, most municipalities
and many schools now employ designated personnel
with dedicated time to engage in primary prevention
activities. In addition, government-funded commu-
nity nongovernmental organizations have been set up
to strengthen and improve the collaborative aspect of
parenting at the local school-community level. Finally,
municipalities have as a matter of policy increased
funding dramatically for recreational and extracurric-
ular activities for children and adolescents, making
such activities available to all through a user-friendly
voucher system.

» FIVE GUIDING PRINCIPLES

The IPM is built on a foundation of five guiding
principles (see Table 1). Each principle can be thought
of as a unique dimension of an overall approach that
provides direction for how each step in the community
intervention process ideally should be implemented
(see Kristjansson et al., 2019). Although different steps
in the process may emphasize a given guiding princi-
ple more or less heavily, every step of the model should
include each of these principles. When choosing among
competing strategies, the guiding principles can be
consulted as a means of identifying the strategy most in
keeping with the intended design of the IPM and local
needs. Below, is a brief summary of each of these prin-
ciples and associated dimensions.
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FIGURE 2 Annual Percentage of Self-Reported Substance Use Among Icelandic Adolescents, 1998-2018
SOURCE: Kristjansson et al. (2016).

TABLE 1
The Five Guiding Principles of the Icelandic Prevention Model

Apply a primary prevention approach that is designed to enhance the social environment.
Emphasize community action and embrace public schools as the natural hub of
neighborhood/area efforts to support child and adolescent health, learning, and life success.

Guiding Principle 1
Guiding Principle 2

Engage and empower community members to make practical decisions using local, high-
quality, accessible data and diagnostics.

Integrate researchers, policy makers, practitioners, and community members into a unified
team dedicated to solving complex, real-world problems.

Match the scope of the solution to the scope of the problem, including emphasizing long-
term intervention and efforts to marshal adequate community resources.

Guiding Principle 3
Guiding Principle 4

Guiding Principle 5

Guiding Principle 1: Apply a Primary Prevention
Approach That Is Designed to Enhance the Social
Environment

use. Within this principle, accessing and/or hiring
appropriate personnel to guide local team-building and
bridging the use of research evidence to practical imple-

. o tati ill b tral.
The model focuses on preventing the initiation of mentation with be contra

substance use by altering the social environment in a
manner that reduces the likelihood that young people
will initiate substance use. This approach therefore
addresses the underlying causes of substance use initia-
tion. By working to increase social and environmental

Guiding Principle 2: Emphasize Community Action
and Embrace Public Schools as the Natural Hub of
Neighborhood/Area Efforts to Support Child and
Adolescent Health, Learning, and Life Success

protective factors associated with preventing or delaying
substance use and decreasing corresponding risk factors,
the model prevents substance use by intervening on
society itself and across a broad spectrum of opportuni-
ties for community intervention. This “society is the
patient” approach (Myers, 2008) prioritizes thoughtfully
and intentionally altering the social, organizational, and
cultural characteristics of communities as the primary
means of inoculating young people against substance

4 HEALTH PROMOTION PRACTICE / Month XXXX

The model’s primary unit of intervention is the
neighborhood, which is defined as the service area
assigned to a local school. The model uses an ecologi-
cal approach that addresses family, school, peer, and
community social influences and other opportunities
within each neighborhood. Although schools are not
primarily responsible for strengthening the neighbor-
hoods and areas they serve, they do represent an essen-
tial hub for local activities designed to support the
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health, well-being, and success of children and adoles-
cents. As a result, strengthening connections between
families, schools, and the community-at-large, and
unifying those groups into a cohesive team devoted to
preventing substance use, represents a core strategy of
the IPM. Securing the collaboration and commitment of
schools for the collection of data to routinely monitor
trends in both substance use and risk and protective
factors is therefore essential.

Guiding Principle 3: Engage and Empower
Community Members to Make Practical Decisions
Using Local, High-Quality, Accessible Data and
Diagnostics

Local community members make all model-driven
decisions based on hard data and neighborhood and
school-specific diagnostics. The model thus relies on
local data to (a) capture, focus, and sustain community
attention on local factors essential to preventing sub-
stance use (b) guide the selection of strategies and the
development of community capacity necessary to
address the complex problem of substance use.

To accomplish this, the model uses data that are local,
high-quality, and made accessible through quick and effi-
cient processing and dissemination. Local data amplify
community interest in what is happening with the young
people living in local areas and neighborhoods, as well as
motivating community action to address local problems.
High-quality data strengthen opportunities to accurately
describe, diagnose, and inform community decision mak-
ing. Accessible and current data promote meaningful
participation from the whole community by presenting
information in a clear manner that is easily understood by
most community members. Using local, high-quality, and
accessible data allows a local prevention team to accu-
rately describe how community characteristics relate to
substance use in each specific neighborhood or school, to
identify possible priorities for intervention, and to sup-
port well-informed community members as they use hard
data to choose strategies most likely to be successful in
their individual communities. Collaborating with com-
munity-based researchers and supporting them to collect,
process, and disseminate regular data is essential to this
principle.

Guiding Principle 4: Integrate Researchers, Policy
Makers, Practitioners, and Community Members
Into a Unified Team Dedicated to Solving Complex,
Real-World Problems

In many public and community health interven-
tions, the connections between researchers, policy
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makers, practitioners, and community members are
more theoretical than functional and practical.
Although they may share the same goal, each group
tends to function in isolation from the others and at
varying proximities from the problem itself. The IPM
takes a team-science-to-practice approach to preven-
tion that integrates researchers, policy makers, practi-
tioners, and community members into a team that
works to solve real-world problems in specific areas or
neighborhoods over long periods of time. Thus, each
group maintains close proximity to each other and the
problem itself. While working together to implement
each of the 10 Core Steps of the Icelandic Prevention
Model (see Kristjansson et al., 2019), each group not
only offers unique skills and experiences necessary for
solving local problems related to substance use but also
does so in a manner that seeks to both influence and be
influenced by other team members. For example, using
this approach, researchers are open to ideas from pol-
icy makers, practitioners, and community members
and often rely on their practice-based insights to guide
future directions in data collection and interpretation
of existing data. Conversely, policy makers, practition-
ers, and community members come to rely on research-
ers when collecting data, making data-driven decisions,
and evaluating community progress. By establishing
this kind of functional team dynamic, the model aligns
the expertise and efforts of researchers, policy makers,
practitioners, and community members to maximize
the practical, real-world impact of their collective
capacity. Clarifying and maintaining the importance of
collaboration is the crux of this principle.

Guiding Principle 5: Maich the Scope of the
Solution to the Scope of the Problem, Including
Emphasizing Long-Term Intervention and Efforts to
Marshal Adequate Community Resources

The model recognizes that the social conditions that
promote substance use among young people emerge
from multiple, complex sources over time. For example,
previously established social norms related to substance
use; community economic conditions; the prevalence of
depression, anxiety, and addiction among adults; and a
lack of interesting and accessible structured leisure time
opportunities may all contribute to a rise in the rates of
substance use and abuse among adolescents. The rise of
any one of these contributing factors is complex and
usually occurs over long periods of time. Therefore,
solutions designed to counteract, mitigate, or eliminate
these social conditions must account for the scope and
magnitude of those initial problems. Problems that take
10 years to develop are seldom solved in 10 weeks or
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even 10 months. More often, decade-long social prob-
lems may take years to address and require long-term
vision and planning, sustained attention and commit-
ment, adherence to an iterative and repetitive approach,
and long-cycle or permanently committed financial
resources. Since the model is based on an ongoing effort
to alter society in a manner that protects young people
from substance abuse, it must also prioritize creating the
community capacity and long-term commitments neces-
sary to achieve this goal. Understanding and appreciat-
ing that primary prevention as seen through the lens of
the IPM is a long-term strategy will be necessary to live
up to this guiding principle.

DISCUSSION

The IPM in many ways mirrors what Livingood
et al. (2011) have called for and labelled as an applied
“toolkit approach” to health promotion. Rather than
relying on universal and prescriptive interventions, the
toolkit approach assumes that communities vary greatly
in strengths, opportunities, and resources. For health
promotion practice this means that although the influ-
ence of specific risk and protective factors operates
similarly across individuals (Hemphill et al., 2011),
their prevalence and significance differ at the school-
community level (Hawkins, Van Horn, & Arthur, 2004).
This is particularly important for primary substance
use prevention because it underscores the appropriate-
ness of community-wide diagnosis of risk and protec-
tive factors, and the local tailoring of intervention
activities (Livingood et al., 2011).

Instead of attributing the risks of substance use ini-
tiation among children and adolescents to individual
choices, the IPM is designed to maximize the odds of
healthy individual choices as default and therefore for
greater population impact than typically achieved
through efforts limited to individual-level programs.
This aligns with the premises of the Centers for Disease
Control and Prevention Health Impact Pyramid
(Frieden, 2010)—the five-layer pyramid that represents
a spectrum of changes from population-level socioeco-
nomic factors at the base of the pyramid, to the individ-
ual-level counseling and education at the apex of the
pyramid—and assumes an inverse relationship between
the increased individual effort needed at the top and
the potential population impact at the bottom. Above
changes in socioeconomic factors, the fourth layer in
the pyramid concerns itself with “Changing the Context
to Make Individuals’ Default Choices Healthy.” In the
context of the Health Impact Pyramid, this is precisely
the position and focus of the IPM. However, changing
community norms and culture takes time, and time is

6 HEALTH PROMOTION PRACTICE / Month XXXX

LC LSIC Inquiry into Use
of Cannabis in Victoria
Submission 1222

commonly a scarce resource to planners, funders, and
elected officials who seek immediate answers or solu-
tions to community problems. Thus, mutual agreement
and understanding among stakeholders that the IPM is
a long-term approach is essential for success.

In reviewing the five guiding principles of the IPM, it
becomes apparent that individual elements of the model
are not new. The key difference between the IPM and other
prevention approaches concerns its processes and reliance
on collaboration between representatives from sectors that
usually do not interact or engage much with one another:
researchers, policy makers, practitioners, and community
stakeholders. At the local level, everyone is needed at the
table to work in dialogue under the realization that each of
these entities represents an important function in the sys-
tem, and therefore each is also limited in their scope and
strengths. Thus, a central theme in the approach is com-
munity engagement and collaboration to foster an environ-
ment that is resistant to substance use, assuming that the
risk of substance use initiation among children and adoles-
cents grows out the of the social environment (Akers,
Krohn, Lanza-Kaduce, & Radocevich, 1979; Hirchi, 1969;
Merton, 1938; Sigfusdottir et al., 2009). Thus, instead of
facilitating behavior change at the individual level through
educational and/or instructional programs, as is more com-
mon in traditional prevention work, the IPM assumes that
changing the environment will generate less risk-prone
individuals in the long term. It is therefore not a top-down
program but a bottom-up community-building collabora-
tive approach that is organized for long-term action, change,
and maintenance of change.

In conclusion, the IPM has been in development and
practice-based refinement for 20 years (Palsdottir, 2003;
Sigfusdottir et al., 2009) and has demonstrated strong
evidence of effectiveness in reducing substance use
among Icelandic adolescents. Since the initiation of the
Youth in Europe project in 2006 (Kristjansson, Sigfusson,
Sigfusdottir, & Allegrante, 2013; Sigfusdottir, Kristjansson,
& Agnew, 2012), the approach has been disseminated
and scaled—in part or in whole—in several other coun-
tries, cities, and municipalities (Kristjansson et al., 2013;
Kristjansson et al., 2017). During this time, we have
learned which challenges most commonly impede full
implementation and subsequent results. These chal-
lenges include inadequate organization and poor coali-
tion building at the local level, limited funding and
personnel with protected time to devote to primary pre-
vention, low levels of political and administrative sup-
port and/or distrust in research, poor data collection
preparation with schools and/or confusion about indi-
vidual roles, low participation in community meetings
and failure to garner wide community support and
engagement, extended time between data collection and
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report dissemination, confusion about data ownership
and rights to distribution, limited interest in community
engagement beyond informational meetings, lack of
organizational and community-based strategies to iden-
tify and work on selected priorities, limited availability
for structured leisure time activities and low commit-
ment to improve/add opportunities, and insufficient
time allowed to facilitate long-term changes. Part 2 in
this series will examine these challenges and the respec-
tive steps we have found necessary to take in overcoming
them when implementing primary prevention of adoles-
cent substance use.
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