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Quality Standards in Prevention 

 If we have little evidence on ‘manualised’ 

interventions, how can we ensure prevention 

activities are developed and delivered in 

accordance with evidence? 

http://www.prevention-standards.eu/  
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What are Quality Standards 

 Quality standards are generally accepted 

principles or sets of rules for the best/most 

appropriate way to implement an intervention.  

 Frequently they refer to structural (formal) 

aspects of quality assurance, such as 

environment and staff composition. 

However, they may also refer to process 

aspects, such as adequacy of content, process 

of the intervention or evaluation processes 



QS do not dictate *what* 

activities you should be doing 

(cf guidelines), but suggest 

ways of prevention 

development and delivery. 

 





Important International 

examples include: 

 EDPQS 

 SPR Standards for the Evidence of 

Effectiveness of Interventions 

 Canadian Standards for Youth Substance 

Abuse Prevention - School, Community, & 

guidelines for prevention with Family 

 UNODC International Standards on Drug Use 

Prevention  

 Czech Republic Certification for  Prevention 

projects and practitioners 



Phase I  Phase II of EDPQS 

 Phase I 

 2008 to 2010 

 Development of the Standards through review of existing standards 

and bespoke fieldwork 

 Publication of the Standards as a Manual by European Monitoring 

Centre on Drugs and Drug Addiction (EMCDDA) in 2011 

 

 Phase II 

 2013 to 2015 

 Application of the Standards using real examples of prevention 

work  

 Adaptation of Phase 1 manual 

 Development of guidance and tools which will support prevention 

professionals across Europe in applying the Standards in their work 

 



At the population level, the understanding and 

development of implementation factors such 

as policy, structure, organisation, workforce, 

prevention ethos and culture etc may be more 

important than identifying effective 

interventions. 

 

‘Infrastructure Interventions’ (Ritter and 

McDonald, 2008) 



Complex systems in health  
(Shiell et al., 2008) 

 A complex system is one that is adaptive to changes 
in its local environment, is composed of other complex 
systems (for example, the human body), and behaves 
in a non-linear fashion (change in outcome is not 
proportional to change in input). 

 Complex systems have emergent properties that are a 
feature of the system as a whole. These properties 
are not seen in any one part of a complex system nor 
are they summations of individual parts (community 
empowerment, social exclusion, and income 
inequality are noted emergent properties relevant to 
population health).  

 Outcomes should be measured at multiple levels 
within the complex system, with tools designed 
specifically for this purpose. 



Blum et al., 2012 



Challenges for the development 

and implementation of QS 

 Need to understand the complexity of 

prevention system structures 

 Do we have a ‘competent’ workforce to deliver 

EB prevention? 

 What is the evidence based for QS? Cf 

guidelines (RCTs, Systematic Reviews etc).  



Lessons from adaptation theory 

 Ferrer-Wreder and Sundell (2011) have 

reviewed prevention adaptation theory. 

 Adaptation can be made to the: 

 ‘Surface structure’ : establishes feasibility, fit, 

acceptance or face validity with target group. 

 ‘Deep structure’: determines programme impact - 

theory based mediators that bring about change 

in outcomes.  

 





Adaptation of quality standards 

 Should be made at the ‘structural level’ 

 Ecological Validity Model (EVM) highlights several 
target areas where, conceptualised as dimensions 
where adaptations are likely to be made: 
language, metaphors, content, concepts, goals , 
and context.  

 The QS components should not be at odds with 
participants' culture.  

 The structure of the QS should be designed to 
appreciate and work within the context of 
participants' everyday real life experiences. 

 



Unanswered questions 

 Is it possible to work with (quality) 

'standardised' interventions in diverse 

settings? 

  What is the main purpose of a standard? Is a 

particular view of prevention being presented? 

  Should outcome evaluation be a standard? 

 What research models are needed to 

understand whether QS improve the 

effectiveness of  prevention? 

 How can quality standards be attached to 

funding and commissioning criteria? 
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