
 

 

 

 Expert meeting – Prevention systems: how to transform 
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 09/10-Oct-2013 

 EMCDDA, Palacete – Room 102  

 See Annex I 

 

1st day - Introduction 
Roland Simon (RSI) welcomed all the participants and stressed that this meeting should be helpful in 
understanding how - under different conditions - implementation can look like and function.  
Gregor Burkhart (GB) reminded that the aim of the present meeting was to create a typology of 
prevention systems and to recognise the importance of how prevention systems are organised. 
Therefore the aim of this meeting is finding a prevention systems’ model: which parameters to 
consider, while asking as few questions as possible, and take the best of the information already 
available. 
The presence of the specific participants is explained by the goal of having a representative sample of 
different ways of approaching prevention: 

- One central funding and quality control institution in PT; 
- Federal states in DE and ES, focusing on manualised programmes 
- Certification of programmes and professionals in CZ 
- Coordination mechanisms between the central and local levels in PL, HR and SE 
- A Micro system in South Tyrol (IT), where all the important stakeholders work very closely 

together.  
The readiness of countries to implement prevention quality standards might depend on the 
organisation of their prevention systems, e.g. in their level concentration vs. dispersion. The former 
might facilitate the implementation of standards.  
The EMCDDA presented the information available at the EMCDDA and how the different elements 
could be presented in a integrative model for prevention, adapted from Babor’s model for population 
impact of treatment systems (Babor and Poznyak, 2010), see graph below. Additionally, possible 
graphical representations of the collected 
information were presented (one would 
allow for comparisons between countries 
and the other would allow the display of a 
country’s prevention organisation profile). 
Such graphical representations would be 
complemented with comments from the 
member states, so a more general picture 
could be conveyed with the graphical 
representation and the more detailed 
information could be provided in the 
comments. 
The EMCDDA reminded that the 
information would not be collected by new 

https://www.dropbox.com/s/2i3x3k792bxxfy3/Prevention%20systems_CE.pptx
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questionnaires or other tools but using more concise and as few as possible questions in existing 
tools, in line with the new EMCDDA reporting structure. 

- Participants were asked for feedback on the feasibility of the process as well as suggestions 
for improvement, for example on  

- How to ask (question of defining the concepts used in the questions)? In as few questions as 
possible. 

- What to ask (questions of what is the relevant information) in order to get more accurate 
information? 

- Add new categories? Use the ones presented? 
Harry Sumnall (HS) stated that the approach was interesting, but that it would be complex to get a 
picture. 
Using the UK as an example, it would be difficult to have a clear-cut profile, as there are central 
alcohol strategies, but (recently) they have to be implemented by local-level decision-making. So there 
is a vague national policy to which local authorities have to adhere, but many decisions are made 
locally: outlet density and licences, etc.  
HS further stated that he was not sure whether a graphical approach would capture a country’s 
complexity. 
Such a representation would be easier for tobacco (in the UK), as tobacco policy is quite centralised. 
Additionally there are many actors contributing to prevention that might not be taken into 
consideration. So it would be a good idea to map the different professional groups who make up the 
prevention forces. Contrary to treatment systems which are based on physically established facilities, 
prevention cannot so easily be mapped by using facility surveys, since many “service providers” are 
office based NGOs or other virtual services.  
Peter Koler (PK) claimed that specific prevention units (i.e. established entities, with a mandate, staff 
and funds) are crucial for a prevention system to work and to implement standards or guidelines.  
The Czech quality control system is focused solely on school-based prevention and on those who 
come to schools (professionals dealing with students), rather than capturing the whole of prevention in 
the Czech Republic. Certainly, focussing on schools is easier, even though Cochrane reviews point to 
evidence showing that environmental prevention is more efficient. 
The challenge seems not only to be what you ask, but who you ask it to: answers will differ you ask a 
ministry, schools, local NGOs, etc.  … 
Particularly in Germany, the federal government has little influence in defining prevention since 
decisions are taken at the Länder and local level. 
Also in Spain, the responsibilities are at regional level (Comunidades Autónomas) with many 
differences between regions, and there are almost no local responsibilities.  
HS pointed out that the meeting seemed to have two goals: 

1) Optimising the information provided via the EMCDDA structured questionnaires and tables 
2) Trying to validate a model of prevention systems  
… in which the second goal seemed more relevant. 

The first model presented by GB (adaption of treatment model to prevention’s reality) was very 
sensible and that having a general model rather than coming up with indicators and ratings would be a 
better strategy. 

European Drug Prevention Quality Standards Phase II, 
Organisational aspects of implementation of QS (Harry Sumnall): 

Harry Sumnall’s (HS) presentation addressed the following points: 

- Quality standards (QS) in prevention  

- What are standards 

- Important international examples of standards 

- Phase II of EDPQS 

- Complex system in health:  

- Challenges for the development and implementation of QS 

- Lessons from adaptation theory 



 

 

 

 

 

 

 

 
3 

- Adaptation of QS 

- Unanswered questions 

There is a great deal of knowledge about what should be done, but little attention is paid to the 

context where it is implemented. There can be evidence, but if there are no quality standards, it might 

be the case that nothing happens. HS mentioned the importance of “infrastructure interventions”: 

when wanting to change a population’s behaviour, the focus should be on the structure rather than on 

identifying efficient interventions. This makes it necessary to create the structure to deliver efficient 

interventions. 

Interventions have to be understood within a system and its complexity, namely when there is no 

linear relationship between input and outcomes (for example: media campaigns are usually not 

effective, but they might have impact on the outcomes of other interventions. If a community 

intervention is being carried out at the same time as the media campaign, the latter might have an 

effect on the outcomes measured at the community level). 

It is necessary to understand the prevention culture/ethos in each country; for example the public 

health approach might not be the prevailing objective of all the countries (in some there is still 

criminalisation of young people for drug consumption). So after all, evidence-based prevention policy 

making doesn’t exist, but rather a battle of ideas between culturally embedded ideas, institutional 

contexts, professional ethos and prevailing attitudes. In order to change human behaviours, more 

systemic changes have to occur as the successful example of tobacco control shows: it was a playing 

together of many levels and actors. 

In the debate, participants mentioned that having programmes is not important if there is no capacity 

for implementing them, which is particularly important when talking with politicians. The evidence-

base is not the only criterion, as we need as well prevention infrastructures. Focusing on the 

infrastructure is harder than just having a paper stating what to do. 

Using manualised programmes is not ideal and thinking about prevention has moved to the 

understanding of mediators and moderators and the importance in identifying core mechanisms that 

promote change. 

FGR stated that the programmes and prevention infrastructures influence each other to a greater 

degree than previously conceived. The prevention infrastructure model presented by the EMCDDA 

could be a starting point to identify the infrastructures needed for efficient implementation; but it can 

also be the case that an entity (e.g., a school) has infrastructures but not a manualised strategy (i.e. a 

programme) proposing how to sensibly use those prevention infrastructures. 

RSI pointed out that the different sizes of countries necessarily have led to different systems of 

organisation and concluded that it is important to organise thinking about the size and about the type 

(formal/informal) of the systems mentioned. 

The Prevention Model in Castilla y León (Susana Redondo 
Martín): 

Susana Redondo Martín’s (SRM) presentation addressed the following points: 

- Brief description of Castilla y Léon (namely in terms of its wine culture) 

- Students’ consumption  

- Alcohol consumption development over time (students and general population) 

- How prevention policies are delivered in organisational terms: 

 Legislation and planning 

 How the different policy sectors cooperate  
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 Main responsibilities 

- Prevention programmes: 

 Based on evidence 

 The European Drug Prevention Quality Standards 

 Which programmes? Who delivers? How? Where? 

 Characteristics of accredited programmes  

 School-based prevention (universal programmes, selective programme) 

 Family-based prevention programmes (parenting programmes, indicated 

programmes, outcomes of family-based prevention programmes, difficulties) 

- How prevention is funded  

- How the different policy sectors properly cooperate  

- Whether research centres are involved in evaluation and development 

The Region’s prevention model is strongly based on the implementation of manualised 

programmes that need to be accredited. The presentation describes well the different layers of 

responsibilities. The Regional Administration funds and trains NGOs to deliver the interventions. 

Involving local stakeholders in mutual consultations and retaining parents in the interventions are 

major challenges. 

In the debate, participants pointed out the importance of regional differences in prevention and the 

fact that access to people might be an issue (population’s dispersion). 

SRM stressed that it is better to use already evaluated programmes rather than creating new ones; 

the role of teachers and prevention agents is crucial for their implementation. Having manuals without 

trained professionals does not work. In Spain the prevention work of teachers is voluntary: they only 

receive credits.. Most agreed that in Spain – with a tradition of programme-based prevention, the 

introduction of quality standards would be easy. 

MK pointed out that the terms commonly used in this context (e.g., complexity and stakeholders) may 

be sharpened: would a hierarchy of stakeholders be possible (teachers, prevention teams, decision 

makers, policy makers)? To what extent do strategic plans in communities or regions build on 

evidence? MK mentioned the results of a survey in Ireland showing that top-of-the-head decisions 

were more important for the respondents than the evidence-base.  

On the question about how to involve the target population, SRM clarified that in Castilla y León there 

are working groups composed of representatives of NGOs, Parents’ associations, Schools, 

Associations which are supposed to facilitate that participants put their ideas forward. SMR 

acknowledged that the participation rate is rather low and it is also difficult having participants 

proposing concrete actions.  

Family-based programmes in Castilla y León depend on how well the psychologists teams manage to 

contact the families and motivate them to participate. Once the families are enrolled in the 

programme, the retention rate is high (around 80%).  

DJ commented that such programmes would meet more resistance in Croatia, since the participation 

rate would not be so high.  

Improving prevention system functioning on state level: 
Communities That Care in Lower Saxony, Germany (Frederick 
Groeger-Roth) 

Frederick Groeger-Roth’s (FGR) presentation addressed the following points: 

- Challenges for a “prevention system” on state level 
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 Brief description of Lower Saxony 

 Current situation in Lower Saxony  

- Communities that Care: CTC implementation in Lower Saxony/Germany 

 Science-based prevention planning on community level 

 The CTC – model (risk factors, social development strategy) 

 CTC – implementation strategy at the community level (communities have different 

profiles of risk and protection) 

 Examples of CTC results (family risk domain, school protective domain) 

 Science-based prevention planning on community level 

- The Green List Prevention http://gruene-liste-praevention.de/ an inventory of recommendable 

prevention programmes in Germany 

-  CCT communities in Lower Saxony 

- Issues for further discussion (interactive systems framework for dissemination and 

implementation, let’s try some (counterfactual) reasoning, if you built it they will come?, 

spread of innovation, European Drug Prevention Quality Standards) 

In Lower Saxony there is no common prevention strategy at state-level (Lower Saxony is 

predominantly rural), but there are local strategies: there are 200 crime prevention councils in 400 

municipalities . The ministry of education stipulates that each school should have its own plan for drug 

prevention, but there is no control over its implementation. Participants want to decide locally, but it is 

nevertheless important to provide some assistance during the decision process in order to optimise 

the efficiency of the decisions. 

There is the need for comprehensive planning (after the planning optimism and the  planning 

pessimism) and it would be easier to assist communities in having comprehensive planning than to 

act from a higher administrative (state) level. 

The CTC method helps finding out priorities and service gaps. This, in turn, enables conversations 

about which problems need to be addressed by prevention programmes. Communities are different in 

risk and protective factors and comparing community/neighbourhood means (risk and protective 

factors) with the national means might help in choosing the most adequate programmes. 

FGR clarified that Lower Saxony does not have a formal accreditation system, but there is the green 

list of promising and efficient programmes http://gruene-liste-praevention.de/. The major difference to 

the USA CTC system is that there are no indications of clear “top” programmes. Many communities 

are developing and implementing plans and programmes, but yet it is not possible to assess whether 

there is an impact of CTC on programme implementation. As in the US implementations of CTC, 

environmental prevention is included in the model of Lower Saxony since the focus is rather on 

schools, even if many risk factors are mediated by environmental/societal aspects (social inclusion, 

educational system).  

HS commented on the high number of programmes included in the green list compared to the limited 

number of programmes that Cochrane recommends as effective for schools (e.g., Unplugged). This is 

not due to the criteria for effectiveness being lower, but because the system recognises the stage at 

which the projects are (i.e. less/no effectiveness trials, replications, etc.). FGR further clarified that it is 

important to have standardised programmes, but that it is also important to have efficient local 

decision-making. Also RSI acknowledged that high-level standards might not fit the local needs. 

GB raised the question of how to describe a “support system” and a “prevention infrastructure”. The 

local level infrastructure might be easier to compare across countries than the regional and national 

levels. 

http://gruene-liste-praevention.de/
http://gruene-liste-praevention.de/
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MK postulated that in Ireland the national plan/strategy clearly drives the work and the objectives 

while the local level is more important for implementation. 

GB contended that all (but one) member states have national plans. The problem is evaluating 

whether the strategy is implemented. In many evaluations of a national strategy, most of its objectives 

are always declared as been achieved, so one can question if the strategy really drives the work, or 

whether there is rather a bias towards responding positively.  

Close cooperation and coordination of all stakeholders: example of 
multi-level campaigning in South Tyrol (Peter Koler): 

Peter Koler’s (PK) presentation addressed the following points: 

- Brief description of South Tyrol 

- Regional coordination unit (standards and guidelines) 

- Multi-level campaign (responsible alcohol consumption, at the community level, protection of 

minors, Facebook page, campaigns on alcohol, networking and supporters) 

PK stated that South Tyrol has good conditions for practical prevention. Alone in funding it provides 5 

€ per inhabitant for prevention, which is much more than in many member states. Politicians there 

trust and believe in the prevention centre’s work and work closely together with them.  

Funding is provided centrally (Rome), but South Tyrol has extensive regional autonomy. PK stressed 

that having a strategy is not enough; local collaborations are crucial in building an infrastructure. For 

instance the guidelines for drinking in South Tyrol were delineated by experts (bottom-up) and 

approved at the political level, which can be used as a tool for request funding and help in 

implementation. 

Despite the cultural acceptance of drinking, alcohol prevention is now seen by the politicians as 

beneficial. Due to the cultural codes, a “no drinking” strategy in South Tyrol would not easily be 

accepted. But a descriptive norm setting of moderate drinking as lifestyle norm of the majority is more 

efficient and still guarantees that some regulation is in place, particularly for the protection of minors.  

The strategy is not restricted to advertisements alone. These are combined with environmental 

interventions developed in collaboration with the stakeholders: 10 minimal standards for healthier 

parties are agreed with the providers (e.g.: alcoholic drinks have to be more expensive than non-

alcoholic ones). 

PK stressed the importance of party scenes for prevention: for youth the party scene can be an 

important environment of identity development because it provides experiences for testing one’s 

bounding and thus growing up.  

HS asked if there is any interaction with the alcohol industry, since there is a similar strategy in the 

UK; with criticism that the campaigns are funded by the alcohol industry. In South Tyrol there is 

contact with retailers and party organisers, but no direct contact with the alcohol industry. Indeed, any 

direct contact could compromise the whole project. 

HS asked what the alcohol industry would think about the message and if the industry would 

undermine or opt in. PK replied that in conversations with beer producers it came out that those 

marketing campaigns about reducing alcohol consumption promoted by alcohol industry are not good 

for the industry itself. SRM confirmed that these collaborations resembled the local city councils in 

Spain, which promote local drinking regulations; but bad experiences could also happen in an area if 

there is only an “island” promoting responsible drinking and all the surrounding pubs, bars, etc. do not 

adhere to it. SRM asked for clarification about the process of building a consensus with the alcohol 

industry (formal, informal). PK clarified that there was no consensus with the alcohol industry, but 
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rather with the retailers and the party organisers: these are involved as partners in the process of 

creating healthier parties. 

GB asked how difficult would it be to implement standards/guidelines in South Tyrol, given the 

professional ethos and the fact that good prevention structures are already in place. 

PK assumed that the European Standards consist in looking at programmes and how to adapt them 

to the local reality. PK stressed that adherence to programmes depends on involvement: people 

adhere to things that are similar to their own idea and confessed not being a fan of accepting 

evidence-based programmes based on the fact that they worked elsewhere. 

Unified prevention funding and accreditation of programmes and 
professionals in Czech Republic (Roman Gabrhelik): 

Roman Grabrhelik’s (RG) presentation addressed the following points: 

- Funding of school-based prevention - funding is limited 

- Czech Prevention Standards:  

 Aims of the standards 

 Standards development 

 The practical impacts of the 2012 revision of the Standards 

 Content of the standards 

 Practical use of the standards 

 Certification rules 

 Certifiers’ Manual: On-Site Inspection Guidelines 

 What is needed next, comments on sustainability 

- Training and specialisation in prevention 

- Why is the system needed within prevention education? 

- The philosophy behind 

- Basic parameters of the model 

- Diagram of the proposed model of education workers in prevention 

The Czech strategy focuses on schools alone, but in turn the programmes address a wide range of 

risk behaviours beyond drugs. The ministry for education is quite passive in the process, but is easily 

willing to adopt ideas so that it can “show work”. Other ministries however are not concerned with 

standards, so there is less quality control of prevention funded by other ministries and pseudo-

preventive actions continue to exist in the country.  

Already two papers on the contents and implementation of the standards have been published. They 

can be accessed here.  

The accreditation process for programmes implies on-site inspections (going through documents, etc.) 

besides the provision of information. Programmes without certification cannot be applied in schools. 

RG clarified that the focus is not on environmental or family-based prevention, but on schools alone. 

However it is compulsory for school to provide prevention. For teachers, prevention work is not 

appealing, given the extra work load and the low payment, a situation that creates a need for a school 

prevention system that can guarantee that the prevention workers have appropriate knowledge, skills 

and competences (it would be important to offer career development to teacher doing prevention so 

that investment and acquired knowledge are not “lost”). 

RG presented the 4-level model of quality development: 

- Basic level: teacher with basic knowledge who can deliver prevention programmes in the 

classes 

https://dl.dropboxusercontent.com/u/19273566/Relevant%20Publications/Czech%20Certification%20and%20Standards%20adictologie.pdf
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- Intermediate level: class teachers who (should) have more knowledge and know how to deal 

with specific situations, such as bullying (sufficient for universal prevention) 

- Advanced level: school-based prevention worker level, corresponding to 250h of training (this 

level could be considered to enable for selective prevention) 

- Expert level: work in and publish about prevention, ability to provide methodological guidance 

(this level could be considered to enable even indicated prevention) 

GB added that Czech schools cover all areas of prevention, except for environmental prevention. The 

marketing slogan for this strategy is “we provide only the best professionals for delivering prevention 

to your children”. HS made the remark that the evidence base of school-based prevention alone is 

limited, and that such an accreditation system for family-based prevention (for example) would be 

desirable 

There are no hard data, but the available information suggests that non-accredited programmes are 

still going on.  

Unified prevention funding and territorial needs assessment in 
Portugal (Manuel Cardoso): 

Manuel Cardoso’s (MC) presentation addressed the following points: 

- Response structures in Portugal 

- Operational plan for integrated responses (PORI): 

 Strategic orientation approach 

- Integrated responses programmes (PRI): 

 Operational scheme 

 Step 1: National assessment 

 Step 2: Territorial assessment 

 Step 3: Implementation of the Integrated Responses Programs 

- Focalised intervention  programme 

 Call for tenders 

 Criteria for funding selective prevention programmes 

 PIF Axes/Systems 

 23 projects (objectives, number of participants by target group, outcomes) 

Portugal has a national central coordination of prevention by the Ministry of Health, with the director of 

SICAD as the national coordinator. In total some 80 people from different ministries are involved in 

implementing the strategy. 

The goal of the Integrated Responses Programmes (PRI) is to integrate responses in different areas 

(prevention, treatment, harm reduction and reintegration) and the focus is on citizens and settings, 

rather than on types of intervention. Prevention workers in indicated prevention are often located in 

youth centres (besides the ones at schools and at recreational settings), where also counselling is 

carried out. 

The key point of the strategy is a national assessment procedure to identify – together with all local 

stakeholders - those territories where the problems are worst and also to identify and use existing 

local infrastructures. This avoids overlaps and unnecessary requests for funding, since resources at 

local level can be optimally used if agencies put their agendas together. Generally, there is only one 

project for each area jointly implemented by local NGOs to guarantee cost-effectiveness. Territorial 

assemblies with NGOs, local associations and municipal services identify the problems and plan the 

interventions. All the projects are implemented by NGOs according to public selection criteria. The 
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projects are evaluated by councils and the renewal of funding depends on this evaluation: projects’ 

funding is only renewed if projects have a good evaluation and are found to be relevant. 

Most participants agreed that this Portuguese model is a hidden treasure in Europe. 

FGR reported from Germany that there nothing is sufficient: stakeholders always want more of the 

same interventions and resources, while PT seems able to balance this issue. 

Since SIDAC is centrally funding all the projects, it is also in a position to prioritise the intervention 

needs, following an in depth evaluation of each programme according to a criteria list. There is also a 

hierarchy of needs by area 

MK stated that there is a similar situation in Ireland (drug task forces), but the evaluations were very 

poor in quality because they were self-reports, which might indicated there is the need to have a 

critical perspective about this model. If in Portugal a project evaluation does meet the quality criteria, 

the intervention is simply not continued, while in Ireland such projects would nevertheless be 

sustained.  

Now there is a new online tool that renders the evaluation stricter (since funding is done with public 

money there is the need of transparency): outcome on all required indicators should be provided and 

in due time.  

The biggest advantaged of having such a highly structured approach is to achieve high coverage, 

while spending less money with more transparency and quality. 

The Portuguese strategy also uses national and school surveys for the needs assessment in the 

different territories. Also other public stakeholders, such as commission for minors’ protection, and the 

police (placed at schools in order to prevent drug dealing and violence) are contributing to the 

strategy. Also most NGOs working with SICAD are religious, which can be an important given their 

good knowledge about the local reality. 

2nd day: local prevention systems 

While rewrapping the discussions from the previous discussions, the preliminary conclusions were 

that instead of producing a complete typology of prevention systems it would be more feasible to 

present some few prototypes or prevention systems (e.g., PT. CZ …) and having the remaining 

countries indicating the prototype that is most close to their own national reality, as well as indicating 

in which regard it differs from the specific prototype.  

In order to reflect regional differences, the prototype of Spain, for example, could be based on the 

example of Castilla y Léon (maximum level), while shortly stating that in other regions the structures 

might be organised differently in some aspects. These prevention system profiles would be a narrative 

description rather than a model encompassing many variables. 

The prototypes of prevention systems would then be circulated for feedback and comments. Member 

states could update them periodically. This information would as well be included in the prevention 

profiles in order to duly describe the context of prevention interventions. For the Focal Points this 

might represent shortly some additional work (giving input or commenting on the Prototypes) but 

would then only need to update the information when needed, thus reducing the National Reports. 

Some of the information, e.g. on tobacco and alcohol policies might also be obtainable from other 

sources.  

Such context information would also be very important for the EDPQS project.  

HS pointed out that it would be important not to provide too many prototypes (maybe 4-5) and just to 

identify the core feature of each. They could be helpful in developing an adaptation tool kit within the 
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EDPQS project with prototypes of implementation structures and how standards could be used within 

them.  

MW confirmed that having such descriptions would be more motivating for member states than 

ratings. 

Drugs and alcohol prevention in Poland: Local strategies 
according to national guidelines (Sławomir Pietrzak) 

Sławomir Pietrzak’s (SP) presentation addressed the following points: 
- Brief description of Wroclaw 
- Acts of law (domestic) 
- Acts of law (local) 
- Planning, deciding and funding 
- How prevention policies are delivered in organisational terms (who plans and decides) 
- How prevention is funded 
- Cooperation 
- How we cooperate 
- Evaluation of prevention programmes 
- Evidence-based programmes 
- Alcohol and tobacco prevention 

In Poland, the funds for prevention are located at the municipalities but have to be spent according to 

planning guidelines form the central government: i.e. the National Plan has to be adapted to the 

communities. Even at local level, accreditation is the most relevant criterion for funding and thereby 

prevention professionals are incentivised to evaluate their programmes. 

A particularity in environmental prevention in Poland is that for those under 18 smoking (not only 

selling tobacco) is punishable by law (delinquency) with an administrative fee for the minor, because 

in Poland, smoking in public places (especially in schools) is prohibited (In some cities, like Wrocław 

e.g., in practice there is a recommendation to go to an “anti-tobacco point”). HS commented that by 

these means a legal, marketed and promoted behaviour is then being punished and asked if such a 

situation is supported by prevention workers. 

Another particularity in Poland is that prevention funding is financed by specific licence fees on 

drinking establishments; amounting from € 100 thousands to € 5 million/year (It is dependent on the 

population of the community, the numbers of shops selling alcohol, etc.). Also Sweden uses such 

fees. Polish prevention receives also funds from the gambling industry, as in Finland, Croatia and 

Germany.  

If a small and highly deprived community with alcohol problems has lack of funding because of its 

size, such small communities could get funding from higher administrative levels (e.g. the Regions).  

The central/state level can verify the implementation of local prevention strategies based on the 

reports the different local agencies have to submit. Also local ESPAD are beginning to be used for 

impact evaluations of the local strategies. Nevertheless, contents of school-based prevention are 

mostly not evidence based. 

Efforts in enhancing the quality of drug abuse prevention 
programmes in Croatia (Dijana Jerkovic): 

Dijana Jerkovic’s (DJ) presentation addressed the following points: 

- Delivering prevention policies in organisational terms 

- About environmental prevention 

- How much policy makers and professionals know about effective principles? 

- Involvement of research centres in evaluation and development 
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- The availability of evidence-based prevention system 

- The availability of evidence-based manualised programmes 

- Linking quality criteria and funding? 

- Database of Drug Abuse Prevention Programmes: 

 Profile of the Database 

 Logic model of the Database 

- Future steps and possible bottlenecks 

Also in Croatia the organisation of prevention is concentrated at the level of county committees. 

Environmental prevention covers illicit drugs, alcohol, tobacco and gambling, but is carried out by 

legislation at the state level and is not part of prevention programmes. In Croatia as well, the idea 

prevails that “everybody” can do prevention, and that there is no need for training. 

Now the prevention strategy in Croatia focuses on evidence-based programmes, which was not the 

case some years ago, but there is a lack of efficient programmes, even if the conditions to implement 

programmes (infrastructures) are provided. CTC is indeed implemented in Croatia, but only few 

communities have adhered, mostly from one region (Istria).  

Training of professionals alone doesn’t seem to be sufficient: one Croatian prevention programme 

had a promising focus on training but showed no significant results 

It seems that in Croatia one centre for prevention research is driving all innovation in prevention policy 

in the country, obviously with strong political support and with the well-known gap between prevention 

research and its implementation into practice.  

Alongside maybe Sweden, Czech Republic, Norway and UK, Croatia could be represented as a 

prototype system driven by university/academia as prevention resource centres, however in the UK, 

the department of education has no longer responsibility for prevention.  

Croatia is going to both import evidence-based programmes and as well improve its own ones.  

All implemented programmes are adapted to the local needs: checking the evidence of the 

programme, checking whether the theoretical foundations apply to Croatia HR; conducting pilot 

studies; and checking whether additional changes are needed. Croatia therefore seems to rather use 

prevention programmes as a starting point to develop prevention systems with municipalities (first 

content, then context), contrary to - for instance - South Tyrol.  

FGR stressed the importance of this distinction and stated that it is not possible to implement 

programmes without recognising the context (how to implement a programme if schools don’t 

adhere?) but recognised that implementation could be a starting point for a contextual change. The 

causality between both might not be this linear. After all, there is no contradiction between promoting 

the implementation of manualised programmes and to focus on context in order to strengthen the 

cooperation and involvement of different actors.  

It is however easier to deliver prevention by manualised programmes because some quality is 

guaranteed, if they are evidenc-based (“if you want to do something, do something manualised”).  

MK saw a difference between directly behaviour change interventions (such as prevention 

programmes) and generic sports or cultural activities (activities that might go on in daily life and do not 

necessarily need money). These activities are seen as creating alternatives and promoting a healthier 

environment, but are hardly considered prevention. Also PK claimed that sports activities might even 

work better that programmes.  

The evidence however does not support this claim 
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Stockholm: Local strategy according to national guidelines 
(Anders Eriksson): 

Anders Eriksson’s (AE) presentation addressed the following points: 

- Background to drug preventive work in Sweden and Stockholm 

- Stockholm’s infra-structure for prevention 

- National cohesive ANDT-strategy 

- Three City project: Organisation 

- Development of prevention 

- ”Youth in Big City” (3 city project) 

- Prevention in practice 

In Sweden is much discussion about the concept “evidence-based” since evidence-based 

programmes might be created in somehow artificial environments and might thus not be fully 

applicable to real life. 

AE stressed the importance of a knowledge-based approach that also takes into account “who does 

what” (human factor) in a prevention system. Sweden is now experiencing a shift towards a so-called 

“cohesive strategy” where all levels of stakeholders are involved, the National level, the Regional level 

(communes work together and are the link between national/local levels) and the Local level. Anders 

presented the concept of the ‘spider clubs’. They are prevention groups where prevention 

coordinators meet, who in turn are the centre of prevention networks in the communities, connecting 

all the different stakeholders. 

The city council is the place to go when a programme is to be applied in all Stockholm (the social 

affairs division). Prevention work needs to be anchored both downwards (human factor) and upwards 

(hierarchy) and therefore it is important to place programmes in the administrative agenda and the 

budget. They should not be seen as static but growing from the participants’ needs. 

The terms of local policy makers are 4 years and there is a high turnover after elections, but 

prevention in Sweden does not depend on the political colours, even if there are different priorities.  

GB saw some similarities between Sweden and the Northern Italian Region in terms of the 

collaboration of different services and actors: they might have similar prototypes. The prevention 

teams/units in Sweden do not have power over the local entities. 

Stockholm is autonomous and does not necessarily follow national priorities because of its own 

needs. The city level is therefore strong in terms of prevention and few laws are limiting this. It seems 

that for many other countries the city councils are the most important stakeholders. 

Ireland could be characterised as rather top-down system with strong central power, which is quite 

prescriptive, but ends up being flexible for local implementation, since all programmes there are local.  

SRM contributed that Spanish Regions might indicate programmes, but the local implementation 

according to local needs is done by municipal councils. The Regional level provides rather 

coordination, guidance and structure. 

Also in Portugal, building a local intervention plan means listening to everybody in the field, as the 

national guidelines and decisions might not apply to the needs of all the different areas  

Final discussion and conclusions 

MK suggested describing the prevention systems resorting to a typology based on the recovery 

capital approach and encompassing the following dimensions: 

- Human context (people in prevention systems: teachers, centres, teams, network) 

- Physical context (tangible infrastructures: funding, manuals, standards) 
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- Cultural context (knowledge generated and used, evaluations, ideas, construction of meaning 

and values – similar to environmental prevention). 

HS stated that this suggestion resembles the initial prevention model presented by GB and stressed 

the importance of including the threats to the evidence base: the moderators in the model. 

Also settings and contexts (e.g., schools, recreational settings) need to be discussed since prevention 

is different in different settings (teachers are prevention workers, but also alcohol consumers, for 

example); and prevention teams or prevention units do not exist in most countries. This however adds 

a lot of complexity to the model. For example, environmental aspects such as opening hours and 

licensing regulations are very local and difficult to describe for a whole country. This points also to the 

problem  

PK mentioned ethical issues around prevention (when is it going too far, e.g. prohibiting smoking in 

cars)  

These limits of prevention would go under “moderators”, namely as injunctive norms: what is culturally 

accepted and what is legally allowed, also safeguarding individual rights. Community participation 

(Social Capital) and the level of independence of local services would be moderators as well.  

The group concluded that the best way to go is developing the initial idea of producing prototypes 

according to the model presented at the beginning of the meeting. These should cover all aspects of 

prevention work, hence not alone the implementation of manualised programmes. 4-5 prototype 

models would describe the majority of countries and still leave place for variations. The prototypes 

would rather be simplified examples of prevention models in a standardised way of presentation, 

maybe only ½ to 1 page long. Even if some countries might not fit in any of the given prototypes, the 

descriptions might be inspirational. 

As for the practical procedure, HS suggested removing the regional/local details, using the 

presentations made during the meeting, and performing a comparative content analysis. 

Also the references made by the participants about imperfections of the systems (e.g. low adherence, 

controlling the quality of “invented” interventions) and about advantages could be included in the 

model descriptions, for instance about improved process (e.g., working together, how the work force 

can be more effective) rather than focussing on outcomes. 

Also, no value judgments should be attributed; the focus should be on describing the conditions of 

prevention. 
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