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I. Introduction
Substance use and abuse among adolescents is highly prevalent in the state of New Mexico compared to the United State as a whole.  For example, among high school students in 2007, 43.2% of 9th-12th graders in NM were current drinkers.
  Furthermore, of current drinkers, 65.7% also reported recent binge drinking.
  Among Latino students, 33.8% reported having their first drink before age 13, compared to the national average of Latinos of 29%; African American students in NM were even more likely to report having had their first drink before age 13 (42.0%) compared to the national average for African Americans of 26.7%.
 These are important measures of risk because these youth are more likely to engage in other risk behaviors as well. For example, among NM youth who reported their first drink prior to age 13, the likelihood of engaging in more risky behavior such as binge drinking or  drinking and driving was considerably greater compared to those who had their first drink after age 13.  Moreover, NM youth who reported binge drinking were far more likely to report riding with a driver who had been drinking (57.3%), driving after drinking (37.3%), or using alcohol or drugs before having sex (37.2%), compared to those who did not report binge drinking.  Fortunately, great strides are being made in NM through the efforts of the Office of Substance Abuse Prevention (OSAP) to reduce these high rates of substance use and prevent substance use among young people in NM.  

Many factors influence whether one engages in high risk behavior; research indicates that an ecological model of influence is the most comprehensive and that evidence-based interventions at each level of influence can be effective in reducing and preventing substance use.  
Figure 1:  The Ecological Model of Substance Use
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OSAP has designed a comprehensive prevention program to address risk and protective factors influencing substance use at each level of this model.  In the Fiscal Year 2007-2008 (FY 08) this included a number of initiatives.  These initiatives were:

· The Strategic Prevention Framework State Incentive Grant (SPF SIG)

· 12-17 year old Prevention Programs

· Pre-K through 6th grade Prevention Programs

· 0-6 Prevention Programs 

OSAP has required local and statewide evaluation with the intent of learning about and improving the effectiveness of their prevention programming.  Local prevention programs must have independent evaluators to assist with the design, collection, analysis, and interpretation of data.  

State Evaluation Team 
The Pacific Institute for Research and Evaluation (PIRE) has served as the state level evaluation contractor for FY 08.  The evaluation team includes Martha W. Waller, Ph.D., Elizabeth Lilliott, Ph.D., Robert Flewelling, Ph.D., Laurie Stockton, M.A., Tina Peterson, M.A., and Marnie Watson, M.A., and Michael Lackey, M.A  The evaluators have been involved with OSAP in the planning process, the design of the evaluation plan and data collection instruments, the State Epidemiological Workgroup (SEW), monitoring and oversight of data collection, and providing training and feedback to OSAP staff, local consultants, and local evaluators and program providers. 

Dr. Waller’s expertise is in adolescent health risk behaviors and in quantitative research design and data analysis.  Dr. Lilliott’s expertise is as a cultural anthropologist involved in research with Latino/Hispanic populations and consumers of NM Behavioral Health System.  She speaks Spanish fluently and is an expert at qualitative data collection and analysis.  Dr. Flewelling is a trained epidemiologist with many years of experience with evaluation and research design and analysis.   Ms. Stockton has a Masters in Maternal and Child Health and has worked in evaluation of substance prevention programming for over 5 years.  Ms. Peterson has a Masters degree in Health Policy and Administration and had extensive experience working with minority and immigrant populations.  Ms. Watson has a Masters degree in Anthropology and has worked extensively in ethnographic research on the behavioral health reform here in New Mexico. Mr. Lackey is a licensed alcohol and drug court counselor and has extensive experience in conducting telephone interviews in NM on substance abuse related issues.

State-Level Evaluation Plan
As previously mentioned, NM has several prevention efforts underway funded by several mechanisms including: the Substance Abuse Prevention and Treatment Block Grant (SAPT), the Safe and Drug Free Schools and Communities (SDFSC), the State General Fund, and the SPF SIG.  Programs are implemented in school settings, out-of school or after-school settings, and community settings.  For the FY 08, there were 21 in-school programs funded, 25 out-of-school/after school programs, and 19 programs focused on community changes and mobilization.  
The previous state evaluation team had been involved since FY 2000, had a long history with OSAP, and had developed an evaluation system to meet their goals.  As PIRE was new to the NM evaluation project this FY, it was agreed that those processes created by the previous evaluator would remain in place for FY 08, while the team met with local and state stakeholders and assessed what was working and what was not working.  This included meeting with local evaluators, program providers, OSAP staff and consultants, state epidemiologists, and Native American tribal leaders and prevention providers and the SEW.  Therefore, the focus of this year’s evaluation was multifaceted.  
First, we needed to determine what would remain the same from the previous evaluator’s strategies and what would change over PIRE’s tenure, the process by which those changes would take place, as well as the timeline for making those changes.   Second, we needed to determine how to collect community level data for the NM SPF SIG, create a data collection tool and protocol, then implement the data collection process.  Third, we needed to collect pre and post-test data from all direct service program providers.  Fourth, we needed to identify and collect data from comparison communities for both the SPF SIG and for the 12-17 prevention programs.  We then needed to provide sound statistical analyses for the data provided.   Finally, we needed to determine what additional data needed to be collected for improving the evaluation process and how to collect those data.
II. Capacity Building and Technical Assistance

In meetings with local and state stakeholders at the beginning of the FY, we found that there were concerns about the quality of the data collection instruments, the quality of the data collected, and the communications with the state evaluator.  As such, PIRE instituted several systems to improve communication among state staff, consultants, local providers and evaluators, and the state evaluator.  A Google Group listserv was created to allow parties to post ideas, tools, protocols, share concerns and questions, and generally communicate with the NM evaluation community.  At times, throughout the year, this group was used regularly to send notices, announcements, updates, and reminders.  Direct email was used for those messages that did not need to be sent to the entire group but rather were person or program specific.  Additionally, all persons were provided with office numbers and cell numbers of Drs. Waller and Lilliott.   The lead evaluator, Dr. Waller, visited the state 6 times over the FY and stayed for lengthy visits in order to meet with those who desired one-on-one meetings.   Dr. Lilliott lives in Albuquerque and was available to local programs to provide technical assistance in person as a local evaluator herself. 

It was discussed early in the FY about whether the creation of a website specifically devoted to the NM SPF SIG would be useful.  It was decided at that time to not pursue that path for FY 08 since the Southwest Center for Applied Prevention Technology (SWCAPT) maintained most pertinent information needed for communities.  With the dismantling of the CAPTs by CSAP, it was decided for FY 09 to create a website specifically for the SPF SIG communities and those other communities interested in implementing the SPF model and utilizing environmental strategies.  
The PIMS site provides all the data collection tools, the data entry tools, protocols, and SPSS syntax needed for the programs to participate fully in the evaluation process.  PIRE worked closely with Adrian Reyes to keep the evaluation section of the Participant Information Management System (PIMS) site up to date and convenient to access.  In addition, PIRE worked to create a new data entry template on the PIMS site for the SPF SIG with Value Options and Adrian Reyes.  The new template merged nicely with additional data the SPF SIG sites must enter for CSAP’s cross-site evaluation of the SPF SIG which local programs must provide every six months.   However, local program rejected the new format as excessive reporting.  It was decided that in FY09, program managers would work more closely with programs to ensure that data was entered in the PIMS appropriately for the CLI.  Where needed, PIRE has created special protocols by site and data sharing documents, e.g., with Native American communities.   
In addition to the more obvious communication tools, PIRE staff met with local evaluators and providers throughout the year at their quarterly meetings, presented on data collection techniques and results.  They also attended the SEW meetings and the weekly OSAP meetings.  PIRE also held conference calls with local evaluators to create and revise data collection instruments and provided trainings on these instruments.  Additionally, PIRE met with Native American prevention programs funded by OSAP as well as some not funded by OSAP to learn about their concerns and to work with them on ways best to collect local data.  PIRE made a concerted effort throughout the past year to increase communication at all levels such that local evaluators and providers felt they understood the expectations placed on them by the state evaluator and had input into how to establish those expectations for the next FY.  

Feedback PIRE has received from local evaluators and programmers about the technical assistance we have provided this past year and from those who attended trainings has been very positive.  
III. SPF SIG Community Survey
Background
The NM Strategic Prevention Framework State Incentive Grant (SPF SIG) is a five year grant intended to incorporate a data driven, community centered, environmental approach into ATOD prevention programming.  NM was one of the first five states to receive a SPF SIG from CSAP to incorporate the SPF model into their prevention programming.  The SPF model includes 5 steps:  1) Needs Assessment and Prioritizing, 2) Capacity Building, 3) Strategic Planning, 4) Implementation of Environmental Prevention Strategies, and 5) Evaluation.  Inherent in the SPF process is that it uses a public health approach, is data driven, addresses problematic substance abuse outcomes and behaviors, uses strategies that are scientifically defensible, and is community/population based.  Figure 2 demonstrates the SPF SIG Model. 

Figure 2:  The Strategic Prevention Framework Model
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As a result of receiving the SPF SIG in 2005, a State Epidemiological Workgroup (SEW) was formed to examine state-wide indicators of substance-related outcomes and consequences and to determine patterns of consumption leading to those outcomes.  Using this data driven process, the SEW prioritized alcohol-related motor vehicle (ARMVC) crashes and fatalities (ARMVF) among youth as the priority outcome and underage and young adult drinking and binge drinking consumption patterns on which to focus across the state.  Figure 3 presents the logic model for the NM SPF SIG.
Figure 3:  New Mexico SPF SIG Logic Model
Reducing alcohol-related youth traffic fatalities


[image: image3]
Over the past 2 years, 14 selected SPF SIG communities have collected local data to conduct their own local needs assessments around the state priority. They have written their own strategic plans based on what was learned from the needs assessment, they have built capacity, and have started to implement identified environmental strategies to address the identified intervening variables in their communities leading to ARMVC and ARMVF of young people.  All 14 communities participated in the Community Survey this past FY.
During FY 07, the previous evaluator helped conduct a statewide telephone survey using random-digit-dialing (RDD) to collect information about attitudes, knowledge, and behaviors of persons 18 to 25 years old in NM.  Unfortunately, a very low response rate to the telephone survey meant that the data were not sufficient to draw conclusions.  This FY, PIRE was charged with again collecting community level data, with the intent of improving on the past data collection experience.  
After meeting with state staff and contractors and local evaluators and program providers, we learned that programs were concerned about taking time away from their implementation work and that funds for additional data collection was not abundant.  PIRE also spoke with evaluators from other SPF SIG states to discuss their approaches to community level data collection. Therefore, based on this information and on needing ideally a representative sample of NM residents, PIRE worked with Ken Ortiz with the NM Motor Vehicle Division and Rachel O’Conner, the DWI Czar, to recruit through local MVD offices in SPF SIG communities and comparison communities.  We hypothesized that those coming to the MVD offices would be a representative sample of NM driving residents and would include representative races and ethnicities, languages, biological sex, age, and documented and undocumented persons.  In addition, because young people and many others in New Mexico only have a cell telephone as opposed to a landline, we could collect these telephone numbers directly from the respondents rather than using a purchased list of land line telephone numbers only. Therefore, with the permission and encouragement from Mr. Ortiz and Melissa Stock (COO of MVD Express), local SPF programs approached private and public MVD offices in their target areas to ask for their assistance in recruiting participants to complete the survey.   We specifically did not want MVD clients to complete surveys while at the MVDs because of the nature of the data being collected (i.e., drinking and driving behaviors).  
Methods
With some exceptions those programs with local MVD offices solicited assistance from the local MVD supervisor and staff to recruit clients for the survey.  Staff were trained on what to say about the survey and provided with incentives to motivate them to recruit.  MVD staff were asked to present a postcard (written in both English and Spanish) to every client 18 years old or over, explain the survey, ask if they would like to participate, and have the client circle “yes” or “no” on the card.  If the client agreed, they were also asked to provide a first name only, an email or telephone number by which they could be contacted, and the town or community where they lived.  The card was then collected by the MVD staff person and put into a box.  The client was given a small incentive for completing the card.  These cards (both yes and no cards) were to be collected weekly and mailed to PIRE.  Those who responded yes and provided contact information were either contacted by email or by telephone.  If contacted by email, respondents were sent to a website where they could enter their email address and a unique password provided to them, in the email, and then they could complete the survey.  If contacted by telephone, a PIRE employee completed the telephone interview with them.  Respondents could complete the web or telephone interview in English or in Spanish.  All those who completed the survey were entered into a drawing for 24 prizes worth $150 (e.g., a $150 gas card or Ipod) and were contacted using the email or telephone number provided. 
Some communities where MVD recruitment was not feasible recruited at local events, stores, and other locations using the recruitment cards described above.  Communities with mainly Native American populations had respondents complete a paper and pencil version of the survey rather than use recruitment cards. This direct method allowed them to address any questions and concerns about the survey immediately and provided access to people who may not use internet or telephone services frequently.  Finally, the University of New Mexico (UNM) requested from their registrar a list of 2,000 randomly selected undergraduates and their email addresses.  Invitation email messages were sent directly to those students rather than using recruitment cards.  All data recruitment methods received approval from PIRE’s Institutional Review Board (IRB) and UNM’s recruitment additional received approval from their IRB. 

Data were collected in 14 SPF SIG communities and 9 comparison communities across the state. Communities were defined broadly depending on the location.  For example, there are technically 3 SPF SIG communities within Albuquerque.  On the other hand, one SPF SIG community encompasses four counties in southwest New Mexico. All SPF SIG programs attempted to recruit from their entire targeted area.

Analyses
Since this was a new survey, we conducted some preliminary analyses to assess the validity and reliability of the questions.  A factor analysis was conducted to examine if variables assessing similar constructs hung together as hypothesized.  In addition, reliability testing was done on the measures to examine the extent to which the measures were indeed reliable. Univariate and bivariate analyses were then conducted to examine basic frequencies and distributions across communities.  Comparisons between targeted SPF SIG communities and comparison communities were done using regression techniques that allow one to control for differences in communities by age, race/ethnicity, and sex and examine whether target and comparison communities differ on the basis on the environmental interventions being conducted.  The R-square (R2) statistic is a measure of effect size.  It is interpreted as a percentage of the variance accounted for by a variable in the model.  For example, if the variable defining the intervention group from the comparison group has an R2 of .24, then approximately 25% of the differences found between SPF SIG communities and comparison communities for a outcome can be attributable to something other than age, sex, or race/ethnicity differences.  We assume that this is due to the environmental strategies in the SPF SIG communities.  
Finally, the last question on the survey was an open ended question that allowed respondents to provide feedback on the topics covered in the survey.  An analysis of these qualitative data was conducted and results are presented. 
Results 

Surveys were conducted using three methods of data collection:  1) an internet/on-line survey instrument, 2) a telephone survey, and 3) a paper survey instrument.  Native American communities were most likely to use paper and pencil surveys.  Younger people were more likely to complete the on-line survey.  Telephone surveys were more likely to get the most complete data but were far fewer in prevalence.  As anticipated, the response rate to the survey was low, but unfortunately, even lower than anticipated.  A total of 13,184 recruitment cards were completed.  Of those, 11,013 indicated they were willing to participate in the survey on-line or by telephone.  Ultimately, however, the number of completed surveys was much lower than the anticipated number based on the level or participation expected from the recruitment cards.  Response rates ranged from just over 3% to 25%, depending on the community.  A response rate was unable to be calculated for some communities because we were unable to determine refusals for communities conducting paper and pencil surveys; similarly, it was not possible to calculate an accurate total response rate because of these communities.  
For purposes of the evaluation analyses, we eliminated all respondents with no age reported.  We did this primarily because we did not want to include respondents under the age of 18 since this survey was written specifically for NM residents 18 and over.   We also eliminated any respondents who reported their age as less than 18.  That left us with a sample size of N = 2,662, although it is important to note that not all questions were answered by all respondents.  

Univariate and Bivariate Results of SPF SIG & Comparison Communities

Table 1 presents the breakdown of the survey sample for both SPF SIG communities and Comparison communities.  Consistent with other survey results in the literature, females are more likely to complete the survey than males.  This was true in both SPF SIG and Comparison communities.   The race/ethnicity breakdown of the respondents varied across the two groups.  Among SPF SIG communities, non-Hispanic white and Hispanic respondents were equally represented, followed by Native American respondents.   In the Comparison communities, Native American respondents were over represented because a concerted effort was made to collect comparison Native American data to the detriment of collecting data from other race/ethnicities.  This non-equal distribution between the two groups makes it important to control for these difference in later analyses because previous data collected in NM and research in the field of ATOD prevention indicates that race/ethnicity is strongly associated with drinking patterns.  

Table 1:  Demographics of SPF SIG and Comparison Communities
	 
	SPF SIG Communities
	Comparison
Communities

	Biological Sex
	N
	%
	N
	%

	Male
	782
	36.0%
	185
	38.0%

	Female
	1339
	61.6%
	292
	60.0%

	Missing
	54
	2.5%
	10
	2.1%

	 
	
	
	
	

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	797
	36.6%
	127
	26.1%

	Hispanic/Latino
	797
	36.6%
	140
	28.8%

	Native American/Alaskan Native
	444
	20.4%
	201
	41.3%

	Other
	81
	3.7%
	9
	1.7%

	Missing
	56
	2.6%
	8
	1.6%

	 
	
	
	
	

	Age
	
	
	
	

	18-20
	324
	14.9%
	21
	4.3%

	21-24
	317
	14.6%
	38
	7.8%

	25-34
	463
	21.3%
	117
	24.0%

	35-44
	422
	19.4%
	132
	27.1%

	45 and over
	649
	29.8%
	179
	36.8%


Table 2 below compares the prevalence of high risk drinking and drinking and driving behaviors among respondents of the SPF SIG and non-SPF SIG communities.  In general, respondents in the comparison communities reported a lower prevalence of high risk behaviors than those in the SPF SIG communities.  This finding was expected because the SPF SIG communities were partly selected based on the high rates of alcohol-related motor vehicle crashes and fatalities in their communities.  Over the course of the SPF SIG, it is anticipated that the prevalence in SPF SIG communities will decrease while the prevalence in Comparison communities will remain the same.   Yet with all studies taking place in the real world settings rather than laboratories, additional factors may also be related to why we may find changes.  For example, additional DWI prevention efforts have been taking place across NM including the Governor’s DWI Prevention Initiative, a grant funded through the National Highway Transportation Safety Administration (NHTSA), and local tribal efforts to reduce DWI incidents.  These efforts most likely contribute to changes in both target and comparison communities, although it is difficult to measure how much change is due solely to these efforts versus the change attributed to SPF SIG activities.
Table 2:  Reported Prevalence of High Risk Drinking Behaviors Between SPF SIG and   Comparison Communities
	
	SPF SIG Communities
	Comparison Communities

	 High Risk Drinking Behavior 
	%
	%

	
	
	

	The percentage of respondents who rode in a car at least once in the past 30 days with someone who had been drinking 
	14.5%
	11.1%

	 
	
	 

	The percentage of respondents who drank alcohol at least once in the past 30 days  
	47.4%
	37.8%

	 
	
	 

	The percentage of respondents who drank 5 or more drinks in one sitting at least once in the past 30 days 
	20.4%
	16.8%

	 
	
	 

	The percentage of respondents who drove at least once in the past 30 days when they had perhaps too much to drink
	4.6%
	3.5%

	 
	
	 

	The percentage of respondents who drove at least once in the past 30 days after drinking 5 or more drinks on one occasion
	4.1%
	3.7%

	 
	
	 

	The percentage of respondents who drove under the influence of alcohol at least once in the past 12 months
	13.8%
	10.9%


Table 3 captures the frequency of high risk behavior for some of the measures reported in Table 2, along with the average age in years of the respondent’s first drink of alcohol.  On average, respondents in SPF SIG communities reported consuming alcohol one more day a month than those in Comparison communities, the difference between 3.2 days versus 2.2 days a month (p = .0001).  Also, the average age at the first drink of alcohol for respondents in SPF SIG communities is approximately 1 year younger than the average age of respondents in the comparison communities (p= .003).  

Table 3:  
Frequency of High Risk Drinking Behavior and Average Age at First Drink of Alcohol for SPF SIG and Comparison Communities
	Frequency of High Risk Drinking Behavior
	SPF SIG Communities 
	Comparison Communities 

	
	Mean
	95% CI
	Mean
	95% CI

	The average number of times in the past 30 days that the respondent consumed 1 or more alcoholic drinks 
	3.2***
	2.97-3.48
	2.2
	1.71-2.63

	
	
	
	
	

	The average number of times in the past 30 days that the respondent rode in a car with someone who had been drinking
	0.5
	0.43-0.62
	0.5
	0.21-0.80

	
	
	
	
	

	The average number of times in the past 30 days that the respondent drank 5 or more drinks on one occasion 
	0.8
	0.69-0.90
	0.7
	0.40-0.92

	
	
	
	
	

	The average number of times in the past 30 days that the respondent drove when he/she had too much to drink 
	0.1
	0.07-0.15
	0.1
	0.02-0.13

	Average Age at First Drink of Alcohol
	
	
	
	

	The average age in years of the respondent at his/her first drink of alcohol
	14.6***
	14.4-14.9
	15.5
	15.0-16.0


*p ( .05, **p ( .01, ***p ( .001

Factor Analysis and Reliability Analyses of Scales
The focus of the SPF SIG community survey was to collect data related to outcome measures of drinking and driving, as well as information around the seven intervening variables identified by the state.  In conjunction with the community survey, SPF SIG communities undertook activities to increase the perception of risk and consequences around drinking in regards to individual health risks and the legal ramifications of drinking and driving.  As a result, many of the questions on the survey focused on how likely it was that someone would be caught by law enforcement for serving alcohol to minors or intoxicated patrons, or getting caught drinking and driving.  Other questions focused on the awareness of media in the community about drinking and driving and community norms around underage drinking and driving.  
We conducted a factor analysis of survey items to determine if the responses to the perception of risk questions grouped together in such a way that that it would be appropriate to comprise a perceived risk scale or an awareness of media scale.  After conducting a factor analysis with varimax rotation on measures that did not include consumption measures nor demographics, a total of 6 strong factors were revealed:  1) The Risk of Arrest for Underage Drinking and Over-Consumption, 2) Awareness of Prevention Efforts, 3) The Risk of Being Caught, Arrested and Convicted for Drinking and Driving, 4) The Awareness of Activities to Prevent Teen Drinking, 5) Drinking Norms, and 6) Media Awareness of Prevention Efforts.  We then constructed six scales incorporating the corresponding measures for each factor.  Only items with factor loadings of .60 and above, indicating a high association with other similar items were included for scale development.  

The scale of Risk of Arrest for Underage Drinking and Over-Consumption (UDOC) includes four items:

1) How likely are police in your community to break up parties where teens are drinking? (Factor loading = .82)

2) How likely are police in your community to arrest an adult for giving alcohol to someone under 21? (Factor loading = .79)

3) How likely would someone in your community be refused alcohol in a bar or restaurant because they already had too much to drink? (Factor loading = .63)

4) If someone was caught selling alcohol to a drunk person, how likely is it they would be arrested? (Factor loading = .62)

The Perceived Risk of Being Caught, Arrested and Convicted for Drinking and Driving scale (Perceived Risk) includes the following three survey items:

1) If you were driving after having had too much to drink, how likely is it you would be stopped by police? (Factor loading = .87)

2) If you were driving after having had too much to drink & were stopped by police, how likely is it you would be arrested? (Factor loading = .84)

3) If you were driving after having had too much to drink & were stopped and charged with DWI, how likely is it you would be convicted? (Factor loading = .68)

The scale measuring the Support of Local Prevention (Prevent) Efforts includes the following three survey items:
1) To what extent do you support local efforts to reduce drinking and driving your community? (Factor loading = .79)

2) To what extent do you support local efforts to reduce drinking among teens in  your community? (Factor loading = .79)

3) To what extent do you support local efforts to reduce alcohol advertising in your community? (Factor loading = .70)

The scale measuring the Awareness of Activities to Prevent Teen Drinking (Teen Awareness) includes the following two survey items: 

1) In the past 12 months, how much have you seen or heard about activities to stop people from giving or buying alcohol for teens? (Factor loading = .80)

2) In the past 12 months, how much have you seen or heard about activities to keep stores, bars, and restaurants from selling alcohol to teens? (Factor loading = .74)

Two items are included in the factor measuring Norms about Drinking and Drinking and Driving (Alcohol Norms):
1) How do you feel about someone your age driving after drinking 1 or 2 drinks? (Factor loading = .79)

2) How do you feel about someone your age having 1 or 2 drinks nearly every day?  (Factor loading = .78)
Finally, an additional two items loaded onto the factor Awareness of ATOD Prevention Efforts (Prevent Awareness):

1) In the past 12 months, have you seen a DWI check point where drivers are stopped briefly to police to check for drunk drivers? (Factor loading = .74)

2) In the past 12 months, do you recall hearing, reading or watching an advertisement about the prevention of substance abuse? (Factor loading = .63)

Several items did not load highly on any one factor.  While important to the overall understanding of prevention in the community, they were excluded from being combined with other measures.  These items were:

1) Thinking about where you live, how many restaurants and bars offer drink specials such as happy hours, college night, or other discounts?  (Highest factor loading was .42)

2) In the past 12 months, how much have you seen or heard about activities to discourage selling to intoxicated patrons?  (Highest factor loading was .48)

3) In the past 12 months, how much have you seen or heard about police arresting drunk drivers in your community?  (Highest factor loading was .38)

4) How much do people risk harming themselves physically and in other ways when they have five or more drinks of an alcoholic beverage once or twice a week?  (Highest factor loading was .53)

5) In the past 12 months, how often have you seen or heard PSA’s discouraging drinking and driving targeting Native Americans? (Highest factor loading was .39)

After completing the factor analysis, we also ran correlations on each of the items by factor to get a reliability coefficient.  Table 4 provides the standardized Cronbach’s alpha for each factor.  Prior to developing summary scales to use as outcome measures in regression models, Factor 6 was eliminated due to poor reliability.  

Table 4:  Reliability Coefficients for the Six Strong Factors from the Factor Analysis 
	Factor
	Cronbach’s Alpha

	Factor 1:  UDOC
	( =  .78

	Factor 2:  Perceived Risk 
	( =  .80

	Factor 3:  Prevent
	( =  .67

	Factor 4:  Teen Awareness
	( =  .53

	Factor 5:  Alcohol Norms 
	( =  .59

	Factor 6:  Prevent Awareness
	( =  .28


Regression Analyses Comparing SPF SIG and Comparison Communities

Analyses with linear and logistic regression models were conducted to detect any statistically significant differences on the major outcomes of interest between the SPF SIG communities and comparison communities.  The following outcomes were included:  

· The number of days during the past 30 days that the respondent rode in a car driven by someone who had been drinking

· The respondent’s age at first drink of alcohol

· The number of days during the past 30 days that the respondent drank one or more drinks 

· The number of times during the past 30 days that the respondent drank 5 or more drinks on an occasion

· The number of times during the past 30 days that the respondent drove after having too much to drink

· Ever driven after drinking 5 or more alcoholic drinks during the past 30 days

· Ever driven under the influence of alcohol in past 12 months

· Perception of risk associated with underage drinking and over consumption of alcohol

· Perception of risk associated with drinking and driving

· Support of local ATOD prevention efforts

· Awareness of local activities to prevent teen drinking & access to alcohol

· Drinking norms and drinking and driving norms 

The regression analyses also controlled for the influences of age, race/ethnicity, and biological sex on the outcome variables to isolate the differences between comparison and SPF SIG communities due to implementation of targeted intervention strategies.  Two measures significantly differed between the two groups: respondents in the SPF SIG communities were more likely to report having had one or more drinks in the past 30 days than comparison community respondents (( = .68, SE = .29, p≤ .05) and respondents in the SPF SIG communities were more slightly likely to report having heard about community efforts to reduce teen drinking and access to alcohol than those from comparison communities (( = .29, SE = .06, p≤ .0001).   The results from the logistic regression analyses indicated that at the time of the community survey, there were few differences between comparison and SPF SIG communities on most of the outcomes and intervening measures examined in the community survey.  

Open-ended question qualitative analysis 

The final question on the Community Survey asked participants to provide additional commentary about “the issues we have asked about today.”   The intent of this question was to allow participants an opportunity to respond to the survey in their own words, share their perception of the survey topics and methodology, and to elicit ideas on other relevant issues that might impact DWI and underage drinking in their communities but were not queried about on the survey.  Finally, the responses can be mined by local programs as means to represent a “local voice” about alcohol-related issues in their communities.   

Responses were transcribed and coded using QSR NVIVO qualitative analysis software.  Using NVIVO, the researcher creates a coding tree that reflects her analytical needs, reads the transcribed text, and then codes it according to one or more thematic ‘nodes’ on the tree.  Once the coding is completed, the tree structure can then be analyzed by studying relationships among nodes, considering prevalence of responses in a node, and by focusing on outlying nodes as a means to inquire into new hypotheses.  A simple scheme was created for this purpose, with an initial coding tree based upon the 7 intervening variables of the SPF SIG, “survey feedback” (i.e.  “it was too long”) and “personal narrative” (responses that were very evocative).  As coding proceeded, additional nodes were created as the density of a theme emerged (e.g., the need for treatment).  Below is a summary of all the responses (Comparison and SPF SIG communities together).  The open-ended question format prohibited a rigorous comparison of qualitative responses between the SPF SIG and Comparison communities because it could not control for method of implementation.

Results of Qualitative Analyses
Overall, respondents strongly supported DWI prevention efforts, yet they also had many recommendations as to how improve those efforts.  The strongest thread running through survey responses was the concern about repeat DWI offenders. Respondents expressed outrage that those with multiple DWI convictions were still allowed to drive. One respondent asked, “The local paper identifies people with 18, 23, 32 DWI's on their records. How is this possible?” In fact, this contradiction between the goal of New Mexico DWI reduction with the reality of so many repeat offenders on the roads led many respondents to feel that the State of New Mexico was “hypocritical” or otherwise simply not serious about prevention and reduction efforts. A great number of respondents suggested that New Mexico adopt stricter laws, often citing the possibility of “3 Strikes” systems in place in other areas.

While a few individuals felt that DWI enforcement was overzealous and thus penalized “the hard workers and the responsible people that just go out and have a good time,” most expressed the opinion that there needed to be more DWI patrols and checkpoints, and in general more police and more resources available to police to facilitate effective law enforcement. In addition, respondents discussed ways that citizens avoided encountering DWI checkpoints by informing friends of their locations, or by taking back roads.

Many respondents were concerned about perceived corruption and favoritism that subverted efforts to address DWI in New Mexico. Several spoke about law enforcement officers who let off friends and family members with only a warning, while others indicated that the problem extended to the local and state judicial systems as well. As one respondent stated, “Many, many officials and police are related to any participants and makes any enforcement very difficult.” In addition, quite a few respondents (especially Native Americans) stated that they had experienced or witnessed racial profiling and prejudice that led to unwarranted police stops, arrests, and convictions. Not all comments were negative, however; several praised current law enforcement prevention strategies.

In general, respondents liked the idea of a DWI hotline, but nearly all of those who had personally interacted with the hotline system were disappointed. One respondent stated that, “There have been numerous times I have called in to report intoxicated persons in my neighborhood and on the roadway but nobody responded to the call.” While others indicated that by the time an officer had arrived at the scene, it was too late, and the offender was gone. Others stated that they had difficulty with the telephone system itself, being transferred multiple times before finally being connected with the proper division. 

A great number of respondents spoke of the ease with which underage individuals could access alcohol, whether through retail establishments (personally or through third-party buyers), family, or friends, in private homes, bars, or on campus. This was related to the general acceptance in many New Mexico communities of drinking and driving while under the influence. Several individuals suggested that greater economic and social causes of drinking needed to be addressed before the problem could be resolved. A great number of respondents requested more education on alcohol and DWI, especially in schools, but also in the community in general. In addition, many emphasized the need for alternate programs for youth that would provide viable “things to do.” In addition, respondents requested greater availability in their communities of alcohol and drug addiction treatment facilities.

While one individual expressed support of “party patrols,” those who had experienced the actions of party patrols were less enthusiastic. One respondent stated that a party patrol had trespassed a home where a gathering with no alcohol was taking place, and were “very rude” and “very invasive.” Another respondent stated that party patrols led students to flee and drive drunk to other locations, and also penalized party attendees who were non-drinkers or designated drivers.

Many survey respondents indicated that a lack of public transportation or safe-ride programs led people to drive home after drinking at bars or parties. Providing viable alternatives to driving after drinking, these respondents stated, would be an effective prevention solution.

It should be noted that respondents were independently discussing alcohol-related problems and their prevention in general.  Thus for example, their critique of the DWI hotline- not a SPF SIG initiative- illustrates the difficulty in precisely evaluating the effects of SPF SIG media efforts in comparison to other statewide prevention efforts.  At the same time, these kinds of comments suggest that continued efforts to collaborate in DWI prevention across the state may be most effective.

Discussion

In general, results of the SPF SIG community survey indicate that SPF SIG communities reflect higher alcohol use and risk behavior than comparison communities.  Since SPF SIG communities were targeted to receive funding at least in part because of the high prevalence of ARMVC and ARMVF, higher levels of alcohol consumption and related risk behaviors are consistent with expectations.  Nonetheless, SPF SIG communities’ efforts to implement environmental strategies to increase the perception of risk associated with providing alcohol to minors, drinking to excess, and drinking and driving, have had some impact.  Community survey findings indicate that awareness of local efforts to reduce access to alcohol and drinking among teens is greater in SPF SIG communities than in non-SPF SIG communities.  This suggests that communities have been successful at raising awareness about the penalties for being caught or arrested for providing alcohol to minors or drinking alcohol as a minor.  
On the other hand, SPF SIG communities still have work to do to inform community members about increased law enforcement efforts around drinking and driving because too few respondents were highly aware of efforts going in the communities.  More concerted and coordinated efforts may be needed to increase visible sobriety checkpoints; or despite efforts to conduct more highly visible sobriety checkpoints, there may not be enough additional press about these efforts to change the perception of the risk of being caught drinking and driving.   Previous research has indicated that to increase the perception of risk of being caught, law enforcement efforts must be coupled with media efforts to heighten and diffuse across a larger population the perception of risk.  Additional longitudinal data will be helpful in determining whether the prevalence of alcohol-related risk behavior is decreasing over time and associated with changes in perception of risk and social norms around alcohol use and drinking and driving.  The results of the quantitative statistical analyses are reinforced by the results from the qualitative analyses where respondents overwhelmingly commented on the lack of adequate enforcements and sanctions for DWI.

Comparison of SPF SIG Community Survey Data with NHTSA Survey Data
In the first half of 2006, the National Highway Traffic Safety Administration (NHTSA) conducted a large random-digit dialing survey of NM residents in communities conducting high visibility sobriety checkpoints to deter drinking and driving.  Several SPF SIG communities were also recipients of these additional funds to conduct sobriety checkpoints.  While the samples are not reliably comparable since the SPF SIG community survey is a convenience sample and the NHTSA survey was a random sample, we thought it useful to compare results from the SPF SIG community survey with results from the NHTSA funded drinking and driving survey to assess how different or similar our findings were to a more generalizable sample of NM residents.  It is also important to note that many of the questions asked on the surveys are not identical even though the topics are similar.  As a result, these comparisons should be interpreted cautiously.  

Compared to our community survey, respondents to the NHTSA funded survey were more likely to report having had at least 1 alcoholic drink in the past 30 days; 72% of respondents to NHTSA survey indicated having had a least one alcoholic drink in the past 30 days compared with 47% and 38% in SPF SIG and comparison communities respectively.  Furthermore the average number of days alcohol was consumed in the past 30 days was higher, 5.6 days, compared to 3.2 and 2.2 days in SPF SIG and comparison communities.  Sixty percent of NHTSA respondents indicated that they were very likely to be convicted of DWI if they were stopped and charged with a DWI, compared to 41% of SPF SIG & Comparison community respondents. Among NHTSA respondents, 32% indicated that it was very likely that a person would be arrested if caught providing alcohol to a minor compared with 23% of respondents on the SPF SIG community survey.  Finally, measures of drinking and driving were somewhat comparable on both surveys.  On the NHTSA survey, 3% reported having driven when they had had too much to drink compared to 5% and 4% of SPF SIG and comparison community respondents.  

Several reasons may account for the differences between the NHTSA findings and our findings including the methods of data collection.  First, it is possible that respondents to the community survey were more comfortable responding to questions because they completed the survey either on-line or on paper, adding additional anonymity to their responses, whereas the NHTSA survey was completed by telephone.   Next, our samples differed on important factors.  For example, the NHTSA survey attempted to select on young male drivers who reported having a drink in the past year, whereas we did not attempt any respondent selection by age or sex, rather we selected on location only.  Our sample does have a large sub-sample of university students, but it is somewhat older overall and likely has a larger percentage of females overall than the NHTSA sample.   Additional differences exist as well, which is why we caution strongly against drawing conclusions from this comparison either of differences or similarities.  

IV. Family Assessment Scale:  Ages 0-6

Background
Prevention programs targeting 0 through 6 year olds work with the family to improve parenting skills and family interaction, and essentially create a safer and more supportive environment for the child.  The developmental hypothesis behind these programs is that strong positive family bonding protects against later substance use.  The Family Assessment Scale (FAS) was designed to assess 10 different constructs associated with the ability to resist ATOD later use.  These constructs are:
· Home Environment

· Social Support

· Social Services utilization

· Parenting skills

· Family interaction

· Child well-being

· Parent/child dysfunctional interaction

· Perception of the risk associated with ATOD use 

· Adult GPRA past 30 day alcohol use to intoxication & other drug use 

· Adult GPRA past 30 day tobacco use

During FY 08, five sites received funds to address ATOD prevention among 0-6 year olds and their families.  Sites provided one of the following evidence-based curriculums:  Parents as Teachers, Effective Black Parenting Program, Dare to be You, Meld Nueva Familia, or Strengthening Families.  
Parents as Teachers

Parents as Teachers (PAT) is an international, early childhood parent education and family support program serving families throughout pregnancy until their child enters kindergarten, usually at age 5.  The program is designed to enhance child development and school achievement through parent education accessible to all families.  It is a universal access model.  Activities include personal visits to participants during which PAT certified parent educators help parents understand and have appropriate expectations for each stage of their child’s development; group meetings that serve as a forum for parents to share experiences; developmental screenings to assess child’s health, hearing, and vision; and linkage to a resource network for services outside the scope of the PAT program.  The protective factors addressed by PAT are social connectedness, access to services, attitudes towards use, family communication, and family management skills.
Effective Black Parenting Program

The EBPP was originally developed for parents of African American children aged 2 to 12. Most of its evaluation studies have been conducted with this population. However, since beginning the national dissemination of the program in 1988, the program has been successfully used with teenage African American parents and their babies, and with African American parents of adolescent children. Thus, its widespread usage has been with parents whose children range from 0 to 18.  EBPP is a cognitive-behavioral program designed to foster effective family communication, healthy African-American identity, extended family values, child growth and development, and healthy self-esteem.

Dare to Be You (DTBY) 

The Dare to Be You program is a curriculum based project that was founded in 1979 and is designed to reduce poor outcomes among children, especially alcohol, tobacco and other drug use, by increasing resiliency factors and reducing risk factors in families with young children.  The target population is 3-5 year old children.  Program facilitators encourage parent input, support, and participation.  Sessions include Family Management Skills and Attitudes, Communication Skills, Positive Disciplining, Self Concept, Showing Love and Affection, Family Planning, and Social Skills.  

Meld Para Nueva Familia
The Teen Parent Center (TPC) is a service of the Santa Fe Public Schools which provides onsite child care, parenting, pre-natal, and life skill classes, academic tutoring, counseling, and case management services to pregnant and parenting adolescents.  The specific mission of the TPC is to prevent negative outcomes for children of teen parents by providing high-quality, comprehensive support, and educational services that enable teenage parents to complete high school and to function as healthy, effective, and nurturing parents and community members.  
The Meld curriculum Para Nueva Familia is implemented with all individuals who receive services at the TPC.  The objectives of this curriculum include: 1) increasing knowledge of the dangers of alcohol, tobacco, and other drug use 2) increasing knowledge of childhood development; 3) improving parenting skills among adolescent parents and their families; 4) improving parent/child attachment; 5) improving parent/child interactions; and 6) improving the developmental health of infants and toddlers.   Meld prepares and supports teen parents in positive parenting, self-esteem, to continue in school, healthy relationships, resources to be a positive parent, and to delay childbearing until education has been completed.  Meld is delivered by trained staff members and a peer mentor who was a graduate of the program. The students also participate in teen panels in middle and high school classes to deliver presentations on teen pregnancy and the effects of alcohol, tobacco, and other drugs.
Strengthening Families Program
Strengthening Families is a family-focused initiative that increases family management skills, reduces the likelihood for substance abuse and other problems associated with the teen years, and reduces family-related risk factors for adolescent problem behaviors.  The curriculum follows an interactive model where parents and youth meet in different sessions for one hour then are united to participate in family activities the second hour. The program is designed to help parents/caregivers learn nurturing skills that support their children.  It teaches parents/caregivers how to effectively discipline and guide their youth.  The program is also designed to give youth a healthy future orientation and an increased appreciation of their parents/caregivers.  It also teaches youth skills for dealing with stress and peer pressure.  
Methods
Parents or guardians completed the survey instrument (New Mexico Family Assessment Scale) before participation in a curriculum and again after completion of the curriculum.  The table below captures the risk and protective factors for ATOD Use, measured by the various scales for each of the eight constructs as well as the ATOD substance use measures.  
Table 5:  Risk and Protective Factors Measured by the NMFAS Construct Scales 

	Construct
	Risk and Protective Factors

	Home Environment
	Housing stability; financial stability; reliable transportation; nutritious meals; good hygiene practices, and structured time for children 

	Social Support
	Positive interactions with neighbors and/or friends;  support from relatives, neighbors, and/or friends and help with finances, childcare, cooking, etc 

	Social Services Utilization
	Access to emergency medical services or a regular doctor; access to emergency help from friends, etc., and participation in activities to further education 

	Parenting Skills
	Discipline; supervision;  increased ability to support child’s development; increased knowledge about child’s language, emotional and motor development; ability to identify and willingness to seek services for mental health problems; resources to be a positive parent;  physical ability to care for child and father’s involvement 

	Family Interaction
	Planning family activities; support during times of crisis;  open communication; acceptance; positive feelings and interactions; 
empowerment and improved decision making 

	Child Well-being
	Regular medical care, including up to date immunizations; age appropriate development; use of a safe car seat and personal safety

	Parent/child Dysfunctional Interaction
	Positive interactions and feelings and age appropriate expectations

	Perception of the Risk Associated with ATOD Use 
	Perception of the risks associated with cigarette smoking, marijuana use and binge drinking

	Adult GPRA Past 30 Day Alcohol Use to Intoxication & Other Drug Use 
	Binge drinking and illicit drug use

	Adult GPRA Past 30 Day Tobacco Use
	Tobacco use


Analyses in SPSS were conducted for parent surveys that had both a complete pre-test and post-test.  First, the data were cleaned and frequencies were run for pre-test and post-test variables to identify outliers.  Variables were then recoded, including reverse-coded when appropriate, so that sum scales and mean scales could be created to measure the eight constructs. Scale reliability analyses were conducted to examine internal validity before running sample demographics and descriptive statistics.  Like other OSAP prevention programs, a series of paired sample t-tests was performed on each construct in order to assess whether the sum or mean scores of the pre-tests were significantly different from the sum or mean scores on the post-tests. The alpha criterion set was .05 (α = <.05) meaning that if a statistically significant difference is found, there is a 95% likelihood that the difference is not due to chance but to an actual difference.   
Results
Outcome data were collected from 203 parent surveys.  The table below (Table 6) provides the distribution of 0-6 program participants by site.  The percentage of female caregivers that completed the survey was much higher than the number of male caregivers (88% versus 12%).  Across the sites, the mean age of the parent or guardian completing the survey was 31 years old, although 18% of the respondents were between the ages of 14 and 19 years old.  Nearly three quarters (71%) of the respondents were not born in the United States and more than half (56%) spoke a language other than English in their homes.  Among the children enrolled in the program, 65% were aged one or younger, and the percentage of male children (61%) was disproportionately larger than the percentage of female program participants (39%).  

Table 6:  Distribution of 0-6 Program Participants by Site

	Site
	Curriculum Provided
	Number of Participants*
	Percent of Total Participants

	Counseling Associates
	Parents as Teachers
	50
	24.6%

	Excel Educational Enterprises
	Effective Black Parenting Program
	35
	17.2%

	Sandoval County SAP Collaborative
	Dare to Be You
	53
	26.1%

	Santa Fe Public Schools
	Meld Para Nueva Familia
	26
	12.8%

	Southern NM Human Development
	Strengthening Families
	39
	19.2%

	Total
	203
	100%


*This is the total number of participants that completed both a pre-test and a post-test. 

Findings for five of the protective factors measured by the NMFAS captured the desired movement between pre-test and post-test scores with a level of statistical significance (see Table 7): Social Services Utilization (t = -2.521, n=203, p=.012), Parenting Skills (t = -5.828, n = 203, p = .000), Family Interaction (t = -3.514, n = 203, p = .001), Child Well-Being (t = -4.208, n = 203, p = .000) and Parent Child Dysfunctional Interaction (t =2.405, n = 203, p = .017).  Three of the five scales (Parenting Skills, Family Interaction and Parent Child Dysfunctional Interaction) had high reliability coefficients, as indicated by an alpha score of 0.80 or better, ranging from .821 to .883.  
Home Environment, Social Support, and ATOD Perception of Risk, the three scales that were not statistically significant at alpha = .05, indicated positive movement, as did the measure for Adult Past 30 Day Tobacco Use.   The findings for the two measures of ATOD Use, Alcohol to Intoxication During the Past 30 Days and Use of Other Illegal Drugs During the Past 30 Days should be interpreted with caution as the sample size was three respondents or less for either measure.  Respondents were clearly wary of reporting any illegal or stigmatized substance use. Three of the scales have moderate reliability ranging from .62 to .77, and Social Service Utilization (.40) and ATOD Perception of Risk (.44) have low reliability.
	Table 7:
Family Assessment Scale

Findings Sheet (N=203)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach’s Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors: 

	Home Environment
	0-30
	22.49
	22.67
	-.722
	.471
	( Is better
	.618

	Social Support

	0-9
	6.99
	7.02
	-.258
	.797
	( Is better
	.742

	Social Services Utilization
	0-12
	9.28
	9.62
	-2.521
	.012
	( Is better
	.397

	Parenting Skills
	0-30
	22.67
	24.80
	-5.828
	.000
	( Is better
	.821


	Family Interaction
	0-36
	25.78
	27.26
	-3.514
	.001
	( Is better


	.866

	Child Well Being
	0-18
	14.09
	15.26
	-4.208
	.000
	( Is better


	.773

	Parent Child Dysfunctional Interaction
	12-60
	20.26
	18.66
	2.405
	.017
	( Is better


	.883

	ATOD Perception of Risk
	0-12
	11.02
	11.03
	-.113
	.910
	( Is better


	.439

	Analysis of Outcome:

	Of those who have used alcohol to intoxication during the past 30 days- Number of days (n=3)
	0-30
	2.67
	1.67
	.655
	.580
	( Is better


	NA

	Of those who have used other illegal drugs during the past 30 days-Number of days 
	0-30
	Only 2 cases
	No cases
	
	
	( Is better


	NA

	Adult GPRA 30 Day Tobacco Use (n=102)
	0-4
	21.6%
	14.1%
	Percent change:

--34.7%
	
	( Is better


	NA


Discussion
Overall, the 0-6 programs had a positive impact on participants.  There was statistically significant improvement in participants’ parenting skills (p <.001).   This finding indicates that after participating in the program, the parents reported that they learned new ways to discipline their child other than spanking, were more likely to ensure their child was supervised closely and safely, reported that they knew how to support their child’s development, reported that they had increased their knowledge about their child’s language development, emotional development, and motor development, were more likely to seek help for a mental health problem, reported having more resources to be a positive parent, reported less health problems that interfered with their ability to take care of their child, and reported that the child’s father was more involved with the daily care of their child.  Similarly, the findings for the Family Interaction and Child Well Being measures suggest that after participating in the program, family members were more likely to have positive interactions and feelings toward other family members and the children were more likely to have regular medical checkups, were less likely to have been involved with Child Protective Services, were more likely to have up-to-date immunizations, were more likely to be doing what he/she should for his/her age, were more likely to ride in a car seat, and were less likely to have been injured in the last three months.  

There was very slight improvement in the measurements for Home Environment, Social Support, and ATOD Perception of Risk. These findings indicate that after participating in the program, the parents or guardians had more positive interactions with friends and neighbors, were able to access more help from others when needing food, clothing or shelter, and were able to access more help with childcare, cooking, transportation, and housework.  Moreover, the score on the risk factor for Parent Child Dysfunctional Interaction was reduced.

Less than half of the respondents provided information for the substance use questions.  It is not clear if there are concerns about confidentiality or if other factors are responsible for the poor response rate.  It is also possible that respondents who have not used substances did not respond to the question because it did not seem to apply to them.   The input of program staff will be critical toward identifying the underlying causes for the next round of data collection.  Nonetheless, one very impressive achievement observed was the 35% decrease in percent of respondents (n=102) reporting tobacco use between pre- (21.6%) and post-test (14.1%).

Future Plans for the FAS
During the Fiscal Year ‘09, the FAS will be revised to address some of the concerns surrounding the data collection instrument.  These include the poor reporting on past 30 days substance use measures and inappropriateness of some questions for some populations.  Programs deal with a range of respondents: some adolescent, some adult, some with children, and some pregnant.  Programs also differ on the length/duration of the program from months to years.  Programs that follow women through pregnancy into parenthood have more extended range of time in working with the women than a program that only interacts with families after birth and for a shorter duration.  Furthermore, assessing parenting among pregnant teens is quite different from assessing parenting among older mothers.   All of these considerations and more will be discussed and attempts will be made to rectify problems if possible. 

V.  PRe-K through 6

Background
Prevention programs targeting PreK – 6th grade students aim to improve parent-child interactions, communication between family members, and parental attitudes through increasing parenting knowledge and skills.  The PreK – 6th survey instrument was designed to assess a parent domain comprised of three constructs: Family Interaction, Parental Attitudes, and Parent Child Dysfunctional Interaction.  The Family Interaction measure assesses the presence or absence of positive interactions between parent and child, positive reinforcement of appropriate behavior, inappropriate discipline methods, quality time spent together, and family communication skills.  The second measure, Parental Attitudes, asks parents to rate themselves using a five-point scale (very poor, poor, so-so, good, very good) on their ability to manage their anger and emotions, to problem solve, parental participation in child’s education, and parenting self-efficacy.  The third measure also uses a five-point scale (strongly agree, agree, not sure, disagree, strongly disagree) to gauge overlap between parents’ expectations and observations of their child’s behavior and their relationship with their child.  
Seven sites received funds to address ATOD prevention for the PreK – 6th grade population.  Sites provided one or more of the following evidence-based curriculums:  Dare to be You, Botvin’s Life Skills Training, Effective Black Parenting Program, Strengthening Multi-Ethnic Families and the Nurturing Parenting Program.
Dare to Be You

Please refer to description in Section IV.

Botvin’s Life Skills Training
The Life Skills Training universal classroom program is a proven, highly effective substance abuse prevention/competency enhancement program designed to focus primarily on the major social and psychological factors promoting substance use/abuse.  It is based on 20 years of research concerning the causes of substance abuse and how best to prevent it.  The program includes five major components, each of which consists of two to six lessons that are taught in sequence.  The LST program increases student’ knowledge of the immediate consequences of substance use while providing them with the necessary skills to resist social (peer) pressures to smoke, drink and use drugs.  In addition, it helps student develop greater self-esteem, self-mastery, and self-confidence, enabling them to effectively cope with social anxiety.  The key components of the Elementary version of the Life Skills Training Program are Personal Self-Management Skills (provide students with skills for enhancing self-esteem, learning creative problem solving, reducing stress and anxiety, and managing anger), General Social Skills (empower students with skills to meet personal challenges such as overcoming shyness, communicating clearly, building relationships, and avoiding violence), and Drug Resistance Skills (enable students to build defenses against pressures to use tobacco, alcohol, and other drugs).  In addition, the key factors addressed by this approach are Cultural Bonding, School Bonding, Perception of Harm, and Social Competence.
Effective Black Parenting Program

Please refer to description in Section IV.

Strengthening Multi-Ethnic Families

SMFC integrates various prevention/intervention strategies that serve ethnic and culturally diverse parents of children aged 3-18 years who are interested in raising children with a commitment to leading a violence-free, healthy lifestyle.  The program is designed to provide parents, caregivers, and community members with parent education designed to promote healthy child development and positive parenting practices.

Nurturing Parenting Program

The Nurturing Parenting Programs are a family-centered initiative designed to build nurturing parenting skills as an alternative to abusive and neglecting parenting and child-rearing practices.  The long term goals are to prevent recidivism in families receiving social services, lower the rate of multi-parent teenage pregnancies, reduce the rate of juvenile delinquency and alcohol abuse, and stop the intergenerational cycle of child abuse by teaching positive parenting behaviors.  

Methods
As with the other pre-adolescent OSAP science-based prevention programs, a pre-test, post-test design without control groups was used to assess outcomes for program participants.  Local evaluators monitored and provided oversight at each of the funded Pre-K - 6 prevention sites and worked closely with the statewide evaluation team to provide timely data submission.  Parents or guardians of the children completed the PreK -6th survey instrument before their participation in a curriculum and again after completion of the curriculum.  SPSS analyses were conducted on parent surveys that have both a complete pre-test and post-test.  
Once data were submitted, the data were cleaned and frequencies were run for pre-test and post-test variables to identify outliers; variables were then re-coded, including reverse-coded when appropriate, so that sum scales and mean scales could be created to measure the eight constructs; scale reliability analyses were conducted to examine internal validity before running sample demographics and descriptive statistics and finally, a series of paired sample t-tests was performed on each construct in order to assess whether the sum/ mean scores of the pre-tests were significantly different from the sum/mean scores on the post-tests. The alpha criterion set was .05 (α = <.05).  
Results
Data on program outcomes were collected from 344 parent surveys.  The table below (Table 8) provides the distribution of PreK -6th program participants by site.  
Table 8:  Distribution of PreK -6th Program Participants by Site
	Site
	Curriculum Provided
	Number of Participants*
	Percent of Total Participants

	Counseling Associates
	Dare to Be You, Botvin’s Life Skills Training
	75
	21.8%

	Excel Educational Enterprises
	Effective Black Parenting Program
	59
	17.2%

	Mescalero Apache Tribe
	Dare to Be You, Botvin’s Life Skills Training
	30
	8.7%

	Sandoval County SAP Collaborative
	Dare to be You
	49
	14.2%

	La Clinica del Pueblo de Rio Arriba
	Dare to Be You/Strengthening Multi-Ethnic Families
	34
	9.9%

	Youth Development, Inc.
	Dare to Be You
	75
	21.8%

	Counseling Center
	Nurturing Parenting Program
	22
	6.4%

	Total
	344
	100.00%


*This is the total number of participants that completed both a pre-test and a post-test. 

Data on the relationship between the caregiver and the child was available for 276 respondents.  Nearly 85% of respondents identified themselves as the parent or guardian, followed by 11% for grandparents and 4% for other.  Less than one percent of the respondents were foster parents.  Female caregivers were three times as likely to complete the survey as male caregivers (74% compared to 24%).  The mean age of the survey respondents was 35 years old and the mean age of their pre-school children was 4.63 years.   Among the children, male program participants (54%) were slightly more common than female program participants (46%).  More respondents were married (42%) than single (31%) or separated or divorced (9%).  The average number of children living with a respondent was 2.4 and the average number of people per home was 5.  A language other than English was spoken in more than half of the homes (61%).  The majority (80%) of respondents had completed 11 years or more of education and 55% reported that they were employed in either full or part-time work while 17% reported that they were unemployed and looking for work.  
For the total sample, statistical significance on the score differences from pre-test to post-test was reported for all three of the measures.  Family Interaction (t= -3.049, n=340, p=.002), Parental Attitudes (t = -5.140, n=344, p=.000), and Parent-Child Dysfunctional Interaction (t = 3.182, n=344, p=.002) increased significantly as predicted over the course of the prevention programming.  The two latter scales had high reliability coefficients (.865 and .845 respectively) and the former had moderate reliability (.746).  

	Table 9:
Pre-K – 6th Grade Program Findings Sheet
Parent Domain (N=344)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach’s Alpha

	
	Min
	Max
	
	
	
	
	
	

	Family Interaction
	0-52
	37.55
	38.48
	-3.049
	.002
	( Is better


	.746

	Parental Attitudes
	0-40
	29.00
	30.64
	-5.140
	.000
	( Is better


	.865

	Parent-Child Dysfunctional Interaction
	10-50
	18.80
	17.52
	3.182
	.002
	( Is better


	.845


When the sample was divided by child’s sex, statistically significant findings on the Parental Attitudes scale were found for female program participants (t= -2.455, n=134, p=.015) such that parental attitudes improved from pre-test to post-test.  Likewise, statistically significant findings were found for the male program participants on the Parental Attitudes scale (t=-4.532, n=154, p=.000) and the Family Interaction scale (t =-2.549, n=149, p=.012) such that from pre-test to post-test family interaction improved.  Tables 10 and 11 present findings for female and male participants respectively. 

	Table 10:
Pre-K through 6th Grade Program  

Parent Domain and  Female Biological Sex Findings Sheet (n=135)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-

bach’s
Alpha

	
	Min
	Max
	
	
	
	
	
	

	Family 

Interaction
	0-52
	37.82
	38.56
	-1.629
	.106
	( Is better


	.709

	Parental 

Attitudes
	0-40
	29.77
	30.95
	-2.455
	.015
	( Is better


	.861

	Parent-Child Dysfunctional Interaction
	10-50
	18.42
	17.0
	2.193
	.030
	( Is better


	.911


	Table 11:
Pre-K through 6th Grade Program  

Parent Domain and  Male Biological Sex Findings Sheet (n=156)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-

bach’s
Alpha

	
	Min
	Max
	
	
	
	
	
	

	Family 

Interaction
	0-52
	37.13
	38.40
	-2.549
	.012
	( Is better


	.765

	Parental 

Attitudes
	0-40
	28.47
	30.71
	-4.532
	.000
	( Is better


	.863

	Parent-Child Dysfunctional Interaction
	10-50
	18.74
	17.56
	1.890
	.061
	( Is better


	.812


Discussion
The three constructs measured by the Parent Domain of the PreK-6th survey instrument were associated with statistically significant, positive findings.  However, when the sample was split by sex of the child participant, the findings appeared to split also, with statistically significant findings on the Parental Attitudes measure for parents of both female and male program participants, but only statistically significant findings for the Family Interaction measure of male program participants.  Improvement on the Parental Attitudes measure indicates increased self-efficacy as parents’ skills move along a spectrum of  “very poor” to “very good” in regards to anger management, expressing emotions, positive role modeling, positive reinforcement for child’s appropriate behavior, and ability to provide appropriate discipline.  Moreover, adult participants became more empowered as they learn to participate in their child’s education, make plans to achieve personal goals and access community resources.  As a result of these outcomes, personal relationships with children and other family members generally benefit.  

Parents of male program participants also experienced improved outcomes as a result of strengthened family interactions.  Compared to baseline data, parent scores were more likely to move from “never” toward “always” along a response continuum at post-test when asked about positive interactions and behavior toward their child.  Several of the items in this construct measure parenting self-efficacy and the trend described by the scale is for parental empathy and understanding of their children to increase as a result of improved self-esteem.

While the findings are generally positive, the results should be interpreted with caution as data for 52 of the program participants was not included in the analysis by sex because those respondents did not identify the sex of their child program participant.   Given that that total population is 344 total respondents, 52 is about one-ninth of the total number of program participants and is not negligible.  

VI.  K through 6

Background
The K through 6 programs share the same funding stream as the PreK-6 program, however, the survey instruments vary.  The K-6 Youth Survey is used with 5th and 6th graders, the K-6 Teacher Survey is used for youth served in 4th grade and younger and is completed by the teacher, and the K-6 Parent Survey is completed by parents of youth in Grades Pre-K-6. 

Dare to Be You
Please refer to description in Section IV. 

Botvin’s Life Skills Training
Please refer to description in Section V.

Too Good for Drugs

Too Good for Drugs (TGFD) is a school-based prevention program designed to reduce the intention to use alcohol, tobacco, and illegal drugs in middle and high school students. Developed by the Mendez Foundation for use with students in kindergarten through 12th grade (5 to 18 years old), TGFD has a separate, developmentally appropriate curriculum for each grade level, and is designed to develop:

· Personal and interpersonal skills relating to alcohol, tobacco, and illegal drug use 

· Appropriate attitudes toward alcohol, tobacco, and illegal drug use 

· Knowledge of the negative consequences of alcohol, tobacco, and illegal drug use and benefits of a drug-free lifestyle 

· Positive peer norms 

The program's highly interactive teaching methods encourage students to bond with pro-social peers, and engages students through role-play, cooperative learning, games, small group activities and class discussions. Students have many opportunities to participate and receive recognition for involvement. TGFD also impacts students through a family component used in each grade level: "Home Workouts" is available for use with families in kindergarten through 8th grade, and "Home Pages" is used in high school.

Across Ages Mentoring

The Across Ages program is a mentoring program that links at-risk youth with older community members.  Mentors meet with the youth for 2 hours weekly and work with the youth to set goals and develop community-based activities designed to raise awareness of ATODA risks and to change community norms about alcohol use.  Prevention specialists meet with mentors weekly to review progress and to provide support and information as needed.  The original model required 4 hours of mentoring weekly.  We have decreased the mentoring time due to budget constraints.

Five students are selected at each school district for mentoring based on locally developed criteria that includes grades, attendance, discipline referrals, tardies, and teacher and student ratings.  Both boys and girls are paired with mentors.  Ideally each site would have both a male and a female mentor to provide sex specific role models to the students but this is not always possible.  The mentors come from the communities where the schools are located and match the students’ ethnic, linguistic, and cultural backgrounds.
Protecting You/Protecting Me

Protecting You/Protecting Me is a locally developed “promising program” tailored to meet the cultural needs, including language, of the population served by sites.  In the schools, corps members mentor and tutor youth in grades Pre-K to 6th after-school four days each week and within assigned elementary classrooms providing targeted prevention lessons and service learning projects that build resiliency skills among the students. This program addresses specific competencies identified by the school district’s Needs Assessment Committee, while increasing overall grade levels, encouraging positive attitudes towards school and decreasing disciplinary problems in classrooms and playground. Key components of the approach include physical activity, homework assistance, PYPM curriculum, mentoring relationships, and safe environment.  The key factors addressed by this approach include school success, bonding to school, caring relationships, and physical health.  
Project Venture Middle School (PVMS) 

Project Venture Middle School (PVMS) is based on the original Project Venture developed by NIYLP and now a CSAP Model Program. PV employs alternative methods (outdoor/experiential education, servant leadership/service learning, reconnecting with traditional culture and the natural world) to help youth develop in healthy and positive ways, to do better in school, to get along better with family and friends, and to avoid using alcohol, tobacco, and other drugs, in addition to promoting cooperation, communication, trust, and problem-solving skills. PVMS includes activities during the school day in classrooms facilitated by Project Venture staff with the help of teachers. After-school activities occur weekly and are led by Project Venture staff and teacher-facilitators. Participants have the opportunity to attend special activities during the summer, such as NIYLP’s Sacred Mountain Learning Center camp, field trips, and extended wilderness excursions. Central to the Project Venture program is the philosophy of Service-learning. Service-learning helps young people to develop ideas and attitudes that allow them to lead by giving back to the community. Young people develop service projects that include community resources and involvement. In addition to community/cultural learning, the projects frequently involve academic and social skills such as math, language arts, research, interpersonal and public communication, and leadership challenges.

Talking Talons Youth Leadership

TTYL provides high intensity, long-duration prevention services for 5th, 6th and 7th grade students in the East Mountain Areas of Bernalillo, Santa Fe and Torrance Counties.  Services are structured based on best practices learned from State and Federal agencies such as DOH/OSAP and CSAP.  Service delivery to youth is expected to yield social outcomes (see program findings) directly and student disapproval of drug use as an indirect effect.  The TTYL prevention program is unlike any in the country.  It utilizes a collection of live, injured, wild animals as teaching and inspirational tools and emphasizes science.  The animals, around which the curriculum is built, and, more specifically, the attachment the students make with the animals, is one of the causal factors for social outcomes.  The key factors addressed are self esteem, attitudes toward school, attitudes toward science, science knowledge, violence prevention, locus of control, and moral decision making.

Nurturing Parenting Program

Please refer to description in Section V.

Methods
The pre-test, post-test format without control groups was used to assess outcomes for program participants.  Three different survey instruments (youth, parent, and teacher) were completed at the discretion of program staff at each site.  Youth participants were asked about past 30-day use of tobacco, alcohol, marijuana and illicit drugs, and then they were asked about their attitude toward ATOD use, their perception on ATOD availability, and their perceptions on harm.  Parents rated their children on items that formed measures for conduct problems, learning problems, psychosomatic symptoms, impulsive-hyperactive behavior, anxiety, and hyperactivity.  Similarly, teachers also rated program participants’ conduct problems, hyperactivity, inattentiveness and passive behavior.
Data were cleaned in the usual way prior to running frequencies for pre-test and post-test variables to identify outliers.  Next, variables were then recoded, including reverse-coded when appropriate, so that sum scales and mean scales could be created to measure outcomes.  Scale reliability analyses were conducted to examine internal validity before running sample demographics and descriptive statistics and finally, a series of paired sample t-tests was performed on each construct in order to assess whether the sum/ mean scores of the pre-tests were significantly different from the sum/mean scores on the post-tests. The alpha criterion set was .05 (α = <.05).  
Results

Data on program outcomes were collected from youth participants, their parents, and their teachers.  The table below provides the distribution of K -6th youth program participants by site.  
Table 12:  Distribution of K -6th Program Participants by Site
	Site
	Curriculum Provided
	Number of Participants*
	Percent of Total Participants

	Counseling Associates
	Dare to Be You, Botvin’s Life Skills Training
	61
	7.7%

	NCCBS
	Too Good for Drugs
	127
	16.0%

	Rocky Mountain Youth Corps
	Tutoring/Mentoring, Protecting You/Protecting Me
	7
	.9%

	San Juan County Partnership
	Botvin’s Life Skills Training
	197
	24.7%

	Isleta Pueblo
	Project Venture Middle School
	56
	7.0%

	Tri-County Community Services
	Dare to be You
	103
	12.9%

	UNM ACL Teen Center
	Life Skills Training
	91
	11.4%

	National Indian Youth Leadership Project
	Project Venture
	62
	7.8%

	Excel Educational Enterprises
	After School Learning Center, Effective Black Parenting Program
	11
	1.4%

	Talking Talons Youth Leadership
	Talking Talons Youth Leadership
	70
	8.8%

	Rio Rancho Public Schools
	Dare to Be You
	4
	.5%

	Counseling Center
	Nurturing Parenting Program
	7
	.9%

	Total
	796
	100%


*This is the total number of participants that completed both a pre-test and a post-test. 

Information was collected from the youth participants, their parents, and their teachers.  The results are presented separately based on each survey instrument.  

Youth Survey
More male participants completed pre-test and post-test surveys than female participants (52% versus 48%).  The age range of participants was 8 years old to 13 years old with the mean age at 10.5 years old.  Less than 20 percent of participants were in 3rd or 4th grade while the majority were in the 6th grade (44%) followed by the 5th grade (39%).  There were no real differences between males and females in regards to their mean age or the number of people living in their home; however, of those who were not born in the United States, males had lived in the US for an average of 8 years while females had lived in the US for an average of 6 years.  More than half of the females (59%) came from homes where a language other than English was the primary language at home, as did 50% of males.  Most youth (90%) lived with their mother, but only 66% of females and 73% of boys lived with their father.  Forty-two youth were in foster care at the time the pre-test was administered.  
Overall, the score on the youth self-reported substance use measures for past 30-day alcohol, tobacco, marijuana, and illicit drug use increased at post-test, although only the findings for alcohol and marijuana were statistically significant.  Consequently, the scores at post-test for measures of Attitude Toward Use and Perceived Availability were also moving in the undesirable direction with p<.05, despite a statistically significant, positive increase on the post-test score for Perceived Harm.  The outcomes by sex are similar, except for statistically significant increases in past 30-day marijuana use for males and past 30-day alcohol use for females.  
The outcomes measured for six school and family constructs were generally not moving in the desired direction with the exception of the youth-reported scores on the measurements for Parent Communication and Family Bonding.  School Attendance scores worsened at post-test and the change was statistically significant. Findings for School Performance, Disruptive School Behaviors, and School Protective Factors also moved in undesirable directions, although the shifts were not statistically significant.
Parent Survey
Females were most likely to complete the Parent Survey (86%) compared to males (14%).  More than half of the surveyed parents were married at the time of pre-test (59%), 16% were single, 15% indicated they were either separated, divorced, or widowed, and 10% were co-habitating.  Slightly more than half (54%) of the parents had full-time employment, while 13% were employed part-time and approximately 7% were unemployed and looking for work, 13% were unemployed and not looking, 2% indicated they were disabled, 2% had already retired, and 9% had other extenuating circumstances.  The average household size reported was 5 individuals and the average age of the survey respondent was 35 years old.  
Six constructs of program participant’s behavior were scored on the Parent Survey.  Generally, the trends observed for each measure moved in the desirable direction and the post-test score for Conduct Problems was statistically significant.  There were a few differences reported by parents of female program participants versus parents of male program participants.  According to parents of females, the scores reported for the measures Learning Problems and Impulsive-Hyperactive were statistically significant and positive, from pre-test to post-test.  By contrast, parents of males reported increased hyperactive behavior, although the post-test scores were not statistically significant.  
Teacher Survey
Teachers completed more reports for males (594) than females (525).  (Note that more Teacher Surveys were completed than Parent Surveys or Youth Survey.)  Among youth, more than half of males and females came from homes where a language other than English was spoken, but teachers only identified 37% of students coming from homes where the primary language was not English.  

Teachers rated students on four constructs: Conduct Problem, Hyperactivity, Inattentive-Passive behavior, and a Hyperactivity Index.  For the group as a whole, the scores moved in the desired direction for the two Hyperactivity measures, but in the undesirable direction for the Conduct Problem and Inattentive-Passive behavior measures.  None of the results were statistically significant at the group level, but the post-test score for females on the Conduct Problem measure was statistically significant at the p<.01 level.    
Discussion
Youth enrolled in prevention programming are generally more at-risk for substance use than their non-participating peers.  When this is considered with the documented pattern in the literature of increased substance use at each progressive age for all youth, the undesirable trends capturing slight increases in substance use at post-test from pre-test are expected.  Also, when the data were further examined for each age, the movement from past 30-day non-use at pre-test to past 30-day use at post-test was mostly in the categories of 1 to 2 times.  This suggests that program participants were experimenting with substance use rather than adopting substance use behavior.  Moreover, the phenomenon was more likely with the older age participants, again suggesting the natural progression to experimentation that occurs even in the presence of positive gains on the Perceived Harm construct.  
Overall, parents reported an improvement on the Conduct Problem measurement, especially for male program participants, and the finding was statistically significant.  According to parents, program participants were less likely to talk back, behave destructively, deny mistakes, quarrel, bully, fight, or behave as if they had a chip on their shoulder or were unhappy.  However, there seems to be some disconnect in that teachers did not observe improved behavior.  This could be because the similar measures on the Teacher’s Survey actually included more items than the corresponding parent measures (uncooperative, overly sensitive, temper outbursts, pouting, and quickly changing moods).  

Similarly, teachers rated participants as improving on the hyperactivity measures, while parents did not.  Again, teachers rated the participants on more items than the parents, including:  inappropriateness, making demands, disturbing others, distractibility, inability to complete tasks, and doesn’t get along with others.  Both parents and teachers rated the participants on restlessness, excitability, and impulsivity.  
VII.  Strategies for success (SFS) 12-17
Background
There are more than 15 different substance abuse prevention programs targeting 12-17 year olds in New Mexico.  Programs typically seek to build drug resistance skills which enable young people to recognize and challenge common misconceptions about tobacco, alcohol and other drug use.  In addition, they try to improve personal self-management skills by teaching students how to examine their self-image and its effects on behavior, set goals and keep track of personal progress, identify everyday decisions and how they may be influenced by others, analyze problem situations, consider the consequences, reduce stress and anxiety, and look at personal challenges in a positive light.  General social skills might also be emphasized, and students are taught the necessary skills to overcome shyness, communicate effectively and avoid misunderstandings, initiate and carry out conversations, handle social requests, utilize both verbal and nonverbal assertiveness skills to make or refuse requests, and recognize that they have choices other than aggression or passivity when faced with tough situations.  Curriculums target a variety of risk factors for substance initiation and use (inadequate life skills, poor self management skills, poor social skills including refusal skills, mental health, early age of initiation of ATOD use, perceptions of use by peers, and perception of harm), as well as protective factors (life skills, especially stress and anger management, media literacy and bonding to school and other adults).  Please see Appendix D for a list of all the programs funded with 12 to 17 funding. 
A standardized instrument, the Strategies for Success (SFS) survey, which was developed for use with youth in New Mexico, was used to collect self-reported measures of substance use and related behaviors among the 12 to 17 year olds participating in these programs.  The survey asks a series of questions about youth experimentation and patterns of current (past 30 day) alcohol, tobacco, and other illicit drug use.  There are 12 constructs measured on the SFS (Behavioral Symptom Checklist, Risk Taking, Aggressive Behaviors, Perceived Harm of ATOD Use, Impact of AOD Use, Intention to Abstain, Intolerance of ATOD Use, Peer AOD Use, Parent Support, Parent Intolerance of Youth ATOD Use, Adult ATOD Use and Availability of ATOD) and the past 30-day substance use measures are reported on alcohol, tobacco, marijuana and other illicit drug use.    
Methods
Local evaluators for the 12-17 programs assessed participants at program entry and at program exit. Concerted effort on the part of local program providers and evaluators produced a large sample size of matching pre-test and post-test data (N=2,544).  This large sample size provided the opportunity to conduct sub-analysis for different age groups, sex, and ethnic groupings.  Prior to analysis, aggregate datasets were collapsed so that only participants who completed both a pre-test and a post-test would be included in the analysis of outcomes data.  
Analyses in SPSS were conducted on youth that have both complete pre-test and post-test data.  Data were cleaned by running frequencies and cross-tabulations to check for missing data and outlier values.  The ethnicity data were recoded to ensure consistency across all sites, and other variables were then recoded, including reverse-coded when appropriate, so that sum scales and mean scales could be created to measure the twelve constructs. Scale reliability analyses were conducted to examine internal validity before running sample demographics and descriptive statistics.  Like other OSAP prevention programs, a series of paired sample t-tests was performed on each construct in order to assess whether the sum and mean scores of the pre-tests were significantly different from the sum and mean scores on the post-tests. The alpha criterion set was .05 (α = <.05).  Using the GLM procedure in SPSS, a Baseline Between-Group Analysis was conducted and the F statistic and partial Eta squared statistic were reported. The pre-test and post-test means were compared through Repeated Measures MANOVA with one within factor of time (pre and post ) and sum Scales for ATOD Use Frequencies were also compared. Filters were applied and separate analyses were conducted to examine the total sample, boys, girls, younger, and older participants, and different ethnic sub-groups.  To examine the effect size of the program between pre & post test a partial Eta squared was calculated (p2). The partial Eta squared is the proportion of the effect + error variance that is attributable to the effect.  
It is important to note, that these analyses described above, do not take into account differences of age, race/ethnicity, nor biological sex between the target SFS group and the comparison group, which are likely to influence the outcomes (see Tables 14 and 16).  For example, program participants tend to be younger than their comparison group peers with nearly 60% of youth represented in the 11 and 12 year old age categories versus 38.5% for the comparison group youth.  In addition, 12.2% of the comparison group youth are 17 years of age while only 2.8% of the program participant youth fall into the oldest age group.  Other differences between the program participants and the comparison group participants include a higher percentage of comparison youth with a language other than English spoken at home (62.9% versus 52%) and more comparison group youth self-report Hispanic/Latino ethnicity (91.3%) than program participants (63.1%).    Therefore, while the partial eta-squared is a measure of effect, it can not in these analyses distinguish between the effect of the program versus the effect of differences in the basic makeup of the two groups.  Thus, we chose to run additional analyses with the intent of controlling for the effects of demographic characteristics on the outcome of interest and isolate the effect of the program itself on the outcome of interest.     
Regression analyses were conducted on each construct in order to examine of the effect of the program after controlling for differences in age, sex, and race/ethnicity, and pre-test scores between the control group and program group.  The independent variables, i.e., age, sex, race/ethnicity, pre-test scores, and group, were regressed onto the dependent variable, i.e., the post-test score, to examine the overall variance accounted for in the outcome by the combination of group, demographics, and pre-test score.  In addition, after controlling for the effects of the demographics and pre-test scores, we wanted to see if there was a significant effect of the treatment group on the outcome of interest.  We report the standardized beta coefficients ((), 95% confidence intervals, level of significance, and the adjusted r-square of the entire model. 
Results
Data from the 12-17 programs were collected at 18 sites utilizing the Strategies for Success survey instrument.  The distribution of SFS program participants by site is captured in Table 13 below.  Programs varied as to the number of participants based on the type of program and how students were identified to participate.  Some programs were school-based programs where as other were after school programs for high risk students. 
Analyses were first conducted on all participants in 12-17 prevention programming with no stratification by sex, age, or race/ethnicity. Table 14 provides demographic information on all 12-17 prevention program youth, between the ages of 11-17, who were enrolled in prevention programming and who completed both a pre-test and post-test survey.  This includes information on 2,544 youth.  There were 1,258 (49.5%) boys and 1283 (50.5%) girls. Most were born in the U.S. (93.9%), but 52% reported being raised in a home where a foreign language was spoken most of the time.  Most participants self-identified as Hispanic (63.1%), followed by Whites (17.4%), Native Americans (15.1%), and Black (2.5%).   Table 13 provides a breakdown on the entire SFS sample.  
Table 13:  Distribution of SFS Program Participants by Site
	Site
	Curriculum Provided
	Number of 
Participants*
	Percent of Total Participants

	Cornstalk Institute
	Learning to Lead
	106
	4.2%

	Excel Educational Enterprises
	Effective Black Parenting Program, Learning to Lead
	16
	.6%

	HACC
	Project SUCCESS
	92
	3.6%

	NIYL
	Project Venture
	85
	3.3%

	NCCBS
	Natural Helpers, Too Good for Drugs
	134
	5.3%

	Quay County
	Project Northland
	345
	13.6%

	SJCP
	All Stars
	251
	9.9%

	SFPS
	Project SUCCESS
	619
	24.3%

	SNMHD
	Strengthening Families Program, Reconnecting Youth
	83
	3.3%

	Talking Talons
	Talking Talons Youth Leadership
	85
	3.3%

	TCCS
	Dare to Be You
	114
	4.5%

	ACL Teen Center
	Dare to Be You, Substance Abuse Prevention/Health Education Lessons
	12
	.5%

	Sandoval County SAP
	Dare to Be You, Reconnecting Youth
	105
	4.1%

	SFCC
	Connecting to Courage
	135
	5.3%

	Counseling Associates
	Botvin’s Life Skills Training
	278
	10.9%

	SFMC
	Project Venture
	52
	2.0%

	Five Sandoval Pueblos
	Project Venture
	20
	.8%

	Counseling Center
	Nurturing Parenting Program
	12
	.5%

	Total
	2544
	100%


Prevalence of Substance Use

There are several favorable trends emerging in patterns of lifetime prevalence of substance abuse patterns since last fiscal year.  For example, the use of alcohol among New Mexico youth program participants decreased slightly from 39.3% in FY 2006-2007 to 37% in FY 2007-2008.  In addition, decreases were seen for cigarette use (28.2% in FY 07 versus 24.8% in FY 08) and chewing tobacco (7.8% in FY 07 versus 6.1% in FY 08), although the rate of marijuana use remained steady at 14% for both years.

Similar trends were observed for the current 30 day substance use rates with self-reported use of marijuana declining from 9.1% to 7.5%, cigarettes from 10.5% to 8.2%, chewing tobacco from 2.7% to 2.2%, and any alcohol use from 19.9% to 14.1%.  Table 15 provides a breakdown of results for all measures for FY 08.  
Table 14:  New Mexico 12-17 Participant Demographic Information* (N=2,544)
	Demographic Categories
	N 
	Percent

	Biological Sex

	Male 
	1258
	49.5%

	Female
	1283
	50.5%

	Age

	11
	652
	25.6%

	12
	850
	33.4%

	13
	444
	17.5%

	14
	319
	12.5%

	15
	141
	5.5%

	16
	67
	2.6%

	17
	71
	2.8%

	Born in USA

	Yes 
	2384
	93.9%

	No
	154
	6.1%

	Language Other than English Spoken At Home

	Yes
	1309
	52.0%

	No
	1209
	48.0%

	Ethnicity**

	White/Anglo
	399
	17.4%

	Black/African American    
	57
	2.5%

	American Indian 
	346
	15.1%

	Hispanic/Latino
	1447
	63.1%

	Asian/Asian American  
	 20
	0.9%

	Other
	24
	1.0%


* Total numbers do not include non-responses or missing data. 

**Ethnicity values do not equal 100%, as participants can mark more than one ethnic category.
Table 15:  2007-2008 New Mexico 12-17 Participant Substance Use Patterns 
(Baseline Findings)
           Lifetime Use



        Current Use
Yes


No


 Yes

No

Marijuana
 
  346 (14.1%)

2107 (85.9%)
             
187 (7.5%)
2294 (92.5%)
Cigarettes                                 609 (24.8%)

1845 (75.2%)

205 (8.2%)
2280 (91.8%)
Chewing Tobacco

 149 (6.1%)

2294 (93.9%)
                54 (2.2%)
2427 (97.8%)
Alcohol

  
 909 (37%)

1551 (63%)
       
350 (14.1%)
2125 (85.9%)
Cocaine


     -----


----


27 (1.1%)

2446 (98.9%)
Crack Cocaine

     ----


----


14 (0.6%)

2458 (99.4%)
Heroin or Opium 

     ----


----


6 (0.2%)

2466 (99.8%)

Methadone (non-prescription)     ----


----


9 (0.4%)

2462 (99.6%)
Speed or Uppers 

     ----


----


19 (0.8%)

2451 (99.2%)
Downers and Tranquilizers
     ----


----


15 (0.6%)

2453 (99.4%) 
PCP or Angel Dust

     ----


----


12 (0.5%)

2456 (99.5%)
Ecstasy


     ----


----


11 (0.4%)

2456 (99.6%)  

LSD or Acid

     ----


----
 

9 (0.4%)

2459 (99.6%)
Hallucinogens 

     ----


----


28 (1.1%)

2440 (98.9%)
Inhalants 


 169 (6.9%)

2264 (93.1%)

93 (3.8%)

2375 (96.2%)

Steroids


  ----


----


10 (0.4%)

2456 (99.6%)

Any other drug not listed          99 (4.1%)
            
2343 (95.9%)
                64 (2.6%)
2391 (97.4%)
As is frequently the case in reporting substance use among adolescents, floor and ceiling affects are observed.  For example, among adolescents, most do not report past 30 day substance use at pre-test.  As a result of maturation over the course of the prevention programming, many adolescents may start to use substances.  Because at pre-test so few report use, it is frequently possible at post-test for more students to report ATOD use.  This is referred to as a floor effect, meaning that if most students do not report use at pre-test they are more likely to increase use because they can not possibly decrease use.  Alternatively, students may report very strong and positive relationships with their parents, a known protective factor against ATOD use.  Because the relationships are typically very strong at pre-test, over the course of the prevention program, there may be an apparent decrease in this level of closeness.  This is called a ceiling affect, essentially implying that the highest level has been reached at pre-test and the only room for movement is to decrease.  Whether these effects are an artifact of the program or the result of maturation is unclear in the cross-tabulations.  In addition, the likelihood of increasing or decreasing from pre-to post-test when most responses are at one extreme or the other is greater in general than if responses are evenly distributed.  When participants report very low substance use at pre-test, it is difficult to demonstrate reductions in substance use at post-test.  Alternatively, when respondents report high protective factors at pre-test, it is difficult to demonstrate increases in these protective factors at post-test. 
In order to get around the issue of floor effects, we also examined the self-reported substance use at post-test among only those program participants reporting use at pre-test.  When examining only those who reported ATOD use at pre-test, we found that the percentage of program participants reporting substance use at post-test decreased by nearly 40% to 60% for every substance.  Figure 4 graphs this change from pre-test to post-test.  
Figure 4: Percent of SFS Program Participants Reporting Substance Use at Post-test Among Only Program Participants Reporting Substance Use at Pre-test 
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Results from analyses of the total sample combined
During Fiscal Year 2007, substance use rates remained relatively stable as previously noted.  However, this statewide finding was accompanied by a significant positive finding for the Behavioral Symptom Checklist indicating that in general problematic behaviors decreased over the course of the program. Alternatively, there were significant negative findings on the measures for Risk Taking, the Impact of AOD Use, Intentions to Abstain, Intolerance of ATOD Use, attitudes’ toward Peer Drug Use, reduced Parent Support, lower parental Intolerance of Drug Use, and an increased perceived ATOD availability all in the unintended directions.  Despite the undesirable trends in these findings, only two measures had small effect sizes where the partial eta square (p2) was at least .01 indicating a small effect size, despite statistically significant differences.  Please refer to Appendix D for more detailed statistical findings reported in the 12-17 Prevention Program findings sheets.   

Most of the measures of the Strategies for Success Survey had strong reliability.  The following scales had a Cronbach’s alpha reliability estimate of 0.80 or better: Behavioral Symptom Checklist (( = .87), Perceived Harm of ATOD Use (( =.94), Impact of AOD Use (( =.93), Intolerance of ATOD Use (( =.93), Peer AOD Use (( =.81), Parent Support (( =.86), Parent Intolerance of Youth ATOD Use (( =.95), and Availability of ATOD (( =.86).  A Cronbach alpha score of 0.80 or better suggests fairly strong reliability in measuring a hypothesized construct. Risk Taking (( =.78) was on the cusp of the alpha score cut-off for reliability, while the remaining five measures--Aggressive Behaviors (( =.57), Intent to Abstain (( =.67), Adult ATOD Use (( =.70), Tobacco Use (( =.60), and Illicit Drug Use (( =.70) showed adequate reliability.  Overall, these measures can be considered reliable.   
Results from analyses stratified by biological sex 
There was one significant positive finding among males, a decrease on the mean score of the Behavioral Symptom Checklist at post-test from baseline; this finding also had a small effect size (p2= .02).  Among males, significant negative trends were found on the measures for intentions to abstain, parent support, and parental intolerance of drug use.  None of the other results showed any significant differences in the variables studied among boys.  A pattern similar to that found in the total sample was revealed for females. The girls showed statistically significant changes in the unintended direction for risk taking, impact of AOD use, intentions to abstain, tolerance of drug use, positive attitudes toward peer drug use, reduced parent support, lower parental intolerance of drug use, and increased perceived ATOD availability.
The biological sex differences are consistent with the findings for 2006-2007.  It appears that the negative findings in the total sample are greatly influenced by the responses of the female participants.  While the effect sizes for the findings among female participants were small, ranging from .005 to .043, the levels of significance were well below .05 alpha. This suggests that while the differences were very small, the likelihood of their occurring by chance was very low.  These negative results among female participants may well be indicative of the floor and ceiling affects previously discussed.  Adolescent females in general report lower ATOD use compared to males therefore, making it somewhat more likely that their substance use will increase over the course of the program both because of maturation and because one is unable to decrease their substance use if it is already non-existent.  Therefore, even a slight increase in use, is reflected.   Please refer to Appendix D for more detailed statistical findings reported in the 12-17 Prevention Program findings sheets.   
Results from analyses stratified by age

The 12-14 year olds did not report any change in ATOD use from pre-test to post-test. At the age when experimentation typically begins, the youth in NM prevention programs report no significant increase in ATOD use over time.

On the risk and protective factor scales, the younger group (12-14 years old) showed a statistically significant positive change on the Behavior Symptom Checklist, but negative changes in risk taking, impact of ATOD use, intention to abstain, tolerance of drug use, peer drug use, parental support and tolerance of drug use, adult drug use, and  perceived availability.  

Similar to last year, the results for the older participants are far more encouraging; they too had no significant increase in ATOD use and statistically significant positive changes were found for the Behavior Symptom Checklist, perceived harm of ATOD use, and adult drug use measures.  Prevention programming appears to be successful for preventing ATOD use among older students who typically increase use between middle school and high school.  In previous years, the data showed a significant negative finding for increased perceived ATOD availability, but that finding did not persist for 2007-2008, perhaps suggesting that environmental prevention strategies to prevent access to ATOD are working. Furthermore, the data revealed a positive finding of decreased adult ATOD use which had a small effect size (.02).  Please refer to Appendix D for more detailed statistical findings reported in the 12-17 Prevention Program findings sheets.   
Discussion
Findings revealed that participants of the 12-17 prevention programs are at high risk and in many cases had already initiated drug use, with 37% reporting alcohol use at least once and 25% reporting cigarette use at least once.  Nevertheless, it is important to note, that the following findings do not reflect substance use patterns for all New Mexico youth, but rather, provide information about participants of the 12-17 programs.  Often, youth who participate in OSAP Programs are selected because they have shown early signs and symptoms of behavioral problems, school failure or other discipline problems in the home.  It is appropriate to conclude that OSAP prevention programs are targeting and recruiting youth who have already experimented with alcohol, tobacco or other drugs, or are more at risk for future drug abuse than their peers, so substance use patterns will be elevated compared to trends for all New Mexico Youth.
Another important limitation of this analysis is that the findings do not control for the change in age of students. Students are tested at the beginning of the curriculum and then again at the end of the curriculum, increasing the likelihood that only a few months have passed between the pre-test and post-test. Research indicates that as youth get older their acceptance of ATOD use and use of ATOD increases. Thus, these findings are an indication of the commonly found trend that as youth get older many of the following risk and protective factors do not show improvement.  Therefore, comparing the prevention program respondents to the comparison group allows us to compare trajectories of the two groups.  Ideally, the respondents on the prevention programs will on average show less increase in ATOD use than those not in prevention programs. 
The interventions appear to have prevented increases in drug use among both boys and girls of all ages.  The likelihood of statistically significant changes in the unintended direction on risk and protective factors was higher for younger participants and female participants.  These findings contrast with earlier studies of other samples showing girls’ risk factors to be lower.  Likewise, younger participants were at higher risk for drug use than older participants due to their beliefs and perceptions related to drug use, not because of ATOD use.

A shortcoming (and advantage) of SPSS GLM is that it is very conservative in dealing with missing data:  it will drop cases from the analysis that have missing data for any of the variables being used in the GLM.  Thus, the sample size analyzed by GLM will depend on the percentage of missing data.  Most of the variables at baseline were sufficiently complete, but the sample sizes would have been larger if the data were more complete. Larger sample sizes would increase the likelihood of finding statistically significant differences although they would not necessarily increase the effect sizes.  
The regression analyses confirmed findings that are relatively consistent with the research literature in regards to pre-test scores predicting post-test scores and the correlational relationship between increased age and increased ATOD use.  The models also highlighted that female sex and race/ethnicity can be risk factors or protective factors depending on the outcome of interest.  These findings should be considered when planning future prevention programming.  

VIII.  COMPARISON GROUP STUDY
Background

Comparison data for the Strategies for Success were an in-school sample of students gathered from two communities in New Mexico not implementing ATOD prevention programs with OSAP funding.  The purpose of gathering comparison data was to create a quasi-experimental design to help isolate the effect of the prevention programming.  In theory, after controlling for differences in both the comparison and SFS communities at pre-test, the differences at post test can be attributable to the prevention program. The hypothesis is that participants in OSAP funded prevention programs will fair better between pre and post testing than those not in prevention programs.  
Methods

The same methods were applied to the comparison data as to the program participant data.  The data were cleaned by running frequencies and cross-tabulations to check for missing data and outlier values; the ethnicity data were recoded to ensure consistency with the program participant data; other variables were recoded, including reverse-coded when appropriate, so that sum scales and mean scales could be created to measure the eight constructs and scale reliability analyses were conducted to examine internal validity before running sample demographics and descriptive statistics.  After a series of paired sample t-tests were performed on each construct in order to assess whether the sum and mean scores of the pre-tests were significantly different from the sum and mean scores on the post-test (α = <.05), the GLM procedure was used to compare the non-intervention group to the aggregate sample of 12-17 participants using mixed design repeated measures procedures. Detailed results of the analysis can be seen in the Appendix section.
In addition, regression models were run predicting each of the constructs of interest controlling for the influences of age, race/ethnicity, biological sex, and pre-test values.  The variable of interest is the variable indicating whether a person was in the target or intervention group or in the comparison group.  Significant values of this measure after controlling for the effect of the other measures would indicate that the prevention programming had an effect on the participants ideally in the intended direction (i.e., , decreasing risk factors and ATOD use as well as increasing protective factors.) 
Results
The total comparison group sample was N=229. There were 116 (50.7%) boys and 113 (49.3%) girls, mostly aged 12-13 (46.3%). The majority were born in the U.S. (90.4%), and 62.9% reported being raised in a home where a foreign language was spoken most of the time.  Comparison youth overwhelmingly self-identified as Hispanic (91.3%), followed by White (4.4%) and Native American (2.6%).  Youth identifying as Black and Other made up less than 2% of the comparison group population. 

Table 16:  New Mexico 12-17 Comparison Youth Demographic Information* (N=229)
	Demographic Categories
	N
	Percent

	Sex

	Male 
	116
	50.7%

	Female
	113
	49.3%

	Age

	11
	40
	17.5%

	12
	48
	21.0%

	13
	58
	25.3%

	14
	24
	10.5%

	15
	20
	8.7%

	16
	11
	4.8%

	17
	28
	12.2%

	Born in USA 

	Yes 
	207
	90.4%

	No
	22
	9.6%

	Language Other than English Spoken At Home

	Yes
	144
	62.9%

	No
	85
	37.1%


	Ethnicity**

	White/Anglo
	10
	4.4%

	Black/African American    
	2
	0.9%

	American Indian 
	6
	2.6%

	Hispanic/Latino
	209
	91.3%

	Asian/Asian American  
	0
	0.0%

	Other
	2
	0.9%


* Total numbers do not include non-responses or missing data. 

**Ethnicity values do not equal 100%, as participants can mark more than one ethnic category.

The results of the T-tests indicate that 12-17 participants showed more areas of improvement in resiliency factors and a decline in risk factors than the comparison group. 
· The comparison group had a significant negative change on the behavior symptom checklist but the intervention group showed no change from baseline to post-test.


· Youth in the 12-17 prevention programs had an increase in risk taking behavior not shown in the comparison group. 

· There was a significant decrease in perceived harm of ATOD use in the comparison group but not in the prevention group.

· Intentions to abstain decreased for 12-17 prevention program youth but not than comparison group youth. 
· Intolerance of ATOD use decreased significantly for both groups.
· The12-17 program participants had increases in the scales related peer AOD use, deduction in parent support, parent intolerance of ATOD use, and adult ATOD use that did not take place in the comparison group.
· Availability of ATOD increased similarly for both the comparison group youth and the 12-17 prevention program youth. 
· Tobacco use increased significantly in both groups.
More detailed statistical findings are reported in the Comparison Group and 12-17 finding sheets found in Appendix D. 
Comparing the 12-17 Program participants to the Comparison Group on Past 30 day ATOD Use

The preceding SFS analyses were based on mean scores analyses of SFS scales examining the prevention programming respondents separately from the comparison group respondents. The analyses that follow compare the percentages of program participants and comparison group that reported past 30 day use of ATOD at baseline and post-test.  What follows are basic graphs of the percentages past 30 ATOD comparing the SFS prevention program participants to the comparison group participants.  These graphs do not control for the differences between the two groups themselves that may be related to the outcomes and therefore, should be interpreted with caution.  
Percentage of Past 30 Day Use of Any Alcohol


Percentages for the past 30-day use of any alcohol indicate that a lower percentage of 12-17 prevention program participants used alcohol at baseline (14.1%) in contrast to the comparison group (24%). Post-test data indicate that the percentage of 12-17 prevention participants who used alcohol showed a 1% increase for program participants (15.1%) and a 3% increase for the comparison group (27.1%).  Therefore, the overall increase of past 30 day alcohol use is less among those respondents in the OSAP sponsored prevention programs compared to respondents who received no prevention programming.  Because of maturation, the likelihood of alcohol use increasing is high, therefore, this finding is a positive finding for the prevention programming group. 
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Percentage of Past 30 Day Use of Marijuana

Analysis based on percentages indicated an increase among the prevention programming respondents from baseline (7.5%) to post-test (8.2%) reported for past 30-day marijuana use.  This trend is more pronounced among the comparison group (an increase from 12.3% to 16.6%).   This would indicate that those receiving OSAP funded prevention programming have a considerably slower rate of increased marijuana use than those not receiving funding.  
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Percentage of Past 30 Day Use of Tobacco

Tobacco remained relatively stable for both program participants and members of the comparison group, although the comparison group reported a higher percentage of use at baseline (23.6% versus 14.4% for program participants).  These results would suggest that tobacco use is less affected by prevention programming than other substances and/or possibly that tobacco use, if initiated early on, is less likely to be affected by programming or maturation. 
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Percentage of Past 30 Day Use of Chewing Tobacco

For the past 30-day use of tobacco, the findings indicated a small increase from 2.2% to 2.7% in the 12-17 prevention program participants who reported chewing tobacco.  However, this trend was reversed for comparison group respondents: the percentage of comparison group youth who chewed tobacco decreased from 7% at baseline to 6.6% at post-test.  It should be noted that these changes in pre- to post-test are less than a percentage point, so quite minimal.  
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Percentage of Past 30 Day Use of Cigarettes

For the past 30-day use of cigarettes, the results showed that the percentage of youth reporting smoking remained stable between pre-test and post-test for both program participants and comparison group youth at 8.2% and 13.1% respectively.  
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Percentage of Past 30 Day Use of Any Other Illicit Drug

The past 30-day use of any other illicit drug increased in both groups from 7.7% to 8.5% among 12-17 youth participating in OSAP programs and a 11.8% to 12.7% in the comparison group.  Both increased approximately 1 percentage point, not a considerably large increase.  This may merely indicate maturation on the part of respondents from pre- to post-test.
[image: image10.emf]Past 30-Day Illicit Drug Use

7.7%

8.5%

11.8%

12.7%

0%

2%

4%

6%

8%

10%

12%

14%

pre-test post-test

Percentage of Students Self-reporting Use

Program Comparison



Results from the Regression Analyses
In order to examine the effect of the prevention programming on the various outcomes of interest, regression analyses were conducted to control for the demographic differences between the SFS group and the comparison group, in addition to controlling for the effect of the pre-test scores.  As is generally expected, past behavior predicts future behavior, so one must consider in the analysis the pre-test scores and look to see if despite the pre-test scores, the program had a positive effect on outcomes.  Results from all the regression analyses are presented in the tables in Appendix D and those with significant differences between the comparison group and the SFS Prevention group are graphed below. We will briefly describe some results here. 

As expected, in all the analyses, the pre-test score for each construct was a significant predictor for post-test score with p ( .001.  Age was the second most common predictor for post-test score such that as age increased, changes in behavior changed accordingly.  Of interest to the evaluators, was whether participation in a prevention program group was also a statistically significant predictor for the outcomes that are likely to be influenced by the program.  Respondents in the SFS prevention programs showed significantly better outcomes than non-participants on measures of risk taking (( = -.042, 95% CI =  -.373 - -.053, p (.01), meaning risk behaviors were significantly lower among prevention program participants than the comparison group at post-test.  The SFS prevention program respondents also differed significantly from respondents in the comparison group on the measure of peer ATOD use.  At post-test, those in the prevention programming had significantly fewer peers who used ATOD (( = -.088, 95% CI = -.378 -  -.173, p (.001).  SFS prevention program respondents also reported a significant decrease in adult AOD use (( = -.063, 95% CI = -.327 - -.103, p (.001) at post test. And finally, respondents in the SFS Prevention programs perceived a lower availability of alcohol and other drugs at post-test (( = -.040, 95% CI = -.235 - -.034, p (.05).   Figures 5 – 8 graph the differences in scales between SFS groups and comparison groups controlling for demographic characteristics and pre-test scores.   

Figure 5: Comparing SFS Prevention Program Respondents to Comparison Group Respondents on Risk Taking Behaviors (Controlling for age, race/ethnicity, sex, & pre-test risk taking behaviors)
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Figure 6: Comparing SFS Prevention Program Respondents to Comparison Communities on Peer Drug Use (Controlling for age, race/ethnicity, sex and pre-test peer drug use)

[image: image12.emf]0

0.1

0.2

0.3

0.4

0.5

0.6

0.7

Comparison SFS Prevention

Mean Score on the  Peer Drug Use Scale


Figure 7: Comparing SFS Prevention Program Respondents to Comparison Communities on Adult Substance Use (Controlling for age, race/ethnicity, sex and pre-test adult drug use)
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Figure 8: Comparing SFS Prevention Program Respondents to Comparison Communities on Perception of ATOD Availability (Controlling for age, race/ethnicity, sex and pre-test drug availability)

[image: image14.emf]0.65

0.7

0.75

0.8

0.85

0.9

0.95

Comparison SFS Prevention

Mean Score on the Drug Availability Scale


More than 30% of the variance (R2) in the outcome of interest is accounted for by these few basic demographic characteristics, pre-test measures and treatment versus control group. Variance accounted for by the model predicting Peer Drug Use was over 35% (35.5%).  This is indeed a lot of difference that is attributable to characteristics that are unfortunately, not amenable to change by a prevention program (e.g., sex, race/ethnicity,etc.). Additional variance accounted for, or R2, for other scales include: Adult AOD Use (R2 = 33.9%), Drug Availability (R2 = 45.4%), and Past 30-Day Tobacco Use (R2 = 32.6%).  Please refer to Appendix D for more detailed statistical findings reported in the 12-17 Prevention Program findings sheets. 

Discussion

Simple comparisons of respondents receiving prevention programming and those not receiving programming would indicate that those receiving prevention programming showed improvement in their substance use patterns, such that over the course of the prevention program (on average 9 months), those receiving prevention programming reported lower increases in substance use than those not receiving prevention programming.  However, differences between the SFS prevention program respondents and the comparison group respondents prior to testing require consideration in further analyses.  These differences include the age of the respondents, the race/ethnicity, and sex of the respondents.  Each of these demographic characteristics may be associated outcomes of interest.  Therefore, we conducted regression analyses to control for these differences in order to isolate the effect of the prevention programming on substance use related behaviors.  Results from these analyses indicate that there was a statistically significant effect of the prevention programming on decreasing risk taking behaviors, lowering the perception of peer ATOD use and adult AOD use, and the perception of availability of ATOD.  In the cases where there were no statistically significant differences, the effect of the program was always in the intended direction (as indicated by the ( value), indicating the prevention programs may be having the intended effects, although not yet large enough to detect analytically.  Regression analyses are more rigorous tests of the preventative effect of the programs than the T-test analyses because of the ability to control for the effects of other factors also contributing to the outcome.  
IX. Analysis of native american and Hispanic sUBGROUPS
Background
The diverse population of New Mexico is reflected in the demographics of the SFS program participants.  At the local level, there is a particular interest in examining the outcomes of two subgroups: Native Americans and Hispanic adolescents.  These separate analyses are important since there are few studies focusing on drug prevention for minority and rural youth.     

Methods
During the analyses of the SFS data, it was believed that the SFS dataset was sufficiently large enough to examine unique differences in two subgroups:  Hispanic and Native American Youth.  Demographic information was collected as part of the SFS survey instrument; respondents were allowed to choose more than one race/ethnicity when completing the survey, although PIRE ultimately developed a hierarchy to code the race/ethnicity data so that it would be meaningful at the state and local level.  First, a filter was applied to the dataset to pull out all respondents coded as Native American (subcategories included Pueblo, Navajo, Apache, and Other) and analyses were run on that data, and then a filter was applied to pull out all respondents coded as Hispanic (subcategories included Mexican/Mexican American/Chicano, Spanish, Central American, South American, Puerto Rican, Cuban, and Other) and analyses were run on that subgroup.  The analyses were analogous to the total sample analyses and included univariate statistics, demographic frequencies, descriptive statistics, paired t-test analysis, and GLM.    

Results
Native American Analyses
Surveys were completed by 346 Native Americans.  Of the Native American participants, 53% were male and 47% were female with 78% aged 11-14 and 22% aged 15-17.  Nearly all of the Native American program participants (98.3%) were born in the United States, although more than half (63.7%) lived in homes where a language other than English was spoken.  Navajo represented the predominant tribe of participants (55.2%) followed by Pueblo (18.8%), a mix of other tribes (8.7%), and Apache (5.8%).   
Table 17: Demographic Information for Native American Youth Participants* (N=346)
	Biological Sex

	Male 
	206
	53%**

	Female
	206
	47%

	Age 

	11-14
	356
	78%**

	15-17
	58
	22%

	Born in USA 

	Yes 
	407
	98.3%**

	No
	3
	  1.7%

	Language Other than English Spoken At Home

	Yes
	282
	63.7%**

	No
	126
	36.3%

	Ethnicity**

	American Indian or Alaskan Native
	
	

	Pueblo 
	103
	18.8%***

	Navajo
	210
	55.2%

	Apache
	18
	 5.8%

	Other Indian
	23
	 8.7%


* Total numbers do not include non-responses or missing data. 

**Ethnicity values do not equal 100%, as participants can mark more than one ethnic category.

Scale Reliabilities.  Most of the measures of the Strategies for Success Survey were reliable when used with the Native American subgroup. The following scales had a Cronbach’s Alpha reliability estimate of 0.80 or better: Behavioral Symptom Checklist, Risk Taking (.86), Risk Taking (.80), Aggressive Behaviors (.86), Perceived Harm of ATOD Use (.94), Impact of AOD Use (.92), Intolerance of ATOD Use (.93), Parent Support (.86), Parent Intolerance of Youth ATOD Use (.97), and Availability of ATOD (.84).  Adult ATOD Use (.74) and Illicit Drug Use (.76) showed adequate reliability and Intention to Abstain (.67) and Tobacco Use (.66) showed marginal reliability. 

GLM Analyses revealed that seven of the twelve risk and protective factors had post-test scores that moved in the desired direction (BSCL, Aggressive Behaviors, Perceived Harm of ATOD Use, Impact of AOD Use, Intention to Abstain, Peer AOD Use, and Parent Intolerance of ATOD Use), but there were no statistically significant findings.  The five risk and protective factors that had undesirable movements in scores between pre-test and post-test (Risk Taking, Intolerance of ATOD Use, Parent Support, Adult ATOD Use, and Availability of ATOD) also lacked statistical significance.  Past 30-day alcohol, tobacco, marijuana, and illicit drug use appear to have decreased between pre-test and post-test, although these findings were not statistically significant (see Appendix D).  

Regression analyses, that included both comparison and prevention program respondents, indicated that when compared to non-Hispanic whites, Native American youth, were significantly less likely at post-test to perceive harm in ATOD use, less likely to indicate an intention not to use ATOD in the future, had worse attitudes towards peer ATOD use, reported more peers who used ATOD, lower parental support of ATOD use, and lower adult AOD use..  These results would indicate that Native American youth are at considerably great risk for ATOD use because their peers are using ATOD, their attitudes toward use are rather accepting, and they perceive less harm associated with ATOD use then we would want them to. Findings are presented in Tables 44-57 in Appendix D
Hispanic Analyses
Surveys were completed by 1,444 program participants who self-identified as Hispanic (75.9%), Mexican/Mexican American/Chicano (29.6%), Spanish (17%), Central American (<1%), South American (<1%), Puerto Rican (<1%), Cuban (<1%), and Other (<1%).  Of the Hispanic participants, 46% were male and 54% were female with 87% aged 11-14 and 13% aged 15-17.  Most of the Hispanic program participants (91%) were born in the United States, although more than half (58%) lived in homes where a language other than English was spoken.  

Table 18: Demographic Information for Hispanic Youth Participants* (N=1,444)
	Demographic Categories
	N
	Percent

	Sex

	Male 
	666
	46.0%

	Female
	778
	54.0%

	Age 

	11-14
	1,253
	87.0%

	15-17
	194
	13.0%

	Born in USA 

	Yes 
	1,313
	91.0%

	No
	131
	  9.0%

	Language Other than English Spoken At Home

	Yes
	828
	58.0%

	No
	606
	42.0%

	Ethnicity**

	Hispanic
	1,098
	75.9%

	Mexican/Mexican American/ Chicano
	429
	29.6%

	Spanish
	246
	17.0%

	Central American
	10
	<1.0%

	South American
	3
	<1.0%

	Puerto Rican
	6
	<1.0%

	Cuban
	4
	<1.0%

	Other Hispanic
	9
	<1.0%


* Total numbers do not include non-responses or missing data. 

**Ethnicity values do not equal 100%, as participants can mark more than one ethnic category.

Findings from GLM analyses for the Hispanic population (see Appendix D) suggest that Hispanic youth are at an elevated risk for adverse outcomes on most of the constructs measured.  In addition, the trends seem to be driven by younger (aged 12-14) females, although younger males also experience some negative outcomes.  The total population scored statistically significant negative scores (meaning in the undesired direction) at post-test on nine constructs: Risk Taking, Impact of AOD Use, Intention to Abstain, Intolerance of AOD Use, Peer AOD Use, Parent Support, Parent Intolerance of Youth ATOD Use, Adult ATOD Use, and Availability of ATOD.  When females were examined separately, their results mirrored those for the total population with the exception of the scores for two constructs (Parent Intolerance of ATOD Use and Adult ATOD Use) that did not achieve statistical significance.  Males aged 12-14 years old had statistically significant negative outcomes for Intention to Abstain, Intolerance of ATOD Use, and Parent Intolerance of Youth ATOD Use.  
Regression analyses, which included both comparison and prevention program respondents, indicated that when compared to non-Hispanic whites, Hispanic/Latino youth at post-test reported significantly less harm associated with ATOD use, had a worse attitude toward peer ATOD use, reported more peers who used ATOD, more adult AOD use.  These results indicate that Hispanic youth are at considerably greater risk of ATOD use than their non-Hispanic white peers in part because those around them and the mean the most to them (e.g., peers, parents, adults in their communities) are more likely to use ATOD and be more tolerant of use even among youth.  Findings are presented in Tables 44-57 in Appendix D. 

Discussion
As has been known in the literature for some time now, the Hispanic/Latino and Native American youth in NM are at greater risk for adverse outcomes related to ATOD use than their white counterparts.   Many factors influence this result including environmental and societal factors such as community norms of ATOD use, access to ATOD, social capital, and alternative programming for youth, as well as individual factors such as socioeconomic status, educational attainment and achievement, parental monitoring, and the experience of resiliency in the face of discrimination and historical threats.  OSAP targets many of their prevention efforts at the higher risk groups of students because of this and changes are slowing being made in a positive direction among all participants.  However, it’s important to keep mind the diversity in NM and uniqueness of NM minorities.  Many of the programs used in the 12-17 funding stream are specifically designed for Native American or Hispanic youth to work with their cultural and historical stories.  These programs often focus on building resiliency and pride in the rich heritage from which they come.  These resiliency factors may have a more gradual effect on use than other strategies.  It seems important that we (i.e., OSAP staff, local program providers and local and state evaluators) take some time to look at prevention programming for those same youth prior to their entering the SFS programs.  Prevention is by nature a continuous and ongoing process.  It begins at birth when we immunize our children against deadly childhood diseases and continues as we try to immunize them against the many dangers they face as they grow up of which alcohol, tobacco, and other drug use is an important one.  However, this must start early and continue throughout childhood, adolescence, and young adulthood.  OSAP’s approach to providing prevention programming from birth through young adulthood is commendable since for many of our highest risk youth, adolescence is too late to inoculate them.

X.  ReviseD Strategies for success Instrument
In 2008, revisions were made to the Strategies for Success Instrument to reflect changing evaluation needs among local programs.  The revised data instrument will be implemented during FY 09.  PIRE worked in collaboration with local evaluators, state epidemiologists, and stakeholders to revise the instrument.  Weekly conference calls were held for several months to share information, concerns, and evaluation goals.  We went to the research literature to study relevant constructs and pre-existing measures, local evaluators shared their personal experiences with the current instrument and why they liked and disliked about it, and finally, drafts were created and revised, piloted, and revised again.   Several workgroups were formed to work on various aspects of the revisions including content, formatting, and cultural competency.  The stated goals for the revised instrument included 1) that it needed to address only those constructs relevant to the prevention programs and were expected to change over the course of the program and met OSAP’s criteria for performance measures, 2) the instrument should be a short as possible while still comprehensive, easy to read, and culturally appropriate, 3) that is be useful at the local level to programs but not burdensome to the students, 4) should use validated and reliable measures, and 5) should be possible to compare with a representative comparison group.  

To meet these goals we chose to create separate modules for the 3 overarching constructs measured.  These constructs were: 1) ATOD use, attitudes, and perceptions, 2) violence, and 3) resiliency.  A total of 6 modules were created.  Two ATOD modules were created one targeted at middle school students and one for high school students.  These modules incorporated questions from New Mexico’s YRRS which allows for comparison with the YRRS sample of students.  Every prevention program targeting 12 to 17 year olds must use one of the ATOD modules.  These data are required by OSAP and the basis on which performance measures are established.  

Two modules were created for measuring violence, one for perpetration of violence and one for victimization.  Additionally, two modules were created for resiliency, one for internal resiliency and one for external resiliency.  These 4 additional modules were option for local programs.  However, program providers and local evaluators were instructed to discuss which modules were best suited to their program goals and objectives.  All modules given at pre-test are to be given at post-test unless they are used purely for screening purposes.  This tailored approach will allow programs to determine what best first their evaluation needs and creates less burden on the students.  Measures of mental health were excluded from the revised SFS because none of the prevention programs are designed to address mental health issues.  Substance use and mental health are highly associated, however, substance use prevention programs are not the context in which we might expect improvements in mental health.  Local program providers and evaluators were provided with two mental health screening tools they may use for screening purposes only should they choose to do so however, these instruments will not be evaluated for changes over time. 

A detailed protocol for the revised instrument was created to assist local evaluators in administering the modules correctly.  In addition, two trainings were conducted with local evaluators and program providers who use the SFS.  
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Appendix A

0-6 Programs: Family Assessment Scale Program Finding Sheets 

	Table 19

Family Assessment Scale

Findings Sheet (N=203)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Home Environment
	0-30
	22.49
	22.67
	-.722
	.471
	( Is better
	.618

	Social Support
	0-9
	6.99
	7.02
	-.258
	.797
	( Is better
	.742

	Social Services Utilization
	0-12
	9.28
	9.62
	-2.521
	.012
	( Is better


	.397

	Parenting Skills
	0-30
	22.67
	24.80
	-5.828
	.000
	( Is better


	.821

	Family Interaction
	0-36
	25.78
	27.26
	-3.514
	.001
	( Is better

	.866

	Child Well Being
	0-18
	14.09
	15.26
	-4.208
	.000
	( Is better
	.773

	Parent Child Dysfunctional Interaction
	12-60
	20.26
	18.66
	2.405
	.017
	( Is better


	.883

	ATOD Perception of Risk
	0-12
	11.02
	11.03
	-.113
	.910
	( Is better


	.439

	Analysis of Outcome:

	Of those who have used alcohol to intoxication during the past 30 days- Number of days (n=3)
	0-30
	2.67
	1.67
	.655
	.580
	( Is better


	NA

	Of those who have used other illegal drugs during the past 30 days-Number of days 
	0-30
	Only 2 cases
	No cases
	
	
	( Is better


	NA

	Adult GPRA 30 Day Tobacco Use (Yes/No)
	0-4
	21.6%
	14.1%
	Percent change:

--34.7%
	
	( Is better


	


Appendix B

PreK-6 Program Findings Sheets

	Table 20
Pre-K through 6th Grade Program  

Findings Sheet:  Parent Domain (N=344)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	

	Family Interaction
	0-52
	37.55
	38.48
	-3.049
	.002
	( Is better


	.746

	Parental Attitudes
	0-40
	29.00
	30.64
	-5.140
	.000
	( Is better


	.865

	Parent-Child Dysfunctional Interaction
	10-50
	18.80
	17.52
	3.182
	.002
	( Is better


	.845


	Table 21
Pre-K through 6th Grade Program  

Parent Domain & Sex Findings Sheet: Females (n=135)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-

bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	

	Family Interaction
	0-52
	37.82
	38.56
	-1.629
	.106
	( Is better


	.709

	Parental Attitudes
	0-40
	29.77
	30.95
	-2.455
	.015
	( Is better


	.861

	Parent-Child Dysfunctional Interaction
	10-50
	18.42
	17.0
	2.193
	.030
	( Is better


	.911


	Table 22
Pre-K through 6th Grade Program  

Parent Domain & Sex Findings Sheet: Males (n=157)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	

	Family Interaction
	0-52
	37.13
	38.40
	-2.549
	.012
	( Is better


	.765

	Parental Attitudes
	0-40
	28.47
	30.71
	-4.532
	.000
	( Is better


	.863

	Parent-Child Dysfunctional Interaction
	10-50
	18.74
	17.56
	1.890
	.061
	( Is better


	.812


Appendix C


K-6 Program Findings Sheets

	Table 23
K-6 Grade Program  

Finding Sheets (N=899 Parent Survey Respondents)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	INDIVIDUAL

	CRS
: Conduct Problem – Parent Rating
	0-24
	3.14
	2.90
	2.34
	.019
	( Is better
	.846

	CRS: Learning Problem – Parent Rating
	0-12
	2.23
	2.10
	1.90
	.058
	( Is better
	.794

	CRS: Psychosomatic – Parent Rating
	0-12
	.761
	.702
	1.21
	.226
	( Is better
	.639

	CRS: Impulsive-Hyperactive – Parent Rating
	0-12
	3.13
	3.03
	.619
	.536
	( Is better
	.773

	CRS: Anxiety – Parent Rating
	0-12
	2.18
	2.07
	1.62
	.107
	( Is better
	.633

	CRS: Hyperactivity Index – Parent Rating
	0-30
	5.62
	5.34
	1.48
	.139
	( Is better
	.873

	CRS: Conduct Problem – Teacher Rating
	0-24
	.245
	.272
	-2.634
	.009
	( Is better
	.911

	CRS: Hyperactivity – Teacher Rating
	0-21
	.365
	.354
	1.088
	.277
	( Is better
	.926

	CRS: Inattentive-Passive – Teacher Rating
	0-24
	.413
	.419
	-.537
	.592
	( Is better
	.873

	Hyperactivity Index – Teacher Rating
	0-30
	5.10
	5.05
	.384
	.701
	( Is better
	.917


	Table 24
K-6 Grade Program  

Finding Sheets (N=800 Youth Survey Respondents)


	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	SCHOOL

	School Performance (Grade)
	0-6
	4.26
	4.29
	-.503
	.615
	( Is better
	n/a

single item

	School Attendance
	1-4
	2.89
	2.76
	3.960
	.000
	( Is better
	n/a

single item

	Disruptive School Behaviors (Youth)
	0-12
	1.39
	1.49
	-1.264
	.207
	( Is better
	.577

	School Protective Factors (Youth)
	11-44
	38.39
	38.35
	.277
	.782
	( Is better
	.782

	FAMILY

	Parent Communication (Youth)
	0-12
	6.46
	6.57
	-1.058
	.290
	( Is better
	.307

	Family Bonding (Youth)
	0-5
	4.51
	4.58
	-2.219
	.027
	( Is better
	.464

	Family Cohesion & Adaptability (Parent)
	20-100
	65.43
	65.40
	.106
	.915
	( Is better
	.740


	Table 25
K-6 Grade Program  

Finding Sheets (N=800)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	YOUTH ATOD

	30-Day Tobacco Use
	0-2
	.064
	.083
	-1.574
	.116
	( Is better
	.471

	30-Day Alcohol Use
	0-1
	.058
	.077
	-2.027
	.043
	( Is better
	N/A 

Single Item

	30-Day Marijuana Use
	0-1
	.025
	.047
	-2.734
	.006
	( Is better
	N/A 

Single Item

	30-Day Illicit Drug Use (Marijuana & Inhalant)
	0-2
	.080
	.103
	-1.785
	.075
	( Is better
	.330

	Attitude Toward Use (How wrong)
	9-36
	34.60
	34.27
	2.254
	.024
	( Is better
	.851

	Perceived Availability (How easy to get)
	3-12
	3.88
	4.30
	-5.376
	.000
	( Is better
	.777

	Perceived Harm
	0-9
	6.79
	7.01
	-2.037
	.042
	( Is better
	.869


	Table 26

K-6 Grade Program  

Sex Finding Sheets: Males (n=434 Parent Survey Respondents)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-

bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	INDIVIDUAL

	CRS
: Conduct Problem – Parent Rating
	0-24
	3.27
	2.94
	2.30
	.022
	( Is better
	.853

	CRS: Learning Problem – Parent Rating
	0-12
	2.45
	2.37
	.701
	.483
	( Is better
	.804

	CRS: Psychosomatic – Parent Rating
	0-12
	.642
	.585
	.863
	.389
	( Is better
	.582

	CRS: Impulsive-Hyperactive – Parent Rating
	0-12
	3.19
	3.44
	-.873
	.383
	( Is better
	.786

	CRS: Anxiety – Parent Rating
	0-12
	2.15
	1.92
	2.22
	.027
	( Is better
	.645

	CRS: Hyperactivity Index – Parent Rating
	0-30
	5.98
	6.02
	-.103
	.918
	( Is better
	.877

	CRS: Conduct Problem – Teacher Rating
	0-24
	2.96
	3.25
	-1.90
	.058
	( Is better
	.919

	CRS: Hyperactivity – Teacher Rating
	0-21
	4.79
	4.66
	.893
	.372
	( Is better
	.928

	CRS: Inattentive-Passive – Teacher Rating
	0-24
	4.92
	5.00
	-.445
	.657
	( Is better
	.876

	Hyperactivity Index – Teacher Rating
	0-30
	6.57
	6.48
	.478
	.633
	( Is better
	.918


	Table 27

K-6 Grade Program  

Sex Finding Sheets: Males (n=434)


	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	SCHOOL

	School Performance (Grade)
	0-6
	4.12
	4.07
	.622
	.534
	( Is better
	n/a single item

	School Attendance
	1-4
	2.93
	2.78
	3.036
	.003
	( Is better
	n/a single item

	Disruptive School Behaviors (Youth)
	0-12
	1.88
	2.01
	-1.069
	.286
	( Is better
	.583

	School Protective Factors (Youth)
	11-44
	37.67
	37.72
	-.177
	.859
	( Is better
	.773

	FAMILY

	Parent Communication (Youth)
	0-12
	6.25
	6.39
	-.949
	.343
	( Is better
	.313

	Family Bonding (Youth)
	0-5
	4.44
	4.52
	-1.704
	.089
	( Is better
	.476

	Family Cohesion & Adaptability (Parent)
	20-100
	65.03
	65.75
	-1.57
	.117
	( Is better
	.741


	Table 28
K-6 Grade Program  

Sex Finding Sheets: Males (n=434)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach
Alpha

	
	Min
	Max
	
	
	
	
	
	

	YOUTH ATOD

	30-Day Tobacco Use
	0-2
	.087
	.104
	-.927
	.354
	( Is better
	.546

	30-Day Alcohol Use
	0-1
	.075
	.087
	-.898
	.370
	( Is better
	n/a single item

	30-Day Marijuana Use
	0-1
	.035
	.063
	-2.211
	.028
	( Is better
	n/a single item

	30-Day Illicit Drug Use (Marijuana & Inhalant)
	0-2
	.101
	.126
	-1.251
	.212
	( Is better
	.487

	Attitude Toward Use (How wrong)
	9-36
	34.51
	33.99
	2.315
	.021
	( Is better
	.812

	Perceived Availability (How easy to get)
	3-12
	3.96
	4.48
	-4.508
	.000
	( Is better
	.736

	Perceived Harm
	0-9
	6.50
	6.71
	-1.295
	.196
	( Is better
	.843


	Table 29

K-6 Grade Program  

Sex Finding Sheets: Females (n=458)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-bach Alpha

	
	Min
	Max
	
	
	
	
	
	

	INDIVIDUAL

	CRS
: Conduct Problem – Parent Rating
	0-24
	3.08
	2.87
	1.08
	.282
	( Is better
	.839

	CRS: Learning Problem – Parent Rating
	0-12
	2.03
	1.85
	2.09
	.037
	( Is better
	.781

	CRS: Psychosomatic – Parent Rating
	0-12
	.874
	.809
	.894
	.372
	( Is better
	.683

	CRS: Impulsive-Hyperactive – Parent Rating
	0-12
	3.06
	2.64
	3.75
	.000
	( Is better
	.765

	CRS: Anxiety – Parent Rating
	0-12
	2.22
	2.21
	.075
	.941
	( Is better
	.625

	CRS: Hyperactivity Index – Parent Rating
	0-30
	5.29
	4.70
	3.13
	.002
	( Is better
	.869

	CRS: Conduct Problem – Teacher Rating
	0-24
	1.86
	2.10
	-1.931
	.054
	( Is better
	.889

	CRS: Hyperactivity – Teacher Rating
	0-21
	2.39
	2.30
	.716
	.475
	( Is better
	.906

	CRS: Inattentive-Passive – Teacher Rating
	0-24
	3.27
	3.33
	-.384
	.701
	( Is better
	.862

	Hyperactivity Index – Teacher Rating
	0-30
	3.48
	3.48
	-.046
	.963
	( Is better
	.899


	Table 30

K-6 Grade Program  

Sex Finding Sheets: Females (n=458)


	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-

bach 
Alpha

	
	Min
	Max
	
	
	
	
	
	

	SCHOOL

	School Performance (Grade)
	0-6
	4.43
	4.53
	-1.627
	.105
	( Is better
	n/a single item

	School Attendance
	1-4
	2.84
	2.74
	2.475
	.014
	( Is better
	n/a single item

	Disruptive School Behaviors (Youth)
	0-12
	.847
	.900
	-.546
	.585
	( Is better
	.478

	School Protective Factors (Youth)
	11-44
	39.18
	39.05
	.533
	.594
	( Is better
	.785

	

	Parent Communication (Youth)
	0-12
	6.67
	6.76
	-.506
	.613
	( Is better
	.310

	Family Bonding (Youth)
	0-5
	4.59
	4.65
	-1.494
	.136
	( Is better
	.457

	Family Cohesion & Adaptability (Parent)
	20-100
	65.83
	65.02
	1.77
	.077
	( Is better
	.736


	Table 31
K-6 Grade Program  

Sex Finding Sheets: Females (n=458)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	Paired

T-Test
	SIG.
	Desired Outcome
	Cron-
bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	YOUTH ATOD

	30-Day Tobacco Use
	0-2
	.037
	.061
	-1.570
	.117
	( Is better
	.231

	30-Day Alcohol Use
	0-1
	.040
	.067
	-2.050
	.041
	( Is better
	n/a single item

	30-Day Marijuana Use
	0-1
	.013
	.029
	-1.607
	.109
	( Is better
	n/a single item

	30-Day Illicit Drug Use (Marijuana & Inhalant)
	0-2
	.059
	.077
	-1.151
	.250
	( Is better
	-.044

	Attitude Toward Use (How wrong)
	9-36
	34.69
	34.55
	.795
	.427
	( Is better
	.886

	Perceived Availability (How easy to get)
	3-12
	3.79
	4.10
	-2.909
	.004
	( Is better
	.827

	Perceived Harm
	0-9
	7.09
	7.34
	-1.612
	.108
	( Is better
	.899


Appendix D

12-17 Prevention Program Information and Findings Sheets

Includes the following:

· Program Information

· Comparison Group

· Sex
· Ages 12-14

· Ages 15-17

· Hispanic Youth

· Native American Youth

Note.  *p<.05, **p<.01, ***p<.001;  a partial eta squared where effects are: small = .01, medium = .06, large = .14 or larger.
Program Information

All Stars: All Stars is designed to delay the onset of ATOD, as well as early sexual activity and violence by strengthening participants’ involvement in the community, strengthening relationships with adults, and cultivating beliefs that risky behaviors do not fit with the youth’s personal ideas and aspirations.  It can be implemented either in classroom or in community-based settings.

Botvin’s Life Skills Training:  The Life Skills Training universal classroom program is designed to address a wide range of risk and protective factors by teaching general personal and social skills in combination with drug resistance skills and normative education.

Dare to Be You: DTBY is a multilevel, primary prevention program for children and their families. The focus is on improving parent and child resiliency factors in the areas of communication, problem solving, self-esteem, and family skills. 

Effective Black Parenting Program: EBP is a cognitive-behavioral program designed to foster effective family communication, healthy African-American identity, extended family values, child growth and development, and healthy self-esteem.

Learning 2 Lead: Learning 2 Lead is an experiential-based program designed for inner-city youth which includes mentoring and educational sessions.

Natural Helpers/Too Good for Drugs: TGFD is a long-term intervention that builds skills sequentially with the intention of preventing ATOD use and promoting healthy decision-making and positive, healthy youth development.
Nurturing Parenting Program:  The Nurturing Parenting Programs are a family-centered initiative designed to build nurturing parenting skills as an alternative to abusive and neglecting parenting and child-rearing practices.  The long term goals are to prevent recidivism in families receiving social services, lower the rate of multi-parent teenage pregnancies, reduce the rate of juvenile delinquency and alcohol abuse, and stop the intergenerational cycle of child abuse by teaching positive parenting behaviors.

Project Success: Project SUCCESS helps adolescents with emotional, learning, and behavioral problems expressed in behaviors such as fighting, cutting class, and talking back to teachers. The program teaches resistance and social competency skills for: communication, decision-making, stress and anger management, problem-solving, and resisting peer pressure.

Project Venture: Project Venture is a year-round program comprised of a set of components designed to develop skills, self-confidence, teamwork, and cooperation for Native American youth in tribal, alternative, and public schools.
Reconnecting Youth:  Reconnecting Youth is a school-based indicated prevention program for grades 9-12 to teach skills to build resiliency with respect to risk factors and to moderate the early signs of substance abuse.

Strengthening Families:  SFP involves elementary school aged children and their families in skills training using approaches to increase resilience and reduce risk factors for behavioral, emotional, academic, and social problems.
Talking Talons Youth Leadership:  TTYL is a locally developed substance abuse prevention program, which utilizes animal husbandry and is founded on the theoretical framework whereby positive youth development and increased self-efficacy prevents substance abuse.   
	Table 32
Strategies for Success 12-17 Program

Comparison Group Findings Sheet (N=215)


	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk & Protective Factors:                                                                                      

	Behavioral Symptom Checklist (n=153)
	9-36
	1.69
	1.68
	.476
	
	( 
	.839

	Risk Taking
	0-10
	1.47
	1.77
	6.603**
	.003
	( 
	.785

	Aggressive Behaviors
	0-8
	.645
	.617
	.002
	
	( 
	.680

	Perceived Harm of ATOD Use
	5-20
	3.33
	3.21
	3.501
	
	( 
	.826

	Impact of AOD Use
	0-12
	.323
	.352
	.007
	
	( 
	.898

	Intention to Abstain
	4-12
	2.59
	2.52
	.809
	
	( 
	.726

	Intolerance of ATOD Use
	4-16
	3.54
	3.38
	2.145
	
	( 
	.786

	Peer AOD Use
	0-8
	.809
	1.10
	12.080***
	.005
	( 
	.777

	Parent Support
	0-18
	2.55
	2.56
	1.403
	
	( 
	.831

	Parent Intolerance of Youth ATOD Use
	4-16
	3.88
	3.81
	.273
	
	( 
	.794

	Adult ATOD Use
	2-8
	2.18
	2.35
	4.368*
	.002
	( 
	.209

	Availability of ATOD
	4-16
	2.04
	2.29
	8.383**
	.004
	( 
	.837

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.097
	.093
	.057
	
	( 
	.609

	Alcohol Use (Yes/No)
	0-1
	.242
	.284
	1.986
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.126
	.172
	3.151
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.016
	.016
	.059
	
	( 
	.698


	Table 33

Strategies for Success 12-17 Program Participants

Finding Sheet (N=1,978)


	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors: 

	Behavioral Symptom Checklist
	9-36
	1.64
	1.60
	12.101***
	.006
	( 
	.868

	Risk Taking
	0-10
	1.29
	1.37
	8.785**
	.004
	( 
	.782

	Aggressive Behaviors
	0-8
	.81
	.80
	.012
	
	( 
	.569

	Perceived Harm of ATOD Use
	5-20
	3.19
	3.18
	.015
	
	( 
	.941

	Impact of AOD Use
	0-12
	.216
	.250
	6.185**
	.003
	( 
	.929

	Intention to Abstain
	4-12
	2.68
	2.65
	17.363***
	.009
	( 
	.671

	Intolerance of ATOD Use
	4-16
	3.49
	3.42
	11.151***
	.006
	( 
	.933

	Peer AOD Use
	0-8
	.437
	.52
	22.488***
	.011
	( 
	.806

	Parent Support
	0-18
	2.56
	2.51
	11.170***
	.006
	( 
	.855

	Parent Intolerance of Youth ATOD Use
	4-16
	3.75
	3.71
	5.004*
	.003
	( 
	.954

	Adult ATOD Use
	2-8
	1.87
	1.90
	2.473
	
	( 
	.698

	Availability of ATOD
	4-16
	1.78
	1.88
	36.571***
	.018
	( 
	.859

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.06
	.06
	.099
	
	( 
	.599

	Alcohol Use (Yes/No)
	0-1
	.15
	.15
	.128
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.07
	.09
	3.704
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.01
	.01
	.526
	
	( 
	.702


	Table 34

Strategies for Success 12-17 Program Participants

 Biological Sex Finding Sheet: Males 12-17 (n=952)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors: 

	Behavioral Symptom Checklist
	9-36
	1.56
	1.49
	15.541***
	.016
	( 
	.862

	Risk Taking
	0-10
	1.53
	1.60
	2.301
	
	( 
	.779

	Aggressive Behaviors
	0-8
	1.10
	.940
	1.094
	
	( 
	.598

	Perceived Harm of ATOD Use
	5-20
	3.09
	3.09
	.016
	
	( 
	.938

	Impact of AOD Use
	0-12
	.207
	.227
	.972
	
	( 
	.926

	Intention to Abstain
	4-12
	2.66
	2.62
	6.374*
	.007
	( 
	.648

	Intolerance of ATOD Use
	4-16
	3.40
	3.36
	2.079
	
	( 
	.935

	Peer AOD Use
	0-8
	.412
	.450
	2.251
	
	( 
	.769

	Parent Support
	0-18
	2.52
	2.47
	5.617*
	.006
	( 
	.866

	Parent Intolerance of Youth ATOD Use
	4-16
	3.69
	3.63
	5.192*
	.005
	( 
	.957

	Adult ATOD Use
	2-8
	1.87
	1.89
	1.085
	
	( 
	.677

	Availability of ATOD
	4-16
	1.78
	1.83
	3.546
	
	( 
	.864

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.064
	.065
	.058
	
	( 
	.630

	Alcohol Use (Yes/No)
	0-1
	.141
	.140
	.008
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.077
	.090
	2.384
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.011
	.012
	.382
	
	( 
	.759

	Table 35

Strategies for Success 12-17 Program

Biological Sex Finding Sheet: Females 12-17 (n=1,023)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.72
	1.70
	1.803
	
	( 
	.870

	Risk Taking
	0-10
	1.06
	1.16
	8.36**
	.008
	( 
	.776

	Aggressive Behaviors
	0-8
	.547
	.668
	.472
	
	( 
	.500

	Perceived Harm of ATOD Use
	5-20
	3.27
	3.27
	.029
	
	( 
	.942

	Impact of AOD Use
	0-12
	.225
	.272
	6.329*
	.006
	( 
	.932

	Intention to Abstain
	4-12
	2.71
	2.67
	11.247***
	.011
	( 
	.693

	Intolerance of ATOD Use
	4-16
	3.57
	3.48
	10.470***
	.010
	( 
	.928

	Peer AOD Use
	0-8
	.460
	.587
	26.464***
	.025
	( 
	.838

	Parent Support
	0-18
	2.59
	2.55
	5.435*
	.005
	( 
	.840

	Parent Intolerance of Youth ATOD Use
	4-16
	3.80
	3.78
	.488
	
	( 
	.949

	Adult ATOD Use
	2-8
	1.88
	1.91
	1.534
	
	( 
	.720

	Availability of ATOD
	4-16
	1.78
	1.94
	46.366***
	.043
	( 
	.854

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.049
	.045
	.623
	
	( 
	.555

	Alcohol Use (Yes/No)
	0-1
	.157
	.164
	.329
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.071
	.081
	1.389
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.010
	.011
	.144
	
	( 
	.570

	Table 36

Strategies for Success 12-17 Program

Age Group Finding Sheet: Younger Participants 12-14 years old (n=1,765)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-

bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.63
	1.59
	7.797*
	.004
	( 
	.864

	Risk Taking
	0-10
	1.23
	1.32
	11.225***
	.006
	( 
	.782

	Aggressive Behaviors
	0-8
	.847
	.809
	.088
	
	( 
	.565

	Perceived Harm of ATOD Use
	5-20
	3.20
	3.18
	.487
	
	( 
	.945

	Impact of AOD Use
	0-12
	.179
	.209
	4.550*
	.003
	( 
	.924

	Intention to Abstain
	4-12
	2.72
	2.68
	15.912***
	.009
	( 
	.647

	Intolerance of ATOD Use
	4-16
	3.54
	3.47
	11.608***
	.007
	( 
	.941

	Peer AOD Use
	0-8
	.340
	.425
	22.504***
	.013
	( 
	.773

	Parent Support
	0-18
	2.57
	2.53
	10.591***
	.006
	( 
	.851

	Parent Intolerance of Youth ATOD Use
	4-16
	3.75
	3.72
	2.761
	
	( 
	.961

	Adult ATOD Use
	2-8
	1.78
	1.83
	5.578*
	.003
	( 
	.677

	Availability of ATOD
	4-16
	1.66
	1.76
	37.284***
	.021
	( 
	.834

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.046
	.047
	.057
	
	( 
	.606

	Alcohol Use (Yes/No)
	0-1
	.117
	.125
	.744
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.058
	.067
	1.924
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.009
	.010
	1.373
	
	( 
	.731


	Table 37
Strategies for Success 12-17 Program

 Age Group Finding Sheet: Older Participants 15-17 years old (n=213)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.79
	1.70
	7.684**
	.035
	( 
	.890

	Risk Taking
	0-10
	1.82
	1.76
	.780
	
	( 
	.775

	Aggressive Behaviors
	0-8
	.524
	.723
	.884
	
	( 
	.680

	Perceived Harm of ATOD Use
	5-20
	3.09
	3.19
	4.062*
	.019
	( 
	.897

	Impact of AOD Use
	0-12
	.526
	.592
	1.775
	
	( 
	.934

	Intention to Abstain
	4-12
	2.40
	2.37
	1.471
	
	( 
	.714

	Intolerance of ATOD Use
	4-16
	3.06
	3.03
	.133
	
	( 
	.864

	Peer AOD Use
	0-8
	1.24
	1.31
	1.096
	
	( 
	.796

	Parent Support
	0-18
	2.44
	2.40
	.665
	
	( 
	.878

	Parent Intolerance of Youth ATOD Use
	4-16
	3.67
	3.57
	5.398*
	.025
	( 
	.900

	Adult ATOD Use
	2-8
	2.62
	2.51
	3.919*
	.018
	( 
	.676

	Availability of ATOD
	4-16
	2.81
	2.87
	.929
	
	( 
	.858

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.134
	.118
	2.320
	
	( 
	.546

	Alcohol Use (Yes/No)
	0-1
	.413
	.380
	.890
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.202
	.239
	2.479
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.025
	.021
	1.012
	
	( 
	.536

	Table 38
Strategies for Success 12-17 Program

Ethnicity & Age Finding Sheet: Native Americans ages 12-17 (n=249)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.65
	1.60
	2.151
	
	(
	.859

	Risk Taking
	0-10
	1.50
	1.59
	1.152
	
	( 
	.804

	Aggressive Behaviors
	0-8
	1.30
	.684
	2.088
	   
	     ( 
	.862

	Perceived Harm of ATOD Use
	5-20
	2.88
	2.96
	1.503
	
	( 
	.943

	Impact of AOD Use
	0-12
	.309
	.281
	.415
	   
	( 
	.917

	Intention to Abstain
	4-12
	2.55
	2.56
	.007
	
	( 
	.671

	Intolerance of ATOD Use
	4-16
	3.32
	3.28
	.414
	
	( 
	.933

	Peer AOD Use
	0-8
	.522
	.486
	.440
	
	( 
	.742

	Parent Support
	0-18
	2.40
	2.36
	.782
	
	( 
	.859

	Parent Intolerance of Youth ATOD Use
	4-16
	3.60
	3.62
	.131
	
	( 
	.966

	Adult ATOD Use
	2-8
	1.93
	2.02
	3.032
	
	( 
	.738

	Availability of ATOD
	4-16
	1.77
	1.86
	3.238
	
	( 
	.838

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.077
	.069
	.437
	
	( 
	.655

	Alcohol Use (Yes/No)
	0-1
	.141
	.117
	1.059
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.129
	.121
	.153
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-1
	.016
	.011
	1.467
	
	( 
	N/A

single

item

	Table 39
Strategies for Success 12-17 Program

 Ethnicity & Biological Sex & Age Finding Sheet: Hispanic Males ages 12-17 (n=509)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.55
	1.51
	2.690
	   
	(
	.868

	Risk Taking
	0-10
	1.55
	1.62
	1.386
	
	( 
	.786

	Aggressive Behaviors
	0-8
	1.04
	.848
	1.450
	
	( 
	.166

	Perceived Harm of ATOD Use
	5-20
	3.20
	3.16
	.726
	
	( 
	.925

	Impact of AOD Use
	0-12
	.190
	.237
	3.330
	
	( 
	.909

	Intention to Abstain
	4-12
	2.66
	2.61
	7.397*
	.014
	( 
	.625

	Intolerance of ATOD Use
	4-16
	3.47
	3.40
	4.191*
	.008
	( 
	.929

	Peer AOD Use
	0-8
	.470
	.532
	2.980
	
	( 
	.780

	Parent Support
	0-18
	2.56
	2.51
	3.439
	
	( 
	.863

	Parent Intolerance of Youth ATOD Use
	4-16
	3.78
	3.68
	10.343***
	.020
	( 
	.947

	Adult ATOD Use
	2-8
	1.90
	2.00
	1.731
	
	( 
	.635

	Availability of ATOD
	4-16
	1.95
	1.94
	.725
	
	( 
	.865

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4

	.060
	.062
	.038
	
	( 
	.590

	Alcohol Use (Yes/No)
	0-1
	.169
	.175
	.111
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.079
	.100
	3.686
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.012
	.014
	.301
	
	( 
	.767

	Table 40
Strategies for Success 12-17 Program

 Ethnicity & Age Finding Sheet: Hispanic Ages 12-14 (n=983)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.63
	1.62
	.843
	
	(
	.867

	Risk Taking
	0-10
	1.21
	1.35
	11.577***
	.012
	( 
	.775

	Aggressive Behaviors
	0-8
	.760
	.746
	.011
	
	( 
	.145

	Perceived Harm of ATOD Use
	5-20
	3.29
	3.27
	.380
	
	( 
	.943

	Impact of AOD Use
	0-12
	.154
	.209
	9.648**
	.010
	( 
	.931

	Intention to Abstain
	4-12
	2.73
	2.67
	19.813***
	.020
	( 
	.626

	Intolerance of ATOD Use
	4-16
	3.61
	3.49
	21.841***
	.022
	( 
	.935

	Peer AOD Use
	0-8
	.355
	.486
	27.890***
	.028
	( 
	.773

	Parent Support
	0-18
	2.61
	2.56
	5.794*
	.006
	( 
	.854

	Parent Intolerance of Youth ATOD Use
	4-16
	3.82
	3.77
	5.333*
	.005
	( 
	.959

	Adult ATOD Use
	2-8
	1.77
	1.86
	10.588***
	.011
	( 
	.668

	Availability of ATOD
	4-16
	1.72
	1.83
	21.753***
	.022
	( 
	.837

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.040
	.043
	.409
	
	( 
	.573

	Alcohol Use (Yes/No)
	0-1
	.130
	.140
	1.553
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.040
	.060
	6.264*
	.006
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.008
	.011
	1.962
	
	( 
	.752

	Table 41
Strategies for Success 12-17 Program

 Ethnicity & Age Finding Sheet: Hispanic Ages 12-17 (n=1,133)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.65
	1.63
	1.993
	
	(
	.871

	Risk Taking
	0-10
	1.28
	1.38
	9.298**
	.008
	( 
	.774

	Aggressive Behaviors
	0-8
	.727
	.722
	.002
	
	( 
	.196

	Perceived Harm of ATOD Use
	5-20
	3.26
	3.26
	.001
	
	( 
	.936

	Impact of AOD Use
	0-12
	.199
	.257
	11.333***
	.010
	( 
	.940

	Intention to Abstain
	4-12
	2.69
	2.63
	20.232***
	.018
	( 
	.659

	Intolerance of ATOD Use
	4-16
	3.54
	3.43
	19.359***
	.017
	( 
	.928

	Peer AOD Use
	0-8
	.475
	.605
	27.910***
	.024
	( 
	.821

	Parent Support
	0-18
	2.58
	2.54
	6.301*
	.006
	( 
	.861

	Parent Intolerance of Youth ATOD Use
	4-16
	3.81
	3.75
	7.771**
	.007
	( 
	.948

	Adult ATOD Use
	2-8
	1.89
	1.95
	5.786**
	.005
	( 
	.693

	Availability of ATOD
	4-16
	1.87
	1.97
	21.933***
	.019
	( 
	.865

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.052
	.052
	.027
	
	( 
	.575

	Alcohol Use (Yes/No)
	0-1
	.170
	.180
	.758
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.060
	.080
	6.76
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.010
	.012
	.520
	
	( 
	.722

	Table 42
Strategies for Success 12-17 Program

 Ethnicity & Age Finding Sheet: Hispanic Ages 15-17 (n=150)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score
	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.77
	1.71
	2.969
	
	(
	.887

	Risk Taking
	0-10
	1.69
	1.64
	.465
	
	( 
	.764

	Aggressive Behaviors
	0-8
	.507
	.564
	.473
	
	( 
	.726

	Perceived Harm of ATOD Use
	5-20
	3.09
	3.21
	3.926*
	.026
	( 
	.891

	Impact of AOD Use
	0-12
	.496
	.571
	1.718
	
	( 
	.953

	Intention to Abstain
	4-12
	2.42
	2.39
	.978
	
	( 
	.705

	Intolerance of ATOD Use
	4-16
	3.04
	3.02
	.064
	
	( 
	.879

	Peer AOD Use
	0-8
	1.27
	1.38
	1.713
	
	( 
	.840

	Parent Support
	0-18
	2.44
	2.41
	.520
	
	( 
	.891

	Parent Intolerance of Youth ATOD Use
	4-16
	3.70
	3.61
	3.520
	
	( 
	.892

	Adult ATOD Use
	2-8
	2.62
	2.50
	2.573
	
	( 
	.669

	Availability of ATOD
	4-16
	2.85
	2.92
	1.020
	
	( 
	.870

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.133
	.111
	3.451
	
	( 
	.536

	Alcohol Use (Yes/No)
	0-1
	.413
	.393
	.199
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.207
	.233
	.799
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.024
	.016
	1.700
	
	( 
	.578

	Table 43
Strategies for Success 12-17 Program

Ethnicity, Biological Sex & Age Finding Sheet: Hispanic Females Ages 12-17 (n=621)

	Sub-Scale
	Range
	Baseline Mean Score
	Post-Test Mean Score


	F-test & sig.

(indicated by asterisk[s])
	effect sizea
	Desired Out-come
	Cron-bach

Alpha

	
	Min
	Max
	
	
	
	
	
	

	Risk and Protective Factors:

	Behavioral Symptom Checklist
	9-36
	1.73
	1.72
	.476
	
	(
	.870

	Risk Taking
	0-10
	1.05
	1.20
	10.996***
	.017
	( 
	.747

	Aggressive Behaviors
	0-8
	.475
	.616
	.630
	
	( 
	.259

	Perceived Harm of ATOD Use
	5-20
	3.31
	3.35
	1.129
	
	( 
	.946

	Impact of AOD Use
	0-12
	.208
	.274
	8.391**
	.013
	( 
	.958

	Intention to Abstain
	4-12
	2.72
	2.66
	12.699***
	.020
	( 
	.689

	Intolerance of ATOD Use
	4-16
	3.59
	3.46
	15.752***
	.025
	( 
	.925

	Peer AOD Use
	0-8
	.482
	.667
	31.385***
	.048
	( 
	.855

	Parent Support
	0-18
	2.61
	2.57
	2.655
	
	( 
	.860

	Parent Intolerance of Youth ATOD Use
	4-16
	3.82
	3.80
	.468
	
	( 
	.949

	Adult ATOD Use
	2-8
	1.87
	1.94
	4.529
	
	( 
	.738

	Availability of ATOD
	4-16
	1.85
	2.02
	32.089***
	.049
	( 
	.865

	Analysis of Outcome:  Past 30-Day Substance Use

	Tobacco Use
	0-4
	.046
	.043
	.246
	   
	( 
	.560

	Alcohol Use (Yes/No)
	0-1
	.164
	.179
	.742
	
	( 
	N/A

single

item

	Marijuana Use (Y/N)
	0-1
	.052
	.069
	3.113
	
	( 
	N/A

single

item

	Illicit Drug Use
	0-13
	.009
	.010
	.242
	
	( 
	.608


Table 44:  Examining the effect of the prevention program on the Behavioral Symptom Checklist (BSCL) at post-test controlling for the effect of the BSCL pre-test score and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.013
	-.112
	−
	.051

	Age
	 .011
	-.009
	−
	.017

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	.084***
	.063
	−
	.145

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	-.005
	-.062
	−
	.048

	Native American
	.002
	-.069
	−
	.076

	Other
	-.029
	-.199
	−
	.020

	BSCL Pre-test 
	.580***
	.543
	−
	.608

	Adjusted R-Squared: .358


*p ( .05, **p ( .01, ***p ( .001

Table 45:  Examining the effect of the prevention program on the risk taking behaviors at post-test controlling for the effect of the pre-test risk taking behaviors and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	 Referent
	
	
	

	Treatment
	-.042**
	-.373
	−
	-.053

	Age
	 .024
	-.007
	−
	.052

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	-.057***
	-.262
	−
	-.076

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 .020
	-.064
	−
	.189

	Native American
	 .025
	-.057
	−
	.278

	Other
	 .023
	 -.078
	−
	.425

	Risk taking Pre-test 
	 .620***
	.603
	−
	.667

	Adjusted R-Squared: .409


*p ( .05, **p ( .01, ***p ( .001

Table 46:  Examining the effect of the prevention program on aggressive behavior at post-test controlling for the effect of aggressive behavior at pre-test and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	.003
	-.536
	−
	.606

	Age
	-.024
	-.165
	−
	.042

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	-.020
	-.492
	−
	.166

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 -.019
	-.612
	−
	.290

	Native American
	-.021
	-.856
	−
	.343

	Other
	 .043*
	   -.002
	−
	1.820

	Aggressive Behavior Pre-test 
	 .159***
	.138
	−
	.231

	Adjusted R-Squared: .028


*p ( .05, **p ( .01, ***p ( .001

Table 47:  Examining the effect of the prevention program on the perception of harm of ATOD use at post-test controlling for the effect of the perception of harm at pre-test and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	 Referent
	
	
	

	Treatment
	 .020
	-.052
	−
	.173

	Age
	-.049**
	-.048
	−
	-.007

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .045*
	.016
	−
	.148

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	-.020
	-.130
	−
	.052

	Native American
	-.065**
	-.294
	−
	-.051

	Other
	-.054**
	-.428
	−
	-.067

	Perception of Harm Pre-test 
	 .471***
	.426
	−
	.499

	Adjusted R-Squared: .246


*p ( .05, **p ( .01, ***p ( .001

Table 48:  Examining the effect of the prevention program on reducing negative consequences of 
AOD use at post-test controlling for negative consequences of AOD use at pre-test and demographics 
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.002
	-.232
	−
	.205

	Age
	 .135***
	.105
	−
	.185

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .023
	-.046
	−
	.208

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	.022
	-.092
	−
	.258

	Native American
	.004
	-.213
	−
	.254

	Other
	.020
	 -.168
	−
	.527

	Impact of AOD Pre-test
	.372***
	.366
	−
	.447

	Adjusted R-Squared: .186


*p ( .05, **p ( .01, ***p ( .001

Table 49:  Examining the effect of the prevention program on future intentions not to use ATOD at post-test controlling for the effect of future intentions at pre-test and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	 .021
	-.018
	−
	.088

	Age
	-.127***
	-.048
	−
	  -.028

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .015
	-.017
	−
	.044

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 -.049*
	-.091
	−
	-.007

	Native American
	 -.037
	-.108
	−
	.005

	Other
	         -.035
	 -.165
	−
	.000

	Intention not use Pre-test
	.542***
	.523
	−
	   .593

	Adjusted R-Squared: .360


*p ( .05, **p ( .01, ***p ( .001

Table 50:  Examining the effect of the prevention program on attitudes toward peer use of ATOD at post-test controlling for the effect of attitudes at pre-test and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.004
	-.121
	−
	.009

	Age
	-.133***
	-.095
	−
	-.054

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	


	Female
	 .043*
	.014
	−
	.139

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 -.059**
	-.196
	−
	-.023

	Native American
	 -.057**
	-.263
	−
	-.033

	Other
	         -.043*
	 -.362
	−
	-.021

	Attitudes toward peer use at pre-test 
	.402***
	.391
	−
	 .470

	Adjusted R-Squared: .217


*p ( .05, **p ( .01, ***p ( .001

Table 51:  Examining the effect of the prevention program on peer ATOD use at post-test controlling for the effect of peer ATOD use at pre-test and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.088***
	-.378
	−
	-.173

	Age
	.160***
	.071
	−
	  .112

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .056***
	.043
	−
	.160

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 .077***
	.068
	−
	.229

	Native American
	 .013
	-.072
	−
	.142

	Other
	         .034
	 -.004
	−
	.317

	Peer use Pre-test 
	.479***
	.482
	−
	 .559

	Adjusted R-Squared: .358


*p ( .05, **p ( .01, ***p ( .001

Table 52:  Examining the effect of the prevention program on parental support at post-test controlling for the effect of parental support at pre-test and demographics
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.012
	-.096
	−
	.047

	Age
	-.072***
	-.041
	−
	-.014

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .015
	-.022
	−
	.060

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 -.020
	-.081
	−
	.031

	Native American
	 -.069**
	-.199
	−
	-.048

	Other
	         -.001
	 -.116
	−
	.110

	Parental Support Pre-test 
	.513***
	.487
	−
	.557

	Adjusted R-Squared: .288


*p ( .05, **p ( .01, ***p ( .001

Table 53:  Examining the effect of the prevention program on parental attitudes toward ATOD use at post-test controlling for the effect of parental attitudes at pre-test and demographics 
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.031
	-.175
	−
	.016

	Age
	-.094***
	-.061
	−
	  -.026

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .081***
	.065
	−
	.174

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 -.018
	-.103
	−
	.047

	Native American
	 -.032
	-.170
	−
	.030

	Other
	         -.037*
	 -.285
	−
	.011

	Parental Attitudes Pre-test 
	.345***
	.338
	−
	.420

	Adjusted R-Squared: .145


*p ( .05, **p ( .01, ***p ( .001

Table 54:  Examining the effect of the prevention program on adult AOD use at post-test controlling for the effect of adult AOD use at pre-test and demographics 
	Variables
	

	
	Β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.063***
	-.327
	−
	-.103

	Age
	.117***
	.052
	−
	 .094

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 -.017
	-.097
	−
	.031

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 .041*
	-.003
	−
	.174

	Native American
	 .061**
	.059
	−
	.294

	Other
	         -.006
	 -.207
	−
	.144

	Adult AOD Use Pre-test 
	.523***
	.465
	−
	.529

	Adjusted R-Squared: .339


*p ( .05, **p ( .01, ***p ( .001

Table 55:  Examining the effect of the prevention program on the perception of ATOD availability at post-test controlling for the effect of availability at pre-test and demographics 
	Variables
	

	
	Β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.040**
	-.235
	−
	-.034

	Age
	.128***
	.058
	−
	 .099

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .059***
	.057
	−
	.172

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 .021
	-.037
	−
	.122

	Native American
	 .003
	-.097
	−
	.114

	Other
	         .007
	 -.124
	−
	.190

	Availability Pre-test 
	.594***
	.579
	−
	.649

	Adjusted R-Squared: .454


*p ( .05, **p ( .01, ***p ( .001

Table 56:  Examining the effect of the prevention program on past 30 day tobacco use at post-test controlling for the effect of past 30 day tobacco use at pre-test and demographics 
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	-.019
	-.028
	−
	.008

	Age
	.065***
	.003
	−
	.010

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 -.042*
	-.023
	−
	-.003

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 .009
	-.011
	−
	.017

	Native American
	 .032
	-.004
	−
	.033

	Other
	         .022
	 -.011
	−
	.045

	30 Day Tobacco Use Pre-test
	.545***
	.512
	−
	 .579

	Adjusted R-Squared: .326


*p ( .05, **p ( .01, ***p ( .001

Table 57:  Examining the effect of the prevention program on past 30 day illicit drug use at post-test controlling for the effect of past 30 day illicit drug use at pre-test and demographics 
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	.004
	-.007
	−
	.008

	Age
	.059**
	.001
	−
	.003

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 -.026
	-.007
	−
	.001

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 .015
	-.004
	−
	.008

	Native American
	 -.003
	-.008
	−
	.007

	Other
	         .058**
	.005
	−
	.028

	30 Day Illicit Drug Use Pre-test 
	.375***
	.363
	−
	.442

	Adjusted R-Squared: .151


*p ( .05, **p ( .01, ***p ( .001
Table 58:  Examining the effect of the prevention program on past 30 day frequency of alcohol use at post-test controlling for the effect of past 30 day alcohol use at pre-test and demographics 
	Variables
	

	
	β
	95% CI

	Group
	
	
	
	

	Comparison
	Referent
	
	
	

	Treatment
	.008
	-.090
	−
	.146

	Age
	.104***
	.044
	−
	.089

	Biological Sex
	
	
	
	

	Male
	Referent
	
	
	

	Female
	 .000
	-.067
	−
	.067

	Race/Ethnicity
	
	
	
	

	Non-Hispanic White
	Referent
	
	
	

	Hispanic
	 .035
	-.018
	−
	.168

	Native American
	 -.002
	-.130
	−
	.116

	Other
	         .008
	-.140
	−
	.226

	30 Day Illicit Drug Use Pre-test 
	.522***
	.486
	−
	.555

	Adjusted R-Squared: .321


*p ( .05, **p ( .01, ***p ( .001
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�  Health Choices, Health Students: 2007 New Mexico High School Results, Alcohol Use and Related Behaviors.  NM YRRS. NM Department of Health & Public Education Department.  Report can be found at: � HYPERLINK "http://www.health.state.nm.us/epi/yrrs.html" ��http://www.health.state.nm.us/epi/yrrs.html�. 


� Ibid 


� Ibid.; Centers for Disease Control and Prevention. Youth Risk and Behavior Surveillance- United States, 2007. Surveillance Summaries, June 6, 2008. Morbidity and Mortality Weekly Report, 2008; 57 (No. SS4).   
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� CRS = Conner’s Rating Scales
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