
 

 

Introduction  
Alcohol and other drug (AOD) use can affect the physical, social, emotional and financial wellbeing of individuals, families 
and communities.1 It can have profound economic costs and is a leading cause of total disease impact in young 
Australians.2 Prevention is a key public health strategy that involves initiatives ‘upstream’ to prevent uptake, delay first 
use and reduce harms from AOD. Effective prevention can significantly reduce the individual, family and community 
harms caused by AOD use and is a cost-effective strategy with excellent return on investment.3-5 There is growing 
evidence for what works in prevention, and prevention in young people can have lifelong effects. 

Alcohol and other drugs in Queensland 
According to the Australian Alcohol Guidelines, consumption of more than four standard drinks on a single occasion 
places a person at risk of injury. In Queensland, nearly four in 10 people aged 15 to 34 drink at this level at least 
once a month.6 Although Queensland has achieved a steady decline in the proportion of people drinking at this 
level, it remains higher than the national average.6 Moreover, one in five Queenslanders drink more than two 
standard drinks on an average day, which exceeds the Australian Alcohol Guidelines to minimise risk of lifelong 
harm.6 This prevalence is also higher than the Australian average, with Queensland not observing the same declines 
that other states in recent years.7 

The proportion of Queenslanders who reported using at least one illicit drug in the previous twelve months 
increased from 13.7% in 2007 to 16.9% in 2019 - a trend that occurred in all states aside from Western Australia 
and the Northern Territory.8 The most commonly reported illicit drug used by Queenslanders in the previous 12 
months was cannabis (12.8%), followed by cocaine (3.6%), un-prescribed use of pharmaceutical pain-relievers and 
opiates (2.7%), ecstasy (MDMA, 2.6%) and meth/amphetamine (1.2%).8 Among Queenslanders receiving treatment 
for AOD use in 2018-19, alcohol was the most common drug of concern, followed by cannabis and amphetamines.9 

While tobacco use will not be addressed in detail in this paper, it is worth noting that over the past 15 years, 
Queensland has seen a reduction in the number of people who smoke daily and an increase in the proportion of 
people who have never smoked.10 This follows substantial national investment in public health, legislation 
changes, and prevention and treatment, and has included plain packaging, taxation and public health campaigns.11 
However, there is still a need to address smoking, particularly in Northern Queensland, which has the highest 
proportion of daily smokers Australia-wide.12 

Prevention of alcohol and other drug 
use and harm 

Gardner, L.A., Smout, S., Teesson, M., Champion, K.E., Newton, N.C & Chapman, C.  

The Matilda Centre for Research in Mental Health and Substance Use, The University of Sydney 

– Not Government Policy – 



  

 

2 / 12 
 

www.qmhc.qld.gov.au 
 

There have been substantial reductions in the proportion of Aboriginal and Torres Strait Islander peoples using 
AOD, with the proportion of Aboriginal and Torres Strait Islander people abstaining from drinking higher than that 
for non-Indigenous Australians. 13 However, for many substances, use is higher among Aboriginal and Torres Strait 
Islander Australians compared to non-Indigenous Australians.14 These differences demonstrate the importance of 
a continued focus on culturally appropriate and community-led AOD prevention and treatment initiatives that 
recognise unique risks and protective factors for Aboriginal and Torres Strait Islander peoples. 

There is significant investment in AOD treatment services in Queensland.15,16 However, it has been found that 
few people with a substance use disorder seek treatment. This is particularly the case among young people, with 
fewer than 1 in 4 people aged 16-24 with a diagnosed mental health or substance use disorder – which often co-
occur – seeking treatment.17 In addition, there are sometimes long delays to receiving treatment, meaning a 
person’s disorder is often more entrenched.18-20 

Prevention 
There are several levels of prevention, each targeting different groups: 

 Primary prevention is delivered prior to substance use problems occurring and can be “universal”, with 
delivery to a whole group, regardless of individual risk factors, or “selective”, with delivery to higher-risk 
individuals. 

 Secondary or “indicated” prevention (also referred to as “early intervention”) is delivered to individuals 
who are already experiencing substance use problems but have not yet developed a substance use 
disorder. 

 Tertiary prevention is delivered to individuals who have developed a substance use disorder. 

This paper will focus on primary prevention and will incorporate examples of evidence-based universal and selective 
initiatives. 

Delaying the age of initiation of AOD use is a powerful protective factor against later development of a substance 
use disorder.21-23 The age of initiation in Queensland and nationally for each of the most common substances is 
shown in Table 1.24 Since 2007 there has been a promising trend towards later AOD initiation for all substances 
other than ecstasy (MDMA), with particular success in tobacco initiation. However, young people on average are 
still initiating use well before their brains have matured, posing significant risk of harm25 and in Queensland, the 
average onset of use for most substances is 2-5 months earlier than the national average. Effective prevention in 
adolescence, before initiation, is essential to improve the health of the next generation of Queenslanders. 

Table 1. Average age of initiation of AOD use 

 Queensland average National average 

Substance  2019 2007 2019 2007 

Tobacco (full cigarette) 16.2 yrs 15.6 yrs 16.6 yrs 15.8 yrs 

Alcohol (full standard drink) 17 yrs 16.8 yrs 17.2 yrs 17 yrs 

Cannabis 18.6 yrs 18.6 yrs 18.9 yrs 18.8 yrs 

Ecstasy (MDMA) 21.2 yrs 22.4 yrs 21.5 yrs 22.6 yrs 

Meth/amphetamine 22.1 yrs 21.1 yrs 22.5 yrs 20.9 

Cocaine 23.6 yrs 22.8 yrs 23.6 yrs 23.1 yrs 

Illicit use of pharmaceutical pain-relievers and opiates 23.4 yrs n/a 24 yrs n/a 

https://www.qmhc.qld.gov.au/
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A prevention approach aims to reduce the impact of risk factors and enhance protective factors against AOD use. 
At the individual level, AOD use risk is influenced by personality factors including hopelessness, anxiety sensitivity, 
impulsivity, and sensation-seeking;26 and cognitive factors such as knowledge about the harms of AOD use, 
accuracy of perceived peer substance use, and attitudes towards AOD use.23 High psychological distress and 
exposure to adverse childhood events including abuse, neglect, and bullying increase an individual’s risk of AOD 
use and harm.25,27,28 At the family level, parenting practices and social learning of modelled behaviours 
significantly influence the risk of AOD use.23,29 Parenting practices can either increase risk, for example early 
parental supply of alcohol, favourable attitudes towards alcohol, and parental drinking; or be protective, such as 
clear limit-setting, monitoring, and open communication patterns.29 At the school level, a young person’s academic 
performance and their engagement, attendance, and relationship with teachers influence their level of risk.23 At 
the community level, a young person’s engagement in community activities, such as religious or sporting groups, 
employment, community norms around AOD use, and a feeling of safety within their community influence risk 
level.23,27 Many Aboriginal and Torres Strait Islander people experience culturally distinct factors, including 
intergenerational trauma as a result of colonisation (risk factor), and connection to culture (protective factor).27 
As the risk and protective factors for substance use are varied, prevention efforts can be delivered in a range of 
settings. 

The Evidence 
Policy, mass media, community, family and school-based approaches are supported by varying levels of evidence. 
Policy-based initiatives such as taxes based on alcohol content, advertising bans, increasing the minimum legal 
purchase age, and licencing restrictions to reduce supply and access (e.g., trading hour restrictions and limiting the 
number of licenced venues in an area) can have significant impact; however, these measures are not always 
feasible.5,30 There are substantial opportunities for AOD prevention in school, family and community settings, 
which are the primary contexts in which young people develop.31 The strongest evidence exists for prevention 
initiatives in schools due to the use of high-quality evaluations and gold standard randomised controlled trials 
(RCTs) that are typically lacking in non-school settings. As such, this report largely focuses on school-based 
prevention, however, approaches within the community, family, and media are also discussed. 

School-based prevention 
Schools are ideal settings for the delivery of AOD prevention initiatives as they provide access to large numbers of 
young people during the period when they are most likely to initiate AOD use. Although Australia has a mandated 
health education curriculum that addresses AOD, young people still report feeling unequipped to handle situations 
involving AOD which they may be faced with as they progress through their teenage years.  

Schools are given a lot of flexibility around the delivery of AOD education, and teachers report that they do not 
always feel confident in identifying and delivering evidence-based AOD programs.32,33 The National Curriculum 
monitoring process has identified that some teachers do not dedicate adequate time to AOD due to the sensitive 
nature of this topic.34 Budgetary constraints mean that decisions about which AOD programs to run are often 
influenced most by price, however, even programs that receive government funding may lack evidence of 
effectiveness.33 There is therefore a need to better support teachers, schools and policymakers to identify and use 
evidence-based AOD prevention programs. 

Even when evidence-based programs are identified, there are often barriers that can reduce uptake or 
effectiveness. For example, schools and teachers are often limited in time and training, which can lead to programs 
being adapted or abandoned. This may affect geographically isolated or low socio-economic status (SES) schools in 
particular, where resources are most limited.35 To overcome these barriers, AOD prevention programs not only 
need to have evidence of effectiveness, but also offer value without costing a lot of money, be widely accessible, 
and be easy to implement within the health education curriculum.  

https://www.qmhc.qld.gov.au/
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Australia has pioneered world-leading approaches to overcome barriers to implementation and to provide 
evidence-based AOD education consistent with the United Nations Office of Drugs and Crime’s (UNODC) 
International Standards on Drug Use Prevention.36,37 For example: 

 Climate Schools: A universal school-based program including a range of curriculum aligned, interactive 
online modules for students in years 8-10. Modules include realistic cartoon storylines that were co-
designed with young people, along with additional teacher-facilitated activities. Rigorous evaluation 
through seven trials including >14,600 students from 169 schools across Queensland, New South Wales, 
Western Australia, the Australian Capital Territory and Victoria, found Climate Schools to be effective at 
improving knowledge about AOD and mental health, and reducing AOD use, truancy rates, psychological 
distress and anxiety for up to three years.38-40 

 Get Ready: A universal school-based program involving specialist teacher training to run a 10-lesson 
curriculum-based AOD education program (years 7-9), shown to increase knowledge about AOD and 
decrease alcohol and tobacco use.41,42 

 SHAHRP: A universal school-based program that addresses alcohol use through a two-year classroom-
based program administered by teachers to year 8 and 9 students. It has demonstrated effectiveness at 
reducing alcohol use and related harms, with results replicated internationally.43,44 

 Preventure: A selective school-based program including a personality-targeted initiative for high-risk 
youth, found to reduce alcohol use and related harms both within Australia and internationally.45,46  

Although there is some support for the No Smokes47 program, which aims to promote anti-smoking and healthy 
choices among young Aboriginal and Torres Strait Islander students, there is a need for more rigorous evaluations 
of school-based AOD prevention initiatives that are culturally safe and co-developed with Aboriginal and Torres 
Strait Islander peoples.48 One such program that is currently being evaluated is Strong & Deadly Futures, which 
builds on the effective Climate Schools model and - if found to be effective - could be an important consideration 
for future implementation  

Climate Schools, Get Ready, SHARHP and Preventure are all endorsed by the Alcohol and Drug Foundation and the 
Australian Government funded Positive Choices portal. Climate Schools and Get Ready are recommended by 
Dovetail, a Queensland Government initiative.49 Climate Schools is also endorsed by Communities that Care, and 
was given the highest rating for effectiveness in a review of school AOD education conducted by the National Centre 
for Education and Training on Addiction (NCETA).50 The ADF has provided grants to several Queensland schools to 
cover the costs of administering the program, reducing a barrier to effective school-based AOD education.  

Family-based prevention 
Families play a key role in shaping young people, including their knowledge and decisions around AOD 
use.29,31,51,52 For example, there is growing evidence that parental supply of alcohol to teenagers increases the 
risk of binge drinking and alcohol-related harms, with earlier age of supply by parents linked to greater risk.53 
Family-based prevention approaches may therefore be beneficial in reducing AOD use and related harms. These 
initiatives may focus solely on parents or include combined parents and child/student approaches. While there is 
evidence to support family-based prevention approaches, particularly with respect to universal initiatives, more 
rigorous research is required to determine which initiatives (e.g. those that target parents alone, those that target 
both parents and children) and which contexts (universal, selective, indicated) might deliver the most 
benefits.37,54 

Research to date has shown that family-based universal prevention initiatives are most effective when they aim to 
improve a range of key personal and social skills (e.g., peer resistance, decision-making and refusal skills), rather 
than focusing on AOD use behaviours alone.55,56 However, prevention efforts are often hindered by low parental 
participation or a lack of active involvement, which is vital for success.35,37 Key barriers tend to include time, costs, 
childcare, and transport issues.35 

https://www.qmhc.qld.gov.au/
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Family-based universal initiatives focusing on parents alone have been effective in preventing AOD use by 
improving parent-child communication, parental rule-setting and monitoring skills.29,57 Similarly, combined 
parent and student prevention programs have had positive effects,55,58,59 although these effects are typically 
small.60  Although most research has been conducted in the USA or Europe, key Australian programs include: 

 Resilient Families: A school-based program including teacher training and a 10-week social relationship 
curriculum, along with an information night and 8-week professionally facilitated program for parents. It 
has been shown to reduce AOD use, delinquent behaviour, and teenage-parent conflict.61,62  

 Climate Schools Plus (CSP): A combined parent and student program currently being evaluated. CSP builds 
on the Climate Schools program for students by incorporating a parent component, based on the successful 
Dutch Prevention of Alcohol Use in Students (PAS) program.63,64 The parent component targets rule-
setting, parental supply, modelling, and monitoring, and is delivered entirely online which may help to 
increase parental participation and engagement.64 

 Positive Parenting Program (Triple P): Although not specific to AOD, this Queensland developed program 
addresses AOD prevention by developing parents’ skills and providing strategies to help them strengthen 
protective factors and reduce risk factors of AOD use in their children. Facilitated by clinicians, Triple P has 
multiple levels, spanning universal, selective and indicated prevention approaches, and includes specialised 
programs such as Indigenous Triple P, which is tailored for Aboriginal and Torres Strait Islander families. 
Triple P has strong evidence of effectiveness, both within Australia and internationally, in reducing 
behavioural and emotional problems and improving parent-child relationships, but more research is 
needed to understand its effect on AOD outcomes.65 Triple P is funded by the Queensland Government, 
allowing Queensland families with children under 16 years to access the full range of programs free of 
charge. 

Community-based prevention 
Community-based AOD prevention approaches are initiatives delivered to whole communities or specific groups 
that may be at heightened risk of AOD-related harms (e.g. teenage boys living in a socially disadvantaged suburb). 
The approaches can be tailored to the needs of the community, address a range of risk factors, and be reinforced 
via multiple delivery methods. However, they typically require a lot of resources and can be difficult to deliver 
exactly as intended, which can reduce effectiveness.35 Overall, although there is some evidence supporting the use 
of community-based approaches in preventing AOD use,66,67 findings have been mixed and there is a need for 
more high quality trials to evaluate community approaches.37,68 

The best-known Australian community based AOD prevention initiative is Communities that Care (CTC). In addition 
to AOD use, CTC aims to prevent a range of youth problem behaviours such as risky sexual behaviour, violence, 
early school dropout, and low academic achievement, via whole community change. Rather than assigning specific 
programs to communities, CTC provides a framework for prevention for local community members to choose and 
facilitate the evidence-based activities that best suit the needs of their community.69 CTC was evaluated with more 
than 40,000 adolescents in four Australian communities in Victoria and Western Australia between 1999 and 2015. 
CTC led to more rapid reductions in alcohol, tobacco and cannabis use and antisocial behaviour compared to 
Australian trends.70 CTC is now being implemented and evaluated in a further fourteen communities, including 
several in Queensland.71 

Local Drug Action Teams (LDATs) are community-led bodies supported by the Alcohol and Drug Foundation to 
develop community action plans and implement evidence-based activities to enhance protective factors against 
AOD.72 There are 44 LDATs in Queensland and, although their activities have not been rigorously evaluated, there 
are promising case studies demonstrating increases in protective factors.73 For example, the Queensland Blue Light 
LDAT has successfully reengaged a large number of at-risk young people in schooling and demonstrated improved 
self-esteem, mental health and attitudes towards risk-taking through their Blue EDGE initiative, which includes 
physical activity, healthy breakfasts, interactive mentoring, life skills sessions and transport to school.73 

https://www.qmhc.qld.gov.au/
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Many grassroots community initiatives in Queensland address risk factors for AOD use and promote protective 
factors. Beat Da Binge, a community-run initiative in Yarrabah, included a range of events and activities and was 
associated with significant decreases in binge drinking and increases in alcohol-related knowledge.74 Other 
promising case studies include the Indigenous Wellbeing Centre’s Youth Program, Care Goondiwindi’s Youth 
Development program and YourTown’s Youth Engagement Program, although rigorous evaluations have not been 
conducted for these initiatives. 

Mass media 
Mass media AOD prevention approaches aim to use advertising and media campaigns to increase knowledge and 
awareness, change attitudes, reduce intentions to use, and shape patterns of AOD use.75 This approach offers 
advantages including the ability to reach and engage a large number of youth through multiple mediums (e.g., 
television, internet, print). However, campaigns are often costly and there is a lack of evidence to support their 
effectiveness in preventing AOD use,37 with some suggesting that they can instead increase use,75 or possibly 
promote stigmatising attitudes towards AOD use.76 

Conclusions 
Based on the existing evidence, it is clear that AOD prevention approaches can have a substantial public health 
impact by delaying and reducing AOD use and harms among young people. However, despite some positive changes 
in AOD use in recent years, individual and societal harms associated with AOD use remain high, and young people 
and parents are still feeling deficient in the information and skills required to navigate AOD-related situations. It is 
important to invest in AOD programs that are supported by strong evidence.  

Although policy and public health approaches such as taxes based on alcohol content, advertising bans, increasing 
the minimum legal purchase age, and licencing restrictions offer significant potential for cost-effective prevention 
of AOD use and related harms, they are not always feasible.5,30 Approaches at the school, family and community 
level should be considered, with the strongest evidence existing for initiatives delivered in school settings, followed 
by family based approaches. More gold standard randomised controlled trials are required to support community-
based prevention approaches.  

There is also a need for more rigorous evaluations of programs that are culturally safe and co-developed with 
Aboriginal and Torres Strait Islander young people. Over the next two years there will be a review of the National 
Curriculum, which provides an opportunity for clearer integration of AOD education, with more guidance on 
evidence-informed approaches. The impacts of investments in AOD education may be increased by focusing on 
programs that use online technologies, as these initiatives can be easily scaled, can reduce reluctance to address 
sensitive topics, and are less likely to be adapted in ways that can reduce effectiveness. There are several well-
intentioned programs that are supported by substantial funding but lack evidence of effect and contravene the 
UNODC guidelines for AOD education. A number of existing programs supported by high quality evidence have 
been included in this report and are recommended for funding consideration. Promising new initiatives have also 
been identified and should be monitored for potential future implementation. Schools, parents, and policymakers 
can stay up to date with evidence based AOD prevention programs as the field develops by accessing the Positive 
Choices and Positive Choices Aboriginal and Torres Strait Islander portals. 

Disclaimer: MT, NCN, CC, KEC, LAG & SS report grants from the National Health and Medical Research Council, the 
Australian Government Department of Health & Philanthropy. MT and NCN are the directors of Climate Schools 
Pty Ltd a company established in 2015 to distribute evidence-based wellbeing resources to schools. These 
resources are available free to all schools during the time of COVID-19. 
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Terminology 
 Cost-effective: Producing the most valuable results for the amount of money spent. 

 Evidence-based: Rigorously evaluated and supported by scientific research. 

 Initiative: A program or strategy that is rolled out with the aim of achieving a positive outcome. 

 Randomised controlled trial (RCT): A study in which participants are allocated at random into separate 
groups to allow comparison of outcomes. Groups typically include an “intervention group”, who receive 
the intervention/initiative being evaluated, and a “control group”, who do not receive the 
intervention/initiative and act as a standard comparison. 

 Substance use disorder: a problematic pattern of using alcohol or another substance that results in 
impairment in daily life or noticeable distress. 

 Upstream prevention: The analogy of a river of often used to describe primary prevention, ‘upstream’ 
refers to addressing an issue at the source of the problem, Going ‘upstream’ is looking at where and why 
people are falling into the river, whereas ‘downstream’ refers to attempting to rescue people one by one 
from the river. 

  

https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/


  

 

8 / 12 
 

www.qmhc.qld.gov.au 
 

References 
1. AIHW. Alcohol, tobacco & other drugs in Australia: Impacts. Canberra: AIHW;2020. 

2. AIHW. Alcohol, tobacco & other drugs in Australia: Priority populations, young people. Canberra: 
AIHW;2020. 

3. Department of Health. National drug strategy 2017–2026. In: Commonwealth of Australia Canberra; 2017. 

4. National Mental Health Commission. The Economic Case for Investing in Mental Health Prevention: 
Summary. In: Australian Government; 2019. 

5. Vos T CR, Barendregt J, Mihalopoulos C, Veerman JL, Magnus A, Cobiac L, Bertram MY, Wallace AL, ACE–
Prevention Team. Assessing Cost-Effectiveness in Prevention (ACE–Prevention): Final Report. In. University 
of Queensland, Brisbane and Deakin University, Melbourne2010. 

6. AIHW. Data tables: National Drug Strategy Household Survey 2019 - S State fact sheet supplementary 
tables. Table S.22. Canberra: AIHW;2020. 

7. AIHW. National Drug Strategy Household Survey 2019: in brief. Canberra: AIHW;2020. 

8. AIHW. Data tables: National Drug Strategy Household Survey 2019 - S State fact sheet supplementary 
tables. Table S.29. Canberra: AIHW;2020. 

9. AIHW. Alcohol and other drug treatment services in Australia, 2018–19. Canberra: AIHW;2020. 

10. AIHW. Data tables: National Drug Strategy Household Survey 2019 - S State fact sheet supplementary 
tables. Table S.6. Canberra: AIHW;2020. 

11. Commonwealth of Australia. National Tobacco Strategy 2012–2018. In: Department of Health & Ageing 
Canberra, ACT, Australia; 2012. 

12. AIHW. Data tables: National Drug Strategy Household Survey 2019 - 7 Drug use in geographic areas 
supplementary tables. Table 7.20. Canberra: AIHW;2020. 

13. AIHW. Alcohol, tobacco & other drugs in Australia. Priority populations: Aboriginal and Torres Strait Islander 
people. Canberra: AIHW;2020. 

14. AIHW. Data tables: National Drug Strategy Household Survey 2019 - 8 Priority population groups 
supplementary tables. Table 8.1. Canberra: AIHW;2020. 

15. Queensland Health. Alcohol and other drugs services in Queensland. 
https://www.health.qld.gov.au/publichealth/ topics/atod/services. Published 2019. Accessed 29 July, 
2020. 

16. Dovetail. Youth alcohol and other drug services in Queensland. Queensland Government;2018. 

17. Reavley NJ, Cvetkovski S, Jorm AF, Lubman DI. Help-seeking for substance use, anxiety and affective 
disorders among young people: results from the 2007 Australian National Survey of Mental Health and 
Wellbeing. Aust N Z J Psychiatry. 2010;44(8):729-735. 

18. Chapman C, Slade T, Hunt C, Teesson M. Delay to first treatment contact for alcohol use disorder. Drug and 
Alcohol Dependence. 2015; 147:116-121. 

19. Slade T, Johnston A, Oakley Browne MA, Andrews G, Whiteford H. 2007 National Survey of Mental Health 
and Wellbeing: Methods and key findings. Aust New Zealand J Psychiatry. 2009;43(7):594-605. 

20. Teesson M, Hall W, Slade T, et al. Prevalence and correlates of DSM-IV alcohol abuse and dependence in 
Australia: Findings of the 2007 National Survey of Mental Health and Wellbeing. Addiction. 
2010;105(12):2085-2094. 

https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://www.health.qld.gov.au/publichealth/


  

 

9 / 12 
 

www.qmhc.qld.gov.au 
 

21. Richmond-Rakerd LS, Slutske WS, Wood PK. Age of initiation and substance use progression: A multivariate 
latent growth analysis. Psychology of Addictive Behaviors. 2017;31(6):664-675. 

22. Jordan CJ, Andersen SL. Sensitive periods of substance abuse: Early risk for the transition to dependence. 
Developmental Cognitive Neuroscience. 2017; 25:29-44. 

23. Griffin KW, Botvin GJ. Evidence-Based Interventions for Preventing Substance Use Disorders in Adolescents. 
Child Adolesc Psychiatr Clin N Am. 2010;19(3):505-526. 

24. AIHW. Data tables: National Drug Strategy Household Survey 2019 - S State fact sheet supplementary 
tables. Table S.31. Canberra: AIHW;2020. 

25. Stanis JJ, Andersen SL. Reducing substance use during adolescence: A translational framework for 
prevention. Psychopharmacology. 2014;231(8):1437-1453. 

26. Edalati H, Conrod PJ. A Review of Personality-Targeted Interventions for Prevention of Substance Misuse 
and Related Harm in Community Samples of Adolescents. Frontiers in Psychiatry. 2019;9(770). 

27. Snijder M, Lees, B., Stearne, A., Ward, J., Garlick Bock, S. Newton., N. C. & Stapinski, L. (Under Review) An 
ecological model of drug and alcohol use and related harms among Aboriginal and Torres Strait Islander 
Australians: a systematic review of the literature. Preventive Medicine Reports. 2020. 

28. Whitesell M, Bachand A, Peel J, Brown M. Familial, social, and individual factors contributing to risk for 
adolescent substance use. J Addict. 2013; 2013:579310-579310. 

29. Yap MBH, Cheong TWK, Zaravinos-Tsakos F, Lubman DI, Jorm AF. Modifiable parenting factors associated 
with adolescent alcohol misuse: a systematic review and meta-analysis of longitudinal studies. Addiction. 
2017;112(7):1142-1162. 

30. Doran CM, Byrnes JM, Cobiac LJ, Vandenberg B, Vos T. Estimated impacts of alternative Australian alcohol 
taxation structures on consumption, public health and government revenues. Medical Journal of Australia. 
2013; 199:619-622. 

31. National Research Council (US) and Institute of Medicine (US) Committee on the Prevention of Mental 
Disorders and Substance Abuse Among Children, Youth and Young Adults. Family, School, and Community 
Interventions. In: ME OC, T B, KE W, eds. Preventing Mental, Emotional, and Behavioral Disorders Among 
Young People: Progress and Possibilities. Washington (DC): National Academies Press (US); 2009. 

32. Stapinski L, Lawler, S., Newton, N., Reda, B., Chapman, C. & Teesson, M. Empowering young people to make 
Positive Choices: Evidence-based resources for the prevention of alcohol and other drug use in Australian 
schools. Learning Communities: International Journal of Learning in Social Contexts [Special Issue: 2017 
30th ACHPER International Conference]. 2017; 21:152-167. 

33. Newton NC, Lee N. Evidence-based prevention and the need for tough decisions: Alcohol and other drug 
education in schools. Drug Alcohol Rev. 2019;38(6):595-596. 

34. ACARA. Monitoring the effectiveness of the Foundation - Year 10 Australian Curriculum. 2020 2020. 

35. Champion KE, Newton, N.C. and Teesson, M. The American Psychiatric Association Publishing Textbook of 
Substance Abuse. In: Brady KT, Levin, F.R. Galanter, M and Kleber, H.D. , ed. Prevention of Substance Use 
Disorders. 6th ed. Washington DC: American Psychiatric Association Publishing; In Press. 

36. United Nations Office on Drugs and Crime. International Standards on Drug Use Prevention. 2 ed. Vienna, 
United Nations2018. 

37. Mewton L, Visontay R, Chapman C, et al. Universal primary prevention of alcohol and drug use and related 
harms: An overview of reviews. Report prepared for the Australian National Advisory Council on Alcohol 
and Other Drugs;2017. 

https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/


  

 

10 / 12 
 

www.qmhc.qld.gov.au 
 

38. Teesson M, Newton NC, Slade T, et al. Combined prevention for substance use, depression, and anxiety in 
adolescence: a cluster-randomised controlled trial of a digital online intervention. The Lancet Digital Health. 
2020;2(2):e74-e84. 

39. Newton NC, Andrews G, Champion KE, Teesson M. Universal Internet-based prevention for alcohol and 
cannabis use reduces truancy, psychological distress and moral disengagement: a cluster randomised 
controlled trial. Prev Med. 2014; 65:109-115. 

40. Champion KE, Newton NC, Stapinski L, Teesson M. Cluster randomised controlled trial of an online 
intervention to prevent ecstasy and new psychoactive substance use among adolescents: final results and 
implications for implementation. BMJ Open. 2018;8(11):e020433. 

41. Midford R, Cahill H, Lester L, Foxcroft DR, Ramsden R, Venning L. Smoking Prevention for Students: Findings 
From a Three-Year Program of Integrated Harm Minimization School Drug Education. Substance Use & 
Misuse. 2016;51(3):395-407. 

42. Midford R, Cahill H, Lester L, Ramsden R, Foxcroft D, Venning L. Alcohol prevention for school students: 
Results from a 1-year follow up of a cluster-randomised controlled trial of harm minimisation school drug 
education. Drugs: Education, Prevention and Policy. 2018;25(1):88-96. 

43. McBride N, Farringdon F, Midford R, Meuleners L, Phillips M. Harm minimization in school drug education: 
final results of the School Health and Alcohol Harm Reduction Project (SHAHRP). Addiction. 2004;99(3):278-
291. 

44. McKay MT, McBride NT, Sumnall HR, Cole JC. Reducing the harm from adolescent alcohol consumption: 
results from an adapted version of SHAHRP in Northern Ireland. Journal of Substance Use. 2012;17(2):98- 
121.  

45. Conrod PJ, O’Leary-Barrett M, Newton N, et al. Effectiveness of a Selective, Personality-Targeted Prevention 
Program for Adolescent Alcohol Use and Misuse: A Cluster Randomized Controlled Trial. JAMA Psychiatry. 
2013;70(3):334-342. 

46. Newton NC, Conrod PJ, Slade T, et al. The long-term effectiveness of a selective, personality-targeted 
prevention program in reducing alcohol use and related harms: a cluster randomized controlled trial. 
Journal of Child Psychology and Psychiatry. 2016;57(9):1056-1065. 

47. Bell J. No Smokes Project summative evaluation report: Findings from qualitative focus groups. Menzies 
School of Health Research Report. 2012. 

48. Snijder M, Stapinski L, Lees B, et al. Preventing Substance Use Among Indigenous Adolescents in the USA, 
Canada, Australia and New Zealand: A Systematic Review of the Literature. Prevention Science. 
2020;21(1):65-85. 

49. Davis C, Francis, C., Mason, C. and Phillips, J. A Best Practice Guide to Policy, Prevention and Planning for 
Alcohol and Other Drugs in Schools. In. Brisbane: Dovetail; 2018.  

50. Roche AM, Lee N, Cameron J. Alcohol education: What really works in schools? In: National Centre for 
Education and Training on Addiction (NCETA), Flinders University; 2014. 

51. Smit K, Voogt C, Hiemstra M, Kleinjan M, Otten R, Kuntsche E. Development of alcohol expectancies and 
early alcohol use in children and adolescents: A systematic review. Clin Psychol Rev. 2018; 60:136-146. 

52. Ryan SM, Jorm AF, Lubman DI. Parenting factors associated with reduced adolescent alcohol use: a 
systematic review of longitudinal studies. Aust N Z J Psychiatry. 2010;44(9):774-783. 

53. Clare PJ, Dobbins T, Bruno R, et al. The overall effect of parental supply of alcohol across adolescence on 
alcohol-related harms in early adulthood—a prospective cohort study. Addiction. 2020. 

https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/


  

 

11 / 12 
 

www.qmhc.qld.gov.au 
 

54. Gilligan C, Wolfenden L, Foxcroft DR, et al. Family-based prevention programmes for alcohol use in young 
people. Cochrane Database Syst Rev. 2019;3(3): Cd012287. 

55. Foxcroft DR, Tsertsvadze A. Universal school-based prevention programs for alcohol misuse in young 
people. Cochrane Database Syst Rev. 2011(5): Cd009113. 

56. Petrie J, Bunn F, Byrne G. Parenting programmes for preventing tobacco, alcohol or drugs misuse in children 
<18: a systematic review. Health Educ Res. 2007;22(2):177-191. 

57. Kuntsche S, Kuntsche E. Parent-based interventions for preventing or reducing adolescent substance use - 
A systematic literature review. Clin Psychol Rev. 2016; 45:89-101. 

58. Newton NC, Champion KE, Slade T, et al. A systematic review of combined student- and parent-based 
programs to prevent alcohol and other drug use among adolescents. Drug Alcohol Rev. 2017;36(3):337-
351. 

59. Hickman M, Caldwell DM, Busse H, et al. Individual‐, family‐, and school‐level interventions for preventing 
multiple risk behaviours relating to alcohol, tobacco and drug use in individuals aged 8 to 25 years. 
Cochrane Database of Systematic Reviews. 2014(11). 

60. Das JK, Salam RA, Arshad A, Finkelstein Y, Bhutta ZA. Interventions for Adolescent Substance Abuse: An 
Overview of Systematic Reviews. J Adolesc Health. 2016;59(4S):S61-S75. 

61. Toumbourou JW, Gregg MED, Shortt AL, Hutchinson DM, Slaviero TM. Reduction of Adolescent Alcohol Use 
Through Family–School Intervention: A Randomized Trial. Journal of Adolescent Health. 2013;53(6):778-
784. 

62. Shaykhi F, Ghayour-Minaie M, Toumbourou JW. Impact of the Resilient Families intervention on adolescent 
antisocial behavior: 14-month follow-up within a randomized trial. Children and Youth Services Review. 
2018; 93:484-491. 

63. Koning IM, Vollebergh WA, Smit F, et al. Preventing heavy alcohol use in adolescents (PAS): cluster 
randomized trial of a parent and student intervention offered separately and simultaneously. Addiction. 
2009;104(10):1669-1678. 

64. Newton NC, Chapman C, Slade T, et al. Internet-Based Universal Prevention for Students and Parents to 
Prevent Alcohol and Cannabis Use Among Adolescents: Protocol for the Randomized Controlled Trial of 
Climate Schools Plus. JMIR Res Protoc. 2018;7(8): e10849. 

65. United Nations Office on Drugs and Crime. Compilation of Evidence-Based Family Skills Training 
Programmes. In: The United Nations Office on Drugs and Crime (UNODC); 2017. 

66. Hawkins JD, J. M. Jenson, R. Catalano, M. W. Fraser, G. J. Botvin, V. Shapiro, C. H. Brown, W. Beardslee, D. 
Brent, L. K. Leslie, M. J. Rotheram-Borus, P. Shea, A. Shih, E. Anthony, K. P. Haggerty, K. Bender, D. Gorman-
Smith, E. Casey, S. Stone. Unleashing the Power of Prevention. In. NAM Perspectives. Washington, DC: 
National Academy of Medicine; 2015. 

67. Bühler A, Thrul. J. Prevention of addictive behaviours. In. Luxembourg: European Monitoring Centre for 
Drugs and Drug Addiction; 2015. 

68. Gates S, McCambridge J, Smith LA, Foxcroft DR. Interventions for prevention of drug use by young people 
delivered in non-school settings. Cochrane Database Syst Rev. 2006(1): Cd005030. 

69. Hawkins JD, Catalano RF, Kuklinski MR. Communities That Care. In: Bruinsma G, Weisburd D, eds. 
Encyclopedia of Criminology and Criminal Justice. New York, NY: Springer New York; 2014:393-408. 

https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/


  

 

12 / 12 
 

www.qmhc.qld.gov.au 
 

70. Toumbourou JW, Rowland B, Williams J, Smith R, Patton GC. Community intervention to prevent adolescent 
health behavior problems: Evaluation of communities that care in Australia. Health Psychol. 
2019;38(6):536- 544. 

71. Rowland B, Abraham C, Carter R, et al. Trial protocol: a clustered, randomised, longitudinal, type 2 
translational trial of alcohol consumption and alcohol-related harm among adolescents in Australia. BMC 
Public Health. 2018;18(1):559. 

72. ADF. Local Drug Action Team Program overview. Australian Government. 
https://community.adf.org.au/joinprogram/ local-drug-action-team-program-overview/. Published 2019. 
Accessed 29 July 2020. 

73. ADF. Local Drug Action Team Highlights Report 2019. Australian Government;2019. 

74. Jainullabudeen TA, Lively A, Singleton M, et al. The impact of a community-based risky drinking intervention 
(Beat da Binge) on Indigenous young people. BMC public health. 2015;15(1):1319. 

75. Allara E, Ferri M, Bo A, Gasparrini A, Faggiano F. Are mass-media campaigns effective in preventing drug 
use? A Cochrane systematic review and meta-analysis. BMJ Open. 2015;5(9): e007449. 

76. Douglass CH, Early EC, Wright CJC, et al. "Just not all ice users do that": investigating perceptions and 
potential harms of Australia's Ice Destroys Lives campaign in two studies. Harm Reduct J. 2017;14(1):45-
45. -2. 

https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://www.qmhc.qld.gov.au/
https://community.adf.org.au/joinprogram/

	Table 1. Average age of initiation of AOD use

