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1. The culture of prevention per the UNODC/WHO 
International Standards on Drug Use Prevention 

 

The science of prevention entails an understanding of the factors that influence substance 

use, a coalescence and a coordination of the vision of the stakeholders that can address these 

factors and a set of interventions that is guided by scientific evidence. The International 

Standards on Drug Use Prevention (the Prevention Standards), initially launched in 2013, 

dwell on this science to avail it to policy makers to better orient global prevention responses. 

The Prevention Standards summarise the available evidence on what constitutes an effective 

prevention response and describe the different types of  evidence-supported prevention 

approaches. It guides prevention strategies and describes interventions and policies with 

positive outcomes. Concurrently, it identifies the major components and features of an 

effective national drug prevention system to ensure a truly effective investment in the future 

of children, youth, families, and communities. 

The Prevention Standards call for a paradigm shift in the vulnerability framework addressed 

in the prevention responses. Such a paradigm applies a developmental perspective, one that 

understands the complex interactions between different factors that potentially contribute to 

a higher risk of substance use, referred to as vulnerability factors. The perspective of the 

Prevention Standards places the focus on the individual and his/her healthy development 

across their life span rather than on the psychoactive substance as the main area of concern. 

In such a model, the initiation of drug use at a young age is attributed to the interactions 

between un- on inappropriately addressed vulnerabilities at the individual level and the 

macro- and micro-environment surrounding the individual (Figure 1). Such an approach 

refutes the notion that the initiation of drug use is the simple result of “bad” personal free 

choice. Moreover, it delineates that drug prevention through awareness-raising or fear-

raising messaging is not enough (and is sometimes counterproductive). Although the 

vulnerability can occur at many points along the life course, it tends to peak during critical 

life transition periods, this makes it also an opportune time to intervene. Life transitions such 

as pregnancy, birth, infancy, early childhood, entering preschool, entering school, 

adolescence and more, require specific developmental milestones to be attained and are as 

such prime opportunities to introduce skills, knowledge and competencies to facilitate 

smooth transition to and through each transition period. Achieving the milestones within the 

age frame is an important signal that development is evolving as expected and failure to 
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achieve the milestones may indicate the need for early intervention. This of course does not 

necessarily mean that the child who is below the average on the milestone will not achieve 

it eventually or will necessarily develop a problem. Milestones can be achieved later in 

development, though with greater difficulty and the vulnerability might be accentuated. The 

Prevention Standards reflects on interventions that focus on assisting individuals in meeting 

developmental milestones and helping them grow safely and healthily4. 

Figure 1. Risk factors in substance use and harmful use of substances.  

 

Source: World Drug Report 2018 

The Prevention Standards drew attention to the importance individual and environmental 

vulnerabilities can have on i) the development and function of the brains of children; ii) the 

ability of children to make rational decisions, solve problems, control their impulses, 

perceive and process emotions accurately, gauge the consequences of their actions, and self-

regulate their behaviour and emotions. 

In 2018, a revision of the Prevention Standards was undertaken by  UNODC following the 

(ROBIS - Risk of Bias In Systematic Reviews) modality to update and fine tune the scientific 

scoping review of the 2013 version. This resulted in the development of the UNODC/WHO 
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International Standards on Drug Use Prevention, 2nd Updated Edition of 2018. This edition 

generated further evidence of interventions with proven effectiveness in preventing 

substance use. Figure 2 summarizes the interventions reflected to be effective across the two 

versions of the Prevention Standards. The hard-lined boxed interventions are those of the 

2013 version (all remain correctly identified) and the dashed-boxed interventions are those 

that were added in 2018, using the ROBIS criteria.  

Figure 2. Interventions reflected as effective for prevention, per the 
UNODC/WHO International Standards on Drug Use Prevention comparing 
the 2013 (1st Edition – in hard-lined boxes) and the 2018 (2nd Updated 
Edition – in dashed-lined boxes).  

 

Source: International Standards on Drug Use Prevention, 2nd Edition 

These Standards reflected that prevention with effective evidence can start as early as the 

embryonic stages of development and continue throughout the life span with differential 

services and differential social institutions playing an influential role in  supporting the 

healthy transition between the different developmental ages. These Standards, beyond the 

document of concern, were also accompanied by capacity building efforts from UNODC 

with policy makers globally, to sensitize them on the content and change their respective 

perceptions and responses for preventing drug use.  



 
E/CN.7/2023/CRP.8 

 

7/40 V.23-03657 

 

2. The Prevention Standards, the culture of prevention 
and the Commission on Narcotic Drugs (CND) resolutions 

 

A shift in the culture of prevention aligned with science positively affects the initiative of 

decision-makers to create readiness, demand, and capacity for evidence-based prevention 

programming.  

The science of prevention of drug use has been positively evolving with incremental 

evidence being generated on the etiological model to be addressed as well as the practical 

applications and initiatives that effectively address substance use. Such increasing efforts 

have been key in informing policymakers in the fields of health, education, welfare, and 

other contexts. Substance use continues to have a significant global toll on health, social and 

economic development. Its prevention as such remains high on the international political 

agenda.  

The CND in its 2019 Ministerial Declaration on Strengthening our Actions at the National, 

Regional and International Levels to accelerate the implementation of our Joint 

Commitment to Address and Counter the World Drug Problem  committed to effectively 

address and counter the world drug problem with concerted and sustained actions at the 

national and international level. The Commission also reiterated its resolve to strengthen 

effective, comprehensive, scientific evidence-based drug demand reduction initiatives 

including prevention. Moreover, all member states of the United Nations have adopted 

Agenda 2030 for Sustainable Development as a call to action to achieve peace and prosperity 

for both humanity and the planet. One of the specific goals outlined in this agenda is 

Sustainable Development Goal (SDG) 3.5, which seeks to strengthen measures aimed at 

preventing substance use. 

Between 2008 and 2021, the CND has seen a consistent and positive increase in the 

proportion of resolutions calling for evidence-based prevention approaches to substance use. 

Noting that while prevention was not among the top priorities during the first years following 

the adoption of the 2009 Political Declaration, the resolutions started to reflect the 

importance of prevention more strongly after the period of development of the 1st Edition of 

the International Standards on Drug Use Prevention in 2013. The proportion of resolutions 

referring to prevention increased to 45% over 2013–2017 (compared to an average of below 

20% prior to this period). The advent of the second version of the UNODC/WHO 
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International Standards on Prevention of Drug Use in 2018 re-invigorated the momentum 

and re-raised the number of resolutions covering prevention again to an average of 30% 

(Figure 3 and Table 1). 

Moreover, a review of the operative paragraphs of the CND resolutions and thorough 

analysis assessing how the language deployed in these resolutions reflected 

conceptualization of actions aligned with and stressing on evidence-based prevention. 

Through this review, an ascending trend on articulation of evidence-based prevention was 

noted over time. Notably, this ascent also coincided with the release of the International 

Standards on Drug Use Prevention in 2013 and continued more sharply after the introduction 

of the 2nd version of the Prevention Standards in 2018 (Figure 3 and Table 1).  

Figure 3. The percentages of the resolutions, and of their operational 
paragraphs, adopted by the CND between 2008 and 2021, that call for 
prevention of substance use and for evidence-based prevention 
approaches 

 

Introduction of Prevention Standards  

Ver. 1.0 

Introduction of Prevention Standards 

Ver. 2.0 



 
E/CN.7/2023/CRP.8 

 

9/40 V.23-03657 

 

 

Fig. 3 and table 1 are adapted and updated from a previous publication: Heikkilä H, 

Maalouf W, Campello G. The United Nations Office on Drugs and Crime’s Efforts to 

Strengthen a Culture of Prevention in Low- and Middle-Income Countries. Prev Sci. 2021 

Jan;22(1):18-28.  

3. The adoption of CND resolution 65/4, ‘Promoting 
comprehensive and scientific evidence-based early 
prevention’ 

 

Following the positive progress in the prevention content of resolutions passed between 2008 

and 2021, the CND adopted resolution 65/4 “Promoting comprehensive and scientific 

evidence-based early prevention” during its regular meeting in March 20222. This resolution 

is a landmark one that emphasized for the first time the importance of early prevention in 

addressing the global drug problem. The resolution reflected a clear understanding and 

appreciation that the initiation of drug use is developmental in nature. Hence, it emphasized 

appropriate support for milestones of development during early ages of growth as a 

cornerstone to effective prevention responses.  

The resolution further stressed on the importance of comprehensive and scientific evidence-

based approaches for such early prevention of drug use. It focused on and recognized the 

significant role that such comprehensive and evidence-based early interventions can play in 
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preventing or delaying the initiation of drug use in children and youth as well as preventing 

other negative and risky behaviour. By focusing on evidence-based strategies, in line with 

the Prevention Standards, and promoting cooperation among relevant stakeholders, the 

resolution seeks to ensure that prevention efforts implemented at the child’s earlier 

developmental stages are effective, efficient, and sustainable. So, through this early 

prevention response lens, several vulnerabilities that alter the life course trajectory of 

children are addressed and re-oriented in a positive direction, supporting as such multiple 

SDGs. 

Given the developmental nature of initiation of drug use, the CND resolution 65/4 also 

echoed the Prevention Standards in reflecting on the importance of gender considerations in 

such responses. This was namely since boys and girls have different developmental 

trajectories of growth and are differentially affected by external challenges and stressors.  

Under this model, the CND resolution 65/4 incites Member States not only to value the 

importance of such responses but to allocate appropriate resources for the development, 

adaptation (to different contexts and cultures), implementation, and evaluation of scientific 

evidence-based early prevention programs. Furthermore, the resolution supports the 

development of programs in line with the Prevention Standards, with emphasis on social and 

emotional learning interventions that cover family, schools (early childhood education), as 

well as personal and social skills education and prevention education based on social 

competence and influence. 

The resolution also entails specific requests for the United Nations Of fice on Drugs and 

Crime (UNODC), these requests are:  

- The provision of technical assistance and capacity building programmes in family, 

community and educational and other health setting and social care setting for the 

purpose of early prevention 

- The assistance of Member States in conducting and promoting research and data 

collection in educational setting to better understand the challenge of drug use initiation 

among children and youth and respond to it more effectively.  

The development of guidelines and recommendations to help Member States and other 

relevant international and civil society organization, including youth-led organizations to 

make best use of the International Standards for the promotion and implementation of 

scientific evidence based early prevention in particular those focused on addressing the 
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impact of adverse childhood experiences, as well as individual and environmental, including 

risk and protective factors with a focus on early prevention responses and interventions.  

The resolution also calls upon UNODC to facilitate the promotion and exchange of scientific 

evidence based good practices, challenges and experiences in early prevention between 

Member States.  

4. Early childhood developmental milestones 
 

Early childhood is a dynamic and complex period of human development that is not 

monolithic in nature. It is characterized by a range of experiences, developmental 

trajectories, and variations across different cultural, social, and economic contexts. This 

stage of development includes a broad range of domains such as cognitive, social-emotional, 

and physical development, all of which are interrelated and influenced by various 

environmental factors. These domains are differentially affected and requires different levels 

of support at different stages and ages of early childhood. Moreover, within each of these 

stages of early development, individual differences among children, including their 

temperament, personality, and genetic makeup are also at play. These differences influence 

how children experience and respond to their environments and shape their developmental 

pathways. 

Therefore, recognizing the heterogeneity of early childhood is crucial for understanding the 

needs and experiences of young children and designing appropriate interventions and 

policies to support their development. The main developmental milestones to consider 

during early childhood are:  

a. Pregnancy and foetal development  

Even before the child is born, the environment starts playing a role on the developing foetus. 

The period of pregnancy, and eventually parenthood, are considered important 

developmental life stages as well as a period of major stress. Proper support for the expecting 

parents, including mental health and particularly substance use support is essential during 

this period. Valuably, the sensitivity of this transitional period of life makes the  future 

caregiver receptive to address their potential substance use and substance use disorders. 

Substance use exposure, including alcohol, tobacco and the misuse of licit or the use of illicit 
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drugs, during pregnancy poses potential significant health risks on the foetus. Also, the risk 

of substance use is high enough, that its impact and related developmental deficiencies can 

be sustained, post-delivery (this might be the result of direct exposure to drugs cross-placenta 

or to second hand smoke or indirectly due to the general family environment that might have 

elevated level of child abuse, neglect and involvement). These deficiencies impede the 

developmental competencies of children and make them vulnerable of risky and negative 

behaviours at later ages.  

b. Infancy and toddlerhood (0-3 years): 

Once a child is born, the early childhood starting with infancy and toddlerhood (ranging 

between 0 to 3 years of age) is a crucial period for the future development of children. During 

this age, the brain of children grows and forms most of its vital and essential neural 

connections, which will be the basis for their future cognitive, social and emotional 

development. The Prevention Standards suggest that children at this age may develop 

vulnerabilities through the poor interaction with parents or caregivers who fail to nurture 

them. The quality of nutrition and health care provided by the caregiver also plays a 

significant influence. This relationship and interaction with the environment of the child is 

a two-way street with the child also playing an influence on his/her environment. The main 

milestones during this age include the development of safe attachment to the caregivers, age-

appropriate communication skills and executive cognitive functions such as self -regulation 

and pro-social attitudes and skills. The best way to acquire these skills is by providing a 

context of support from family and community. Therefore, parents who lack the needed and 

appropriate parenting skills or who suffer from other difficulties associated with poor health, 

financial hardships, or other challenges (especially in a socially or economically 

marginalized environment or a dysfunctional family setting) may particularly struggle to 

provide their children with the support they need for healthy development. 

c. Early Childhood - preschool (3-6 years) 

During this childhood age range, 3-6 years, children start growing more rapidly, and their 

bodies undergo significant changes. Children learn how to talk, walk, run, jump, and engage 

in different physical activities. The language, physical and cognitive development during 

this stage sets the basis for activities at a later stage in their development (e.g., sports, other 

physical activities, acquiring new knowledge, developing the ability to think, understand and 

solve problems). While the child during this period may potentially be interacting with 
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preschool or other types of day care, parents and caregivers remain a main source of support 

of the child’s social, emotional and cognitive competence deve lopment, including the 

establishment of structures and routines. Such support for the development of motor, 

cognitive and languages abilities during preschool significantly influence the child growing 

independence when integrating in a social structure outside the family (such as in the 

educational setting). The absence of such attentive, nurturing and supportive structures 

around the child at this age correlates with high level of stress that can impede the child’s 

healthy brain development. The most significant transition in the next step of development 

is transitioning to school. 

d. Middle childhood – transition to school (6-9 years):  

During middle childhood, children spend a growing amount of time away from their 

families, most often at school and with other children the same age. This is a period of new 

transition and challenges occur. While the family influence as a social setting remains the 

functions of the educational settings including the school, and peer groups within it start to 

become more significantly interacting with, and influential on, the child. The rules of the 

behaviours and academic requirements start to change and require a different level of 

competencies for the child to be able to positively adapt to it. When it comes to ensuring a 

child's secure and healthy emotional, cognitive, and social development, factors such as 

community norms, school culture, and the quality of education start becoming more crucial. 

In middle childhood, social skills and pro-social attitudes become more important because 

they develop into crucial protective factors that influence not only the degree to which a kid 

of school age will be able to deal with school, but also the degree to which they will connect 

with their classmates. The continuous development of age-appropriate language and 

numeracy abilities, as well as impulse control and self -control, are among the primary 

developmental objectives that should be focused on throughout the middle childhood years. 

Also beginning at this age is the development of behaviour that is goal-directed, along with 

decision-making and school-based problem-solving abilities. The development of a healthy 

connection to school, cooperative play with peers, adaptive learning, and self -regulation may 

all be hindered by mental problems that have their beginnings at this time, including as 

anxiety disorders, Attention Deficit Hyperactivity Disorder (ADHD), and conduct disorders. 

Children who are raised in dysfunctional households often reach this age when they begin 

to form friendships with classmates who are engaged in potentially risky behaviours, which 

puts the children's own safety in jeopardy. 
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5. Overview of existing evidence in early prevention 
 

The developmental needs of each age group can be organised by the setting where the 

intervention is delivered: family, school, community, workplace, and the health sector 

(Figure 4). These strategies are categorized as: universal (targeting everyone regard less of 

the level of risk of individual recipients), selective (targeting subpopulations at higher risk 

than the average population) and indicated (targeting individuals with symptomatic 

behaviours with early interventions preventing escalation of the problematic behaviours). It 

is clear that the proximal setting that is most influential at early stages of development is the 

family and the school setting.  

Figure 4. Summary of the strategies of interventions at the different levels 
and age groups 

 

Source: UNODC WHO International Standards on Drug Use Prevention, 2 nd Edition 

From the perspective of the Prevention Standards and given the developmental milestones 

required at each age, the below evidence-based responses have been documented to be 

effective in early prevention.  
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a. Prenatal and infancy 

Prevention programs at the prenatal and infancy developmental stage include visits of trained 

nurses or social workers to expecting and new mothers to offer parenting skills and assistance 

with various issues such as health, housing, employment, and legal matters. These programs 

are typically designed to target specific groups of women who are facing particularly 

challenging circumstances, rather than being aimed at all women in general (selective 

prevention). The primary goal of these programs is to provide developmental support to 

those who need it most. Such programmes are also recommended by WHO to prevent child 

maltreatment.  

Furthermore, given that pregnancy, motherhood and potential parenthood in general is a 

period of significant changes and potential stress, this makes it a period amenable to 

addressing any substance use or substance use disorders caregivers may have. During this 

period, it is recommended to have interventions addressing all pregnant women with 

information on the potential health risks associated with substance use. Given the high risk 

posed by the usage of psychoactive substances during pregnancy, it is important to prioritize 

the management of substance use and the treatment of pregnant women who have substance 

use disorders. Such management and treatment must adhere to rigorous clinical guidelines 

based on scientific evidence, as this approach is both necessary and beneficial for the health 

and well-being of both the mother and the future child. This strategy supports the healthy 

development of the foetus during pregnancy and maximizes healthy outcomes for both the 

mother and the child. 

b. Early childhood-preschool  

The main packages recommended with evidence per the standards for this age group are 

those availing early-childhood education support through the educational sector. These 

packages prioritize children growing in socially disadvantages communities (selective 

prevention). As the name implies these packages avail social and cognitive developments 

skills for preschool children through trained teachers to better prepare them for school. This 

is done while providing their caregivers with socio-economic support in preparation for their 

upcoming school years.  
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c. Middle Childhood – early school years  

During this age, parenting skills programmes (at universal and selective level) are important. 

These are packages that avail skills in a simple way for caregivers to improve their warm 

child-rearing style, family bonding and attachment, set age-appropriate rules for acceptable 

behaviours, closely monitor free time and friendship patterns, help child acquire the skills 

for informed decisions. They give the potential for caregivers to play a more active role in 

the children’s lives and friendships. Such packages are organized in a way that makes it easy 

and appealing for both caregivers and their children. They consist of a series of sessions, 

include activities for the caregivers, the children and the whole family and are delivered 

through trained facilitators. They are designed not to undermine the parents’ authority or to 

lecture and provide information to parents about drugs and do not exclusively focus on the 

child but on the caregiver as well. WHO recommends such parenting skills programmes to 

support positive development, prevent child maltreatment, youth violence and manage 

behavioural disorders in children.  

Personal and social skills education through the school setting is also valuable at this age. 

Such packages encourage an interactive engagement of children in activities guided by 

trained teachers to learn and practice a range of personal and social skills needed at this age 

of development. They are usually applied in a universal prevention context and include a 

series of structured sessions (sometimes over multiple years). They help children learn skills 

for coping with difficult situations in daily life in a safe and health way. Given the age 

context, discussion of drugs in not usually part of the curriculum. These packages do not 

only focus on building of self-esteem and on emotional education.  

Classroom environment improvement packages are a set of packages that strengthen 

classroom management ability of teachers. This supports children becoming better students 

while reducing early aggressive and disruptive behaviours. They support teachers in availing 

strategies to deal with inappropriate classroom behaviours and acknowledging appropriate 

one through targeting the management of the whole class and through active engagement 

with students. They are often delivered through the first school years.  

Policies to keep children in school, including improving school attendance, attachment to 

school and achievement of appropriate language and numeracy skills are important at this 

age too. Such policies may include building new school, providing nutrition in schools, 

providing economic incentives for families to send kids to school to encourage higher 
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attendance and retention of children in schools. WHO also supports the implementation of 

conditional financial incentives to keep children in schools as a strategy to prevent later 

youth violence.  

Addressing mental health disorders is also key during this age. Emotional disorders (such as 

anxiety and depression) as well as behavioural problems (such as Attention Deficit 

Hyperactivity Disorder- ADHD, and conduct disorders) are associated with increased risk 

of substance use in later ages. Such mental health disorders usually start to be diagnosed 

within this age frame. Prevention strategies supporting children and parents to address such 

emotional and behavioural disorders as early as possible are as such particularly important. 

These strategies include psychological interventions such as Cognitive Behavioural 

Therapy, interpersonal therapy, parental education and training on caregiving skills and 

medical support to children suffering from ADHD.  

Further to the evidence summarized in the UNODC/WHO International Standards on Drug 

Use Prevention, the National Institute on Drug Use (NIDA) published, in 2016, an overview 

of the available evidence, from NIDA-Funded Early Intervention for substance use 

prevention programs40. These interventions mostly echoed those reflected in the Prevention 

Standards. NIDA divided the packages that of concern based on target recipient (either 

universally or selective). The detailed summary of the individual packages listed are 

enclosed in the Appendix A. 

According to the National Institute on Drug Abuse (NIDA), the prevention packages 

supported through their funded mechanisms with evidence of effectiveness on prevention 

(per below) are tailored to specific age groups and developmental stages of children, taking 

into consideration their cognitive, emotional, and social development. The packages 

typically include evidence-based interventions, such as parent training and school-based 

prevention programs at their core. They aim to enhance protective factors and reduce risk 

factors for substance use. By focusing on specific developmental stages, such prevention 

packages can effectively address the unique challenges and needs of children at each stage, 

ultimately promoting healthy behaviours and preventing substance use.  

The risk addressed through specific age-appropriate strategies of NIDA-funded early 

intervention for substance use prevention programs are summarized in Table 2.  



E/CN.7/2023/CRP.8 
 

 

V.23-03657 18/40 
 

Table 2. Risk addressed through specific age-appropriate strategies  
Age period Risk Intervention Strategy 

Prenatal Maternal substance use before 

and during pregnancy 

Counselling through primary care and referral 

to treatment 

Inadequate prenatal care  In-home nurse visits 

Infancy and 

toddlerhood 

Inappropriate expectations of 

children 
Parenting class on child development  

Harsh discipline  Parenting class on managing child behaviour 

Insecure attachment Parent class on developing warm, supportive 

relationship 

Early childhood- 

Preschool 

Aggressive behaviour Parent and teacher classes on setting limits and 

boundaries 

Poor emotional control  Preschools that each social-emotional learning  

Delayed School readiness  Preschool programs that highlight basic math 

and language concepts 

Middle Childhood- 

Elementary school 

Behavioural problems in the 

classroom  
Training teachers on classroom management  

Academic problems  Academic tutoring  

Child acting out at school  Developing collaborative relationships 

between schools and home 

Poor social skills  Peer social groups  

Replicated from NIDA Principle of Substance Abuse Prevention For Early Childhood: A 

Research-Based Guide40  

Overall, all packages suggested in this NIDA’s review are tested interventions in  

high-income context (mainly emanating from the United States of America). Additionally, 

these interventions tend to suggest individualised interventions which require additional and 

sometimes highly trained staff, to be able to deliver these interventions40. Therefore, there 

can be a challenge to implement such interventions in low- and middle-income countries 

context. 
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6. Gaps and needs 
 

Despite the increased recognition of the role of early prevention in tackling the world drug 

problem, significant gaps persist at the level of both policymaking acknowledgment of and 

action towards such interventions as well as service provision of such packages, particularly 

in low- and middle-income countries (LMICs).  

This first signals the need for tools for direct and comprehensive policy sensitization efforts 

on scientific evidence-based early prevention within the framework of the UNODC/WHO 

International Standards on Drug Use Prevention.  

Moreover, the biggest share of existing evidence-based early prevention programs goes to 

high income countries. This indicates a scarcity of such programs designed for, adapted to, 

or implemented in LMICs. This means that our understanding of what works and what does 

not in terms of preventing the use of drugs and other related negative outcomes in the early 

developmental stages of children is limited to a narrow demographic.  

Given that low- and middle-income countries often have different cultural, economic, and 

social contexts, it is crucial to develop, adapt and implement early prevention programs 

tailored to their specific needs. A preliminary review of the available literature highlights 

the need for two types of evidence-based early prevention packages in LMICs. One targeting 

each of the main proximal environmental institution affecting the child at early ages of 

development, the family and the school.  

The first type of packages should target the family, specifically caregivers caring for children 

in early- (preschool) and middle- (early school) childhood period. In a fast-paced world, 

caregiving or parenting can be a challenging task. The responsibilities of  raising a child come 

with many challenges, especially for children at these ages of development when they are 

rapidly developing and constantly learning, making it essential to provide them with a 

healthy, supportive and safe family environments. The aim of such a package is to provide 

the necessary parenting skills to create a healthy and safe environment for children of such 

ages and reduce parental and child stress. By targeting families and caregivers, these 

packages can help to improve the quality of life for both children and their caregivers.  

Parenting skills play a critical role in creating a healthy and safe environment for children. 

They can help caregivers to understand the different stages of development that children go 
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through and how to support their growth. These skills can also help caregivers to identify 

potential health and safety risks, such as stress, and how to manage them on a daily basis. 

Additionally, parenting skills can help caregivers to create a supportive and nurturing 

environment that promotes healthy relationships, self -esteem, confidence, and resilience in 

children, which in turn reduces the risk of children engaging in risky behaviour as they move 

into their next developmental stage.  

Similarly, it is as important to focus on prevention in schools/educational settings as much 

as within the family environment, as children at the age of 3-6 years old spend a significant 

amount of time in the classroom. Moreover, it is during this time that they develop the 

fundamental skills, knowledge and attitudes that are predictors for behaviour and success in 

later developmental stages. Therefore, it is essential that children are prepared for their 

school environment from an early age. 

While there are many educational resources available f or young children, there is a clear 

need for packages that are specifically designed for schools and educators, especially in 

LMICs. These packages should focus on preparing children aged 3-6 years for their school 

environment, as this is key to their healthy and safe development. Preparing children for 

school is about much more than just academics. It is about equipping them with the right 

social, emotional, and behavioural skills they need to thrive in a school/educational setting. 

This includes skills such as language, teamwork, communication, problem-solving, and self-

regulation. It is also important that children are exposed to a positive and inclusive learning 

environment, where they feel safe and valued. At the same time, educators play a vital role 

in preparing children for school. They can help children to develop the skills they need to 

succeed by providing opportunities for hands-on learning, encouraging positive relationships 

with peers and adults, and creating a supportive and engaging learning environment. 

Educators can also help to build children's confidence and self-esteem, which is crucial for 

their overall development. 
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7. Conclusions 
 

The Prevention Standards have been an instrumental tool for policy makers in orienting drug 

related responses globally. This positive influence has changed the narrative and the 

orientation of the resolutions pertaining to prevention of substance use and aligning them 

with science. The CND resolution 65/4 on “Promoting comprehensive and scientific 

evidence-based early prevention” has been a landmark call of action to this effect. While 

evidence supports the value and importance of such responses, essential gaps remain to take 

appropriate actions globally. One of the gaps includes availing policy making sensitization 

and strategy orientation tools to prioritize and better orient responses. The second gap is 

availing service provision tools tailored for low- and middle-income countries and 

addressing the main influential proximal environments around the child (the family and the 

school). These would be key ingredients in supporting a response to the valuable call for 

action of CND resolution 65/4. Such efforts in response for this call for action will redirect 

the trajectories of children globally and re-invigorate and strengthen the momentum on the 

Sustainable Development Goals on the road to 2030, particularly in this period of “Building 

up Better” post-COVID-19 pandemic. 
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Appendix A. Evidence-based early prevention packages recommended by NIDA according to the different age groups and 
developmental stages of children40 
 

Program name Target 

population 

 

Context 

How it is delivered Impact / outcome 

Prenatal/infancy and toddlerhood period 

Universal 

Durham 

Connects41 

Mother, Father 

(when possible), 

child 

 

Family 

Brief, universal postnatal nurse home-visits  

Assess family needs 

Connect family to resources 

Aim to alleviate parent substance use and other problems 

and to prevent child abuse 

First: Population-level implementation 

Then triage and focus on individual families per 

individual needs 

Durham RCT study had 5,000 families: outcome 

50% less emergency medical care use during 0-12 

months of child plus reductions in service usage in 

infancy41 

Prenatal/infancy and toddlerhood period 

Selective 
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Early steps, 

family check-up 

(FCU)42 

Mother, child 

 

Family 

2-5 years 

3 sessions: parent interview & feedback session 

Optional: follow-up session (Every day parenting) 

Individual family intervention 

Selected families through national family nutrition 

and health program (WIC).  

Outcome: reduced problem behaviours, especially 
among highest risk children; Positive parenting; 

Attenuated internalizing behaviour; increased  

self-regulation and improved language skills 

among children and reduced depressive symptoms 

in mothers43 

 

Selection bias. 

Family spirit44 Mother, child 

 

Family 

Pregnancy and early childhood (0-3 years) 

American Indian teen mothers/children 

Delivered by Native paraprofessionals in home visits 

N=43 lessons, weekly delivered (during pregnancy) 

Bi-weekly sessions during 0-3 months newborn age 

Monthly: 4-12 months child age 

Bi-monthly 12-36 months child age 

Individual family intervention 

At 12 months post-partum: mothers had greater 
parenting knowledge, parenting self-efficacy, and 

home safety attitudes with fewer externalizing 

behaviours. 

Children had fewer externalizing problems. 

Sub-sample for mothers with any previous 

substance use history, pre-study, had their 
children with fewer externalizing and 

dysregulation problems, and fewer scored in the 

clinically “at risk” range for externalizing and 

internalizing problems45,46 
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Nurse family 

partnership 

Mother, father (if 

present), child 47 

 

 

Family 

Selective prenatal and infancy home visitation program 

for young first-time mothers from low socio-economic 

backgrounds and their children through age 2. Help 
women to improve the outcomes of pregnancy by helping 

pregnant women improve their health (e.g., diet and 

discontinuing substance use).  

Program: 64 structured visits, from early period of 

pregnancy through the first 2 years post child’s birth.  

Nurses adapt the content and frequently of visits to meet 

families’ needs and aspirations. 

Broad range of positive outcomes: immediate and 

intermediate outcomes (maternal, infant, and child 

health and reduced injuries, neglect, and 

maltreatment of children).  

Long-term effects on child outcomes  

(e.g., children had lower rates of substance use, 

delinquency, and involvement in the juvenile 

justice system at age 12 in rural and urban 
populations). Not effective when implemented by 

trained paraprofessionals. Nurse participation is a 

key aspect in the intervention48,49 

Preschool period 

Selective 

Multi-

dimensional 
treatment foster 

care for 

preschoolers 

(MTFC-P) 50 

Foster family, 

child 

 

Family, school 

Targets 3-6 years old children in foster care. Aims to 

create optimal foster care conditions to facilitate 
developmental progress and address difficulties related to 

delayed maturation and behavioural and emotional 

problems. Delivered by family therapist and licensed 

psychologists.  

Parents receive 12 hours training, prior to bringing foster 
child into their home. Children receive weekly 

individualized skills training services and from a child 

therapist and attend a weekly therapeutic playgroup. 

Family therapists work with families to facilitate the 

transition out of foster care and into a permanent home. 

 

 

Children showed secure behaviours, improved 

responses to feedback, reduced stress (measured 
through the level of the hormone cortisol) and 

improved sleep51,52. 
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Transition to elementary school period 

Universal 

Caring school 

community 

program53 

School, teacher, 

family, child 

 

School, family 

It aims to strengthen protective factors and reduce risk 

factors among children making the transition to 

elementary school through strengthening the sense of 

community of the children, or connection to school. This 
is considered crucial to reduce substance use, violence 

and mental health problems and promoting academic 

motivation and achievement.  

Program includes a set of classroom, school and family 

involvement approaches that reinforce the development 

of skills by children across contexts.  

A significant reduction in students’ drug use and 

involvement in other problem behaviours in 

schools where the caring school community 

program was widely implemented by teachers 

over a period of 3 years53. 

Classroom-

centred (CC) 

intervention1 

Classroom, child 

 

School 

It targets early aggressive or disruptive behaviour and 

poor academic achievement, with the long-term goal of 

reducing adolescent and adult antisocial behaviour and 

substance use. 

It enhances teachers’ behaviour management program 

(“Good Behaviour Game”) and an enhanced reading and 

mathematics curricula. 

It decreased the level of conduct problems in 

middle and high schools. It delayed the onset of 

smoking tobacco in both males and females and 
was associated with an increased likelihood of 

high school graduation and a lower likelihood of 

special education use. 

Gender related impact: CC was stronger for 

males, showing a relatively high level of 
aggressive-disruptive behaviour in the early 

elementary school years54,55. 

Linking the 
interests of 

families and 

teachers 

(LIFT)56 

Classroom, 

child, family 

 

School, family 

Targets students in 1st and 5th grades. It is a multi-
component intervention for improving school and family 

environments and reinforcing links between them. It aims 

to reduce the risk of aggressive child behaviour and 

rejection of aggressive children by their peers. The 

program includes 20x1-hour-long sessions, and a 
playground component based on the Good Behaviour 

Game. 

Tested in randomized trial of 12 schools. LIFT 
improved parenting behaviours and child social 

skills. It reduced child physical aggression on the 

playground. Children, during middle and high 

school years, had lower rates of police arrest and 

substance use57,58. 
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Parent management training component that emphasizes 

on good discipline, supervision, and problem-solving 

during a group meeting, once a week for 6 weeks, as well 

as parent support between sessions.  

 

Raising health 

children 

(RHC)59 

Family, child, 

classroom 

 

School, family 

It targets children in grades 1-12 (through a school and 

home-based interventions). Teachers can receive  
one-on-one classroom-based coaching. Children learn 

social, emotional, and cognitive skills through classroom, 

after-school, and parent-youth sessions. It requires the 

availability of school-home coordinators to accompany 

parents and do check-in with them during the year. 

High academic performance for the students. 

Strong commitment to school and an increased 
social competency. Low level of antisocial 

behaviour and less frequent substance use. 

Reduction in driving under the influence and 

riding with another driver under the influence 

were sustained through age 20. Promoted healthy 
behaviour and academic achievement, reduced 

substance use and antisocial behaviours and 

reduced drunk driving60,61. 

SAFEChildren62 Family, child 

 

School, Family 

Designed specifically for 1st graders living in urban and 
marginalized / low-income. Provided twice weekly for  

22 weeks and emphasizes phonetics as well as a step-by-

step advancement in academic skills.  

Improved reading level overall, improved parental 
monitoring and reduced child aggression. High 

risk children showed greater reduction in 

aggression and hyperactivities as well as 

improved leadership skills. Had an effect on 

ADHD symptoms from 1st-4th grade63. An 
additional version of SAFEChildren for 4th grade 

delivered booster sessions and showed lower rates 

of aggression than those only 1st grade 

intervention64. 

Seattle social 

development 

project65 

School, parent/ 

family, child 

 

School, family 

Developed for elementary school children, with a school 

component and voluntary family component, to increase 

pro-social bonds, strengthen attachments to school, and 

decrease delinquency. It covers family management (1st 
and 2nd grade), engagement in a child’s education (2nd and 

3rd grade), substance use prevention program. Teachers 

are trained to establish clear rules and reward compliance, 

teach the students’ academic performance as well as 

social skills and increase contact with pro-social peers.  
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Children are taught interpersonal problem-solving skills 

to improve communication, decision-making, negotiation, 

and conflict resolution.  

Early risers 

“skills for 

success” risk 
preventive 

program66 

Parent, child 

 

School, family 

Designed for children at higher risk for the development 

of serious conduct problems including substance use. 

Age 6-10 years 

Risk factor, exposure to stressful life events and/or 

aggressive and disruptive behaviour. 

 

To deflect children from “early starter” developmental 

pathway toward normal development by improving their 
academic competence and behavioural self-regulation and 

encouraging positive peer affiliations. 

 

Teaches parents on discipline, nurturance, and 

involvement.  

 

It includes 2 child-focused components and 2 parent or 

family focused components delivered over 2-3 years 

period.  

 

It is a standards skills curricula including strategies 
tailored to address the individual needs and goals of 

children and their parents. 

Gain of social skills, peer reputation, pro-social 

friendship selection, academic achievement, and 

parent discipline. 

Outcome in study replication in African American 

children: period of 6 years follow-up: gained 

social skills and parent discipline observed early 

on accounted, in part, for fewer oppositional 

defiant disorder symptoms among program 

participants. 

 

Outcome from a study in 2003: high fidelity 

across 28 schools and children had positive gains 

on outcomes67. 
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Kids in 

transition to 

school (KITS) 
51 

Child 

 

School 

KITS aims to enhance psychosocial and academic 

readiness in children in the foster care system at the time 

of entering schools.  

KITS promotes pre-literacy skills and increases the 

capacity of the children in terms of their attention, 

effortful control, and social skills in classroom settings.  

KITS provides skills for the caregivers to be able to 

facilitate the transition of their children to kindergarten 

and to become involved in the schooling of their children.  

KITS is provided during the summer before and the first 

weeks of kindergarten through; i) a therapeutic 

playgroup; ii) caregiver psycho-educational support 

groups; and iii) behavioural consultation in the home, 

school, and community settings. 

Children had lower levels of oppositional and 

aggressive behaviours in the classroom.  

Positive intervention effects on early literacy and 

self-regulatory skills68,69 

Fast track 

prevention trial 

for conduct 

problems70 

Family, school, 

class, child 

 

School, family, 

community 

Delivered grades 1 through 10 for high-risk children for 

long-term antisocial behaviour. Fast track includes a 

universal classroom program (adapted from the 
Promoting Alternative Thinking Strategies (PATHS) 

curriculum) delivered in elementary school. Fast track is 

a class-room intervention; it builds skills in emotional 

understanding and communication, friendship,  

self-control, and social problem-solving.  

High-risk children, displaying elevated aggression at 

home and school, receive a selective intervention (as 

assessed in kindergarten). High-risk children receive 

social skills training and academic tutoring, and their 

parents receive group parent training and individual home 
visits. The children skills training includes academic and 

social competence as well as self-control skills.  

Parent training builds parents’ self-control and targets 

skills to support the child’s school adjustment, improve 

By the end of 12th grade, Fast Track youth  

self-reported and official arrest records showed 

reduced delinquency, less attention deficit 
hyperactivity disorder and any externalizing 

disorder. 

At the end of elementary school: Children had 

reduced home and community problems, 

including past-year involvement in substance use 

behaviours.  

Fast Track did not have an effect on the onset of 

delinquent acts that included selling controlled 

substances. 

By the end of 12th grade: children had fewer visits 
to general health providers, paediatric providers, 
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the child’s behaviour, promote appropriate expectations 

for the child’s behaviour, and improve parent-child 

interaction. 

and emergency departments for emotional, 

behavioural, academic, drug, or alcohol problems.  

At age 25 years: less probability of alcohol abuse, 
marginally decreased binge drinking, did not 

affect heavy marijuana use, and significantly 

decreased serious substance use71,72. 

Incredible years 

® Parents, 

Teachers, and 

Children’s 

Training 

Series73 

Family, child, 

classroom 

 

School, family 

Implemented day care, preschool (2-5 years), and early 

primary grades (6-8 years). 

Target group: i) all children, parents and teachers: They 

receive a comprehensive training (parent training & 

school-based teacher training and child training 

components) 

ii) moderate to high-risk children, based on an elevated 

behaviour or conduct problems (identified by parents and 

teachers) => the treatment intervention is for children 

with behavioural/conduct problems.  

It trains parents on social and emotional coaching, use of 
praise and tangible incentives, and positive discipline 

methods that promote positive relationships and 

strengthen children’s language development, social and 

emotional competence, school readiness skills, problem-

solving, and anger management.  

Each child development stage has its own parent 

curricula: it teaches parents how to partner with day care 

providers and teachers to develop individualized 

behaviour plans.  

It consists of 2-hour parent group meetings with a group 
leader and/or counsellor for a total of 14-18 sessions or 

more (depending on the child’s age, the parent’s needs, 

Parent programs: high rates of positive parenting 

behaviours; fewer children behaviour problems at 

home. 

Child program: improved social interactions and 

problem-solving with peers, increased in-school 
readiness behaviours, and decreased aggression 

and negative behaviour with peers. 

Teacher program: increased used of positive 

classroom management strategies, less negative or 

critical teaching, more focus on providing 

children with social emotional curriculum, and 

increased home-school collaboration73,74. 
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and whether the prevention or treatment version of the 

program is being used). 

Also, it has Dina Dinosaur Social Skills Program for 
young children: it teaches children school rules, strategies 

for success in school, feelings literacy, empathy training 

and emotional regulation, problem-solving skills, and 

friendship skills. Delivered by teachers 2-3 times/week 

(in preschool through 2nd grade; 3-8 years old) 

Incredible years teacher classroom management program: 

it trains teachers in effective classroom management 

strategies; how to collaborate with parents to promote 

consistency of learning from school to home. Target: all 

teachers or teachers who have challenging students.  
Six-day training / month for a year, including 

individualized coaching within the schools.  

Positive action 

(PA)75 

Family, school, 

class, child 

 

School 

PA is a multi-component, school-based, social emotional 

and character development program. Aims to improve 
academics and pro-social behaviours as well as decrease 

problem behaviours.  

PA targets classroom and the overall school climate as 

well as families and the community. It includes  

grade-specific curricula (pre-kindergarten through grade 
12). Lessons include 6 categories: self-concept, physical 

and intellectual actions, social/emotional actions for 

managing oneself responsibly, getting along with others, 

being honest with oneself and others, and continuous 

curriculum through ongoing reinforcement of positive 
behaviours, posters, assemblies, newsletters, and other 

means.  

School counsellors work with selected higher-risk 

students and families to develop PA skills.  

Improved academic achievement, lower rates of 

substance use, violence, sexual activity, and 

absenteeism. 

Effects of PA on child outcomes increase with 

multiple years of exposure to the program76–78. 
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Family component: trains caregivers with resources that 

parallel the classroom curricula to further reinforce the 

messages children are receiving at school. 

The PA helps establish media messages and civic 

engagement activities for the larger community in which 

the children live.  

Schools and 

homes in 

partnership 

(SHIP)79 

Parent, child 

 

School, family 

Targets high-risk children (aggressive behaviour 

problems or reading difficulties). Duration: 2 academic 

years. It includes parent training, a social behaviour 

intervention and reading instruction (12-16 sessions). 

First component: Contingencies for Learning Academic 

and Social Skills (CLASS). 

Second component: Dina Dinosaur Social Skills Program 

(under Incredible Years package): 2-hour after-school 

program using puppets and video tapes to model 

appropriate behaviour to children. Reading instructions 

component for students in general and additional 
instructions for students who are non-readers in the 3rd 

and 4th grades. 

SHIP was assessed in North America, among 

European-American and Hispanic children (in 

English and Spanish). Reduced aggressive or  

anti-social behaviour, particularly for children 

with early aggressive behaviour problems. It 

improved reading abilities as well80,81. 

 

 

NIDA divides the childhood development into: i) Prenatal period; ii) Infancy and Toddlerhood (0 to 3 years); iii) Preschool (3 through 6 years) and 

iv) Transition to elementary school (6 through 8 years) 
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