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A Framework for Understanding “Evidence” in Prevention
Research and Programs1,2

Sheppard G. Kellam3,4,5,6,7 and Doris J. Langevin4

This report provides a multidimensional framework for understanding the meaning of evi-
dence in prevention science. Six themes comprise the framework, each with impact on the
meaning of evidence. (1) There are rigorous prevention scientific strategies now in use; each
has shared but also unique requirements for the meaning of evidence. Some are directed at
individuals, others at small social contexts, others at larger societal structures. (2) The phases
of prevention research have shared but also unique requirements for evidence. These include
efficacy, effectiveness, sustainability, going-to-scale, and sustaining programs systemwide. (3)
Prevention programs address different segments of the population defined by levels of risk:
the total population; a smaller subpopulation at increased risk; or a still smaller subpopulation
at very high risk. The levels influence the meaning of evidence. (4) Economic analysis and
economic evidence must become a central part of prevention research. These are needed for
appropriate policy decision making and for assessing long-term benefits. (5) Collaboration
is required for rigor in prevention research: including researchers, but also policy makers,
program advocates and leaders, and community and institutional leaders. Broad ownership is
critical for implementing rigorous research and for sustaining program fidelity. (6) Acceptance
of a multidimensional framework for understanding “evidence” is essential across those agen-
cies and institutions that carry out and/or use prevention science. The more widely the vision
of the prevention field is shared, and the more the various qualities and rules of evidence are
accepted and implemented, the better the quality will be of prevention research and programs.
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INTRODUCTION

This report is addressed to prevention admin-
istrators, advocates, policy makers, and scientists. It
attempts to form a foundation for a shared multidi-
mensional framework for understanding the meaning
of evidence in prevention research and programming.
There is a fundamental need for rigor in developing
and testing prevention programs, including their ap-
plication into different cultural and social environ-
ments. Considerable work has been done outlining
criteria for rigor in evaluation of prevention programs
(Elliot, 1998; Greenberg et al., 2001; Mihalic et al.,
2001; Mrazek & Haggerty, 1994; Muller & Mihalic,
1999; Biglan et al., in press). These important efforts
indicate that there is a prior need to examine the pre-
vention research and program field and to establish
a broad framework for understanding the evidence
needed for different research questions. This report is
not an effort to list criteria, but rather to make such
a framework that would be useful to the variety of
stakeholders who need to evaluate evidence.

There is no single “gold standard” for judging
prevention programs. The quality and kinds of evi-
dence depend on issues such as the research question
posed, the kind of research strategy employed, the
phases of prevention research, and the population or
subpopulation targeted. This report is about such a
framework that must be understandable and useful
to the audiences cited above, all of whom need to
participate and “buy in” to the definitions. Rigor will
require not only that scientists who know how to de-
sign and test programs participate, but also that those
who make policy, administer programs, advocate for
evidence-based prevention, and lead constituencies at
the community level must participate. All must under-
stand the meaning of evidence. Random assignment
at the individual, classroom, and family levels is not
possible without community leaders and parents who
allow their children to be so assigned. At the broader
environmental level, passing prevention laws, such as
age limits on purchasing liquor and testing their im-
pact, is not possible without the participation of lead-
ers of constituencies.

CONSEQUENCES OF ADVANCES
IN PREVENTION SCIENCE

Since the mid-1960s scientists have generated
considerable knowledge about early factors that in-
crease the risk of later mental and behavioral prob-
lems and disorders (Davis, 2002). These problem out-

comes include aggressive and violent behavior; con-
duct disorders; antisocial personality disorder; de-
pression and major depressive disorder; high-risk be-
havior; sexually transmitted diseases; and alcohol,
drug, and tobacco abuse. Many of the same an-
tecedents of the public health problems are also highly
predictive of school failure; and, indeed, poor achieve-
ment is itself a risk factor not only for school failure
but, combined with other risk factors, for these prob-
lem outcomes. Some of the risk factors have been
identified in the individual and others in the imme-
diate environments of family, classroom and school,
peers, and work place. Still other risk factors have
been found in the broader environment of commu-
nities, larger social and economic conditions, and as-
pects of cultures (Hann & Borek, 2001; Hawkins et al.,
1992a; Rutter, 1979; Sameroff & Seifer, 1990).

With this new knowledge, prevention investiga-
tors have used older concepts and methods from pub-
lic health as well as new ones specifically designed for
prevention studies. They have implemented rigorous
epidemiologically based designs and precise interven-
tions to test whether specific risk factors can be im-
proved and to determine whether the risk of the prob-
lem outcome is thereby reduced (Kellam et al., 1994;
Kellam et al., 1999). Some have addressed individuals;
others have been directed at small social fields such as
the family, classroom, peer group, or workplace; and
still others have been directed at broader environ-
mental contexts such as drinking prohibitions while
driving or age limits on purchasing tobacco. An in-
creasing number of programs have produced evidence
of reduction in risk and consequent reduction in the
problem outcome (Davis, 2002; Gottfredson, 2001).

These evidence-based programs, however, now
compete with many other programs that are not as
well tested—but marketed and sold anyway under
pressure of epidemic-level health and social prob-
lems. Increasingly, in light of this new knowledge
about effective programs, lawmakers—particularly
at the federal level—insist now that federal money
directed at alleviating mental, behavioral, and aca-
demic achievement problems be spent on “evidence-
based” programs, such as the following: The Safe
Schools/Healthy Students Initiative (2001), an interde-
partmental school violence prevention effort the Safe
and Drug-Free Schools Program (The Safe and Drug-
Free Schools and Communities Act, 1994); the No
Child Left Behind recent legislation (The No Child
Left Behind Act of 2001, 2002); and Build Men-
tally Healthy Communities, the SAMSHA/CMHS
prevention and early intervention grant program for
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children and adolescents from birth through 18 years
of age (Build Mentally Healthy Communities, 2001,
2002).

Even with the promise of well-tested programs,
major issues have arisen, centered on complex ques-
tions such as the following: How are policy makers to
learn about, understand, and judge the quality of the
new evidence? How are policy makers to know the es-
sential program elements so that they can fit evidence-
based programs to the cultural and economic context
in their communities where they must be responsive
to local politics and different priorities, values, and
economic realities? Prevention science itself is part
of the issue. Does current prevention research answer
the questions that policy leaders need answered? Pre-
vention stakeholders at all levels need not only clarity
in the meaning of “evidence,” but also a role in decid-
ing what kinds of questions are posed.

Many of the new programs address problems that
for the first time cut across multiple agency bound-
aries and missions. The advances in prevention sci-
ence, therefore, require far more collaboration across
agencies than ever before. The critical need for more
collaborative planning, administration, and commu-
nication makes it imperative to develop a common
understanding of the language and meaning of terms.
For community institutions to implement these new,
tested programs properly, community stakeholders
must understand the research criteria; and the ques-
tions addressed by researchers must be relevant to the
needs and goals of policy makers, administrators, and
local community leaders. The language, criteria, and
requirements of all stakeholders need to be identified,
understood, and synthesized into an inclusive frame-
work to serve both their common and their unique
needs.

STAGES OF THE SAMHSA/CMHS PROJECT

The Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA), Center for Men-
tal Health Services (CMHS) awarded a contract to
the Society for Prevention Research (SPR) to ex-
plore the issues involved in this problem. The mission
of SAMHSA/CMHS is to facilitate the high-quality
implementation of tested, effective prevention pro-
grams in communities throughout this country. The
agency wanted the product not to be a list of stan-
dards of evidence, but rather to be an identification
of key issues in reaching and adopting a rigorous, sci-
entifically valid consensus about evidence, a prod-
uct that local communities and other stakeholders

could accept and share. This contract involved sev-
eral stages: (1) individual consultations with a variety
of prevention researchers, community stakeholders,
and Federal administrators; (2) an intensive all-day
Roundtable group discussion; and (3) preparation of
this report.

This report is about broadening our vision of the
meaning of evidence in the prevention field in all its
multiple levels of activity and about pointing to the
next stages of work in understanding rigor in research
and in implementation. The report is not a “proceed-
ings,” but rather an integration and development of
a framework that has been greatly informed by a set
of collaborators and consultants from the groups of
stakeholders noted below.

Stage I: Individual Consultations

In the first stage of the project, the authors con-
sulted with 31 individuals from 20 federal agencies and
9 nonfederal institutions who are centrally involved in
prevention. The consultants included people in a va-
riety of administrative, policy-making, advocacy, and
research roles.

To select consultants to participate, SPR Stan-
dards of Evidence Committee members identified
federal agencies, foundations, advocacy organiza-
tions, and professional organizations that select and
disseminate information about evidence-based pre-
vention practices across disciplines. These individuals,
identified through informal networks, were asked to
participate in this process as individuals, not as rep-
resentatives of their organizations or disciplines. This
approach promoted discussion and reporting of this
critical topic free of political and, perhaps, other pres-
sures representing a specific discipline, organization,
or entity.
Questioning focused on three main areas:

1. What criteria do you use to determine
whether preventive interventions can be clas-
sified as evidence based?

2. What are the major issues inherent in reach-
ing and adopting a consensus about standards
of evidence in classifying preventive interven-
tions in the field of mental health?

3. What challenges are faced when consistently
applying these criteria over time?

SPR staff spoke with the 31 prevention re-
searchers and practitioners about what evidence
means and what type of evidence is needed to
carry out their respective missions. Then, to ensure
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accuracy, the staff sent the summaries of the responses
to the consultants for their review. Excerpts from vali-
dated consultations were organized by being grouped
under each of the three main areas of focus. Informa-
tion from the consultants was then organized and sum-
marized under a set of tentative themes that emerged;
a Discussion Document was then distributed prior to
the Roundtable. The themes remained open to elab-
oration and revision at the Roundtable. The authors
and SPR staff were active participants in both the
pre-Roundtable summarizing and interpreting of the
themes. Theme 1 was, in fact, presented by the first
author at the beginning of the Roundtable to provide
a background of prevention science for the all-day
discussion.

Many consultants used the term “evidence-
based” interchangeably with other terms, such as
“research-based,” “science-based,” “effective,” and
“efficacious.” The majority used the term “evidence-
based” either to describe an entire preventive inter-
vention or to explain single components of an inter-
vention. Some consultants indicated that the term was
used inconsistently in their organizations. Only a few
consultants used written criteria guiding the use of the
term.

Stage II: One-day Roundtable Meeting

The second stage of the project involved a
daylong roundtable meeting. The SAMHSA/CMHS
“Roundtable on Shared and Unique Perspectives of
Evidence-Based Prevention Practices” convened in
October 2001 in Washington, DC. To assist in the
exploration of the issues involved in this problem,
consultants assembled not to define a single, narrow
standard of “evidence-based” but rather to share with
each other their individual perspectives; to begin to
speak about an inclusive, shared, multilevel frame-
work for understanding how to think about evidence;
and to guide the next generation of research and pro-
gram implementation—all of this with high levels of
scientific rigor.

The processes of the Roundtable were to do the
following:

1. Discussion of individual perspectives—as well
as the tensions associated with feeling ex-
cluded, or not listened to, by individuals hold-
ing other perspectives.

2. Analyzing the potential fit of each perspective
into an integrated, shared, multilevel frame-
work.

3. Provision of the structure and substance of this
report.

Stage III: Report

The third stage was preparing this report. The
authors summarized and integrated information from
the initial expert consultations and the group discus-
sion, and submitted a draft for review by consultants,
members of the SPR Standards of Evidence Commit-
tee, and SAMHSA/CMHS staff.

In writing this report, the authors have drawn in-
ferences from the individual consultations and, partic-
ularly, from the Roundtable discussion. As stated, the
authors were not neutral observers in the Roundtable
discussions; this report includes elements of the au-
thors’ thoughts and participation as members of the
Roundtable and the entire process. The first theme
(discussed below) summarizes the first author’s pre-
sentation of the main strategies of rigorous prevention
research currently in use. This variation in strategies is
a fundamental influence on what is meant by evidence
in prevention research. This broad understanding of
the prevention research field was essential as a starting
point for the Roundtable discussion. The 31 consul-
tants and members of SPR’s Standards of Evidence
work group have had extensive opportunity to review
drafts, and their elaborations and corrections are in-
corporated as accurately and as completely as possible
in this final report.

MULTIDIMENSIONAL FRAMEWORK FOR
UNDERSTANDING EVIDENCE

Six themes emerged from this interactive process.
Each theme is viewed as a main parameter of the
emerging multidimensional, inclusive framework—
a shared vision of how to think about evidence in
prevention research and programs. Together the six
themes can serve as a foundation to enable all lead-
ers in the prevention research and services fields
to communicate and collaborate more effectively.
Research studies reported in the literature, policy
studies, and administrative guidelines—indeed all
communication among all players—should find in this
emerging framework a shared way of understand-
ing, communicating, and using the important new op-
portunities in prevention. We have summarized each
theme below and have then elaborated on each theme
with information from the individual and Roundtable
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discussions and from the later responses to drafts.
The six themes, summarized here, are as follows:

1. A set of prevention research strategies
are currently in use. At least four major
prevention-research strategies can be identi-
fied. Some are directed at strengthening indi-
viduals; others are directed at strengthening
smaller social contexts such as family, class-
room, and peer group; still others are di-
rected at the larger social environments such
as cities, states, and national policies. These
strategies share some aspects of definitions
of evidence, but they also retain important
unique aspects.

2. The distinct phases of prevention research
have unique definitions for evidence. Each
phase of rigorous prevention research has
its own rules of evidence. Efficacy trials test
whether the intervention works under opti-
mal conditions. Effectiveness trials test, under
ordinary, real-world conditions, for whom, in
what circumstances, and at what cost the inter-
vention works. Sustainability trials test what
political and training structures are needed
to sustain good practices and what the cost
would be. Going-to-scale trials test models for
operationalizing the program broadly in the
community or institution and the cost of these
models. Sustainability systemwide trials test
models to maintain and monitor the quality
of systemwide implementation over time.

3. Prevention programs address different seg-
ments of the population regarding levels of
risk. Prevention programs can be directed at
the total population, subpopulations at some-
what greater risk, or smaller subpopulations
at very high risk. The two subpopulations at
increased risk are nested within the total pop-
ulation whereas those who are already in need
of remedial treatment are a yet smaller part
of the total population. Each type of preven-
tion program involves different intervention
strategies and entails both shared and differ-
ent kinds of evidence.

4. Economic analysis must become a central
part of prevention research. The cost of pro-
grams is essential information—a necessary
part of evidence. Cost-effective studies are
needed to make good decisions about what
to implement in each phase of prevention re-
search and program implementation. Cost-

benefit studies are needed to assess long-
term benefits compared to the absence of
programs.

5. Collaboration is required at all levels among
researchers, policy makers, program advo-
cates and leaders, and community and institu-
tional leaders. Collaborative partnerships are
required if the research evidence produced is
to be rigorous and useful. These collabora-
tions are critical if the evidence is to be max-
imally useful, not only for testing, but also
for decision making to implement and sustain
programs and to go systemwide in specific lo-
cal communities. Collaborative partnerships
are necessary for sustaining fidelity to the
original evidence-based program whereas at
the same time necessary cultural adaptations
to reflect the needs and realities of the local
social and political environment.

6. Acceptance of a multidimensional frame-
work for understanding “evidence” will re-
quire increasing the participants. The cir-
cle of participants involved in forming this
framework must be enlarged to advance the
process of debate, correction, and integra-
tion of prevention science perspectives into
a broad, inclusive, shared multidimensional
framework. Prevention science is not the iso-
lated province of scientists, but can usefully
include administrators and practitioners of
prevention programs, whose experiences can
enrich and inform research questions and
methods and can contribute even to the the-
oretical frameworks guiding the research. A
broad circle of participants is necessary even
at the level of efficacy studies and increas-
ingly necessary as the research moves beyond
efficacy to include institutionalizing and sus-
taining good practices. The more widely the
vision of the prevention field is shared and
the more broadly the varied qualities and
rules of evidence are disseminated, under-
stood, and discussed, the better will be the
quality of prevention research and programs
in communities.

PREVENTION RESEARCH STRATEGIES

The first author opened the Roundtable with
a presentation of four rigorous prevention research
strategies now in use by members of SPR (Kellam
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Fig. 1. Integrating prevention-science strategies.

2000). Each strategy has well-defined rules of evi-
dence; some rules are unique to one strategy, and
others are shared across strategies. A centrally impor-
tant shared criterion of evidence is the need for epi-
demiological grounding of the prevention research,
that is, defining the population under study to know
for whom and under what circumstances the program
works or does not work. The four strategies are illus-
trated in Fig. 1 and described below. There is an impor-
tant fit between each prevention-research question
and the best-suited strategy. The arrows indicate the
need for integration among the strategies in the next
stage of prevention research. All four strategies, and
others not yet invented, will be needed to strengthen
the impact of prevention programs on many specific
problem outcomes.

The prevention strategies require quantitative
methods of analysis to illuminate the complexity of in-
fluences on both the target risk factor and the determi-
nants of the problem outcome. Qualitative methods
in future research, coupled with quantitative meth-
ods, can help elaborate the processes of risk and
prevention.

Developmental Epidemiology

The developmental epidemiology prevention
strategy requires discovering specific risk factors in
the individual or in the environment or in both at
an earlier stage of life (Kellam et al., 1994, 1998,
1999). Researchers then aim a preventive interven-
tion at this earlier, or “proximal,” risk factor. They
determine whether the risk factor has improved and,
if so, whether the later, more distal target has im-
proved as a consequence along the course of devel-

opment. Aggressive, disruptive behavior in the school
and classroom as early as first grade is an example of
an early risk factor, at least in western, industrialized
cultures. Prevention programs as early as first grade
have addressed such behavior in the family (for ex-
ample, through improving parenting skills) and in the
classroom (for example, through improving teachers’
classroom management and their tools for teaching
children how to be students and classmates). Long-
term impact on later drug use and conduct disorders
has been found well into middle school and into the
adult transition (Greenberg et al., 2001; Gottfredson,
2001; Hawkins et al., 1992a; Kellam et al., 1994, 1998;
Olds, 1997; Tremblay et al., 1995; Webster-Stratton,
1998).

Because the preventive intervention is intro-
duced at an early stage of the life course by using the
developmental epidemiology strategy, analyses must
assess reduction in risk over protracted periods of
time. This assessment requires measuring outcomes
over developmental life stages from the point of in-
tervention to the periods when the distal target would
be manifest. Rules of evidence require epidemiolog-
ical grounding, that is defining and carefully describ-
ing the population to enable researchers to determine
the results for identifiable populations and conditions.
Investigators then apply the intervention, for exam-
ple, to individuals, classrooms, or families randomly
assigned to the intervention or comparison groups.
Then both groups, intervention and comparison, are
followed over sufficient periods of the life course
with sufficient numbers of participants and observa-
tion points to determine whether the risk of the dis-
tal problem has been reduced. It is then possible to
see the overall impact, for whom and under what cir-
cumstances the intervention works (Eddy et al., 2000;
Hawkins et al., 1992a; Kellam et al., 1994, 1998; Olds,
1997; Tremblay et al., 1995). Future studies using this
strategy may be directed at early antecedents of the
more rare disorders, such as bipolar or schizophrenic
disorders, as more is learned about their earlier risk
factors.

More Immediate Risk

In the more immediate risk prevention strategy,
the intervention is directed at a proximal risk factor
much closer in time to the distal problem outcome.
An example is helping children as they enter middle
school to develop social skills to resist peer pressure to
be aggressive or delinquent or to use tobacco or other
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drugs. In these examples, the time period between
proximal target and distal outcome is much shorter
than in the developmental epidemiological strategy
(Botvin & Griffin, 1999; Botvin et al., 1999).

The necessity to define the population epidemi-
ologically to specify for whom and under what condi-
tions the intervention is beneficial is the same as in the
developmental strategy. However, the time and fre-
quency of measures between proximal target and dis-
tal outcome are dramatically shorter. Randomization
is very important. The analytic strategies are more
focused on the immediate or shorter-term outcomes
with less emphasis on long-term development be-
tween the proximal-targeted risk factor and the distal-
targeted problem outcome. As more is learned about
the early risk factors or antecedents of schizophrenia,
suicide, or bipolar disorders, this strategy might be
used to reduce the risk in the immediate context, as
well as in the much earlier risk contexts of the devel-
opmental epidemiological strategy.

Community Prevention

The community prevention strategy focuses on
the community as a whole by using multiple inter-
ventions such as media, enforcement of local laws,
school-based education programs, and community or-
ganizing. Preventing tobacco use by adolescents has
been a target of such research, for example. Here the
community, rather than individual teens, is the unit of
interest. Campaigns to induce merchants not to sell
tobacco to minors, social-skills training for teens, and
media campaigns are all conducted to reduce the inci-
dence of new teen smokers and the prevalence of teen
smoking. This strategy also requires epidemiological
definition of populations, but otherwise the research
designs are different in several respects. The effects
of these intervention trials have often been evaluated
through randomized trials in which communities are
matched and interventions are carried out in one set
compared to the standard or nonintervention condi-
tion. In the case of interrupted time series designs,
pairs of communities are randomly assigned; inter-
ventions begin in one of two matched pairs; and a
period prior to intervention is used to acquire further
data on the natural course of the prevention target.
The postintervention period is compared with that in
the preintervention and with the other member of the
community pair as well (Biglan, 1995; Biglan et al.,
1996; Pentz, 1999, 2000; Voas et al., 1997; Wagenaar
et al., 1999; Wagenaar et al., 2000).

In future studies this strategy could be tested in
suicide prevention by alerting the community and its
institutions to the importance of depression and sui-
cidal expression in teenarsge and older people. More
research is needed about how to increase the sensitiv-
ity of community members to detect and intervene in
potential suicidal attempts. Effective means for such
community programs and the measure of their effec-
tiveness must be developed.

Community/Societal

The community/societal prevention strategy con-
cerns broader environmental policy testing, such as
the potential reduction of automobile fatalities if laws
are passed limiting alcohol use by drivers. The re-
search designs are different from those of the other
three strategies, but the strategy still requires epidemi-
ological definition of the population. Known associ-
ations between a target risk factor and the problem
outcome are included in computer models that also
include lesser known associations with the problem
outcome. The impact of the computer modeling pro-
vides probabilities of the level of impact that an inter-
vention would produce. Drinking while driving, for
example, has a known rate of risk for highway fatal-
ities. More stringent enforcing of the law has been
studied in terms of its likelihood of increasing the im-
pact of the law on alcohol-related fatalities. Publishing
the names of those convicted has also been estimated
in regard to its impact on fatalities (Hingson et al.,
1996; Holder, 1999; Holder et al., 1997, 2000). Future
studies using this strategy can be conducted to test the
impact of policies or laws requiring workshops for di-
vorcing parents to help them learn how to prevent
mental and behavioral problems in children. Policies
requiring immunization of first-grade children are al-
ready the law in almost all local school districts. Such
policies could be extended to require that teachers
and parents workshops with when children start first
grade. Such workshops would offer strategies to help
parents and teachers form partnerships to improve
children’s adaptation to school and to prevent con-
duct problems and school failure.

How does this variation affect the meaning of
evidence? In summary, some aspects of the mean-
ing of evidence vary as a function of the prevention-
research strategy whereas others are shared across
these strategies. First, we consider the shared aspects.
All four strategies are epidemiologically based; that
is, the populations must be defined to measure the re-
duction of incidence rates, which is what prevention
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is about, and to determine for whom under what
conditions the results pertain. All four strategies re-
quire substantial partnerships among the researchers
and the target population with its institutions. The
partnerships involve local communities in the first
three strategies and partnerships with broader po-
litical structures in the fourth. In all of the strate-
gies, the strongest evidence will involve comparisons
between the new program and the existing or stan-
dard program, most often involving some form of
randomization.

The research designs for the four strategies re-
quire understanding the somewhat different crite-
ria for the quality of evidence needed to determine
the level of rigor with which the study was con-
ducted. The developmental epidemiology and more
immediate risk strategies require random assignment
at the individual level, or at least at the small con-
text level, such as the classroom or school. In the
community prevention strategy, communities are ran-
domly assigned. In the community/societal strategy,
randomization may be used along with or supplanted
by computer-simulation modeling. The next stage of
prevention-research analyses of data from all four
strategies must increase the emphasis on variation
in impact, not just the average effect on the target
population. Such a focus will inform us about the fol-
lowing in the population: (1) whose risk is improved,
(2) whose risk is not improved, (3) the circumstances
under which the risk is or is not improved, and (4) what
is needed for correcting and expanding impact.

Thus far in the practice of prevention research,
quantitative data have been the main focus. In the next
stages, eliciting qualitative data and data from practi-
tioners can be integrated usefully into the strategies.
Quantitative and qualitative methodologies involve
different but complementary procedures. The quanti-
tative methods are essential in assessing the mediating
and moderating processes and their malleability in the
face of a preventive intervention. To enrich our under-
standing of the processes, the qualitative methods can
elaborate and inform us about the more complex pro-
cesses of prevention. Qualitative methods can make
a vital contribution to new hypotheses as well.

Each of the four strategies addresses either dif-
ferent risk factors or the same factors at different
times in the life course. But each risk factor carries
an attributable risk, that is, the strength of associa-
tion of the risk factor to the problem outcome. Each
intervention may reduce a part of the specific target
risk factor, known as the prevented fraction (Kellam
et al., 1999). To maximally reduce the incidence of dis-

orders and maladaptive behaviors, the task in the next
generation of research is to combine the prevention-
research strategies and to apply multiple-tested inter-
ventions at multiple-target risk factors.

PHASES OF PREVENTION RESEARCH AND UNIQUE
DEFINITIONS FOR EVIDENCE

The concept of phases in prevention research
is an old one in public health and over the last two
decades has been usefully applied to the mental, drug
and alcohol, and behavioral prevention field (Flay;
1986, Holder et al., 1995, 1999; Mrazek and Haggerty,
1994). Often shown as a cyclical process, with each
phase informing the next generation of trials, the ver-
sion we discuss here is simplified to illustrate the main
point: each phase requires its own criteria for ev-
idence and its own research design. As in the dif-
ferent research strategies described in Theme 1, all
phases must be epidemiologically based so that we
can consider what social and cultural population and
context we are discussing; and so that we can ob-
serve the variation in the results without sampling
bias. All of these phases are preceded by the research
on antecedents, risk and protective factors, that play
a role in the etiology of the problem outcome. These
become the targets of the prevention intervention
study. For some of the investigators cited earlier, that
preintervention phase is the first listed in their phases
schema. Epidemiological study of risk factors in spe-
cific communities, even in this preintervention stage,
can allow precise definition of a community’s pro-
file of needs and the consequent prevention strate-
gies needed (Hawkins et al., 1992a). The five phases
in this version are efficacy, effectiveness, sustainabil-
ity, going-to-scale, and sustaining systemwide (see in
Fig. 2.) The phases have different roles in both pre-
vention science and prevention programming.

Phase 1: Efficacy

In the efficacy trial the question addressed is
whether the intervention being tested produces
beneficial impact under optimal conditions of imple-
mentation and scientific rigor. Participants or social
units are selected so that minimal variation is allowed
that might interfere with interpreting results. The
implementers are often highly trained professionals,
and the conditions are regulated to provide the clean-
est data as to impact. Often specially trained teachers,
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Fig. 2. Phases of prevention research.

social workers, nurses, educators, or psychologists
with advanced training are employed as imple-
menters rather than individuals who ordinarily serve
in the role of implementer, such as typical classroom
teachers.

Phase 2: Effectiveness

Effectiveness trials are the next phase in which
the intervention is tested in normal conditions like
those in which the intervention may be employed if
proven effective. Rigor of designs also plays a major
role, except that the variation in conditions and qual-
ity of implementation are measured and taken into
account in the analyses, rather than avoided as in the
efficacy trial phase. The researchers train those who
are to be the regular implementers if the program
is adopted, such as classroom teachers. Measures of
variation in the quality of implementation is an essen-
tial component in the analysis of impact. Variation in
implementing the intervention is expected to occur,
and this variation itself can demonstrate how to train
for and maintain effectiveness. The variation in qual-
ity of implementation also informs the researcher on
how much and in which components such variation
may be present and still allow good impact from the
intervention. This phase reveals for whom and under
what conditions the intervention works. Also in this
phase, researchers follow up the population for longer
term impact.

Phase 3: Sustainability

Overwhelming evidence indicates that the fi-
delity of implementation of the intervention will not
be sustained unless the social and political support is
strong and the training and mentoring is adequate (see

Hord, 1990, for a good review). In the sustainability
phase, researchers follow up the implementers with
a view to determine whether the training and sup-
port structures developed for the effectiveness trial
can work to sustain the good practices by the imple-
menters over the next cohorts of the population. Re-
search designs are just now being developed to apply
rigorous tests of different models of social and polit-
ical structure and models of mentoring and training
that are required for sustaining high-quality imple-
mentation. Instead of following the participants over
time as in the effectiveness trial, we follow the imple-
menters over subsequent cohorts of participants to
measure the sustaining of high-quality practice.

Phase 4: Going-to-Scale

In the going-to-scale phase, methods of training
and support are designed and tested to implement the
intervention systemwide (for example, throughout an
entire school district) to determine how well the pre-
vention program can be implemented across the sys-
tem. The field of operations research may have much
to offer and can address the following questions: In the
case of school-based programs, for example, where
the teacher or others in the school building are the im-
plementers, how should the school district train all the
implementers? What kind of training should be given?
Should all teachers be given two weeks of training
during the summer? Should mentors such as master
teachers be employed to provide support throughout
the year? What social and political support structures
are needed?

Phase 5: Sustaining Systemwide

Once a program has been adopted systemwide,
this phase determines how to maintain the program,
what structure and training procedures are needed
to maintain high-quality practices systemwide. This
phase also addresses the following questions: What
kind of monitoring is most useful? What kind of con-
tinued mentoring is necessary? Who should conduct
this mentoring? The research rigor required to answer
these and other questions has only recently begun to
be addressed and is a current frontier in prevention
research, along with sustainability and going-to-scale
trials.

Progress in prevention science has been greatest
in the preintervention phase and in the efficacy and
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effectiveness trial phases. The sustainability, going-to-
scale, and sustaining systemwide phases are in need
of just as much rigorous testing as the first phases.
The prevention research strategies described earlier
in the first theme must be applied and altered to ac-
commodate these later phases, and new strategies for
rigor must be developed. The current political climate
places these later phases of prevention science and ap-
plication in limbo regarding responsibility for funding
the research, applying new tested programs, and train-
ing new investigators and administrators to carry out
the later phases. The role of federal funding for re-
search has generally stopped short of funding these
later phases, with some signs of progress in initiatives
and ways of conceptualizing prevention services re-
search. Certainly, collaboration among National In-
stitutes of Health with each other, with the SAMHSA
agencies, and with the leaders of state and local com-
munities will be more necessary as we progress in
these later phases of research and application.

The phases are cyclical: what is learned from each
phase should inform the next generation of trials. The
variation in effectiveness, the variation in sustaining
high-quality practices, and the problems encountered
in going-to-scale and in monitoring systemwide pro-
grams all feed back to the next generation of designing
interventions to correct the difficulties encountered
in each phase and to strengthen the impact. Within
each phase, the criteria of evidence need to be de-
fined by considering institutional, gender, and cultural
influences on variation of impact. All of the phases
require systematic comparison, testing whether a
structure and training methods of sustainability,
going-to-scale, or sustaining systemwide are effective.

Discussion

Practitioners who participated in the Roundtable
elaborated on the above discussion regarding the
phases of prevention:

1. Practitioners will not automatically under-
stand and benefit from this or the prior frame-
work regarding prevention science. Some-
times community leaders purchase programs
driven more by good marketing than by
good science. Broadly disseminating these
concepts in a clear and comprehensible way
can help increase practitioners’ understand-
ing and serve to counter marketing influences
at the community level for unscientifically
based products.

2. Defining the criteria for evidence within each
phase of prevention research and practice
would allow for progress in developing a
broad understanding of evidence.

3. Because of the lack of research fund-
ing beyond effectiveness trials, determining
whether and how outcomes are sustained and
transferred to multiple environments (such
as diverse communities) may not be possi-
ble. Both federal and private funding sources
pay analysts to do effectiveness research, but
they do not as yet pay for follow-up efforts,
for example, to see how teachers can be sup-
ported to sustain their new preventive prac-
tices. Funding agencies also typically do not
fund research programs to scale up. These
latter phases of prevention research must be
brought into focus and must develop the rig-
orous research designs and institutional part-
nerships needed for the entire set of strategies
and phases.

ADDRESSING DIFFERENT POPULATION SEGMENTS
AND LEVELS OF RISK

For many in the prevention field in recent years,
the older terminology—primary, secondary, and
tertiary levels of prevention—has been replaced
(Mrazek & Haggerty, 1994). The newer names,
discussed here and illustrated in Fig. 3, reflect clear
segments of the population as well as levels of risk.
The largest circle represents the total population.
The preventive interventions directed at the whole
population of interest are universal interventions

Fig. 3. Prevention for three levels of risk.
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(see, for example, Greenberg et al., 1995; Hawkins
et al., 1992b; Kellam et al., 1994; Olds et al., 1997;
Stoolmiller et al., 2000). Public-health examples of
universal programs include chlorinating the total
community’s drinking water and vaccinating the
total community population against polio. Passing
laws governing the minimum drinking age has been
shown to reduce youth drinking as well as injury
and death rates. Lowering the legal blood alcohol
concentration level for drivers of all ages has been
shown to reduce fatal traffic accidents (Chaloupka
et al., 1993; Forster et al., 1998; Holder & Wagenaar,
1994; Wagenaar & Toomey, 2000; Wagenaar et al.,
in press).

The portion of the population in the next smaller
circle represents those at somewhat increased risk;
the preventive interventions directed at that portion
are selective interventions. For example, programs to
forestall the impact of divorce on children have been
developed and tested by the Arizona State Preven-
tion Research Center (Lengua et al., 2000; Sandler
et al., 2000; Wolchik et al., 2000). Those in the inner
circle represent individuals at greater risk; the preven-
tive interventions directed at this smallest portion are
indicated interventions. The multisite Fast Track pro-
gram is an example (Bierman et al., 1996; McMahon &
Greenberg, 1995).

Discussion

All three levels of prevention programming have
a major role, some as independent programs aimed
at specific risk, such as children of divorce or chil-
dren of depressed parents. At the community level,
planners of prevention and treatment services need
to know the levels of risk for assigning individuals to
which level of prevention and treatment. This prob-
lem of determining the required level of prevention
or treatment remains a major research and services
issue. For example, a question such as the following
would need to be addressed: How much aggressive,
disruptive behavior should be required for linking a
child to a selective or indicated program?

A decade ago, before the randomized field trial
results were known, researchers generally believed
that universal interventions were likely to affect the
lower risk persons whereas the higher risk were
in need of more intensive interventions characteris-
tic of selective or indicated programs. The results,
surprisingly, did not support this idea, with the uni-
versal programs revealing higher impact among the

initially higher risk portion of the population. For ex-
ample, Olds et al. in the Nurse Visitation program,
Reid et al. in the Linking the Interests of Families
and Teachers (LIFT) program, Kellam et al. in the
Baltimore program, and others found the main im-
pact of the universal program being tested among
the high-risk subpopulation within the total popula-
tion (Olds et al., 1994; Stoolmiller et al., 2000; Kellam
et al., 1994). Stand-alone selective or indicated inter-
ventions are needed. These findings have supported
the idea that the first step in the process of devel-
oping prevention and treatment services for a com-
munity is to develop universal interventions. Those
who need more services, then, are revealed by not
responding to the universal program. Selective inter-
ventions are then designed for those situations and
individuals requiring more help; these selective in-
terventions are backed up by indicated interventions
for those who need still more help. These three lev-
els of risk and preventive interventions are followed
by specific treatment for those who do not respond
to the three levels of prevention. For example, chil-
dren who are aggressive despite a well-implemented
universal program in the classroom might be aided
by a selective intervention; another smaller portion
of that group of children who still display aggression
might receive an indicated prevention program. Be-
yond these three levels of prevention, various treat-
ment levels might be appropriate for those children
with diagnosable disorders, such as conduct disorder.
On the other hand, programs for children whose par-
ents are divorcing or those born to genetically at-risk
families could well benefit by distinct selective or in-
dicated programs specifically directed at those risk
factors.

The rates of incidence reduction can be calcu-
lated within each level of risk or for the entire pop-
ulation. The research design will vary by level of
risk. Prior to the Roundtable discussion, individual
consultants responded to the following questions re-
garding levels of risk. Does your agency or organiza-
tion primarily use the universal, selective, indicated
prevention terminology, or another model? Is relapse
prevention included in your framework? Is delay of
onset included in your framework? Approximately
half the consultants reported using the universal, se-
lected, and indicated prevention framework that was
introduced into public-health literature by Gordon
(1983) and later reported in the Institute of Medicine
report (Mrazek & Haggerty, 1994). Many agencies
and institutions include relapse prevention, and most
include delay of onset in their prevention language.
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Some consultants reported using the primary, sec-
ondary, and tertiary framework or a combination of
both frameworks. Others use environmental preven-
tion strategies or public health frameworks such as
those described in either the publication Priorities
for Prevention Research at NIMH (National Advi-
sory Mental Health Counsel Workgroup on Mental
Disorders Prevention Research, 1998) or the model
that views prevention as part of a larger strategy
to promote health and wellness, as described by
Weissberg and Cowen (reported in Cicchetti et al.,
2000).

NEED FOR ECONOMIC ANALYSIS
IN PREVENTION RESEARCH

Economic analysis must become a central part
of prevention research. Economic analysis of costs,
cost-effectiveness, and long-term cost-benefit preven-
tion programs are needed in all prevention research
strategies, in each phase of prevention research and
program implementation, and for all levels of risk.
The decision to adopt a program requires informa-
tion, certainly, about its acceptability to the commu-
nity and the impact expected. However, a major ad-
ditional factor is the cost of achieving the anticipated
level of impact. The following questions need to be ad-
dressed: What are the costs of the prevention program
in dollars? How does the cost of the new program
compare to the cost of the current program? What
are the long-term benefits in other broader spheres of
life of conducting the program compared to not con-
ducting it ? Given a specific, limited budget to address
a problem, decision makers and other stakeholders
consider the economic analysis to be as important as
the measures of effectiveness. Program costs coupled
with the likely impact of the program are required to
gain legislative, political, and administrative support.
Lack of data on costs and cost offsets impede preven-
tion research and implementation of effective pro-
grams. The research on how to make valid estimates
of costs, cost-effectiveness, and cost-benefit are ad-
vancing rapidly, but remain important frontiers in sci-
ence. The economics of prevention is a major area for
urgent development of scientific methods. Calculating
costs is fairly straightforward; cost-effectiveness is not
as difficult as cost-benefit. Research on economic ana-
lytic methods must have a high priority among funding
agencies; and economic analysis must have a constant
role in doing all phases and strategies in prevention
research.

Discussion

The need for cost and cost-effectiveness data as
part of prevention program evaluation was vividly il-
lustrated by one consultant’s frustration about what
to do with the small allotment of money he had to use
for each school. How much benefit could he project
from each dollar spent on a particular program? Fund-
ing agencies rely on the research community to de-
velop study methods and to carry out studies on costs,
cost-effectiveness, and cost-benefit. High on the list
of issues raised from the community’s perspective is
the need to balance allocation of resources between
research and implementation. Strategic evaluations
of the trade-offs are needed in designing evidentiary
standards. To underfunded communities struggling
with problems, every dollar invested in research is per-
ceived as a dollar that does not go into programs to
help residents. One consultant reported that the effect
of underfunding on one program was a streamlining
of program evaluation questions down to two: Who is
served? What services are provided? Instead of cut-
ting evaluation funds from measuring the most basic
of program functions, consultants concurred that ad-
ditional funds are critically needed to hire researchers
to find out how well the programs are working to
achieve their stated goals.

Because of inadequate or nonexistent data on
programs’ cost-effectiveness, insufficient financial re-
sources often impact an institution’s or community’s
ability to implement evidence-based programs effec-
tively. Cost-offset data would be persuasive to help
a community decide to pay up front the costs of pre-
vention, with evidence that the program’s benefits are
likely later to reduce the community’s costs in another
area. For example, a county’s educational funds spent
on an effective antibullying program may reap future
cost savings by fewer admissions into the county’s ju-
venile justice system.

Lacking cost and cost-effectiveness data, agen-
cies lack funds to award grants that encourage their
grantees to implement evidence-based programs in
their own settings in the way the programs were in-
tended to be implemented. Facts pertaining to the
cost-effectiveness of evidence-based programs must
be developed and disseminated to policy makers.
Without this essential information, policy makers con-
tinue to suffer gaps in knowledge that handicap their
agencies’ decision-making capacities.

All of the research phases of evaluating evidence-
based prevention programs must include economic
analysis of costs, cost-effectiveness, and cost-benefit.
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This high-priority area of research requires new re-
search concepts and methods.

Typically, agencies award prevention program
funding to communities and institutions in 3-year al-
locations. This 3-year grant cycle relates to cost issues:

1. The 3-year funding cycle leads to the impres-
sion that the job can be accomplished in 3
years—but most often that is not enough time.
So grant applicants oversell themselves to get
funding, but they cannot realistically achieve
all the proposed outcomes. A negative cor-
relate is that when preventive interventions
do not accomplish desired outcomes in such
short timeframes, the failures lend credence
to the belief that prevention does not work.

2. Many states function within time-limited or
closed funding cycles. These short cycles force
states to require short-term programs. In
this way bureaucracies create their own un-
intended barriers that prevent communities
from being able to demonstrate long-term re-
sults. In response to this limitation, one state
has initiated an open-ended funding cycle for
prevention and treatment, for which annu-
ally measured outcomes are designated for
grantees. As long as the outcomes are met,
grantees continue to be funded. This method
provides job security for program staff, a
sense of permanence within a community, and
the potential to be able to measure prevention
programs’ long-term results.

Another important economic cost required for
economic analysis is appropriate workforce develop-
ment. Several factors impact staffing for prevention
programs at the community level:

• Some program directors are more knowledge-
able about treatment than about prevention.
The cost of broadening their views is a very
important part of the costs of programming.
• High staff-turnover rates have a negative im-

pact on prevention programs as a result of the
costs of retraining and of the loss of continuity.
Therefore, evaluating whether the program re-
sults in more or less staff turnover is important.
• The cost of training and ongoing consultation

for program implementation often is inade-
quately assessed or funded; such an inadequacy
which can impact negatively on fidelity to the
original program.

NEED FOR COLLABORATION

Collaboration is required at all levels among re-
searchers, policymakers, program advocates and lead-
ers, and community and institutional leaders. Such
collaboration is to design and conduct preventive in-
tervention research and programs. Strengthening the
link between research and practice is critically impor-
tant. At the federal level, agencies responsible for de-
signing and implementing research agendas and pri-
orities need to collaborate with agencies responsible
for bringing the research results into practice. Topics
such as economic analysis, permissible cultural adap-
tations to programs, and alternative implementers of
programs must be part of the research agenda. Pro-
gram leaders require scientifically derived answers to
questions critically important to practical decisions on
which prevention programs to select for implementa-
tion in local communities and at the state level. Defin-
ing evidence and posing research questions are not
solely the role of the researcher; policy makers and
program administrators and advocates at all levels
must also inform that process. Input from all stake-
holders is necessary to bring research into practice
effectively, and all must know the degree of accept-
ability of the prevention program in local communi-
ties and for whom, under what circumstances, and at
what cost the prevention program worked. The scien-
tists, in other words, need these essential partners to
help them ask the right scientific questions in a rigor-
ous but culturally acceptable form.

Working through trust and developing true part-
nerships is an essential part of prevention science
and programming. Developing community and insti-
tutional partnerships enables prevention researchers
and program leaders to understand ethnic, gender,
socioeconomic, regional, and religious issues that af-
fect both research design and program implementa-
tion. These partnerships lead to all-important local
ownership of prevention programming and help to
translate research language into common language
to facilitate increased understanding of and support
for community prevention research and programs.
Rigorous research designs cannot be implemented
without the trust and collaboration of community
and institutional leaders. When operating under a
community and institutional board of leaders of lo-
cal constituencies, the leaders can communicate com-
munity values and priorities to researchers and pro-
gram implementers. In turn, these researchers and
implementers can facilitate understanding and accep-
tance by their constituencies. Greater understanding
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is needed about how risk factors vary in different
genders, social classes, and cultures and about how
the effectiveness of programs may vary within and
across cultural subgroups, social classes, and genders.
Partnerships among researchers and community lead-
ers are a prerequisite for carrying out this important
next stage of prevention research and for bringing
culturally appropriate programs to community pro-
gramming (Kellam, 2000).

A major priority in research on tested prevention
programs now involves their robustness when applied
to social and cultural contexts different from the orig-
inal testing site. A given program will not always work
the same in different cultural contexts or among dif-
ferent social classes or even with different genders.
Tested programs provide confidence that when they
are applied in similar settings with the same level of
fidelity, they will perform similarly. Communities are
calling for researchers to identify key components
within prevention programs and to conduct research
to distinguish which key components are essential in
producing the desired outcomes. By identifying these
key elements, community practitioners gain the flex-
ibility to select which elements are necessary in their
particular setting to prevent specific problems. This
knowledge and flexibility can help address the issue
of how much and in what ways an intervention can be
modified for cultural relevance without moving so far
from the original research conditions that the potency
of the intervention is lost.

Discussion

The theme of collaboration emerged follow-
ing the initial presentation on prevention research
strategies and continued through a good part of the
Roundtable discussion. The core issue was whether
researchers would include as full partners such other
stakeholders as program leaders, advocates, and prac-
titioners. An increased understanding of the issues in-
herent in conducting prevention research evolved as
participants listened and came to understand the ex-
periences and perspectives of one another. For some
participants, randomized control studies are neces-
sary for them to consider the science sufficiently rig-
orous to be called evidence based; others asserted
that the experience of program leaders and practition-
ers is vitally important in evaluating the likely impact
of a program. Respecting and maintaining both per-
spectives in a common framework for understanding
evidence was the strong emerging consensus. Stan-

dards of evidence need to meet the standards of rigor
defined by scientists, but in partnership with a spe-
cific community’s culture and program leaders’ and
practitioners’ experience with the intervention. The
standards need to be culturally and politically accept-
able to the community and its relevant institutions. In
short, evidence needs to be understood and accepted
by the people who will be affected by a program.

Some practitioners give limited credence to ev-
idence; they fear it would result in scientists telling
practitioners what to do and how to do it. Practitioners
point instead to their grassroots contacts and profes-
sional experience in mobilizing and understanding the
complexity of their communities. Practitioners may
claim that each community is unique and that a partic-
ular program is much more valuable than a published
study from a prestigious research journal to meet the
specific needs of their community. Timing contributes
to the debate. Science is typically slow moving, and
communities cope actively with problems that need
immediate solutions. Although scientists try to de-
termine what works and for whom, practitioners feel
they must move to assist people in immediate distress
and need.

Collaboration between prevention specialists
also must address the logistical, systemic, knowledge,
and attitudinal barriers that impede effective imple-
mentation of preventive interventions. Barriers in-
clude cultural differences, the way front-line practi-
tioners have viewed academics and researchers, and
the feasibility of conducting an intervention according
to a precise manual that, in the mind of its deliverers,
does not allow for flexibility or creativity.

DEVELOPING A MULTIDIMENSIONAL
FRAMEWORK FOR UNDERSTANDING “EVIDENCE”

The process begun in this project must continue
and participation widened in advancing the debate,
correction, elaboration, and integration of perspec-
tives into a broad, inclusive, multidimensional frame-
work for prevention research and programming. The
policy makers, scientists, advocates, and program ad-
ministrators who participated in this project began
with an awareness of their isolation from each other
and with the lack of understanding and consensus
among them about evidence-based prevention re-
search and programming.

Roundtable discussions began with an undercur-
rent of considerable distrust as members of the group
began to express each of their perspectives. As the
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meeting progressed, it became clear that an under-
lying issue was each participant’s need to have her
or his perspective heard and considered by fellow
group members. As the discussions progressed, great
progress was evident. At the end of the day, partici-
pants were asking each other the same query: Where
do we go from here? A framework for prevention re-
search and practice, if broadly developed and shared,
could represent the views of individuals in the pre-
vention research field—individuals who decide at the
broad policy level what questions are researched and
how, individuals who decide whether to provide re-
sources to implement programs, individuals who de-
cide whether to allow programs to be implemented
at the community level, individuals who do the im-
plementing, and individuals who are the consumers
of the programs. Expanding the process initiated by
this project will entail expanding the participants and
continuing to develop and elaborate the multidimen-
sional shared framework begun here.

PLANNING NEXT STEPS

Ideas for next steps include enlarging the par-
ticipant group and drafting other consensus papers.
Several perspectives on the format of the next con-
sensus paper or papers were presented. One proposal
would include two papers with overlapping and inter-
locking areas, one for researchers and one for others.
The first paper would focus on criteria; the second
would focus on implementation issues, including how
to support communities as they implement programs
based on scientific findings. The papers would need
to be written simultaneously, with attention to their
cross-references. There was concern that implemen-
tation issues would not be given full weight if both
were combined into one paper. The second proposed
format would be one paper that outlined a single, in-
tegrated, multidimensional vision that elaborated on
this report.

A strong need was expressed for creating a reg-
istry of existing prevention programs; the six themes
in this paper and others would be used to describe
these programs. The registry would encourage re-
searchers to design their studies in a way that produces
the information important in this broad multidimen-
sional framework. This information would include
the prevention research strategy employed, phase
of prevention research, level of risk of the popula-
tion or subpopulation, analysis of cost-effectiveness,
and specification of the social and cultural context.

Dissemination of the registry information could be
through a user-friendly, online database. Making
conference presentations (for example, at meetings
of the Society for Prevention Research) was also
discussed.

More participants must now be recruited to ad-
vance the process of debate, correction, elaboration,
and integration of perspectives. The more widely the
vision of the prevention field is shared and the more
the various qualities and rules of evidence are de-
bated and implemented, the better the quality will
be of prevention research and programs used in the
community.
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Shalini Madan-Benson was involved in the ear-
lier stages of the project as staff, helping develop the
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interview schedule, worked through the procedures,
and conducted the initial consultations.

All of the above provided major contributions to
this report, but in the end, the authors are responsible
for the analysis of the perspectives, their synthesis into
a broad framework, and the emphases placed on sig-
nificant aspects as they appeared to the authors. The
first author, particularly, was one of the active, inter-
acting participants in all phases of the project, particu-
larly in the Roundtable and certainly in the selection,
organizing, and synthesizing of this report. All of the
contributions may well have been perceived and in-
terpreted somewhat differently by authors other than
the two of us. We can add only that this has been
a great learning experience for us and that we have
profound gratitude for the effort of all to inform us
and point us in the directions, hopefully, most useful
to developing a common vision.
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