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Executive summary

The purpose of this paper is to brief members of the ACT ATOD Strategy Evaluation Group on policy and practical issues relating to school-based peer education that aims to address the use of alcohol, tobacco and other drugs, and harms linked to drug use. In this paper the term ‘drug’ refers to all psychoactive substances, the approach used in the ACT Alcohol, Tobacco and Other Drug Strategy. 

The ACT Government has made a commitment to further support peer-based models of drug education in schools. Developmental work on this initiative should occur within the broader policy context of the national and ACT drug education strategies.

A similar proportion of secondary school students (15%) report recently smoking cannabis as report smoking tobacco, and twice this proportion (30%) report recent consumption of alcohol. The majority of students do not use drugs or do so (in the case of alcohol) in a responsible manner. On the other hand, drug users and people with whom they interact, and the broader community, do experience harm and are at risk of increased harm from drug use and society’s responses to drug use. Peer education has a role in minimising these risks.

Widespread pessimism exists regarding school-based drug education owing to its generally disappointing outcomes, especially regarding the programs’ weak effects on drug use. In recent years, however, a clearer understanding has been gained about the factors that make drug education work, new models are becoming available and the core principles that underlie drug education in schools are now well documented, particularly the ‘whole-of-school’ approach.
Many definitions of peer education are available, including this comprehensive one from NCETA:

[Alcohol and other drugs] peer education involves sharing and providing information about alcohol and other drugs to individuals or groups. It occurs through a messenger who is similar to the target group in terms of characteristics such as age, gender or cultural background, has had similar experiences and has sufficient social standing or status within the group to exert influence.

The research evidence does not enable one to conclude that peer-led approaches to drug education are necessarily better than adult-led approaches. Many factors interact in determining outcomes, and the capacity of the leader, how the program is delivered and its contents are probably as important as whether the leader is a student peer or an adult.

In developing a model or models of school-based peer education for the ACT, systematic attention needs to be given to specifying the aims of the intervention, the target groups, the type and size of the program and the extent to which it is formal or informal. Popular models include planned group sessions, dissemination of resources, opportunistic interactions and creative approaches using popular culture. 

The paper concludes with evidence-based suggestions for further developing and implementing, in Canberra schools, peer education addressing drugs.
1.  Introduction

The purpose of this paper is to brief members of the ACT Alcohol, Tobacco and Other Drug Strategy Evaluation Group with respect to school-based peer education that aims to address the use of alcohol, tobacco and other drugs, and harms linked to drug use and society’s responses to drugs and drug use. In this paper the term ‘drug’ refers to all psychoactive substances, the approach used in the ACT Alcohol, Tobacco and Other Drug Strategy (Australian Capital Territory Government 2004).
 Peer education approaches are used to address issues other than drugs (perhaps most prominently sexual health) but this paper focuses on the drugs area.

Background 

On 16 Dec 2003 the ACT Minister for Health, Mr Simon Corbell MLA, announced additional funding to ACT drug initiatives, in response to the draft Strategy (Alcohol and other Drug Taskforce 2003). This included ‘Increasing and improving support for peer based models of service delivery, support and advocacy, and community development’. 

In August 2004 the Government released its new ACT Alcohol, Tobacco and Other Drug Strategy 2004 - 2008 (Australian Capital Territory Government 2004). The Strategy mentions the role of the ACT Department of Education and Training in school drug education (p. 27). It also includes an Action Plan to implement the Strategy. School-based peer education is listed as one of the priority actions in drug demand reduction, and the action to be taken is ‘Introduce peer education/mentoring programs into ACT Schools that prevent and address drug and alcohol problems’ (p. 33). It goes on to present a brief rationale for this intervention and an indication of how, upon implementation, it could be monitored and evaluated.

Policy context

These school-based peer education initiatives fall within the school drug education policy context. At the national level we have the National School Drug Education Strategy May 1999 (Department of Education 1999), which blends the Australian Government’s philosophy of ‘Tough on Drugs’ with sound, science-based principles of drug education (Ballard, Gillespie & Irwin 1994). It does not mention peer education.

Within the ACT we have the 1999 Drug Education Framework for ACT Government Schools (ACT Department of Education & Community Services 1999). It also does not mention peer education as part of the suite of potential drug education initiatives. It points to the Safe Schools Policy and the Health Promoting Schools model as important policy contexts for the Drug Education Framework. Perhaps the most important element of the ACT Framework is its commitment to a ‘Whole school approach to drug education’, reflecting the findings of research into school-based drug education outcomes that have demonstrated the deficiencies inherent in one-off drug education interventions. 

2.  The epidemiology of drug use among ACT school students

Part of the context for introducing or expanding peer education in schools is understanding the extent and nature of the drug-related problems we aim to address, and changes that may be occurring over time.

If one were to believe local media reports, one might conclude that drug use is a major problem among Canberra school students, and that the problems are escalating. This is simply not true, however, and the position in Canberra is no worse (and in some ways better) than elsewhere in Australia. The following information on alcohol and tobacco use comes from the 2002 Australian Secondary School Alcohol and Drug (ASSAD) Survey (Population Health Research Centre, ACT Health 2003). The information on illicit drug use comes from the 1999 ASSAD survey (Population Health Research Centre, ACT Dept of Health and Community Care 2002).

Alcohol

Overall, 33% of male secondary school students and 30% of female students reported drinking alcohol in the week before the survey, a similar proportion to 1996, six years earlier. The prevalence of harmful drinking (as defined by the NHMRC (National Health and Medical Research Council (Australia) 2001)) was 8% among both females and males and had not changed since 1996. 

Half of the 12-15 year old students report that their last drink was taken at home. Over three-quarters of all the students agreed with the statement ‘You can have a good party without alcohol’, but almost half of male students and 40% of females agreed that ‘Occasionally getting drunk is not a problem’. In 2002, 81% recalled receiving alcohol education in class in the previous year.

Tobacco

In all, 16% of female secondary school students reported current tobacco use, as did 15% of males. Between 1996 and 2002 tobacco smoking prevalence fell from 21% to 15%, with the fall larger among females than males. Those who smoke tend to be light, non-dependent smokers, with 43% of the students reporting smoking in the last week having smoked 7 or fewer cigarettes, and an additional 21% smoking fewer than 25 cigarettes in the week. 

Most students (81%) had not bought their last cigarette, obtaining it from friends, from someone who bought the cigarettes for them, obtaining cigarettes at home, etc. The proportion reporting that they bought their last cigarette has fallen markedly, from 29% in 1996 to 20% in 2002. Some 80% recalled receiving tobacco education in school over the previous year.

Illicit drugs

The report on the 1999 secondary school students’ drug survey, cited above, includes this useful summary (p. 1):

· More than half of all secondary school students reported having tried illicit drugs at least once in their lifetime, with around 15% reporting recent use 

· Since 1996 there has been an almost 6 [percentage points] decrease in the proportion of students reporting having ever tried an illicit drug - much of which is associated with a decrease in cannabis use 

· 16 year old males (59.6%) and 15 year old females (65.6%) were most likely to report having ever tried an illicit drug at least once 

· Close to one-third of males (34.2%) and females (32.9%) reported having used cannabis, representing a 6% decrease overall since 1996 

· One in four students reported having tried inhalants in their lifetime, with 6% reporting recent use 

· Around 19% reported having tried tranquillisers, with less than 3% reporting recent use 

· Close to 14% of students reported having used other illicit drugs 

· Around 5% of students reported having ever used a needle to inject an illicit drug, with 2% reporting having shared a needle 

· 25% of needle users reported having used a needle exchange service.

In summary …

A similar proportion of secondary school students (15%) report recently smoking cannabis as report smoking tobacco, and twice this proportion (30%) report recent consumption of alcohol. The majority of students do not use drugs or do so (in the case of alcohol) in a responsible manner. On the other hand, drug users and people with whom they interact, and the broader community, do experience harm and are at risk of increased harm from drug use and society’s responses to drug use, and peer education has a role in minimising these risks.

3.  Drug education – the context for peer education in schools

In this section I provide a brief overview of school drug education, as that is the context within which the ACT’s peer education intervention fits.

Among substance abuse professionals generally, considerable pessimism exists about drug education. Based on field observations and the scientific literature, the feeling is that most interventions implemented in the name of drug education are poorly conceived, do not have realistic aims, do not have a sound theoretical basis, are inadequately implemented and poorly evaluated or not evaluated at all. This pessimism is reflected in the policy position of the Alcohol and Other Drugs Council of Australia (2003, section 2.2) where the Council states:

Early models of classroom-based drug education that sought to induce fear of use have repeatedly demonstrated only limited effectiveness and, in some cases, they have actually been counterproductive. There is also concern that many drug education initiatives are funded and implemented based on the political popularity of their ideological anti-drug messages, rather than on an evidence base of what can realistically be achieved.

This is not to say that all drug education is without merit. There are Australian and international examples of school programs that demonstrate reduced and/or delayed alcohol and other drug use among students. However, to be effective school alcohol and other drug education programs need to be evidence-based, developmentally appropriate, sequential and relevant to a young person’s experience.
Some have pointed out that Australia – and the UK – take rather different approaches to drug education than does the USA (Evidence for Policy and Practice Information and Co-ordinating Centre 1999, Ashton, M. 2004 pers com). In the latter, the interventions tend to be large, fairly rigid, formal programs, whereas in Australia we tend to be somewhat eclectic, picking and choosing elements from different programs that seem appropriate. Both approaches have their strengths and weaknesses.

The Australian Government has recently released a major new schools drug education multi-media resource called REDI: Resilience Education and Drug Information. Details are online at <http://www.dest.gov.au/schools/drugeducation/redi.htm>. It appears to be a useful, evidence-based set of resources to support whole-of-school approaches to drug education (Fitzgerald 2003).

Principles of drug education

As noted above, value lies in basing drug education on a set of agreed-upon principles, and Australian researchers and policy people have been effective in producing sets of evidence-based principles. The best known were produced by a University of Canberra-based team in 1994 (Ballard, Gillespie & Irwin 1994). Recently, the Australian Government commissioned their updating. The consultation draft of the new national drug education principles has been published by ADCA, the Alcohol and Other Drugs Council of Australia (2003, section 2.2) but apparently the principles have yet to be finalised and released publicly. The scientific analysis that formed the basis of the new principles has been published (Midford et al. 2002).

Types of drug education
A number of different taxonomies of drug education are available, and a particularly useful one has been developed by researchers based at the National Centre for Education and Training on Addiction (McDonald et al. 2003, pp. 18-19), as follows:

· Information-based approaches: focusing on knowledge about drugs and fear arousal, usually with an abstinence goal. Found to be ineffective.

· Affective approaches: improving generic personal and interpersonal skills. Generally do not produce desired behaviour change with respect to drugs.

· Information plus affective approaches: little beneficial impact.

· Psychosocial approaches: based upon social influence theory and focus on developing skills in peer resistance and peer refusal, social inoculation and developing life skills and social skills. The approach most soundly based on theory; some good outcomes from these interventions.

· Alternatives approaches: providing drug-free activities and developing personal competence. They have little impact on drug use among students generally, but have a role with current drug users outside the school setting.

Contemporary assessments of drug education

The Ministerial Council on Drug Strategy commissioned the development of what has become known as the National Drug Strategy prevention monograph, probably the most authoritative and comprehensive synthesis of contemporary knowledge about preventing drug use, risk and harm (Loxley et al. 2004). Its conclusions about drug education (from pp. 118-9) are worth quoting at some length:

The more successful approaches to drug education have a grounding in what is known about the causes of adolescent drug use, adolescent developmental pathways in relation to drug use, and the psychological theoretical frameworks of social learning and problem behaviour. Because this body of evidence has been well-established over several decades of research … those considering developing drug education programs [should] base them on what is known rather than what seems intuitive or ideologically sound. Poorly conceptualised programs have historically been ineffective or, at worst, actually harmful, for example by increasing drug use…

Successful drug education programs use the social influence approach, or multiple component programs, with a large emphasis on the social influences rather than information-based approaches alone or those targeting affective education alone. Affective education approaches were based on the assumption that youth who used substances had personal deficiencies; by enhancing personal development with training in self-esteem, decision making, values clarification, goal setting and stress management, the use of drugs would decrease. These programs did not succeed in consistently changing behaviour, perhaps because not all youth using substances suffer from personal deficiencies. Indeed, some research has suggested that young people who engage in minor drug experimentation may be better adjusted than those who maintain complete abstinence, while frequent/heavy drug users tend to be poorly adjusted…
Despite the challenges, variants of the social influence approach have been shown to have benefits in reducing antisocial behaviour, affiliation with deviant peers and school behaviour problems; and increasing academic performance and commitment to schooling. Booster sessions added at critical points of developmental transition, a complementing parenting component, and reinforcement of social messages at the broader community level seem to strengthen the effects of social influence school-based programs.
The review expresses its overall findings in these terms:

There is good evidence that drug education programs produce changes in knowledge about drug use and the consequences of drug use for young people who attend school. Although interventions based purely on providing information appear insufficient to change either intention to use drugs or actual drug use, provision of information may be a necessary condition for effective prevention. Drug education programs based on social learning principles have consistently shown short-term effects on both intentions and behaviours. In general, the effects of these interventions diminish and even disappear by late secondary school unless supplemented by additional program input or supplementary strategies. Successful supplementary strategies have included social marketing, community mobilisation, and parental involvement (p. 125).

These conclusions are based on comprehensive reviews and meta-analyses of ‘what works, what doesn’t and what’s promising’ in school-based drug education. Interested readers may wish to consult some of the following sources: (Midford, Lenton & Hancock 2000; Tobler, Nancy S. et al. 2000; Tobler, N. S. & Stratton 1997; White & Pitts 1998). A table summarising what works and what does not work in drug education, derived from Tobler’s meta-analyses, is available in Midford, Lenton & Hancock 2000, p. 27.

Concluding comments regarding drug education generally: the prevention paradox

A question rarely considered in developing large-scale drug education programs such as those addressing all the students of a school, or the whole community, is the so-called ‘prevention paradox’. This is one of the core concepts of public health. It states that ‘A preventive measure that brings large benefits to the community offers little to each participating individual’ and, in reverse, ‘when many people each receive a little benefit, the total benefit may be large’ (Rose 1981, 1992).

The issue for policy makers is that, typically, school-based drug education programs (including peer education) have either no effect on participants’ drug use or only a weak effect.
 (They may have other benefits but most people probably consider outcomes concerning drug use and/or drug-related harm to be paramount.) From a policy point of view, it may be acceptable to roll out these large-scale though weak-effect interventions, since weak effects in a large number of individuals could create great benefits for the community as a whole.

4.  Defining peer education

I reiterate that, in this paper, we are confining our discussion to peer education in schools directed at alcohol, tobacco and other drug use and related harm: preventing or delaying uptake, minimising the prevalence of harmful patterns of use, and encouraging desistance. 

Being clear about just what we mean by ‘peer education’ is important in practical terms and not simply a detached, academic activity. Without clarity of the concept – without being sure what we mean by ‘peer education’ in a given context – the program sponsors and funders will not know what they are expected to support, the peer educators will not know what they are meant to do, and the researchers will be impeded in undertaking evaluations. 

Core definitions

Many different definitions of peer education may be found in the literature, and possibly as many again among practitioners! For example, McDonald et al. (2003, pp. 11-3) present 18 different definitions categorised as follows:

· simple definitions that reflect a commonsense understanding of peer education
· definitions that describe a particular approach in detail
· definitions that attempt to cover all approaches in detail.
After a thoughtful review of the literature, Bament (2001) concluded that ‘the only commonality [among the many definitions] appears to be that it involves training groups of people to pass on information to others who are seen to be in the same peer group, so as to encourage the adoption of health promoting behaviour(s)’ (p. 1). 

Here are two more definitions that may be found particularly useful for the purposes of developing school-based peer education initiatives in Canberra.

‘Peer-education can be defined as an educational program that is delivered to students by other students of comparable age, or slightly older’ (Cuijpers 2002, p. 107).

‘[Alcohol and other drugs] peer education involves sharing and providing information about alcohol and other drugs to individuals or groups. It occurs through a messenger who is similar to the target group in terms of characteristics such as age, gender or cultural background, has had similar experiences and has sufficient social standing or status within the group to exert influence’ (McDonald et al. 2003, p. 13).

Occasionally the term ‘peer education’ is used to include programs delivered by adults to young people to assist them develop peer resistance skills. This expansion of the concept is confusing and best avoided. 

Peer education is not mentoring or ‘buddy-ing’ 

Sometimes ‘peer education’ is conflated with rather different interventions including mentoring and ‘buddy programs’ for school starters, but this is unhelpful.

Mentoring is defined by Mentoring Australia as ‘a mutually beneficial relationship which involves a more experienced person helping a less experienced person to achieve their goals’ (http://www.dsf.org.au/mentor) and the NDS prevention monograph defines it as ‘strategies to develop positive social relationships between youth and adults who can provide support and healthy role modelling’ (Loxley et al. 2004, p. 131). To avoid confusion, it is helpful to differentiate between mentoring and peer education, especially in school settings where the latter is generally realised as formal programs of activity rather than one-to-one nurturing relationships. 
Three dimensions in defining peer education

A useful framework for deepening our understanding of the peer education concept is to consider three dimensions: what we believe is covered by ‘peerness’; the aims of the peer education intervention and the program logic, that is, what mechanisms we believe produce the desired outcomes; and the nature of peer involvement in the intervention (Shiner 1999). We will briefly consider each of these three elements, drawing in part on Shiner’s exposition.

Peerness

The differing views of what is meant by peer education are derived, in part, from different perceptions of the concept of ‘peer’. In particular, it is unclear (from the literature) whether the term describes ‘close friends, habitual associates or relative strangers who just happen to be involved in the same activity in the same setting’ (Shiner 1999, p. 557). 

Nonetheless, the issue of age clearly lies at the heart of the peer concept. Part of the power of peer education, as social learning theory makes clear, is the increased propensity for messages delivered by someone in a similar (young) age group to be accepted in preference to messages delivered by an adult. The important issue, however, is that age alone does not define a peer. In developing peer education programs, careful attention needs to be given to other aspects of peerness, including such dimensions as gender, ethnicity, social class and drug experience. 

Aims and methods

Peer education interventions have diverse aims, and these are generally shared with other forms of drug education. Some aim mainly to increase knowledge about drugs, others aim to change students’ attitudes towards drugs and/or develop various skills among participants, while yet others aim to change drug-related behaviour, particularly reduce or eliminate (harmful) drug use. Approaches adopting this third aim – behavioural change – face the greatest challenges. 

Early peer education programs emphasised primary prevention, i.e. reducing the incidence of drug use; reducing the rate of initiation into drug use. Didactic approaches and an abstinence goal were prominent. 

More recent approaches reflect the principles that underlie the ACT’s ATOD strategy, namely addressing uptake of drug use, desistance and reducing harm among those who continue to use drugs. This broader (and more realistic) approach presents particular challenges to school-based drug education in the context of the National School Drug Education Strategy with its focus upon the currently illegal drugs (rather than the currently legal drugs that cause the most harm to society) and its aim of ‘no illicit drugs in schools’ (Department of Education 1999, p. 1). For example, the most talked-about Australian drug education project at present, the WA-developed School Health and Alcohol Harm Reduction Project, has an explicit harm reduction focus (McBride et al. 2004). It has produced outcomes in terms of reduced alcohol use and reduced alcohol-related harms that exceed most other drug education interventions that do not have an explicit harm reduction focus. 

The nature of peer involvement

The nature of peer involvement in the intervention is the third element that helps define peer education. This is discussed further below, but has at its core the issue of ‘ownership’. To what extent is the intervention developed, owned and implemented by, for example, the school teachers compared with the peer educators and the other students? 

The issue of ownership lies at the heart of what is seen by some as a conflict in approaches between that documented in the NCETA peer education handbook (McDonald et al. 2003), on the one hand, and that carried out across the nation by the illicit drug user groups under the umbrella of AIVL – the Australian Injecting & Illicit Drug Users League (Madden 2002). The former inclines towards the type of program developed by teachers and other experts, say as part of a school drug education program, and delivered jointly by teachers and specially-trained student peer educators. The students’ ownership of the program is typically fairly low. In contrast, the approach used in community settings (including some youth clubs) emphasises strengthening the culture and integrity of the community in question (say marginalised illicit drug users, or commercial sex workers), seeking to have many of its members filling peer education roles. As Madden (2002, p. 11) put it, ‘…real peer education is designed, developed, implemented and controlled by drug users themselves’. 

Both approaches have useful applications in different settings and among different population groups. What is important is that the issue of ‘ownership’ is worked through carefully in project design, and that the various types of participants have shared understandings of the ‘ownership’ issue.

Another aspect of peer involvement, that helps define peer education, is whether the focus is on peer development or peer delivery. As Shiner (2002, p. 560) explains it, ‘Peer development describes the extent to which the personal development of the peer educators provides the focus of the intervention. Peer delivery refers to the emphasis placed on the delivery of formal sessions by the peer educators’. We return to this categorisation below.

5.  Models of peer education

A number of different models of peer education exist. They are all based on the recognition that peers have a great influence on young people, and that peer processes can have both positive and negative outcomes. The more sophisticated models acknowledge just how peer processes work, stepping away from simplistic formulations that assume that peer pressure forces young people to slavishly model others. Rather, it is now recognised that young people tend to select as friends and models people who are perceived to share their values and attitudes and interests. This means, in practice, that peer pressure can be a powerful reinforcer of not using drugs, just as it can be towards using.

Peer education is attractive for the simplicity of the underlying concepts. As one author stated, however, it is ‘often embraced with uncritical enthusiasm’ (Cuijpers 2002, p. 107) and, furthermore, ‘research has failed to keep up with this development … and there is a consequent lack of empirically based work on which future policy and practice can be drawn’ (Shiner 2000, p. 1). Nonetheless, the body of research that is available provides some guidelines for selecting approaches suitable to particular settings.

What type of preventive measure – the target group

Prevention programs may be usefully characterised as universal, selective or indicated (Mrazek & Haggerty 1994). Universal preventive measures are those aimed at a whole population (e.g. all the students of a school, or a whole school system) as the potential benefits outweigh the potential risks for everyone. Selective preventive measures are those targeting people who are members of a population subgroup at elevated risk of developing the problems we aim to prevent. Indicated preventive measures target individuals who clearly have risk factors placing them at particularly high risk for developing the condition of concern. On this formulation, school-based peer education can be any of the three types of prevention. The core issue is to identify the target group with clarity, determining whether the intervention is universal, selective or indicated.

The aims

As discussed above, the aims of a peer education intervention is another parameter differentiating between models. We have already noted the huge diversity of aims seen in peer education projects across the world:

· Aiming to change knowledge cf attitudes cf behaviour

· Aiming to maintain or create abstinence cf reducing drug-related harm among users

· Aiming to enhance the skills and educational and social outcomes for the peer educators cf a focus on the needs of the students who receive the program

· Aiming to deliver a pre-determined program (a focus on delivery) cf peer support, i.e. aiming to empower community members and strengthen their culture. 

Program type and program size

Program type and program size are other features that differentiate between the models. An important meta-analysis of evaluations has concluded that interactive programs (i.e. those where much interaction exists between the educator and the target group, and between the peers themselves) have better outcomes in terms of drug use behaviour than less interactive programs such as those applying a more didactic approach (Tobler, Nancy S. et al. 2000). The same study found that program effects become increasingly diluted with increased program size: around 400 participants was found to be a significant threshold. 

Formal or informal

Models vary depending on the degree of formality they display (Bament 2001). More formal models are those where the traditional hierarchies are maintained (e.g. between school teachers and students) in contrast to less formal models where equality and genuine involvement in decision-making is emphasised. Informal models are more like the approach described by Madden (2002) and applied in drug user groups: mutual support, minimal training and no supervision. These informal approaches have been described a ‘organic’, reflecting their embeddedness in community and culture.

The models

A common observation is that, although a large literature exists on peer education, not much of it describes just what peer educators actually do. To make things more concrete, the features that vary between models (set out above) have been combined by the NCETA researchers to produce a straight-forward taxonomy of the models most commonly applied (McDonald et al. 2003, pp. 119-24). An edited version of their descriptions follow. Although the authors point out that this list is not exhaustive, it provides sound guidance to those selecting models or formats to use in a particular setting. 

Planned group sessions

A traditional understanding of peer education is group sessions prepared and presented by peer educators instead of teachers, health professionals or other adults. The delivery of such group sessions may differ vastly in terms of formality, structure and flexibility. They may be didactic, or interactive and practical. The content, activities and timetable may have been set in the planning phase, or be more flexible and driven by the interests of participants on the day, for example in a forum or question-and-answer session.

Dissemination of resources

An alternative format for peer education is dissemination of resources, such as information leaflets or practical guidelines for reducing harm. This format does not require a significant time commitment from the target group and can also be an effective strategy for young people who are difficult to access through more traditional peer education activities.
Opportunistic interactions

Opportunistic interactions, such as everyday conversations with friends and acquaintances, is one of the most informal methods of peer education, yet perhaps one of the most powerful. This form of peer education may impact on individual and group behaviour. The process is often referred to as ‘cultural diffusion’ or ‘social contagion’ because knowledge, attitudes and behaviours gradually diffuse throughout social networks of young people as peer educators pass on the information they learnt in their training and model certain behaviours to their friends, who in turn pass it on to others. 

This approach to peer education has potential to reach at-risk and marginalised youth and to access hidden populations of drug users. It is also less resource intensive than more formal approaches, although it is useful for peer educators to have a supply of supplementary information resources, such as wallet cards, postcards, fridge magnets, and contact details for referral to further information.
Creative approaches that utilise popular culture

During adolescence and early adulthood, youth culture and popular culture exert considerable influence. For this reason, peer education activities that adopt a creative approach, or utilise popular culture, may be effective in reducing drug-related harm. Examples of such approaches include the use of websites, theatre productions, music, photography, visual art and journalism. Rather than simply providing information, these media can represent youth culture and provide realistic and practical information about drug use consequences and prevention strategies in a manner that is appealing and acceptable to young people. 

Concluding comments about models of peer education: 
peer-led vs adult-led models

For most people thinking about peer education, the central element is contrasting peer-led with adult-led approaches. Peer-led models are usually selected because it is assumed – generally without justification – that they are more effective than adult-led approaches. This is not supported by the evidence; the issue is more complex than the single-factor of peer vs adult leader. 

A number of factors influence young people in determining the credibility of people who provide them with drug education (whether peers, their usual teachers or outside experts). These factors include the educators’ personal characteristics, role, knowledge, experience, approach and methods. Young people place great value on knowledge that they judge to be authentic, explaining (in part) why people who work with drug users have useful contributions to offer, especially with older students who have personal contact with drugs and drug users (Shiner 2000, pp 42-56).

The state of scientific knowledge on the matter has been summarised in the following terms:

The general conclusion … must be that it is not so much the leader, peer, teacher, or expert, that is a decisive factor in the effectiveness of a drug prevention program. Probably, it is more realistic to conclude that the effectiveness of a prevention program is determined by multiple factors, including the contents of the program, the number of sessions, the use of booster sessions, the age group, and … the degree of interaction between students during the intervention. The leader may be one more factor that may have some influence on the overall effectiveness of a prevention program. We do not agree with Mellanby et al. that peer-led programs are at least as effective as adult-led programs. We would conclude that peer-led programs may be more or less effective than adult-led programs, depending on the contents and target population of the program (Cuijpers 2002, p. 117).
The implication of this for developing peer education programs in the ACT is that we need to choose between models on the basis of what we aim to do and what the evidence suggests will be most effective and cost-effective, rather than simply apply approaches that seem sensible but are not underpinned by evidence.

6.  Implementation issues

The purpose of this concluding section is to flag some issues that need to be considered in introducing peer education focusing on alcohol, tobacco and other drugs in the ACT, based on the evidence from the scientific literature and practical experience. Some of the issues identified are broad conceptual matters whereas others deal with the specifics of program development and implementation. 

Readers seeking detailed guidance on planning an intervention are referred to the NCETA peer education monograph (McDonald et al. 2003, pp. 189-93) where a practical ‘Planning template for peer education’, that the NCETA team used with success, may be found.

Some broad implementation issues

Here I draw attention to some of the broader issues before focusing on specific recommendations for the practice of peer education, for developing and implementing peer education, and for monitoring and evaluation.

· Peer education is not a cheap and easy option: it needs careful planning and adequate resourcing

· Peer education program outcomes vary depending on the setting, approach and type of peer group involved

· As identified by Cuijpers (2002) and quoted above, the effectiveness of peer education programs depends upon many interacting factors, including the type of peer educator, contents of the program, the number of sessions, the use of booster sessions, the age group and the degree of interaction between students and between students and educators
· The program should be based upon an explicit theory. This should make clear the program logic, i.e. the mechanism that is believed will produce the intended outcomes (Green 2000)

· There needs to be clarity about the aims and methods, what is the basis for peer affiliation in the specific project, the role of the peer educators and how the intervention relates to other drug education activities to which the students are or may become exposed

· The credibility of a peer educator depends (among other things) on difference as well as sameness
· If the approach concentrates on the empowerment of students (rather than the implementation of a formal program) an explicit plan is needed to manage the possible resulting conflicts over boundaries, particularly over the respective rights and responsibilities of the various members of the school community 

· Clarity in the type of preventive intervention, linked to a clear specification of the target group(s): is it a universal, selective or indicated intervention?

· Acknowledgement that different approaches are generally needed for students with different levels of exposure to drugs, drug users and harmful patterns of drug use

· While outside experts have legitimate roles in drug education programs generally and peer education specifically, special considerations linked to modelling exist in using in this role people who publicly identify as current or recent drug users

· Program planing needs to focus on both processes and outcomes, and have realistic expectations of both

· It appears that long-term interventions, part of a comprehensive drug education program, and involving booster sessions, are needed

· The professional development of teachers is needed to better equip them for innovative work roles such as facilitating peer education, as described in the ACT ATOD Strategy, p. 27
· Incorporating systematic monitoring and evaluation processes into the program, focusing on both process and outcome measures, and using mixed models of evaluation incorporating both qualitative and quantitative techniques (Stufflebeam 2001), are desirable.

Common reasons why peer education fails

An article with this provocative title was published in the Journal of Adolescence in 1999 (Walker & Avis 1999). The authors, experienced health promotion workers, have identified seven common reasons for failure that need to be taken into account when planning new peer education initiatives in Canberra. The reasons for failure are:

1. a lack of clear aims and objectives for the project
2. an inconsistency between the project design and the external environment constraints which should dictate the project’s design
3. a lack of investment in peer education
4. a lack of appreciation that peer education is a complex process to manage and requires highly skilled personnel
5. inadequate training and support for peer educators
6. a lack of clarity around boundary issues and 
7. a failure to secure multi-agency support.
Recommendations for optimising the effectiveness and appropriateness of peer education

A comprehensive effectiveness review of peer delivered health promotion interventions has been conducted by the Evidence for Policy & Practice Information & Co-ordinating Centre at the Institute of Education, University of London (1999). The review found (among other things) as follows:

Overall, the review found some evidence to support the effectiveness of peer-delivered health promotion for young people. There were more sound outcome evaluations which demonstrated peer-delivered health promotion to be effective than ineffective. More than half of the sound studies showed a positive effect on at least one behavioural outcome. However, as in previous systematic reviews of health promotion, methodologically sound studies were disappointingly scarce (op. cit., pp. 2-3).

The review produced specific recommendations that could be taken into account in further developing peer education in the ACT. Some particularly relevant recommendations, adapted for Canberra’s situation, are summarised below.
Recommendations for developing peer education for young people
· Peer education programs should be based upon a systematic scoping exercise and needs assessment incorporating the students’ own perceptions of their needs and the optimal ways of meeting them. Peer-delivered interventions may not be the approach they prefer.

· The students composing the target audience should be fully involved in the development and organisation of the intervention 

· As young people have diverse attributes and needs, the input to planing and implementation of the projects should come from a range of sub-groups of students

· The boundaries that will apply to partnerships between young people and others in project implementation need to be negotiated and agreed-upon by the students and others involved before implementation commences.

Recommendations for the practice of peer education for young people
· Replicating others’ projects is no guarantee of success as insufficient evaluation research has been undertaken to enable sound generalisations to be made about transferability to other settings 

· In considering others’ apparently successful programs, it is not always clear just what produced the success. In particular, it may not be the use of peer educators that was the key; rather, it might be the competence of the educators

· Be aware that the peer education program might be more effective with female students than with males

· Similarly, it may work better with students at low levels of risk of drug-related harm than those at higher risk

· Simply replacing peers for teachers, and delivering didactic teaching, is unlikely to work

· Recognising that the peer educators may gain more from the program than the members of the actual target groups, consider engaging a large number of peer educators

· Recruit peer educators on the basis of their capacity to do the job well, not solely or mainly on their demographic characteristics

· Be aware of and plan for the challenges inherent in student and teachers working in partnership in the school setting – agree in advance on boundary issues

· Plan for handling negative outcomes including relationship problems between peer educators, teachers and peers

· Design a systematic approach to development, implementation, monitoring and evaluation before the program starts.

Resources

Listed here are some resource materials that may be found particularly useful in developing ATOD peer education interventions in Canberra schools.
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� 	The Strategy defined ‘drug’ as: ‘A substance that produces a psychoactive effect. This includes tobacco, alcohol, pharmaceutical drugs, image and performance enhancing substances and illicit drugs. It also includes substances such as kava and inhalants’ (p. 52). This is the approach is also used in the National Drug Strategy.


� 	The theories that underpin drug education are also nicely summarised in the NCEPA monograph.


� 	One especially important systematic review of evaluations of drug education programs (White & Pitts 1998) showed that the few sound evaluations available had a pooled effect size of 0.034, that is, ‘that 3.7% of young people who would use drugs delay their onset of use or are persuaded to never use’ (p. 1484). This means that 96.3% of the young people did not receive these beneficial outcomes from their involvement in drug education programs.





