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I

n common with young people in many countries, Australian
youth engage in behaviour that threatens their health and
wellbeing. National surveys report that about a third of young
Australians have tried an illicit drug.1 The high rates of substance
use and risky sexual behaviour among young Australians suggest
that effective prevention efforts based on empirical evidence need
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Some CAOs have tackled difficult behavioural problems relating
to young people. One example of this is the Search Institute, an
applied social science research organisation based in Minneapolis,
USA. Its mission includes a broad focus on the healthy development of all children and youth in multiple community settings.
Through community-based research, the Search Institute has
developed what it describes as “40 Developmental Assets”. These
assets include, for example, family support, school engagement
and self-esteem.3
Australian CAOs that want to help prevent high-risk behaviour
among young people would do well to follow the lead of the
Search Institute. CAOs need to become involved in prevention
activities as a part of the mission of their organisations. The
literature demonstrates that Australian youth are engaged in highrisk behaviour,4 and there is a clear need to broaden participation
in prevention interventions.
CAOs are in an ideal position to foster healthy communities by
encouraging positive behaviour in young people and fostering a
culture of acceptance and inclusion. Research shows that young
people affiliated with CAOs could also benefit from prevention
efforts targeting substance use and risky sexual behaviour.5 While
there is a growing body of research demonstrating that religious
involvement plays a key role in the healthy development of young
people, most of that literature is on the influence of religious
beliefs and youth involvement in religious activities.6,7 Relatively
little attention has been paid to how CAOs can encourage the
wellbeing of adolescents in ways that go beyond traditional
explanations for the relationship between religion and health.
In this article we explore eight different elements of effective
prevention strategies that CAOs could adopt to discourage risky
behaviour in young people. Prevention programs need to be based
on empirically verifiable evidence. However, despite advances in this
area, many communities continue to invest in prevention strategies
of unproven effectiveness.8 The eight elements are presented along
with a short discussion of how CAOs can incorporate these elements
into effective ways of preventing high-risk behaviour.
Element 1: Information — but not information alone
CAOs appear to rely primarily on information dissemination
(preaching) to spread their interpretation of what they believe is
“truth” as a principal method of indoctrinating church attendees
S70

ABSTRACT
• Australian youth engage in behaviour that threatens their
health and wellbeing.
• National surveys report that about a third of young Australians
have tried an illicit drug. High rates of substance use and risky
sexual behaviour among young Australians suggest that
effective prevention efforts based on empirical evidence
need to be expanded.
• Church-associated organisations are an untapped resource
that could be used to improve the health and welfare of
young people.
• We describe eight evidence-based elements to consider in
designing strategies to prevent high-risk behaviour in young
people.
MJA 2007; 186: S70–S73

into a particular belief system. The assumption is that, once a
person is armed with the information gleaned from sermons, he or
she will be transformed. There is little evidence to suggest that
information dissemination alone is a successful strategy for preventing high-risk behaviour among adolescents.9 A review of
selected literature on HIV and AIDS serves as an example of this.
Studies show that American adolescents and college undergraduates have accurate knowledge of HIV and AIDS but that their
extensive knowledge bears little or no relationship to their actual
HIV-associated risk behaviour.10 Similar findings in other studies
support the conclusion that targeting knowledge alone is not an
effective strategy for producing behavioural change.11,12
Although imparting knowledge — to correct for misconceptions
and inaccurate beliefs — is an essential component of programs to
prevent high-risk behaviour, other elements critical to successful
intervention must be considered when designing prevention programs. Church community leaders should encourage more than
information-only strategies to protect young people, as outlined in
the other elements identified below.
Element 2: Self-esteem
One of the most significant developmental tasks facing young
people, particularly adolescents, revolves around their identity and
self-worth. Some studies show the protective effect of healthy selfesteem in preventing or reducing high-risk behaviour, others show
little or no relationship, and some show increased risky behaviour
among those with high self-esteem.13-15
Harter and Whitesell describe global self-esteem as how much a
person values him- or herself16 — how much someone likes,
accepts and respects him- or herself as a person. Prevention of
high-risk behaviour should consider adolescents’ self-appraisals
and their ultimate ability to understand who they are and their
purpose in society.
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How do we encourage genuine positive self-esteem in young
people? One way is to provide unconditional positive acceptance,
while encouraging an accurate appreciation of their special abilities
and worth.17 This involves showing love and regard for them
rather than merely judging them based on their behaviour or
academic success. It is important for young people to know with
certainty that we care about what they are doing.
The value of genuine high self-esteem in the realm of prevention
is borne out in research. Genuine self-esteem can be an asset in
preventing high-risk behaviour. Lilja and colleagues suggest that
self-esteem influences how one copes in situations in which there
is peer-group pressure to drink alcohol. They suggest that adolescents may manifest low self-esteem by engaging in substance
misuse after experiencing a negative life experience.9 Early
research suggests that low self-esteem is related to substance use.18
More recently, Schroeder et al reported an association between selfesteem and drug use. However, the strength of this association is
not as strong as once believed. Inconsistent findings in this area
may relate, at least in part, to a lack of agreement among
researchers on an operational definition of self-esteem and to
methodological inconsistencies in research on self-esteem and
drug use.19 Furthermore, in evaluating self-esteem, there is a need
to distinguish between an inaccurately high or conceited opinion
of oneself and a more valid appraisal of one’s worth based on
recognised competencies and worth.17
Members of CAOs are in an ideal position to encourage genuine
self-esteem and acceptance in young people, as many religions
emphasise the importance and value of the unique gifts and talents
inherent in each individual.
Elements 3 and 4: Resilience and “caring others”
A powerful concept has emerged from research over the past
decade, inspiring hope among researchers and educators alike: the
concept of resilience. Resilience is the capacity to maintain competent functioning in spite of adversity or life stressors. It appears to
develop over time as a result of environmental support.20 Resilient
individuals are those who, despite severe hardships and the
presence of factors that place them at risk of a variety of ills,
develop coping skills that enable them to succeed in life.21
Researchers explain resilience in terms of hardiness, and suggest
that resilient individuals have a strong commitment to self and
others and are willing to take action to deal with problems. They
also have a positive attitude towards their social environment, hold
a strong sense of purpose, and develop the internal strength that
enables them to see life’s obstacles as challenges that can be
overcome.22
In reviewing research on what fosters resilience among young
people, one important factor emerges over and over again: the
presence of valuable, sincere, and enduring relationships in resilient individuals. Brooks has observed that “resilient youngsters all
had at least one person in their lives that accepted them unconditionally, regardless of temperamental idiosyncrasies, physical
attractiveness, or intelligence”.23 Similarly, Werner and Johnson
have concluded that the “most precious lesson” learned from their
research on resilience is that hope derived from relationships with
caring individuals can serve as a protective buffer in the lives of
vulnerable children and youths who succeed in spite of the odds.24
Once again, CAOs can capitalise on this aspect by providing
opportunities for positive, sustained relationships with at-risk

young people who might not otherwise have a caring and involved
person in their lives.
Element 5: After-school activities
After-school hours, when young people are out of school while
parents may still be at work, are the time of day when young
people are most likely to engage in risky behaviour. Studies show
that often the largest proportion of drug use, sexual activity, and
delinquency among young people occurs between the hours of
15:00 and 18:00.25 Research demonstrates substance use to be
lower among students engaged in after-school activities.26 Zill and
colleagues found that students who spent no time in extracurricular activities (after-school programs such as sports, clubs, music,
etc) were 49% more likely to have used illicit drugs and 35% more
likely to have smoked cigarettes than students who spent 1–4
hours per week in non-risky extracurricular activities.27 Thus,
finding ways to engage children during the after-school hours
should be a key part of any successful prevention effort.
Members of church communities can be a significant resource in
providing after-school activities for young people and keeping
them engaged in positive, meaningful pursuits during that time.
Element 6: School as community
Over the past decade, research has emerged describing linkages
between the social context of school and students’ involvement in
problem behaviour. Battistich and Hom28 described school as a
“functional community”: an environment characterised by caring
and supportive interpersonal relationships, in which students and
teachers have the opportunity to participate in school activities
and decision making, and a place where there are shared norms,
goals and values. Students who had a high perception of their
school as a community enjoyed school more, were more academically motivated, were absent less often, engaged in less disruptive
behaviour, and had higher academic achievement than students
who did not. In addition, students who perceived of their school as
a community were less disruptive and used fewer drugs.
Other research has shown that when students had a perception
of their school as a community they tended to read more outside of
school, enjoyed reading more, liked school more, avoided work
less, were more academically motivated, enjoyed helping others
learn more, and had higher educational expectations. Academically, they performed better on reading and mathematical achievement tests. They also had more concern for others, had higher selfesteem, and resolved conflicts better.29
Resnick and colleagues found that, when students sensed a high
level of connectedness at school, they were involved in fewer
violent acts; were protected from use of cigarettes, alcohol and
marijuana; delayed first sexual intercourse; and showed better
health and healthier behaviour.30 School connectedness arises
from relationships between people, working to create meaning and
happiness in the context of an interdependent community of
human beings in school settings. This can be accomplished by
adults engaging with students in schools and developing meaningful relationships with them.31
These findings have implications for CAOs to develop programs
using adult volunteers engaging in school activities with students,
strengthening school connectedness, and promoting a school
environment that is perceived by the students as caring and
concerned about their health and wellbeing.
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Element 7: Service activities
Considerable attention has been directed at identifying effective
approaches to reduce adolescent sexual risk-taking. Researchers
have identified risk factors and protective factors related to sexual
risk behaviour. Kirby32 is at the forefront of reviewing programs for
effectiveness in delaying the initiation of sexual activity and
identifying features related to successful and unsuccessful interventions. He reports that service learning programs among young
people are effective in reducing adolescent unprotected sex,
pregnancy and childbearing. Service learning is defined as voluntary community service (working as a teacher’s aide, working in
retirement homes or nursing homes, helping out in daycare
centres or helping fix up parks or recreation areas), with structured
time for preparation and reflection before, during and after the
service.
Other researchers confirm Kirby’s findings. Melchior evaluated
the Learn and Serve programs throughout the United States.33
Students in these programs spent an average of 77 hours providing
various community services. Pregnancy rates among participants
during the year in which they participated were lower than among
non-participants.
O’Donnell and colleagues evaluated the Reach for Health community youth service learning program. Student participants in the
service learning program delayed initiation of sexual intercourse,
reduced the frequency of sexual intercourse, increased condom
use and increased the use of contraception. Those with suicidal
thoughts were more likely to talk to an adult than were nonparticipants.34
Although it is not clear why service learning has such positive
effects, Kirby speculates that it may be because participants
develop sustained relationships with program facilitators, which
may encourage resilience, as noted above, or enhanced feelings of
competency and greater autonomy, along with the positive feeling
that they are making a difference in the lives of others. Participating in service activities also reduces the opportunity to engage in
problem behaviour, especially during after-school hours.32
CAO members should identify places and activities to involve
young people in service learning. Creative thinking, involvement
and planning could have a very positive impact on young people
by getting them involved with helping others in their community.
Element 8: Communication with parents
Research highlights the fact that there are no universally ideal or
“good” ways of communicating within a family.35 Rather, parents
and children tend to establish communicative behaviour that
functions best within the unique context of their particular family
environment.
The existence of a positive parent–child relationship — suggesting a high conversation orientation — is associated with lower
incidence of risky behaviour, including that related to HIV infection.36 For example, positive family communication is associated
with lower rates of sexual intercourse among young people.37
DiBlasio and Benda found that sexually inactive adolescents
reported a feeling of closeness with their parents (high conversation orientation), while sexually active adolescents believed their
parents would be upset to learn of their risky behaviour (high
conformity orientation).38 Evidence of the impact of a laissez-faire
family communication environment (low conversation and low
conformity orientation) emerges from research on sexual activity in
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9- to 15-year-old girls who feigned contraception use. Many of
these girls held the belief that their mothers would “not care” if
they became pregnant.39
Our understanding of the interaction between parent–child
communication and risky behaviour is in the formative stage.
However, initial evidence suggests that there are relatively easily
implemented communicative components that can significantly
inhibit interest in and experience with risky behaviour. Australians
who have faced the crisis of youth suicide can take some comfort
in knowing that improved communication between young people,
families and health service providers shows promise in preventing
suicide.40,41 Encouraging positive communication, especially
among parents and children, can be a component of program
efforts by members of CAOs.
Conclusion
It is important to know what the medical community expects of
CAOs and what members of CAOs feel most competent or
comfortable to provide. We propose that CAOs focus on the eight
elements presented in this article in planning youth outreach and
programs to prevent high-risk behaviour. Future research can
address these elements to determine which are most important for
CAOs to include in their programs.
Positive involvement of adults in the lives of young people
makes a real difference. When adults are involved in youth
activities provided by the community, substance use is lower. By
contrast, when those activities are provided without adult supervision, risky behaviour actually increases.26 Adults make a difference
both in role modelling and in helping young people make healthy
decisions. CAOs have the history, the belief system, a core of
volunteers and an infrastructure that strongly facilitates their
involvement in the community, and this can be tapped more fully
with more effective outcomes if they use their resources to address
the eight elements discussed in this article.
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