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1

Engagement of Parents in Anti-drug Work
Executive Summary

Introduction

This study was launched to develop an evidencedeb@mrent education
program to enhance the engagement of Chinese pavdtit adolescent

children in anti-drug work. In Phases | and Il bé tstudy, large-scale parent
surveys and focus group discussions were used ptorexthe factors that

motivate or discourage parents’ participation ingdprevention programs in
Hong Kong. In Phase lll, a three-level parent etlanagroup program

equipping Hong Kong Chinese parents with the necgsknowledge and

skills in drug prevention was developed. Its efiemtess was evaluated
through randomized control-trial studies.

Assessment of Hong Kong parents’ involvement in antirug
programs

2.1 Phase I: Large-scale parent surveysThe surveys tried to assess
parents’ participation in and awareness of antgdprograms, and
factors that motivate or discourage their partitgpa Data was
collected via self-administered questionnaires fr&@6l2 parents
(Parents) from 14 primary schools and 21 secondenypols selected
through random sampling. In addition, 100 pareniih wrug-taking
history (DrugP) were individually interviewed usinthe same
guestionnaire with additional items on their dragibhg attitude and
habits.

2.2 Phase II: Focus group discussions.39 parents with or without
drug-taking history and professionals involved wdtlug prevention or
rehabilitation work participated in focus groupsalissions to share
their views and experience regarding how best wgdean effective
drug-abuse prevention program for parents. Thetmunssfor the focus
groups included: perceived factors that motivatéliscourage parents’
participation in drug-abuse prevention programsst paxperiences
regarding such programs, perceived parents’ pnefese and role in
adolescents’ drug abuse prevention, types of &ietsvihat would attract
parents’ attention and increase program partiopatand the do’s and
don’ts during intervention.

2.3 Results: Using SPSS 16.0 for Windows, the quantitative dates
analyzed mainly by MANOVA, t-test and logistics regsion. Phase |
survey results indicated that compared to Par@mtggP showed higher
level of awareness and participation in local dpugvention program.
The average level of awareness was reported to H2%2 and
participation rate was only 2.5% among all pareRtents in general
considered the followings to be factors that disaged their
participation: insufficient publicity, lack of awemess to their child’'s



problem, limited confidence and skills in child nagement, and
problems with program logistics. For motivationalctors, parents
perceived increased program publicity, approprialegistic

arrangements, support from others, emergence dd’'scHiehavioral
problems and having a child with younger age te$sgential to their
participation. Parents with primary and secondahosl| children were
generally comparable in demographic patterns. Rarenth older

children tended to report more child behavior peaid and lower
parental self-efficacy.

In Phase Il, focus group participants suggestedfahewings to be

essential elements in drug-abuse prevention pragréon parents:

sufficient and relevant content coverage matchirggdiverse needs of
parents, interactive format of presentation, cledinemed sessions to
facilitate immediate gains by the parents, provisgd incentives and
the adoption of appropriate logistics (free of gearuse of appealing
promotional strategies, easy to access venues anemient

application method).

3 Development and evaluation of education program tcenhance
parents’ knowledge and skills in anti-drug work

3.1

3.2

Phase lll: Program development, implementation andevaluation.
Theory and goal-driven drug-abuse prevention grprggrams were
tailor-made for primary, secondary and tertiaryvpraion purposes for
three types of parents respectively: general par@aéenP), parents of
at-risk youths (RiskP) who reported that their fat@ld had more than
one behavior problems in the past 12 months, angénpa with
drug-using history (DrugP). A total of 140 educatisessions were
conducted through 44 groups for 621 parents. Tfeztafeness of the
drug-prevention programs for these parents wasuated using
randomized-control trial study on experimental @odtrol groups for
the GenP and RiskP. A total of 437 parents finistiesir respective
programs and completed evaluation questionnairesdand after the
intervention. 27 workers from the 24 collaborativats which hosted
the GenP and RiskP groups also gave feedback tfeerproject
regarding their perceived effectiveness of the mogand their interest
in further participation in the program.

Results: 64% of GenP, 79% of RiskP and 58% of DrugP finisheer
75% of their respective group programs. More irdlinglized approach
was needed for the DrugP. Participants who comgblete intervention
generally reported lower parenting stress, incrkat®ig knowledge
and attitude, improved sense of self-efficacy, iowed parent-child
relationship and improved sense of parental compgteThey also
gave very high ratings on perceived program effeciess at
post-intervention. Regarding collaborative unitgedback, all the
responding staff showed great satisfaction withpgedormance of the
instructors and said that the program should beirnoed. Workers



from 22 units showed interest to further collaberat this program in
the future.

4  Discussion and Recommendations

This project adopted very rigorous quantitative aquhlitative methods
which yielded important information on why Hong Kpi€hinese parents
have limited exposure to anti-drug programs, howftectively engage them,
and how to help different types of parents to bénebm tailor-made
anti-drug abuse parent education group programs.prbject has proposed
policy, service and research implications worthygofzernment and public
attention. It is recommended that appropriate nessu be allocated
immediately to disseminate the programs to fighigdabuse problems in
Hong Kong. Dissemination should include mass prodncof the program
packages, training of the right personnel to delitie programs, and research
resources to further demonstrate the sustainalhityhe program benefits
over time.

April 2008
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Chapter 1
Introduction

In this chapter, relevant background informatiotatel to youth drug abuse
problem and the important role of parenting to edthe risk of substance abuse
would be introduced.

1 Prevalence of adolescent drug abuse in Hong Kong

The total number of drug users in the world wasrested to be over 200
million in 2006 (United Nations, 2007). The incregsnumber of substance
abuse among young people has become a global pkeoomn Hong Kong,
the growth of substance abuse among youth arounsegebise social attention.
For example, the Central Registry of Drug Abuse DBR 56th Report
showed that the averaged age of new reported dyugeas was 23, which
was younger than their previously reported coumtespwith an average age
of 38. While the number of newly reported drug avaselow the age of 16
represented 8.2% (298 cases) of all newly repaitad abusers in 1997, they
represented about a-tenth of the newly reported) d@hwusers (10.2%, 357
cases) in 2006. Likewise, while newly reported dabgsers with age below
21 represented 43.1% (1559 cases) of all newlyrtepalrug abusers in 1997,
the percentage rose to 50.1% (1746 cases) in Zog6re 1.1 indicated the
re-emergence of a growing trend of young drug aisuseder aged 21 from
2003-2006, after a peak period in 2000 and a dedim 2001-2003. In
addition, the number of newly reported cocaine sisarthe 56th CRDA
Report has also risen drastically over the pasteHds among those under the
aged of 21 (i.e. from 8 cases in 2000 to 110 cas2806).

Figure 1.1:  The growing trend of young substanaesals under
aged 21 from 1997-2006
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Narcotics Division, Security Bureau, The Governmefthe HKSAR. (2007)Central Registry
of Drug Abuse 55th Report (1996-2005)Retrieved Feburary 22, 2008, from:
http://www.nd.gov.hk/drugstatistics.htm
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The phenomenon of poly-drug abuse is very problenzahong young drug
abusers in Hong Kong. The reduced purity and quadit street drugs
significantly increases the likelihood of fatalignd causes problems with
diagnoses and intervention (Leung, 2002). The gasaf drug abuse among
youth and its lethal consequences clearly call tfee development and
evaluation of innovative prevention strategies thatd on theory and prior
researches.

2 Importance of parental prevention programs for adoescent drug
abuse

2.1 Youth development and family factors

Family factors have been found to be important isteds of general
maladjustment in existing youth and family eduagatmrograms. For
example, greater family engagement in preventiangraved to bring
benefits for children across multiple domains idahg increased
academic performance, reduced substance use imvehte and
maintenance of weight loss (Golan & Crow, 2004; dlie&d 2004;
Sheldon & Epstein, 2004). In the absence of priecparenting
practices, children seem more likely to engage iarge of hazardous
behaviouré. The important role of parents in drug-abuse préea has
led to the development of a number of preventioerted parenting
and family intervention programs that aim at redgcifamily risk
factors and promoting family protective factorsaasated with drug
abuse (Dishion & Kavanagh, in press; Kumpfer & Rirl990; Spoth
& Redmond, 1995; Spoth, Redmond & Shin, 1998).

2.2 Positive parenting and family functioning

Abundant studies now showed that parenting is tecakifacilitator of
development in child socialization and a buffer iagiarisk factors
known to be associated with dysfunction (Maccobyartin, 1983;
Hawkins, Catalano & Miller, 1992; Gross et al., 3DOIncreasing
evidence also confirmed positive collateral effexftparents’ education
programs in other areas of family functioning suah significant
reduction in marital conflict over parenting (DaddSchwartz &
Sanders, 1987), reduced parental depression amgdss{iConnell,
Sanders & Markie-Dadds, 1997; Sanders & McFarlandpress),
reduced parental anger and hostility (Sanders &&tack, 2000), and
an increased level of parenting competence (Coenell., 1997).

3 Lack of parental enthusiasm in anti-drug preventiveintervention

Despite the importance of parental influence, magsrent-targeted
educational interventions implemented in the ldstygars have been only
partially encouraging due to difficulties in redmg and maintaining
substantial parent participation (e.g. SandersQ2@®»hen & Linton, 1995;

“Department of Human Services. (200@vidence-based health promotion: Resources for
planning no. 2 adolescent healfpp. 1-35). Melbourne Centre for Adolescent HeaRlblic
Health Division, Victorian Department of Human Sees. Retrieved June 21, 2007, from
http://www.health.vic.gov.au/healthpromotion/dowents/adolescent_health.pdf
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Young, Kersten & Werch, 1996). For example, Wesfggvention programs
focusing on parents showed a population-based itewnt rates to range
from 49-70% (Dumka et al., 1997). Other researctiesonstrated even
lower recruitment rate of 20-25% in preventive méntion for parents (e.g.
Coie et al., 1991; Fontana et al., 1988; Myers lgt1890). Studies also
showed gender differences in recruitment with aonmig of participants
being the mother. For example, 2.5% of fathersigpdted in a 5-session
program for parents in the UK (Velleman et al., 20an Hong Kong, two
recent studies that explored parent-adolescent atiedi revealed father’s
participation rate to be less than 11% and 20%easmely (Tsang, 2004;
Tsang & Leung, 2005).

Research findings showed that the participatiomesrah parents’ training
groups tend to be lowest amongst those groupsrehfgmwhose children are
considered at highest risk of maladjustment (Saneteal., 1999). Difficulties
in getting parents involved in preventive servit@stheir children has been
well documented across problem areas, such asasgesabuse (Kumpfer &
Alvarado, 2003) and parenting and behavioral skillaining (e.g.,
Titterington, 1990). Moreover, published evaluasioaf parent programs
specifically designed to prevent or reduce drughyskigh-risk youth are rare
(DeMarsh & Kumpfer, 1986). These evaluations haeenbfraught with
problems including high attrition (DeMarsh & Kumpf@986) as mentioned
above; small sample size (Klein & Swisher, 1983itafler, Gruenewald &
Bamberger, 1990); selection bias (DeMarsh & KumpfE®86; Albert,
Simpson & Eaglesham, 1983); and inability to seamd maintain control
groups and lack of longitudinal designs (Lorion &3, 1992).

To explore this issue further, Beatty and Cros®96X@onsulted 200 parents
and collected their preferences in the developraedtimplementation of a

parent-directed drug related educational intereentihey suggested that the
removal of parents’ perceived barriers should sgibsetly enhance

engagement and achieve higher percentages ofipatiin in parent training

programs. Since most of the previous formative aede about parents’

recruitment has been conducted in North Ameriaantiethod and knowledge
of recruiting and engaging a high percentage oémarin drug prevention

program in Hong Kong remained an important areiaastigation.

Motivational factors to parents’ participation in drug-abuse
prevention program

This study aimed to identify factors that motivatled discourage parents’
participation in preventive intervention for adalest drug abuse in Hong
Kong. Particular emphasis was put on at-risk yoatid the children of
parents with drug-taking history. Based upon timelifigs, recommendations
will be made regarding the modification to the potion strategies of
preventive education programs so that the participaate of parents could
be enhanced.

Motivational factors identified in previous studiesould be roughly
categorized into three types, including perceiveshdfits of program,
perceived severity of child problem, and perceigkilld susceptibility to drug

14 14



abuse (Redmond, Spoth, Shin & Hill, 2004). Basadtlee Health Belief
Model which has been intensively studied in healb®havior, perceived
benefits of intervention is the major motivationr fearents to participate in
preventive program for adolescent drug abuse (&aBecker, 1984; Spoth &
Redmond, 1995).

Another potential motivational factor is the pewesl severity of child
problem. Earlier studies have shown that paremtstern about the severity
of a child’s iliness predicted mothers’ compliavegh the child’s medication
(Becker, Drachman & Kirscht, 1972). The positives@sation between the
level of child problem behaviors and the partidigatin parent intervention
was found in studies of general children probleraver and children with
developmental disabilities (Sutton & Dixon, 1986ampbell, Strickland, &
La Forme, 1992). In addition, higher parent-repbre&ternalizing problems
of children or self-report of children anti-sockehavior were associated with
increased enrollment in parent training programni@ogham et al., 2000). In
other words, parent motivation to enroll in a priean trial is likely to be
low if the perceived need for help is low (Perrgtaal., 2001). Moreover, it is
found that the perceived severity mediated the ohpaperceived benefits of
intervention on the intention to enroll in a pamegtintervention (Spoth &
Redmond, 1995).

Perceived susceptibility to drug abuse refers tema’ perception of their
child’s probability of engaging in drug abuse (Sp& Conroy, 1993). A
positive relation was found between perceived quismbty and inclination

to enroll in a parenting intervention for adoledceinug abuse (Spoth &
Redmond, 1995). Parents’ perceived efficacy to emevfuture problem
behaviors among their children was significantliated to perceived child
susceptibility of drug abuse (Spoth & Conroy, 1988dmond, Spoth, Shin &
Hill, 2004).

Factors discouraging parents’ participation in drug-prevention program

Aside from motivational factors, it is important gather data specific to the
type of intervention and the type of target papieits for the intervention
because barriers can vary with different categoofemterventions and can
also differ among target groups (Carter, Elward|rivagen, Martin & Larson,
1991; Spoth & Redmond, 1993; Vernon, Laville, & Ksmn, 1990).
Nonetheless, there has been a dearth of reseamttedi toward exploring
these barriers with parents with general youth terisk youth, as well as
parents with drug abuse history.

To address the issues raised in the relevant béitamature, the current study
would gather detailed information on a comprehenset of discouraging
factors to participation in existing drug-abuse verdgion activities. The
information can be used to guide the developmergfigictive recruitment
strategies for parents, such as time schedulingictsnor time demands and
location.

Perceived barriers to participation in healthy vbraare strong predictors of
engagement in any health behavior (Janz & Beclé&4;1Rosenstock, 1990).

15 15



Barriers to taking action typically include thoselated to time required,
effort expended, and monetary cost (Weinstein, 1988idies on varying
types of programs serving different populationsehawnsistently indicated
that time-related barriers are most critical (Gra@ersick, & Boratynski,
1985; Spoth & Molgaard, 1993; Spoth & Redmond, 3993

Other logistic barriers, such as transportatiorfiatilties, child care, and
program demands were also found to be barriergg¢ading parent education
programs. Providing logistic support such as trartsion and child care
increased the program participation for parents/lBaElksnin, Farah, &

Pope, 1990). Similarly, needing to find child cahayving to travel to the
meetings, and monetary cost of intervention mdtehad been identified as
barriers to participating in parenting intervention prevention of adolescent
drug abuse (Spoth & Redmond, 1995).

In a retrospective study of participation barridcs parental prevention
programs for economically stressed families, thestnfcequent reason for
decisions against participation was time demangst{5& Redmond, 1993).
Similar findings are reported in a study of pagation rates for parents in a
family-focus skills training program (Spoth, RedrdorHockaday & Shin,
1996). Therefore, the time and location of theepaitraining program are
linked to enrollment rate in general parenting pang and universal parental
intervention for general children conduct and bébravproblems
(Cunningham, Bremner & Boyle, 1995). This barridagim even be stronger
for low-income families (Garvey, Julion, Fogg, Koail & Gross, 2006).
Lastly, non-awareness of the programs was alsotifieh as one major
barrier to enrolling in parent-focused preventiogram (Garvey et al.,
2006).

Anti-drug programs in Hong Kong

The Hong Kong Narcotics Division and non-governmkagencies provide
various kinds of anti-drug programs. However, théure and target of these
anti-drug programs are diverse and the effectiernéghese programs was
rarely examined systematically. For example, anmtbieg207 drug prevention
programs subsidized by the Hong Kong Beat DrugsdFuom 1996-2006,
only 11 were found to focus on parent as their prymarget (Table 1.1).

Table 1.1: Drug preventive program for parents slibsd by the Hong
Kong Beat Drugs Fund (1996-2006)

Total Preventive Parents as primary
Year
Program target

1996-1997 29 1
1997-1998 35 5
1998-1999 39 1
1999-2000 23 0
2000-2001 28 0
2001-2002 21 2
2002-2003 11 0
2004-2005 9 0
2005-2006 12 2

Total 207 11

16 16



The limited attention to the effects of parent amily characteristics and
intervention certainly warrant more exploration aadtification. The present
study expands the local parenting literature on ggmevention by

incorporating an experimental test of a theory-dbaseomprehensive
intervention with a reasonably large sample, nmkthod measurement to
evaluate the effectiveness of a structured antirdovevention treatment
program for parents in the Chinese community. Aranexation of

parenting-focused programs such as the Triple-Ryram in the West
(Sanders, 1999) and in the East (Leung et al., 2@0®I Project Astro Mind
in Hong Kong (Lam et al., 2003) showed that thesegmams utilized

important concepts that stemmed from the ecologigatem theory, social
learning theory, positive psychology as well as twgnitive behavioral

model. To ensure the efficacy and effectivenesb®turrent parent anti-drug
prevention program, references will be drawn frdme &bove theoretical
frameworks throughout the design and implementadidhis study.

Criteria for an effective prevention program

Nation et al. (2003) and Dusenbury (2000) idesdifieight principles (i.e.
theory-driven, comprehensive, sensitive to develamptal needs of parents
and youth, culturally sensitive, sufficient covgea interactive techniques,
trained staff and evaluation) in designing effeetprevention intervention.
These principles will be adopted to guide the tgwaent of the current
project.

Aim of the present study

According to the project outline specified by tharbbtics Division, which
funds this project, this project should fulfill tf@lowing objectives:

8.1 To assess the extent of parents’ involvement istigg drug prevention
activities in Hong Kong and to study factors thaitivate/discourage
parents from being involved; and

8.2 To develop and implement preventive and educatirmgrams with a
view to:

a. equipping parents (particularly parents of vulnéamuth) with
the necessary knowledge and skills to advise alpdtheir children
when they come across drug related problems; and

b. arousing the awareness of drug-taking parents athmutsevere
negative impacts of their drug-taking habits on tipbringing of
their children so that they would be motivated ttops
inter-generational drug abuse.

8.3 To consolidate relevant experience and documentsfais for the
proposed programs and evaluate their effectiveness.
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Chapter 2
Assessment of Hong Kong Parents’ Involvement
in Anti-drug Programs

1 Obijectives of the assessment

1.1 To examine the extent of parents’ involvement instxg drug
prevention programs in Hong Kong;

1.2 To identify motivational and discouraging factorssaciated with the
participation of parents (of young people aged betwll and 21) in
existing drug prevention activities in Hong Kong;

1.3 To identify the most effective way to arouse theasemess of those
with drug-taking history about their drug taking bita on the
upbringing of their children and motivate them topsintergenerational
drug abuse.

2 Method

2.1 The assessment was based on extensive literatunewreand
accomplished through two Phases: a large-scal@fpsuevey (Phase 1)
and focus group interviews of concerned professsomad parents
(Phase II).

3 Phase I: Parent Surveys

3.1 Research design

3.1.1The survey was a retrospective study of two typeparents:
parents sampled from primary and secondary schoeferred as
“parents” in this section), as well as parents watug-taking
history (referred as “DrugP”).

3.1.2Literature informed that parental participation ianti-drug
programs will be low. In this study, a measure afemts’ (school
sample parents and DrugP) awareness of existing-ghevention
program in the past was included in the questioerfar analyses.
It is likely that parents’ with awareness in pasti-alrug prevention
activities would be more inclined to participatetirese programs
as well. The following section would explore theffetiences
between parents who have participated in anti-gnayention in
the past and those who did not. Likewise, analygadd examine
the differences between parents with awareness ntifdeug
prevention program in the past and parents withaa#reness.
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3.2 Sampling method and data collection

3.2.1 A random sampling method was used to select ta@ents from
each of the 14 consenting primary schools and 2iserding
secondary schools which responded to the invitdatbqgrarticipate.

3.2.2A total of 5612 parents (1998 from primary and 36ftdm
secondary schools) completed the self-administrgtedtionnaires
(Appendices 2.1 and 2.2).

3.2.3For DrugP: snowball sampling recruited 100 DrugPowhkere
individually interviewed by the project researchicdrs (Appendix
2.3). Participating agencies and units are listedlgpendix 2.4.

3.2.4Flow chart of the procedure and sampling for theeplasurveys is
shown in Table 2.1.

19 19



Table 2.1: Flow chart of procedure and sampling=(BV12) for parent surveys

Parent Selection

1. 35 out of 117 randomly selected
schools participated (response rate =
29.9%) (14 primary schools and 21
secondary schools)

2. 9384 questionnaires were sent to the
35 schools

3. 6212 completed the questionnaire
(response rate = 66.2%), 600 were
discarded, 5612 valid.

5612 valid questionnaires
Primary (n = 1998)
Secondary (n = 3614)

Parents recruited from

schools

(n = 5612)

DrugP Selection

The following agencies made
referrals:

1.

The Society for the Aid and
Rehabilitation of Drug
Abusers (Adult Female
Rehabilitation Centre, n = 5,
Sham Shui Po Clinic, n = 31,
Tuen Mun Clinic, n = 32)
The Correctional Services
Department (Hei Ling Chau
Drug Detoxification Centre, n
=17)

Wu Oi Christian Centre (n =
6)

Barnabas Charitable Service
Association (Lamma Training
Centre, n = 2, Ma On Shan
Half-way House, n = 2)

Ling Oi Youth Centre (n = 3)
Tung Wah Group of Hospitals
(Cross Centre, n = 2)

DrugP

(n = 100)
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3.3 The survey questionnaire

The survey questionnaire used in Phase | was dsigfter extensive
literature review. The questionnaires for primanyg &econdary school
parents were each piloted with 10 parents. Thetmunesire designed
for drug-used parents was piloted with 3 parentth vdrug-taking
history. The feedback from the pilot test was usedfinalize the
guestionnaires. The data collection was conductathgl the period
from May 2006 to October 2006. The focus of study the
guestionnaires for all three groups of parentsisd as follows:

3.3.1 Socio-economic characteristics of parents anddbal fchild

a.

Parents: gender, age, marital status, age of spthesestatus of
new arrival (individuals who have resided in Hongn§ for less
than 7 years), spouse’s status of new arrival, raurnob children,
education level, employment status, household im;oamd the
status of welfare recipients.

Focal child: age and current education level (pryimschool and
secondary school).

Behavioral problems presented by focal child in thest 12
months, obtained by 11 items in binary format.

3.3.2 Participation in and awareness of drug abuse pt®reprograms

a.

Participation in adolescent drug abuse preventiomgmam for
parents in the past 12 months was obtained by tenein binary
response format.

Awareness of adolescent drug abuse prevention gmogfor
parents in the past 12 months was obtained by imaeybitem.
Indication of preferences regarding the future esloént drug
abuse prevention programs.

3.3.3Family context factors

a.

b.

Involvement with child in terms of the amount ah& spent with
the child per week.

Perceived family cohesion was assessed by a qonebtid “What
is your family cohesion?” on a 5-point scale raggdirom 1 = very
low to 5 = very high.

Parenting style was assessed by one item relatedyiog clothes
for their child and authoritative, authoritarianermissive, and
neglectful parenting styles was scored.

3.3.4 Motivational factors for joining drug abuse prevent programs

for parents

Self-efficacy of managing child drug-abuse probleas measured
by one hypothetical question “If your child was atwing in some
problem behaviors, do you agree that you have #palality to

handle it effectively?” on a 4-point scale rangfram 4 = strongly
agree to 1 = strongly disagree.
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b. Sensitivity to adolescent drug abuse was measurgdab
hypothetical scenario in which misconduct behaviassociated
with adolescent drug abuse were asked to be idshtiby
participants through 10 binary items including dezlin adverse
impact on learning, truancy, self-talk, early psyth symptoms,
frequent illness, smoking, deteriorated relatiopsknith other
family members, run away from home, listen to funksic, and
fatigue.

c. Help seeking for adolescent drug abuse was assbysid same
scenario in which participants were asked the ssuof assistance
they would seek if they found that their child wasirug abuser.
15 binary items were used to measure informal anudl sources
of support including spouse, parents, siblings,eotbhildren,
relatives, close friends, neighbor, friends in cwirsocial workers
in social service organization, school social woskeeachers,
other parents in the same school, medical doctansd
Governmental agencies like the Narcotics Divisionmould not
seek help at all.

d. Concern related to adolescent drug abuse was negbbyrasking
participants whether they considered their chiglibstance abuse
to be the family greatest concern. This questios arsswered on a
yes-no response format.

e. Perceived child susceptibility to drug abuse wasessed by one
item in which participants were asked “Have youremaspected
that your child was taking drug?” on a binary resgformat.

3.3.5Discouraging factors to participate in drug abusatment and
prevention programs

a. Discouraging factors to enroll in drug abuse treatmprogram
were obtained by asking respondents what barriexddvprevent
them from participating in drug-abuse treatmerthdy found that
their focal child was taking drugs. The barriersluled fear to
accept child’s drug abuse, fear that others knosvdahild’s drug
abuse, fear of spouse’s reaction, fear of affecthgd’s future
development, fear of being looked down on by oth&sk of
confidence to deal with child’s drug abuse, lacktiofe to deal
with child’s drug abuse, fear of child’s quittingoin school for
treatment, child’s drug abuse not a concern forféneily, lack of
communication with child, fear of worsening of parehild
relationship, and don’t know how to manage and $edk

b. Discouraging factors to enroll in drug-abuse préeenprogram
were obtained by asking respondents what barriexddvprevent
them from participating in drug-abuse preventioogoam. The
barriers included the followings: unmatched timingdesirable
venue, undesirable date, undesirable format, waddeitprogram
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content, lack of promotion, partner was unsuppertimy child
does not have substance abuse problem, preventid) drug
abuse is not the greatest concern in my family, ééastigma (i.e.
others misunderstand that my child has drug abusiglgm), fear
that if participated, nobody is at home to takeecaf other
children.

3.3.6DrugP questionnaires collected additional inforomti that
informed the prevention of intergenerational drbgse:

a. Ten binary items were used to examine parentatudés to
adolescent drug abuse.

b. Participants were asked whether they placed iltdcitgs at home
and where they placed it.

c. Participants were asked whether they gave illiciigd to their
children for storage.

d. Participants were asked whether they allowed tbhildren to
have friends with drug abuse problem

e. Parents’ perceived impact of their own drug takivapit on their
own family and children was assessed by nine itetmnsh scored
on 3-point scale ranging from 1 = worse, 2 = nedffto 3 =
better.

3.4 Data Analysis

3.4.1Bivariate analyses were performed to identify théerences
between those who participated in or were awaréhefexisting
drug prevention programs, and those who did otlssrwin terms
of their demographic characteristics, family comtebactors,
motivational factors, discouraging factors and ahilbehavioral
problems.

3.4.2Logistic regression analyses were then performedidamntify
correlates of the participation and awareness ef ghevention
program. Only independent variables found to baeiaant at the
bivariate level were examined in the logistic resgien models.
Separate analyses were conducted on parents (wittary and
secondary child) and DrugP.

Parent surveys results

4.1 Response Rate

4.1.1 The school response rate was 29.9% (35 schoolgipated of
117 sampled). Approximately 160 parents from eaattiqpating
school completed the questionnaire.

4.1.2A total of 9384 questionnaires were sent out to theget
population and 6212 parents replied. The respoaitgewas 66%.
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Out of the 6212 parents who were administered tlestipnnaires,
600 questionnaires were found to be invalid withessive missing
data. Finally, 5612 valid questionnaires were use@nalysis.

4.1.3 Atotal of 100 DrugP were interviewed.

4.2 Sample Characteristics

4.2.1 Among the total of 5712 parents (including 100 ugvho
participated in Phase I, their general characteristas follows:

a. Among the 5712 respondents, 4542 (79.5%) were fe@rad 1170
(20.5 %) were male.

b. 80% of the parents were mothers. DrugP responaesris mostly
fathers (65%).

c. Approximately 42.4%, 23.9% and 16.6% of particigantere in
the 40-44, 45-49, and 35-39 age groups. Their naganwas 43.4
(SD =5.8).

d. 85.5% were married and 54.3% of respondents haxtlacational
attainment of F.3 or below.

e. The mean age of focal child in primary school aedosdary
school was 11.37 and 14.88 respectively.

f.  47.1% of the respondents had a full-time (at leBsthours per
week) employment and the median of household incomine
range of $10000 to $19999 for parents. The medidmosehold
income for DrugP was in the range of $5000 to $9999

g. 10.4% of parents with focal child studying in priypaand
secondary school were on CSSA, compared to 65%riagP.

h. Regarding parents’ perceived susceptibility to a¢hdrug abuse,
1.7% of parents without drug abuse history reposgispicion in
the past compared with 17% for DrugP.

I. Regarding level of awareness and participation mi-drug
prevention activities in the past 12 months, 10.8f6primary
school parents and 16% of secondary school pafett23.669,
p<.01) were aware of anti-drug program in the dastmonths.
Table 2.2 listed the percentage of parents with remess or
participation in anti-drug prevention activities the past. The
averaged patrticipation rate for parents with seaondnd primary
school children was 2.3% and nearly 27% reportedremess in
the past. DrugP reported higher participation awdraness with
12% and 45% respectively.
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Table 2.2: Percentage of parents (N=5612) and B(Ng100)
who participated in or were aware of anti-drug pangs
in the past 12 months

Parents DrugP Total
(N =5612) (N = 100) (N=5712)
Participated in 2.3% 12.0% 2.5%
Aware of 26.9% 45.0% 27.2%

4.2.2 Demographic characteristics of parents who pasditeigp and did
not participate in anti-drug prevention progranpast 12 months

a. Table 2.3 showed that no significant differencesewebserved
between non-participated and participated paresgarding their
age, gender, marital status, education attainméoysehold
income, parents’ and their spouses’ status of neivah the
number of children and status of CSSA.

b. Significant difference was found in the age andcational level
of focal child for participated and non-participdtearents.
Compared with non-participated parents, more paremto have
participated in anti-drug prevention program in tpast had
younger focal child (mean age=12.89 vs. 13.64,5#3p<.01),
studied up to primary level (51.2% vs. 35.1%%13.94, p<.01),
and had younger spouse (mean age=44.34 vs. 45823t p<.05)
and had a part-time job (25.9% vs. 15.49610.74, p<.05).

c. 73.9% of participated parents were female, with iarecge that
falls in the range of 41-50. 91.9% were marriectanabited and
45.5% had a full-time job. Their median househalcbime was in
the range of $5000-19999. 11% of parents with gigdtion and
10.2% of parents without participation in anti-drpgevention
program in the past were on CSSA.
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Table 2.3: Demographic characteristics of parets participated and
did not participate in anti-drug prevention programnthe past

12 months (N=5612)

Participants

Non-

participants  Chi-Square/

Variables % or % or T-test values
Mean (SD) Mean (SD)
Age group of focal child 8.60*
6-10 10.1 5.2
11-15 75.6 72.7
16 - 21 14.3 22.1
Mean (SD) 12.89 (2.14) 13.64 (2.29) 3.57*
Current education level of 13.94*
Focal child
Primary 51.2 35.1
Secondary 48.8 64.9
Parent age group 2.26
18- 30 1.6 0.9
31-40 32.3 30.7
41 -50 46.5 51.8
51 - 60 7.9 7.2
61 + 11.8 9.4
Mean (SD) 42.96 (5.41) 43.39 (6.01) 0.74
Gender of parent (Female) 73.9 79.6 2.28
Marital status 1.16
Married or Cohabited 91.9 90.0
Separated or Divorced 5.7 7.3
Widowed 2.4 2.2
Unmarried father/mother 0.0 0.5
Education level of parent 0.92
No education 2.4 2.5
Primary 24.4 21.8
Secondary 63.4 63.7
Matriculation/Diploma 7.3 8.9
University or above 2.4 3.2
Employment status 10.74*
Full-time 45,5 52.0
Part-time 25.9 15.4
Retired 7.1 9.1
Unemployed 17.0 20.6
Housewife 4.5 2.8
Household income 5.58
<4999 13.8 7.7
5000-19999 63.3 67.3
20000-39999 174 17.7
>40000 5.5 7.2
Parent’s status of new arrival 8.7 5.8 1.84
Age of parent’s spouse 27.58*
18-30 3.9 0.5
31-40 15.7 14.3
41-50 50.4 49.8
51-60 7.9 12.2
61+ 22.0 23.1
Mean (SD) 44.34(6.61) 45.81 (6.53) 2.23*
Spouse’s status of new arrival 4.7 2.7 1.82
Number of children 2.11(1.01) 2.08(0.91) -0.31
CSSA recipient 11.0 10.2 0.75
Note. *p <0.05, *p <0.01
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4.2.3Family context factors for parents who participatethd
non-participated in anti-drug prevention programthe past 12
months

a. Regarding family context factors, no significaifferences were
found between participated and non-participate@mtarregarding
quality time spent with child, perceived level @infily cohesion
and parenting style. Table 2.4 showed that padtegh parents in
general perceived higher level of family cohesiowl anore than
64% adopted the authoritative type of parentingoutba-tenth of
non-participated parents had permissive type afmgarg and 3.4%
reported neglectful type of parenting. Neglectiipe of parenting
was only evident among non-participated parents.

Table 2.4: Family context factors for parents whdipipated and not
participated in anti-drug prevention program in piast 12
months (N=5612)

Participants Non-participants Chi-

Variables % or % or S.E;J:Srte/
Mean (SD) Mean (SD)
values
Involvement with child in terms of the 34.73 (32.86) 35.12 (31.34) 0.13
amount of time (hours) spent with the child
per week
Perceived family cohesion 3.90 (0.81) 3.77 (0.86) 1.55
Parenting style 7.25
Authoritarian 28.8 22.8
Authoritative 64.9 63.6
Permissive 6.3 10.3
Neglectful 0.0 3.4

Note. *p<0.05, *p<0.01

4.2.4 Motivational factor: differences between parentovgarticipated
and did not participate in anti-drug preventiongvemn in the past
12 months

a. Table 2.5 showed that compared with non-particgbgtarents,
parents who participated showed higher sense éefmacy to
manage their child’s drug abuse problem (mean=24€82.85,
t=-2.02, p<.05) and higher perceived child susbtdfti to drug
abuse (4.5% vs. 1.6%2=5.39, p<.05), but were less likely to
indicate concern related to adolescent drug athd% vs 57.4%,
2=4.08, p<.05).

b. Both participated and non-participated parents gubgensitivity
towards adolescents’ drug abuse with non-partiegbgparents
differed significantly from participated parents damperceived
worsened relationship with family members to beignicant
warning sign of adolescent drug abuse (78.2% v$%0 2=4.13,
p<.05).

c. Significant difference was found between particioatand
non-participated parents in terms of help-seekingttepn.
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Participated parents were significantly more likéby seek help
from own parents (25.6% vs. 17.8%+5.04, p<.05) and friends in
church (26.4% vs. 18.2%2=5.49, p <.05).

d. For both participated and non-participated parethis, top three
sources of help they would seek upon discoveryhefrtchild’s
drug abuse problem were 1) social workers in seaalice units,
2) school social workers, and 3) teachers of theaicthe child
studies.

Table 2.5: Motivational factors for parents whotggpated or non-participated
in in anti-drug prevention program in the past léhths (N=5612)

- Non- Chi-
Participants .
. Yes/ participants Square/
Variables
No % or % or T-test

Mean (SD)  Mean (SD) values

Self-efficacy of managing child drug abuse

*
problem 2.98 (0.66) 2.85 (0.68) -2.02
Sensitivity to adolescent drug abuse (measured
by a hypothetical question, see note)
Adverse impact on learning Yes 88.9 87.0 0.41
Truancy Yes 61.1 534 2.94
Self-talk Yes 36.5 41.4 1.21
Psychotic symptoms Yes 51.6 54.7 0.47
Frequent sickness Yes 22.2 25.7 0.79
Smoking Yes 44.4 40.8 0.68
Worsened relationship with family membersYes 70.6 78.2 4.13*
Run away from home Yes 30.2 325 0.32
Like to listen to funk music Yes 24.6 22.4 0.33
Easy to become tired Yes 77.8 75.7 29
Help Seeking for adolescent drug abuse from
Spouse Yes 51.2 57.0 1.70
Parents Yes 25.6 17.8 5.04*
Siblings Yes 17.6 19.1 0.17
Other children Yes 12.0 8.1 2.43
Relatives Yes 16.0 14.9 0.12
Close friends Yes 26.4 255 0.05
Neighbors Yes 3.2 4.1 0.25
Friends in church Yes 26.4 18.2 5.49*
Social workers in social service units Yes 66.4 661. 1.19
Social workers in school which the child  Yes 63.2 64.2 0.05
studies
Teachers in the school which the child Yes 54.4 57.4 0.46
studies
Parents in the school which the child studie¥es 9.6 8.3 0.26
Doctors Yes 37.6 36.0 0.14
Governmental departments (e.g. Narcotics Yes 48.0 41.0 2.47
division)
Would not seek help at all Yes 0.8 1.3 0.24
Concern related to adolescent drug abuse Yes 54.4 57.4 4.08*
Perceived child susceptibility to drug abuseYes 4.5 1.6 5.39*%

Note. *p <0.05, **p <0.01, hypothetical questidgf Chan has a drug abuse problem, he is likely to
present with the following behaviors (10 items mead in binary format)

28 28



4.2.5Discouraging factor between parents who particghated did not
participate in anti-drug prevention program in pfast 12 months

a. Table 2.6 showed that compared with non-particghgtarents,
participated parents were more likely to indicatlack of
confidence to deal with child’s drug abuse” (18.9% 12.2%,
2=4.44, p<.05) and their “child’s drug-abuse problés not a
major concern for the family” (7.2% vs. 3.6%6=4.10, p<.05) as
discouraging factors to participate in drug treattmgrogram but
less likely to report “don’t know how to manage asekk help”
(19.8% vs. 31.1%, 2=6.44, p<.05) as a discouraging factor to
treatment.

b. As can be seen in Table 2.6, the endorsementfatésnmatched
venue” (42.3% vs. 25.2%,2=11.85, p<.01), “unmatched date”
(48.7% vs. 26.1%,2=20.13, p<.01), “preventing child drug abuse
is not a family concern” (11.5% vs. 4.79%¢=7.77, p<.01), and
“fear other misunderstand that my child gets driogsa problem”
(11.5% vs. 5.7%, 2=4.72, p<.05) were greater for participated
parents than for non-participated parents.

c. The top three barriers to prevention program among
non-participants were: “my child did not have dradpuse
problem” (61.4%), “unmatched time” (49.6%), and slfficient
publicity” (36.5%).
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Table 2.6:Discouraging factors between parents partcipated and did not
participate in anti-drug prevention program in paet 12 months

(N=5612)
. Yes/ Participants Non- Chi-
Variables participants
No Square
% %
Discouraging factors to enrolment in drug abuse
treatment
Fear to accept child’s drug abuse Yes 27.9 21.5 2.68
Fear that others know the child’s drug abuse Yes 225 22.8 0.06
Fear of spouse’s reaction Yes 6.3 8.1 0.48
Fear of affecting child’s future development Yes 61.3 58.9 0.25
Fear of being looked down by others Yes 234 19.9 0.86
Lack of confidence to deal with child’s drug abuseYes 18.9 12.2 4.44*
Lack of time to deal with child’s drug abuse Yes 8.1 11.1 1.01
Fear of child’s quitting from school for treatment Yes 315 28.8 0.40
Child’s drug abuse not a major concern for the  Yes 7.2 3.6 4.10*
family
Lack of.communlcat|onIW|th chlld, fgar of Yes 126 147 039
worsening of parent-child relationship
Don’t know how to manage and seek help Yes 19.8 31.1 6.44*
Discouraging factors to enrolment in drug abuse
prevention
Unmatched time Yes 59.0 49.6 2.71
Unmatched venue Yes 42.3 25.2 11.85*
Unmatched date Yes 48.7 26.1 20.13*
Unattractive format Yes 14.1 10.9 0.82
Unmatched content with parent's needs Yes 154 14.7 0.03
Insufficient publicity Yes 33.3 36.5 0.34
Spouse did not support for parent’s participation Yes 1.3 1.9 0.14
My child did not have drug abuse problem Yes 244 61.4 43.30**
Preventing child drug abuse not a major family  Yes 115 4.7 7.77*
concern
Fear others misunderstand that my child gets dru%es 115 57 4.70%
abuse problem
No one will take care of my other children at Yes 128 83 203

home if | participate in the program
Others Yes 2.6 1.6 0.42

Note. *p<0.05, *p<0.01

4.2.6 Differences in child’s behavioral problems betwgmrents who
participated and did not participate in anti-drugvgntion program
in the past 12 months

a. Table 2.7a showed that participated parents in rgémeported
more child behavioral problems in the past 12 m®&ntRor
example 9.5% of participated parents reported @mage of 7-12
behavioral problems compared with 2.2% for nonipipdted
parents (2=51.33, p<.01).

b. Table 2.7b showed that the child of participatedepts were

significantly more likely to present with the foling problems
for more than once in the past year, in descendirdgr of
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Table2.7a

frequency. These include: to fight (8.29¢=25.14, p<.0l1), to
smoke (7.6%, 2=25.79, p<.01), hanged out with dubious peers
(7.5%, 2=21.40, p<.0l1), staying late outside without ptakn
permission (6.7%, 2=11.56, p<.01), had psychotic symptoms
(5.1%, 2=33.38, p<.01), absence from school (4.2%:13.04,
p<.01), possess or sell illegal drugs (2.6%,29.37, p<.01), steal
(2.5%, 2=11.56, p<.01) and running away from home (2.5%,
2=9.03, p<.05), than non-participants’ focal child.

Differences in the total number of chilbehavioral problem

between parents who participated and did not ppate in drug

prevention program in the past year (N=5612)

Total Number of Behavioral

Problems

Participants

%

%

Non-Participants Chi-square

0

1-3
4-6
7-9
10-11
Total

72.4
14.2
3.9
2.4
7.1
100

79.2
14.7
3.9
1.4
.8
100

51.33*

Note. *p<0.05, **p<0.01

Table 2.7b: Differences in each behavioral probleinfocal child between
parents who participated and did not participatdrurg-prevention
program in the past year (N=5612)

Participants

Non-

Chi-

Variables Freqg. participants
% % Square
Fighting 0 84.4 94.8 25.14*
1 7.4 2.7
>1 8.2 2.6
Smoking 0 89.9 97.4 25.79*
1 25 0.7
>1 7.6 1.8
Hanged around with 0 90.8 97.2 21.40*
dubious peers 1 1.7 1.1
>1 7.5 1.8
Staying late outsides 0 93.3 95.8 11.56**
without parental 1 0.0 1.9
permission >1 6.7 2.3
Presence of psychotic 0 94.0 98.9 33.38*
symptoms 1 0.9 0.5
>1 5.1 0.6
Absence from school 0 94.9 98.0 13.04**
1 0.8 11
>1 4.2 0.9
Possession or selling 0 95.7 99.5 29.37*
illegal drugs 1 1.7 0.2
>1 2.6 0.2
Stealing 0 93.2 97.9 11.56**
1 4.2 1.3
>1 25 0.8
Running away from 0 94.9 98.5 9.03*
home 1 25 0.8
>1 25 0.8
Self-talk 0 96.6 94.1 1.63
1 1.7 1.9
>1 1.7 4.0
Presence of suicidal 0 97.4 98.5 1.69
ideation 1 0.9 0.8
>1 1.7 0.7
Note. *p<0.05, **p<0.01
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4.2.7 Logistic
participation

regression analysis on factors predictipgrents’

a. The variables which were found to be significardifferent for
those who participated and did not participate riagdprevention
program were entered into the logistic regressiorwhich the
dependent variable was the participation in drugvention
activities. As can be seen in Table 2.8, unmatdsd (OR=2.31,
p<.05) and the absence of child drug abuse prol{{eR~=0.14,
p<.01) were considered to be significant discowlatgetors to
parents’ participation in anti-drug prevention pamg.

Table 2.8: Logistic regression results for paremt® participated and
did not participate in drug-prevention programhe past year
(N=5612)

Independent Variable Participation
Odds 95 % of CI
ratio

Age of focal child 0.99 0.79-1.25

Current education level of focal child (Secondary 0.57 0.20-1.61

school students as reference)

Primary school students 0.95 0.90-1.00

Age of parent’s spouse 0.95 0.90-1.00

Employment status (full-time employed as reference)

Part-time employed 2.04 0.96-4.37
Retired 0.00 0.00-0.00
Unemployed 0.91 0.36-2.31
Housewife 0.00 0.00-0.00

Self efficacy of managing drug abuse problem 1.03 .6541.64

Help seeking for adolescent drug abuse from

Parents 111 0.48-2.56
Friend in church 1.54 0.72-3.30

Concern related to adolescent drug abuse 0.81 D457 -

Perceived child susceptibility to drug abuse 0.82 .1065.92

Discouraging factors to enrolment in drug abuse

treatment

Worsened relationship with family members 0.84 901379

Discouraging factors to enrolment in drug abuse

prevention

Unmatched venue 191 0.90-4.07
Unmatched date 2.31* 1.09-4.97
My child did not have drug abuse problem 0.14** ®m33
Preventing child drug abuse not a family concekr82 0.45-7.31
Fear others misunderstand that my child gets 1.46 0.44-4.84
abuse problem

Total of problem behaviors 1.38 0.99-1.93

Constant 0.34

Nagelkerke R 0.19

-2 log likelihood 352.84

Note. *p<0.05, **p<0.01
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4.2.8 Demographic characteristics of parents with antheuit awareness
of anti-drug prevention program in the past 12 rhent

a. Table 2.9 showed that no significant differencegewebserved
between aware and non-aware parents regarding géndarly
80% in parents were female), marital status (aB0&b of parents
were married), employment status (over 50% of garbad a full
time job), the status of new arrival and the stafuSSSA in Hong
Kong.

b. 78.1% of parents with awareness were female, widdiam age
that falls in the range of 41-50. 90.3% were madrioe cohabited
and 50.7% had a full time job. Their median houskirccome was
in the range of $5000-19999. 9.5% of parents witlareness and
10.6% of parents without awareness in anti-drugvemgon
program in the past were on CSSA.

c. Compared with parents who were not aware of amwtgdr
prevention program in the past year, parents withraness were
significantly younger (mean age=42.9 vs.43.54, 1420p<.01),
and with younger focal child (mean age=13.35 vs723t=5.34,
p<.01) studying in primary level (40.7% vs. 33.6%723.67,
p<.01). They also had higher household income lsecanearly
a-fifth of parents with awareness earned $2000®383%®mpared
with 16.7% among parents without awarene$s9.45, p<.05).
In addition, parents with awareness tended to hhigher
education (3=25.48, p<.01), younger spouse (t=2.71, p<.01J, an
less children (t=2.72, p<.01) than those withouaamess.

4.2.9 Family context factors for parents with or withcawareness of
drug-prevention program in the past 12 months

a. Table 2.10 showed that compared with parents withawareness,
parents with awareness would spend significantlyremguality
time with their child (mean=38.61 hours vs. 33.Uisoper week,
t=-4.97, p<.01), with higher level of perceived fgmcohesion
(mean=3.88 vs. 3.73, t=-5.79, p<.01) and adoptedremo
authoritative style of parenting (70.2% vs. 61.6%751.34,
p<.01).
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Table 2.9: Differences in socio-demographic varialdetween parents with and
without awareness of anti-drug prevention progianthe past year

(N=5612)
Aware Not Aware Chi-Squar
. % or % or e/
Variables Mean Mean T-test
(SD) (SD) values
Age Group of Focal Child 12.95**
6-10 5.6 5.2
11-15 75.8 71.7
16-21 18.6 23.1
Mean (SD) 13.35 13.72 5.34**
(2.19) (2.31)
Current Education Level of Focal Child 23.67*
Primary 40.7 33.6
Secondary 59.3 66.4
Parent Age Group 20.43*
18-30 1.2 0.8
31-40 335 29.7
41-50 52.1 51.8
51-60 5.7 7.6
61+ 7.5 10.1
Mean (SD) 42.9 43.54 3.24*
(5.66) (6.12)
Gender of Parent (Female) 78.1 80.0 2.31
Marital Status 2.96
Married or Cohabited 90.3 89.8
Separated or Divorced 7.4 7.2
Widowed 1.7 2.5
Unmarried father/mother 0.5 0.5
Education Level of Parent 25.48**
No education 15 2.8
Primary 18.6 23.0
Secondary 66.0 62.9
Matriculation/Diploma 10.5 8.2
University or above 34 3.0
Employment Status 3.69
Full-time 50.7 52.4
Part-time 16.9 15.2
Retired 9.4 8.9
Unemployed 19.8 20.8
Housewife 3.1 2.8
Household Income 9.45*
<4999 7.3 8.0
5000-19999 66.3 67.9
20000-39999 20.1 16.7
>40000 6.3 7.4
Parent’'s new arrival status 6.2 5.8 0.34
Age of Parent’'s Spouse 17.48**
18-30 0.5 0.6
31-40 155 13.9
41-50 52.9 48.8
51-60 115 12.2
61+ 19.6 24.5
Mean (SD) 45.35 45.94 2.71*
(5.99) (6.71)
Spouse new arrival status 2.6 2.7 0.09
Number of Children 2.03 2.10(0.92) 2.72*
(0.88)
CSSA Recipient 9.5 10.6 1.37

Note. *p<0.05, *p<0.01
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Table 2.10: Family context factors for parentshwand without awareness of
anti-drug prevention program in the past 12 mo(iivb612)

Aware Not Aware Chi-Square/
Variables % or % or T-test values
Mean (SD) Mean (SD)
Involvement with child in 38.61 (32.19) 33.70 (30.76) -4.97**
terms of the amount of time
(hours) spent with the child per
week
Perceived Family Cohesion 3.88(0.84) 3.73(0.86) 95.7
Parenting Style 51.34*
Authoritative 21.9 23.0
Authoritarian 70.2 61.6
Permissive 6.3 115
Neglectful 1.6 3.9

Note. *p<0.05, *'p<0.01

4.2.10Motivational factors for parents with and withouvaeness of
anti-drug prevention program in the past 12 months

a. Table 2.11 showed that compared with parents wotirawareness,
parents with awareness showed higher sense okfielicy to
manage their child’s drug abuse problem (mean=2932.83,
2=-4.73, p<.01) and higher concern towards chitifteg abuse
(95.2% vs. 92.1%,2=15.64, p<.01).

b. Parents with awareness differed significantly frparents with
non-awareness in terms of their level of sensititat adolescents’
drug abuse. Parents with awareness gave highergrédr the
following items as signs of adolescents’ drug abusamely
adverse impact on learning (89.6% vs. 86.19%11.72, p<.01),
truancy (55.7% vs. 52.6%2=4.32, p<.05), self-talk (43.3% vs.
40.3%, 2=4.07, p<.05), presence of psychotic symptoms1{s8.
vs.53.1%, 2=11.04, p<.01), run away from home (34.8% vs.
31.5%, 2=5.35, p<.01), likes to listen to funk music (Z6.5s.
21.3%, 2=11.20, p<.01) and becomes tired easily (78.7% vs.
74.6%, 2=9.86, p<.01). The top three ranking of early wagn
signs perceived by parents with and without awasena past
anti-drug activities were 1) adverse impact on rigay, 2)
worsened relationship with family members and 3jdckasily
becomes tired.

c. Regarding help seeking pattern, compared with psrewth
non-awareness, parents with awareness were smmifyc more
likely to seek help from own parents (20.3% vs.2%, 2=6.82,
p<.01), friends in church (21.9% vs. 17.29%=16.47, p<.01),
social workers in social service units (66.5% &.166, 2=16.47,
p<.01), school social worker (69.3% vs. 62.1%:24.58, p<.01),
school teachers (60.5% vs. 56.2%2=8.31, p<.01) and
Governmental departments (i.e. Narcotics Divisigdd.7% vs.
40.0%, 2=10.01, p<.01).
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d. For parents with awareness and non-awareness,whsy most
likely to seek help from social workers in sociahsce units or in
school, as well as from spouse if they discovehad their child
has a drug abuse problem.

Table 2.11: Motivational factors for parents widnd without
awareness of anti-drug prevention program in th& pa
12 months (N=5612)

Yes/ Aware Not Aware Chi-
Variables % or % or Square/
Mean (SD) Mean (SD) T-test values
Self-efficacy of managing child 2.93 (0.68) 2.83(0.68) -4.73%
drug abuse problem
Sensitivity to adolescent drug abuse

Adverse impact on learning Yes 89.6 86.1 11.72**

Truancy Yes 55.7 52.6 4.32*

Self-talk Yes 43.3 40.3 4.07*

Psychotic symptoms Yes 58.1 53.1 11.04**

Frequent sickness Yes 25.8 25.4 0.69

Smoking Yes 42.3 40.2 1.86

Worsened relationship with Yes 79.9 77.5 3.67

family members

Run away from home Yes 34.8 315 5.35*

Like to listen to funk music Yes 255 213 11.20**

Easy to become tired Yes 78.7 74.6 9.86**
Help Seeking for adolescent drug
abuse

Spouse Yes 58.1 56.5 1.18

Parents Yes 20.3 17.2 6.82**

Siblings Yes 20.7 18.5 3.59

Children Yes 8.1 8.3 0.31

Relatives Yes 14.2 15.2 0.77

Friends Yes 26.8 25.0 1.85

Neighbors Yes 4.6 3.9 1.33

Friends in church Yes 21.9 17.2 16.47*

Social workers in social service Yes 66.5 60.1 18.44*

units

Social workers in school which  Yes 69.3 62.1 24.58**

the child studies

Teachers in the school which the Yes 60.5 56.2 8.31*

child studies

Parents in the school which the Yes 9.4 8.0 2.58

child studies

Doctors Yes 37.1 35.6 1.07

Governmental departments (e.g. Yes 447 40.0 10.01**

Narcotics division)

Won't not seek help Yes 0.7 1.4 4.26*
Concern related to adolescent druges 95.2 92.1 15.64**
abuse
Perceived child susceptibility to  Yes 1.9 1.7 0.20
drug abuse

Note. *p<0.05, *'p<0.01

36 36



4.2.11 Discouraging factors for parents with and withouwaeeness in
anti-drug prevention program in the past 12 months

a. Table 2.12 showed that compared with parents withaareness,
parents with awareness were more unlikely to hagk of time to
deal with child’s drug abuse problem (8.3% vs. %,.02=13.05,
p<.01) and ertr better at managing their child aadking help if
their child had drug-abuse problem (25.8% vs. 32.8%420.91,
p<.01).

b. Compared with parents without awareness, parents stiowed
awareness in the past showed higher level of feateims of
child’s future development (61.7% vs. 58.6+5.01, p<.05) and
considered this to be a major discouraging factartg treatment.

c. Compared with parents without awareness, pareritsamiareness
considered logistic arrangements such as unmattimsj venue
and date to be significant discouraging factorth&r participation
in drug prevention program. Likewise, for parentsthaut
awareness, unsuitable format and program contentldwo
significantly reduce their motivation to participat Other
significant discouraging factors for parents withcaawareness
included insufficient publicity (39.7% vs.27.99¢=62.89, p<01),
absence of child drug abuse problem (61.4% vs.%,7.%=6.43,
p<.05) and that preventing child drug abuse wasarmagjor family
concern (5.2% vs. 3.8%?=4.60, p<.05).

d. 25.8% of parents with awareness and 32.8% of panerthout
awareness reported that they did not know how toage their
child or seek help when discovered that their clmétl a drug
abuse problem.
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Table 2.12: Discouraging factors for parents whonstd awareness of anti-drug

prevention program in the past 12 months (N=5612)

. Yes/ Aware Not Aware Chi-
Variables
No % % Square
Discouraging factors in enrolment in drug abuse
treatment
Fear to accept child’s drug abuse Yes 23.0 21.1 2.08
Fear that others know the child’s drug abuse Yes 22.2 23.0 0.37
Fear of spouse’s reaction Yes 7.1 8.4 2.07
Fear of affecting child’s future development Yes 61.7 58.0 5.01*
Fear of being looked down by others Yes 204 19.8 0.22
Lack of confidence to deal with child’s drug abuseYes 12.2 124 0.03
Lack of time to deal with child’s drug abuse Yes 8.3 12.0 13.05**
Fear of child’s quitting from school for treatment Yes 30.2 28.2 1.76
Child’s drug abuse not a major concern for the
family Yes 3.0 3.8 1.60
Lack of.communlcatlon.wnh ch_lld, fgar of Yes 135 151 171
worsening of parent-child relationship
Don’t know how to manage and seek help Yes 25.8 32.8 20.91**
Discouraging factors in enrolment in drug abuse
prevention
Unmatched time Yes 57.8 46.9 49.34**
Unmatched venue Yes 294 24.0 15.69**
Unmatched date Yes 31.3 24.9 21.78**
Unattractive format Yes 9.4 115 4.70*
Unmatched content with parent's needs Yes 11.6 15.7 14.21**
Insufficient publicity Yes 27.9 39.7 62.89**
Spouse did not support for parent’s participation Yes 14 2.0 2.03
My child did not have drug abuse problem Yes 575 61.4 6.43*
Preventing child drug abuse not a major family
concern Yes 3.8 52 4.60*
Fear others misunderstand that my child gets drtgeS 49 6.2 311
abuse problem
No one will take care of my other children atYes 91 82 105

home if | participate in the program
Others Yes 1.7 1.6 0.03

Note.

*p <0.05, **p<0.01

4.2.12 Child’s behavioral problems and parents’ awarerasanti-drug
prevention program in the past 12 months

a. Table 2.13a showed that there were no significafgrdnces for
parents with awareness or without awareness instasftheir
reported number of child behavioral problems in {hest 12
months. However, a higher percentage of parents aiareness
reported that their child had 7-12 behavioral peais in the past
year (i.e. 3% vs. 2.2%).

b. Table 2.13b showed a break down of the 11 behdvioablems.

No significant differences were found regarding tyyges of child
behavioral problems between the two groups of garen
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Table 2.13a Total number of child’s behavioral peab for parents with
and without awareness of drug prevention prograthenpast
12 months (N=5612)

Total Number of Aware of (%) Not aware of (%) Chi-square
Behavioral Problems

0 79.0 78.9 3.76

1-3 144 14.9

4-6 3.6 4.0

7-9 1.9 1.3

10-12 1.1 9

Total 100 100

Note. *p<0.05, *'p<0.01

Table 2.13b: Differences between parents who wesr@e and not aware
of the drug abuse prevention program regarding \netsd
problem of focal child in the past 12 months (N=Bp1

Variables Freq. Aware  Not Aware Chi-

% % Square
Smoking 0 96.9 97.4 3.50
1 0.6 0.9
>1 2.4 1.7
Fighting 0 93.3 95.0 5.70
1 3.4 2.6
>1 3.3 2.5
Stealing 0 97.3 97.9 2.65
1 1.8 1.2
>1 0.9 0.8
Staying late outsides 0 95.1 96.0 3.27
without parental permission 1 1.9 1.9
>1 3.0 2.2
Running away from home 0 98.3 98.4 2.37
1 0.6 0.9
>1 1.0 0.7
Absence from school 0 98.0 98.0 0.00
1 1.0 1.0
>1 1.0 1.0
Self-talk 0 94.9 93.7 8.91
1 1.6 2.0
>1 3.3 4.3
Presence of psychotic 0 98.6 98.8 2.41
symptoms 1 0.4 0.6
>1 1.0 0.6
Possession or selling illegal 0 99.4 99.4 0.37
drugs 1 0.4 0.3
>1 0.3 0.3
Hanged around with 0 96.9 97.1 0.64
dubious peers 1 1.3 1.0
>1 1.8 1.9
Presence of suicidal 0 98.0 98.6 1.98
ideation 1 1.0 0.8
>1 0.9 0.7

Note. *p <0.05, **p <0.01
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4.2.13

Logistic regression analysis on factors predictipgrents’
awareness of drug abuse prevention programs

The variables which were found to be significardifferent for
those who showed awareness and did not show avesr@melrug
prevention program were entered into the logiséigression in
which the dependent variable was the awareness rug d
prevention activities. As can be seen in Table 2datents who
had less children (OR=0.91, p<.05), had more inoignt with
child (OR=1.01, p<.01) and had higher perceivedilfacohesion
(OR=1.13, p<.05) were more likely to be aware ofi-drug
prevention program in the past.

Authoritative parents (OR=0.81, p<.05) were moikelif to be
aware of existing anti-drug prevention program, padents with
permissive/neglectful (OR = 0.47, p<.01) type ofgodéing were
unlikely to be aware of these programs. Parents wdnsidered
listening to funk music as a sign of adolescentsgdabuse were
more likely to show awareness (OR=1.29, p<.05).

Parents who showed more concern related to adolssadrug
abuse (OR=1.80, p<.01) were significantly morellike be aware
of anti-drug programs and to seek help from friemdchurch
(OR=1.39, p<.01). The more behavioral problemsftwoal child
had in the past year (OR=1.19, p<.01), the higheratvareness of
parents. Regarding discouraging factors, parente waelikely to
show awareness if the program does not match wighr time
(OR=1.43, p<.01), content does not match with thegeds
(OR=0.73, p<.01), a lack of publicity (OR=0.49, @¥) and the
absence of child drug abuse problem (OR=0.77, p<.01
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Table 2.14: Logistic regression results for parevita and without awareness of

anti-drug prevention programs in the past (N=5612)

Independent Variable

Participation

Odds 95 % of CI
ratio
Age of focal child 0.98 0.93-1.03
Current Education Level of Focal Child (Secondatyml
students as reference)

Primary school students 0.91 0.72-1.16
Parent age 1.00 0.99-1.02
Parent Education (Secondary School as reference) 00 1. 0.99-1.02

Primary School and Lower 0.75 0.48-1.16

Marticulation /Diploma and Higher 1.25 0.97-1.60
Household Income ($5,000-19,999 as reference) 1.000.99-1.02

Low income (<$4,999) 1.19 0.83-1.70

High income ($20,000 and above) 0.78 0.53-1.17
Age of parent’s spouse 0.99 0.98-1.01
Number of children 0.91* 0.83-1.00
Involvement with child in terms of the amount ohé spent wit 1.01**  1.00-1.01
the child per week
Perceived family cohesion 1.13* 1.03-1.25
Parenting style (Authoritarian as reference)

Authoritative 0.81*  0.66-0.99

Permissive / Neglectful 0.47** 0.34-0.65
Sensitivity to adolescent drug abuse problem:

Adverse impact on learning 1.14 0.87-1.50

Truancy 0.95 0.80-1.14

Self-talk 1.10 0.92-1.32

Psychotic symptoms 0.98 0.82-1.18

Running away from home 1.02 0.84-1.23

Like to listen to funk music 1.29* 1.06-1.56

Easy to become tired 1.12 0.91-1.37
Help seeking for adolescent drug abuse from

Parents 1.08 0.87-1.34

Friends in church 1.39** 1.13-1.70

Social workers in social service units 1.14 0.9851.

Social workers in school which the child studies 111.  0.92-1.34

Teachers in the school 1.05 0.88-1.26

Governmental department 1.23 0.87-1.21
Concern related to adolescent drug abuse 1.80** 2-2.86
Barriers to enroll in drug abuse prevention

Unmatched time 1.43** 1.18-1.73

Unmatched venue 1.67 0.86-1.33

Unmatched date 1.20 0.97-1.50

Unattractive format 1.02 0.76-1.35

Unmatched content with parent’s need 0.73* 0.5230

Insufficient publicity 0.49** 0.41-0.58

My child did not have drug abuse problem 0.77* D®BI2

Preventing child drug abuse not a major family enc  0.80 0.54-1.20
Total number of problem behaviors 1.19* 1.07-1.32
Constant 0.27
Nagelkerke R 0.11
-2 log likelihood 3860.53
Note. *p<0.05, *p<0.01
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4.2.14

Sample characteristics of parents with drug-takirsgory (DrugP)
who had participated in anti-drug prevention progra

Table 2.15 showed the sample characteristics ofjPnvho had
participated in anti-drug prevention program in paest 12 months.
Only those with significant differences between @Ru with
participation and those without participation weresented in the
following section.

Significant differences were observed between ramigipated
and participated DrugP regarding their employmetstus,
household income, motivational and discouragingtofac to
participation.

Compared with non-participated DrugP, more parétggd DrugP
had a full-time job (33.3% vs. 6.8%#= 8.76, p<.05), had a higher
household income (16.7% had a household incomeirwitine
range of $20000-39999 vs. 1.1% for non-participaf2digP,
2=8.85, p<.05), did not think that truancy (66.7%. ¥2.0%,
2=6.95, p<.01) and run away from home (33.3% vs9%5
2=4.76, p<.05) to be signs of adolescents’ drugsapumore
unlikely to seek help from own parents (8.3% vs638 2=4.26,
p<.05), had less fear that their child needs ta school for drug
treatment (8.3% vs. 37.5%%=4.00, p<.05), perceived unmatched
time (58.3% vs. 28.4%,2=4.35, p<.05) and other factors such as
lack of needs, uninterested or had confidence @i tthild that
they would not be involved in drug abuse (25.0% 6%,
2=4.26, p<.05) to be a discouraging factor to tipeairticipation in
anti-drug prevention program.

Compared with participated DrugP, non-participat&tugP
showed significantly more fear that others wouldsumiderstand
that their participation to equate their child ltdg abuse problem
(28.4% vs. 0%,2=4.55, p<.05) and that the absence of child’s drug
abuse problem to discourage their participation5%0vs. 8.3%,
2=17.48, p<.01).
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Table 2.15:  Significant differences between pgrdted and non-participated
DrugP in anti-drug prevention program in the pasti00)

Non-

Variables Participants participants Ch;riqu
% %
Demographic Variables
Employment Status 8.76*
Full-time 33.3 6.8
Part-time 16.7 14.8
Retired 8.3 8.0
Unemployed 41.7 70.5
Housewife 0.0 0.0
Household Income 8.85*
<4999 41.7 41.4
5000-19999 41.7 57.5
20000-39999 16.7 1.1
>40000 0.0 0.0
Motivational Factors
Sensitivity to adolescent drug abuse
Truancy Yes 66.7 92.0 6.95*
Run away from home Yes 33.3 65.9 4.76*
Help Seeking upon discovery of adolescent
drug abuse
Parents Yes 8.3 38.6 4.26*
Discouraging Factors
Barriers to enroll in drug abuse treatment
Fear of child’s quitting from school for Yes 8.3 37.5 4.00*
treatment
Barriers to enroll in drug abuse prevention
Unmatched date Yes 58.3 28.4 4.35*
My child did not have drug abuse problem Yes 8.3 70.5 17.48**
Fear others misunderstand that my child Yes 00 8.4 4 55+

gets drug abuse problem
Others Yes 25.0 6.8 4.26*

Note. *p<0.05, *p<0.01

4.2.15 Logistic regression analysis on DrugP participatiordrug-abuse
prevention programs

a. The variables which were found to be signifisadifferent for
DrugP with or without participation in anti-drug gwention
program were entered into the logistic regressimrwhich the
dependent variable was the participation in drugvention
activities. As can be seen in Table 2.16, pareet®wnost unlikely
to participate given unmatched time (OR=33.29, xditd absence
of child drug abuse problem (OR=0.04, <.05).
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Table 2.16:

Logistic regression results for Drugi® participated in anti-drug
prevention program in the past 12 months (N=100)

Independent Variable

Participation

Odds 95 % of ClI
ratio
Employment status (full-time employed as reference)
Part-time employed 0.30 0.01-7.93
Retired 0.28 0.01-15.47
Unemployed 0.40 0.28-5.63
Household Income ($5,000-19,999 as reference)
Low income (<$4,999) 1.82 0.18-18.58
High income ($20,000 and above) 1.14 0.18-7.16
Sensitivity to adolescent drug abuse problem:
Truancy 0.17 0.01-2.60
Run away from home 0.12 0.01-1.44
Help seeking for adolescent drug abuse from
Parents 0.16 0.01-2.81
Barriers to enroll in drug abuse prevention
Unmatched date 33.29*  2.31-480.07
My Child did not have drug abuse problem 0.04*
Fear others misunderstand that my child gets dougex  0.00 0.00-0.00
problem
Constant 3.27
Nagelkerke R 0.64
-2 log likelihood 32.86
Note. *p<0.05, *p<0.01
4.2.16 Sample characteristics of parents with DrugP witld avithout
awareness of anti-drug prevention program in pashanths
a. Table 2.17 showed the sample characteristics ogPrwith or
without awareness of anti-drug prevention progranthe past 12
months. Only significant finding between DrugP watvareness
and DrugP without awareness of anti-drug prevenpimgram is
presented in the following sections.
b. Significant differences were observed between Drugt or

without awareness regarding their perceived matwat factors
and discouraging factors to participation. Compangth DrugP
without awareness, DrugP with awareness did notsiden
self-talk to be one of the signs of adolescent @rogse (53.3% vs.
74.5%, 2=4.90, p<.05), showed more fear to accept theid'sh
drug abuse problem (28.9% vs. 10.9%965.20, p<.05) and fear of
spouse reaction in drug treatment program (31.1% 14s5%,
2=3.96, p<.05) and considered unmatched time (62:2984.5%,
2=7.61, p<.01), unmatched venue (51.1% vs. 25.2246.99,
p<.01), unmatched date (46.7% vs. 20.09%8.09, p<.01) and
unattractive format (37.8% vs. 18.2%:4.82, p<.05) to be major
discouraging factors to their participation in drypgevention
program. A majority of DrugP without awareness ddaed the
lack of publicity to be the reason that preventrtparticipation in
program (72.7% vs. 40%2=10.88, p<.01).
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Table 2.17:  Significant differences of DrugP wattd without awareness
of anti-drug abuse prevention program in the pdsnonths

(N=100)
Variables Av(\)//ilre Not (Qware SC(;BIa .
Motivational factors
Sensitivity to adolescent drug abuse
Self-talk Yes 53.3 74.5 4.90*
Barriers
Discouraging factors to enrolmeintdrug
abuse treatment
Fear to accept child’s drug abuse Yes 28.9 10.9 5.20*
Fear of spouse’s reaction Yes 31.1 145 3.96*
Discouraging factors to enrolmeintdrug
abuse prevention
Unmatched time Yes 62.2 345 7.61%
Unmatched venue Yes 511 25.2 6.99**
Unmatched date Yes 46.7 20.0 8.09**
Unattractive format Yes 37.8 18.2 4.82*
Insufficient publicity Yes 40.0 72.7 10.88**

Note. *p <0.05, *p <0.01

4.2.17 Logistic regression analysis on DrugP awarenesdriug abuse
prevention program

a. The variables which were found to be significardifferent for
DrugP with or without awareness of anti-drug preéMenprogram
were entered into the logistic regression in whicl dependent
variable was the awareness in drug preventioniiesvAs can be
seen in Table 2.18, parents who showed awarengseticonsider
self-talk (OR=0.32, p<.05) to be one of the earigns of
adolescents’ drug abuse. Insufficient publicity €DRL1, p<.05)
would also significantly reduce parents’ awareness
drug-prevention program.

Table 2.18: Logistic regression results for Drugihawareness of anti-drug
prevention program in the past 12 months (N=100)

Independent Variable Awareness
Odds ratio 95 % of CI

Sensitivity to adolescent drug abuse

Self-talk 0.32* 0.12-0.89
Discouraging factors to enrolment in drug abusegméon
Unmatched time 1.94 0.55-6.78
Unmatched venue 2.42 0.36-16.40
Unmatched date 1.61 0.26-9.98
Unattractive format 2.15 0.49-9.50
Insufficient publicity 0.11* 0.03-0.34
Constant 2.11
Nagelkerke R 0.39
-2 log likelihood 103.50

Note. *p<0.05, **p<0.01
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4.2.18 Preferences on future drug abuse-prevention pragfamparents
and DrugP

Table 2.19 showed the respondents’ preferences arenial
prevention program for adolescent drug abuse.

a. Significant differences were found between pareuitls focal child
studying in primary and secondary school (refetceds parents in
this section) and DrugP regarding future prefersrmeanti-drug
prevention programs for parents.

b. Preferred logistics (Time and location): compareith warents,
significantly more DrugP indicated preference floe pprogram to
take place in the weekdays (4096=8.45**), weekends (84%,
2=5.60**), morning (18%, 2=4.58*), noon (72%,2=16.34**) or
evening (40%, 2=19.74**). At school (23.0%, 2=32.32**) or
community centers nearby home (89%:=53.38**) and other
places (14%,2=104.92**) such as outdoor venues or church. The
top choice of time for DrugP and parents is in Weekends, at
noon and the program take place at community centearby
home.

c. Preferred formats: compared with parents, signitiga more
DrugP preferred talks and seminars (76%:511.49**), parents’
group activities (67%, 2=120.39**), large scale community
education program (52%,.=15.75**), camping for parent and
child (68%, 2=93.08**), visits to drug-rehabilitation agencies
(64%, 2=41.60**), provision of self-help materials (62%9.68**)
and others such as outdoor activities (6%,27.85**). For both
parents and DrugP, the top choice of format was tahd seminars
with 76% and 59.2% respectively.

d. Preferred content: compared with parents, DrugRvedomore
preference for the program to cover the followitige nature of
psychotropic drugs and its consequences (88%,16.92*),
strategies to discuss drug abuse problem with cl(@@d%,
2=28.71**), parenting techniques (82%=29.94**), sharing of
parenting experience (81%s+53.08**), mutual support by other
parents (67%,2=124.01**), sharing by ex-drug abusers and their
family members (84%?2=98.35**) and introduction to drug
counseling services (77%%=130.47**). The top choice of content
for DrugP and parents was the coverage of the @atfr
psychotropic drugs and its consequences.

e. Preferred speaker. compared with parents, more ®prgferred
the program to be held by social worker (89%s11.55**),
doctors (82%, 2=17.23**), ex-drug abusers and their family
members (79%, 2=10.78**), Government officials (16%,
2=8.77**) and university professors (4996=48.72**). The top
choice of speaker for parents and DrugP was satigiers.
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Preferred organizer: compared with parents, morwgPipreferred
the drug-prevention activity to be organized by isloservice
agencies (94%, 2=14.06*), university (41%, 2=60.95**) and
others (3%, 2=10.36*). The top choice of organizer among parent
and DrugP was social services agencies.

Preferred objectives: compared with parents, motgP preferred
the objective of the anti-drug program to be ablericrease their
understanding to the nature of psychotropic drugsl ats
consequences (87%2=5.74**), increase skills to communicate
with child over drug abuse problems (83%524.07**), able to
share parenting experiences (84%:=58.38**), skills learning
(87%, 2=44.83**), gain mutual support from other pare(G8%,
2=98.95**), enhance family functioning and chilaisental health
(88%, 2=99.46**) and learn to detect early signs of chkildrug
abuse problems (82%?=33.71**).

Other preference: compared with parents, more Drsigfved
interests for the following arrangements: to hawabyb sitting
service (40%, 2=66.54*%), traveling allowance (64.0%,
2=90.28**), refreshment (60%,2=23.66**), and others such as
the support from peer counselor (14%;105.6**). For DrugP and
parents, the most important arrangement was theigowa of
leaflets/booklets on drug abuse prevention.
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Table 2.19:  Preferences on future drug-prevergrogram of parents and

DrugP (N=5712)

Parents DrugP
N =5612 N =100 2
(%) (%)

Date

Weekdays 26.9% 40.0% 8.45**

Weekends 73.4% 84.0% 5.60**

Morning 28.2% 18.0% 4.58*

Noon 51.9% 72.0% 16.34**

Evening 22.0% 40.0% 19.74**
Venue

School 52.9% 23.0% 34.32**

Community Center nearby home 52.9% 89.0% 53.38**

Others 1.3% 14.0% 104.92**
Format

Talks and Seminars 59.2% 76 .0% 11.49*

Parents’ Group Activity 21.1% 67.0% 120.39**

Large Scale Community Education Program 33.1% 0%2. 15.75%

Camping for parent and children 25.3% 68.0% 93.08

Visits to drug-rehabilitation agencies 33.2% 84.0 41.60**

Self-help materials, VCD/manuals 27.1% 62.0% 89.6

Others 0.9% 6.0% 27.85*
Content

The nature of psychotropic drugs and its 68.8% 88.0% 16.92**

consequences

Strategies to discuss drug abuse problems 55.1% 82.0% 28.71**

with child

Parenting techniques 58.9% 86.0% 29.94**

Sharing of parenting experiences 44.4% 81.0% 3.0

Mutual supports by other parents 20.8% 67.0% (0117228

Sharing by ex-drug abusers and their family 35.8% 84.0% 98.35**

members

Introduction to drug counseling services 25.9% 0% 130.47**

Others 0.5% 2.0% 3.98
Speaker

Social Worker 74.0% 89.0% 11.55**

Teacher 22.6% 27.0% 1.11

Police 17.3% 12.0% 1.95

Doctors 61.7% 82.0% 17.23*

Ex-drug abusers and their family members 63.0% .0989 10.78*

Government Officials 7.9% 16.0% 8.77*

University Professors 20.4% 49.0% 48.72**

Others 0.8% 3.0% 5.61
Organizer

Social Services Agencies 78.5% 94.0% 14.06**

School 51.0% 46.0% .99

Government 57.4% 58.0% .013

University 13.6% 41.0% 60.95**

Others 0.5% 3.0% 10.36*
Program Objectives

Increase understanding to the nature of 76.8% 87.0% 5.73*

psychotropic drugs and its consequences

Knowing how to communicate with child 58.7% 83.0% 24.07**

over drug abuse problems

Sharing of parenting experiences 45.6% 84.0% .38B8

Skills learning 53.3% 87.0% 44.83**

Able to gain mutual support from other 24.4% 68.0% 98.95**

parents

Enhancement of family functioning and 38.8% 88.0% 99.46**

children’s mental health

Learned to detect early signs of child’s drug 52.8% 82.0% 33.71**

abuse problems

Others 0.6% 1.0% 22
Other Arrangements

Baby sitting service 12.4% 40.0% 66.54**

Traveling allowance 23.2% 64.0% 90.28**

Provision of refreshments 34.7% 60.0% 28.66**

Provision of leaflets/booklets on drug 75.2% 82.0% 2.42

prevention

Others 1.35% 14.0% 105.60**
Note. *p <0.05, **p<0.01
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4.2.19 DrugP responses that informed prevention of ingregational

drug abuse

a. Table 2.20 presented the perceived impact of drogse on

children among the 100 individually interviewed DRI

b. The first two items reflect that a majority of DRIgover 80%) had

a clear concept on the definition of drug abuse.

Cc. 94.0% of the DrugP indicated that parent playsniost important

role in prevention of adolescent drug abuse.

Table 2.20:  DrugP perceived impact of drug abusthein children

(N=100)
Variables A%/Zee Dls;)gree

Drug abuse is defined as drug use without the dscto 85 15
instruction
Taking illicit drug once is already count as driyise e.g. 82 18
use of MDMA, Ketemine etc.
Small amount of cannabis does not count as drugeabu 21 79
The behavior of drug abuse is inherited thus cooldbe 4 96
changed.
Parent’s role is important to prevent drug abuseram 94 6
adolescent
The reduction of work efficiency is a sign of draiguse 81 19
If someone does not use the drugs regularly, hefsbs not 34 66
count as drug abuse
Increased irritability after ceasing drugs is ansi§ drug 97 3
abuse
Drug abuse problem will be resolved after the asksat had 7 93
growth up.
The organization of drug preventive activities éhaol o8 72

should resolve the drug problem of adolescentiefiity.

d. 3% of DrugP would give illicit drugs to their chileh for storage.
Table 2.21 showed that 52% of DrugP reported tq Keeir abused
drugs at home. 40.4% indicated that they would @lauplace drug
around the house and keep their drugs where thiéggdren could reach
easily (i.e. in unlocked cabinets or in the refreger). However, 92%
of DrugP indicated that they would most likely togs their children
from interacting/hanging out with other drug takinglividuals. Their
perception towards the negative impact of theirgeaking behavior

on their children is presented in Figure 2.1.
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Table 2.21:  Drug exposure to children at home ¢bBriN=100)
Yes, | would keep drugs at home

Q: Will you place your abused drugs at home?

(N =52)
I'll place them casually around 9.6%
I'll place them in unlocked cabinets or drawers 25%
I'll place them in the refrigerator 5.8%
I'll place them where | could reach only 63.5%
I'll hide them so that my child can't find it 80.8%

e. Figure 2.1 showed that DrugP perceived their dakghg behavior
to have a significant negative impact on all aspeat their
children, which includes family financial conditiobudget control,
learning attitude, academic performance, socialwoed, the
likelihood of accepting drug abuse behavior, comdemotions
and parent-child relationship. However, 6% of Druggtceived
that their children’s social network would beconedtér and 20%
of parents even perceived their child’s attitudeaals drug abuse
would improve. Likewise, over 20% of DrugP consetkthat their
children’s academic performance, conduct and emaligtatus
would remain unchanged.

Figure 2.1: DrugP perceived impact of their drukjrig behavior on their
children (N=100)

Frequency (%)

100

90

80 =

70

60 1 Became worse
O No Change
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M | don't Know

40 H
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Situationat  Management Attitude Performance towards drug Management  Relationship
home abuse
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Phase Il: Focus Groups

In Phase I, five focus groups involving 39 infoms were conducted to
collect their opinion and experience regarding-dniig prevention programs
in Hong Kong. The composition of the 39 informargdescribed in Table
2.22.

All focus groups were led by the program team usingopen forum format
with standardized discussion questions (Append. 2Vith the participants’
consent, all the sessions were audio-recorded mmgdribed for content
analysis. Each session lasted for around 90 mintitesir suggestions were
then summarized into six categories, namely,

a. Perceived factors that motivate or discourage pgrparticipation
in anti- drug prevention programs;

b. Past experiences in anti-drug prevention programs;

c. Parents’ preferences in future recruitment and slogi
arrangements in anti-drug prevention program;

d. The role of parents in adolescents’ drug-abusegorsm;

e. The types of activities that would attract pareatgention and
increase program retention; and

f. The Do’s and Don’ts when providing preventive imtgrtion to
different types of parents.
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Table 2.22:

Types of focus groups and the indiiglinvolved (N = 39)

Tvoes of Number of
Group yp informants Background of Group Members
Focus Group _
(N =39)
1 Parent Teacher Association
1 Rehabilitation Services for Drug Abusers
1 Youth Development Service
1 Educational Consultant
1 Professionals 9 1 Volunteer for Drug Abuse Prevention
(Group A) 1 Psychiatrist
1 School Social Worker
1 Evangelical Drug Abuse Rehabilitation
Service
1 Youth Hostel Service
1 Rehabilitation Service for Drug Abusers
1 Gambling Service
1 New Life Rehabilitation Service
5 Professionals 7 1 Youth Out-Reach Service
(Group B) 1 Probation Service
1 Evangelical Drug Abuse Rehabilitation
Service
1 Integrated Family Services Centre
Parents with
3 no 9 7 Mothers
drug-taking 2 Fathers
history
Parents with
4 drug-taking 6 1 Mother
history 5 Fathers
(Group A)
Parents with
5 drug-taking 8 8 Mothers
history
(Group B)

5.1 Focus group results

5.1.1 Motivational factors to parents’ participation imtadrug

~PQo0 Ty

prevention programs

Sufficient and relevant content coverage

Fun and interactive experience

Content should be positive, have immediate gains
Provision of reinforcements: gifts, money, food
Workers’ qualification, enthusiasm and positivétatte
Good rapport between worker and parents

5.1.2 Discouraging factors to parents’ participation

cooy

Parents themselves as drug-users
Unawareness of local resources to drug-prevention
Avoidance of stigmatization

Long traveling time and place, busy work scheduld &ck of
time

e. Predicted negative consequences of confronting tteld with
their drug-use problem
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Lack of insight from DrugP as they might minimizéeir
children’s drug-use problem

Parents’ personal beliefs and values towards pagenand
drug-abuse

Parents’ avoidance to seek help

5.1.3 Past experiences in anti-drug prevention programs

a.

Seminars are not a good means to attract parentseed.

War-games and interactive activities are more llpf

Tactics aiming at scaring parents into action dowark

The program materials should match with the seyeftparents’

needs and drug-use problems

Mothers usually participated more actively thaméas

Parents usually lack the necessary drug knowledlgeahage their
child’s drug problems

5.1.4Parents’ preferences in future recruitment and stagi

@~oooCT

arrangements in anti-drug prevention programs

Preferred to be conducted in the evenings, possiar
Methadone Centers. The place should be easy to find

Before work, provision of food

Should be free of charge

Used of local newspapers and posters for promotion

Program can take the form of drama

Fax and E-mail may not be good for promotion

Workers could liaise with schools and parent-schagsociations
for recruitment

5.1.5The role of parents in adolescents’ drug-abuseeorawn

a. Parents are often insensitive at detecting theild’sh drug

problems and could only begin to tackle them up@tavery.
Therefore, more attention should be focused ongorigan
Attention should be paid when the children are tad to
secondary school as peer influence will escalate

There is a downward trend of drug abuse thus ietgron should
target on younger primary school students (i.€. &4wvell

Parents themselves have blind-spots thus the progrstructors
should point them out more explicitly

5.1.6 The types of activities that would attract paremat$séntion

and increase program retention

Activities should be interactive

Parents’ support group will help

Activities should target towards increasing parentsug
knowledge and ability to detect early signs of dabgse

Invite ex-drug-users to share their experiencgmnenting
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6

e. Introduction of clear and relevant themes

f. Case discussion, games, video watching, groupitesiv

g. Use of brochures with fonts that are eye-catching aasy to
digest

5.1.7Do’s and Don’ts in providing intervention to difeart types
of parents

Workers should be flexible when managing parentsbjems

Couples should be encouraged to attend together

Avoid stigmatization, especially in phrasing thegmam title

Promotional clips should be reality-based becausmgerations

would be easily dismissed by the parents

e. Program instructor could learn about the particigahistory of
drug-use before conducting the program

f. Should be more than skills teaching (i.e. coungeltements,
training of positive attitude and beliefs)

g. Could introduce check-list for parents so that tbeyld follow the
guidelines easily

h. The program could provide visits to drug prevention drug
rehabilitation centers

i. Empower parents through a strength-based instead a of
problem-based approach

j. Encourage parents to set more realistic expectatimnards their
children

k. Improve parents’ ability to communicate effectivalyd positively
with their children

|. Worker should pay close attention to other probldhet is of

concern to the participants (i.e. martial discord)

00T

Implication on program recruitment and content dewelopment

The findings from the parent survey in Phase | tiedsuggestions given by
informants in Phase Il confirmed earlier findingse(nriches, et al, 2005;
Spoth & Redmond, 1993; Spoth & Redmond, 1994) tthaite is a very low

parental participation rate in drug abuse prevenpoograms. The finding
however provided useful information on locally-udedtrategies in program
recruitment and program content to attract parepésticipation in drug

abuse prevention programs.

6.1 Publicity:

The informants emphasized that the unawarenesxalf lesources was
one of the discouraging factors to participatiohisTis consistent with
the survey finding when insufficient publicity waserceived as a
significant discouraging factor to participate intisdrug prevention
and treatment by parents. In addition 31.1% of marevho did not
participate in anti-drug prevention programs in st 12 months
reported that they “did not know the existence aifigdprevention
program thus did not seek help”. Therefore, putylifor the parental
prevention program has to be carried out throughide network. In
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6.2

6.3

6.4

this study, we promoted the program through inwitetl letters and
follow-up calls to all schools and social welfargeacies to ensure
these units were informed of the availability ofr guogram. We also
advised them to adopt strategies such as the upesttive wordings
during the recruitment process (i.e. via phonesaatllinvitation letters),
and use of posters designed by the research teamaxtonize parents’
awareness and motivation to participate in program.

Schedule:

Time and scheduling constraints are key discougadiactors to
program participation. Higher level of responsiv&neto family
scheduling needs and flexibility in scheduling dddae considered. In
this study, all the parenting groups were held he mornings or
evenings, and in weekdays and weekends to maxiojti®ns and
accommodate the differing needs of parents.

Format and content:

Parents can be attracted to participate if they sfzare with group
members, and if the program content can meet tiesds. Preferred
content include enriching their knowledge on thetfal effect of drug
abuse, equipping them with skills on how to talkhachildren about
drug abuse, and having chances to share and cheehkting skills. All
these will be included in the parental program. ¢kding to some
literature, parent educational programs shouldoeodverly demanding
on the parents’ attention and literacy. In this goamn, the
comprehensive content will be delivered througlenattive processes
and various means, such as drawing, watching vjdaas$ performing
role-plays to stimulate parents’ attention, faatkt group sharing, and
enhance reflection and retention.

Parental sensitivity:

The survey findings indicated that many parententeg that they need
not participate in preventive program since thdifldren were not
suffering from any drug abuse problems. It showeat parents are
prone to underestimate their children’s drug alsislewhen drug abuse
signs are often subtle and transient. To arousenparattention and
awareness, the program worker will engage the psirattention by

beginning with issues of common concern: internietirsy and playing

video games. Through illustrations and examplesgmam worker

would facilitate the parents to understand the msgjve development
of addictive behaviors. Moreover, a comprehensivecklist of both

physical and psychosocial behaviors for early idieation of drug

abuse problem is elaborated to parents by usingebes from real

case of drug-detoxification and demonstration afpgrof the tools for
drug-taking.
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6.5

6.6

Avoiding stigma:

Using fight-indulgence as the general theme, pareith adolescent
children are very worried about their children’scessive engagement
in internet surfing and playing video games. A®linet addiction and
drug addiction can both be subsumed under the bmaéd of
fighting-indulgence, this broader heading can dnawve ready parental
attention and participation and reduce the stighseeking help.

Parental competence:

As mentioned in Chapter 1, the high drop-out rae lbeen a significant
problem for sustaining a cost-effective interventi&indings from the
survey indicated that parents with higher level seff-efficacy on

managing their child’s behavioral problem and conceabout

adolescent drug abuse will be more motivated intig@pation.

Therefore a strength-based intervention will be leygd for the

prevention program for heightening the sense dkefBtacy of the

parent participants. In the program sessions, tlwkevs would

emphasize the strengths of the parents, complinteeitr keen

motivation to improve their parenting, and encoerdlgem to think
positively. RiskP and DrugP will be encouraged iegnore positive
self regards to enhance their sense of parentgbetnce.
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Chapter 3
Evaluation Study on Parent Education Program

1 Objectives

This is a strength-based cognitive-behavioral gagdncation group program

with the following objectives:

1.1 To increase the knowledge of parents in drugs avdldpmental issues
of their children

1.2 To promote positive changes on parents’ attitudeatds anti-drug and
indulgence prevention

1.3 To enhance the skills and parental competenci@sanmaging common
behavior problems in their children

1.4 To promote awareness on intergeneration drug apugdem among
drug-taking parents

2 Schedule

2.1 Sept 2006 — Nov 2006: Development of programexant

2.2 Dec 2007 — Jan 2007: Pilot run of the program

2.3 Feb 2007 — Mar 2008: Program finalization; training
group leaders and facilitators;
Recruitment

2.4 Apr 2007 — Jan 2008: Implementation of the program

2.5 Feb 2008 — Apr 2008 Effectiveness study

3 Guiding principles in program development

3.1 According to Nation et al. (2003) and Dusenbury O@0 eight
principles are very useful in guiding the developmef effective
prevention programs. They include: theory-drivemmprehensive,
sensitive to developmental needs of parents andhyazulturally
sensitive, sufficient coverage, interactive teches trained staff and
evaluation. These principles, together with th@rmfation collected in
the parent survey and focus group discussions beithdopted to guide
the development of the parent education programshis project.
Registered social workers with experience in paeshication will be
group leaders and facilitators. Interactive andtipka techniques will
be used to engage parents’ interest and enhanae rédtention of
acquired knowledge and skills. In particular, thedriven,
culturally-sensitive and evidence-based principedl be given
particular attention.

3.2 Theory-driven

A number of parent-focused programs, such as RISjB&R in the US
and ASTRO Mind in HK (Lam et al., 2005) demonstdagggnificant

® Family Resource and Referral Cenifae Project STAR Parent Education Program, Supperti
Training to Assist Parent-Child RelationshiRetrieved July 27, 2007, from
http://www.children-count.org/psnew.html
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influence by theoretical premises like the ecolaygystem theory, risk
and protective factors, models on determinantsasémting behavior,
positive psychology, learning theories, cognitiehavioral theory and
group theory. The Australia-based Triple-P posifagenting program
using cognitive-behavioral principles, community alle and
multi-level approach also has demonstrated effen#gs on helping
parents. In the summer of 2006, three members eofrébearch team
attended a four-day training on the Triple-P Lev&land 4 program at
Brisbane, Australia. All the relevant theories aadearch information
from the literature and the training were applisdappropriate in the
design of the current programs.

3.3 Culturally-sensitive

Local research consistently suggested that Chipesenting still
emphasized parental authority and parental co(itto)] 1996). Parents
might not feel most comfortable to explicitly shaiffection for their
children. They might not be able to relate withitlehildren as peers
to break the generation gap. Moreover, disclosamgilfy problem to
others is perceived as an act against family h@oeung, Leung, Mak
& Lau, 2003), and working on the child’s behavigolplem could be
very threatening on parent-adolescent relationskmpthis program,
effective parenting skills drawn from overseas paogs and the
survey and focus group findings will be carefulglexted and adapted
for use.

3.4 Evidence-based

A detailed review had been done on four well-essabll effective
parenting programs on prevention of young drug epuamely the
Positive Parenting Program (Triple-P), (Sander€320n Australia,

Strengthening Families Program (Kumpfer, 1999) 8, Breparing for
the Drug Free Year (Haggerty et al., 1999) in U8 ASTRO Mind

(Shek et al., 2003) in HK. Subsequently, we idedifand selected
three core components that were commonly shardtidse programs
to guide the development of the current prevenpoogram. Core
components include, 1) promoting awareness andtip®sattitude

towards drug abuse prevention; 2) enhancing patelt bonding and
communication; and 3) enhancing parenting skilld eompetence in
dealing with youths’ problem behaviors.

4  Program Content

4.1 To respond to the principles of “comprehensivenassl “sensitivity to
the needs of the target groups” mentioned in se@it, three programs
were developed for three types of parents: a pgimarevention
program for GenP, a secondary prevention progranRfskP, and a
tertiary prevention program for DrugP. Each lewvalared the core and
specific components targeted on helping the paditis to obtain a
change across knowledge, attitude and skills asp@arents without
drug-taking history were classified into GenP osk® according to a
13-item child behavior problem checklist which wiasluded in the
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4.2

4.3

4.4

4.5

application form (Appendix 3.1). The checklist wadsveloped from
literature review, former local research (Tsang BuC2007), Phase |
survey and Phase Il focus group discussions. Pavemb reported that
their focal child showed no behavior problems dyrihe past 12
months were grouped as GenP to attend the primagyeption

program. Parents who endorsed one or more beharablems in their
focal child are grouped as RiskP. Parents with -dakghg history, the
DrugP, were grouped to take the tertiary prevenpi@gram.

A multi-session approach with weekly meetings wadopded.
Considering the difference in felt need of the etéint types of parents
and the potential resource implications, the Genignam covered two
sessions, while the RiskP and DrugP programs cdverg sessions.

A structured, closed-group format was adopted asnps preferred to
share with their peers, and a closed group willitate team building
amongst members. The structured format will malamtheel secure
about the well-planned quality of the program amthamce their
compliance with the ground-rules on program attenda and
participation.

In each group session, various means were employedrease active
participation, and to facilitate and stimulate tearning and sharing of
the participants. Examples and case studies wezd tes help them
acquire and apply skills appropriate to the age mrmblem of their
children. Parents’ personal needs were also adstessd they were
encouraged to taking care of themselves, insteamvesting all energy
on their children and families. Self-care was idleld as a component
in the program.

The core components of the 3-level parent educapigram are
presented in Table 3.1
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Table 3.1: Core components for the 3-level pardntation program

Core Components

Parents of general youths (GenP)

Parents oflaiasths (RiskP)

Parents with history of drug useugP)

I
ig

1. Authoritarian parenting style 1. Authoritarian parenting style 1.  Authoritarian parenting style
2. Youth culture 2. Youth culture 2. Youth culture
Basic 3. Communication skills 3. Communication skills 3.  Communication skills
Enhancement 4.  Skill to develop good behavior of | 4.  Skill to develop good behavior of | 4. Skill to develop good behavior of
of teens teens teens
communication 5.  Skills to reinforce good behaviors
ability 6. Skills to make win-win behaviora
Advanced -- contract --
7.  skills to manage problem behavior
8.  Skills to handle conflict
1. Developmental needs of youths and.  Developmental needs of youths and.  Developmental needs of youths and
its relationship with deviant its relationship with deviant its relationship with deviant
behaviors behaviors behaviors
Enhancement 2. Family protective factors 2. Family protective factors 2. Family protective factors
of preventing Basic 3. Drug abuse among youths in Hong 3.  Drug abuse among youths in Hong3.  Drug abuse among youths in Hong
youth drug Kong Kong Kong
abuse 4.  Skills to have early identification of 4.  Skills to have early identification of 4.  Skills to have early identification of
youth drug use youth drug use youth drug use
5. Community resources and help | 5. Community resources and hel. Community resources and help
seeking seeking seeking
Enhancement 1. Effect of emotion on parenting 1. Effect of emotion on parenting
of emotion Advanced == 2.  Skills to handle stress and emotiol 2.  Skills to handle stress and emotion
management
Prevention of 1. Effect of parents’ drug use on childrer
intergenerationall Advanced -- == 2.  Skills to prevent intergenerational drt
drug abuse abuse
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5 Recruitment, sampling and assignment into experimdal and control
groups

5.1 Randomized control trial method was used to evaltle effectiveness
of the program on the GenP and RiskP. A more iddiiized approach
had to be adopted for the DrugP who often hadadifies attending
group programs. In view of the difficulties in rating the target
number of DrugP, the inclusion criteria had to lmoskned up.
Therefore, all DrugP with a history of drug takimgere recruited
regardless of the types of drugs consumed.

5.2 Actual procedures in the Phase Il evaluation studywered the
following stages: completion of application formpp@endix 3.1) for
screening into GenP, RiskP or DrugP, completiorprat-intervention
guestionnaire  (Appendix 3.2), intervention, comipiet of
post-intervention evaluation (Appendix 3.3). A flowart of the
program is presented in Table 3.2.
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Table 3.2: Program flowchart for the three parantevels

SCREENING

Separate GenP and RiskP by using the
problem behaviors check list in the application
form (Appendix 3.1)

Identify DrugP by collaborating with local
agencie

PRE-
INTERVENTION

QUESTIONNAIRE

Pre intervention measures: PSS, PSOC L
parents’ perceived motivational factors to their
participation in programs, parents’ perceived
self-efficacy to handle child’s problematic
behavior, parenting style, quality time spent with
child per week, parents’ attitude and knowledge
related to drug abuse (20 mins for completion)
(Appendix 3.2)

-

GenP Program: 2 Sessions (2 hours per ses
(Details in the implementation manual)

Programs for parents whose focal child does not
have 13 problematic behaviors

INTERVENTION

RiskP Program: 4 Sessions (2 hours per ses
(Details in the implementation manual)
Programs for parents whose focal child has at
least one of the 13 problematic behaviors

v
POST

DrugP Program: 4 Sessions (2 hours per ses
(Details in the implementation manual)
Programs for the parents who have substance
abuse history

INTERVENTION
EVALUATION
& PROGRAM
COMPLETION

Post intervention measures: PSS, PSOC [
parents’ perceived motivational factors to their
participation in programs, parents’ perceived
self-efficacy to handle child’s problematic
behavior, parenting style, quality time spent wit
child per week, parents’ attitude and knowledge
related to drug abuse, parents’ satisfaction rate
the program (20 mins for completion) (Appendi
3.3)

Present graduation certificate after receiving
intervention

my

X~

Note. PSS = Parenting Stress Scale, PSOC = Page3dimse of Competence Scale,
DRS = Dyadic Relationship Scale
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5.3 437 parents (128 GenP, 243 RiskP and 66 DrugR)dsteover 75% of
the programs prepared for them and completed theapd post test
guestionnaires. The recruitment procedure for tipasents is explained
in the following sections. An overview of the dibtrition of the
experimental and control groups for the three tygfgsarents is shown
in Table 3.3. A flowchart of the recruitment proaoegl in this Phase is
described in Figure 3.1.

Table 3.3: Distribution of experimental and contgvbups in the
three types of parents
GenP RiskP DrugP Total
Experimental group 5 12 7 24
Control group 4 12 4 20
Total 9 24 11 44

63



Figure 3.1: Flowchart showing Phase 11l recruitmamd group assignment

GenP & RiskP Recruitment 23 units were rejected due td

unmatched preference on
program date, target of
parents or inaccessible venu

Invitation letters were sent to 708
agency/school units in 9 selected
districts

47 units showed interest to join

\ 4

D

A

24 units enrolled

41 groups were scheduled and
randomly assigned to be experimentd|
or control group

8 groups cancelled due to insufficient
recruitment

33 groups held

GenP applicants RiskP applicants
(n =199) (n =307)
Experimental Control Experimental Control
(n=111) (n=88) (n=171) (n = 136)
Primary = 70 Primary = 44 Primary = 53 Primary = 45
Secondary = 41 Secondary = 44 Secondary = Secondary =91
118
1 1 1 1
1 1 1 1
1 1 1 |
1 1 1 |
: ! . :
Drop-out# Drop-out Drop-out Drop-out
(n=49) (n=22) (n=48) (n=16)
1 | 1 |
[} | 1 |
1 I 1 I
1 I 1 I
Y Y Y
GenP GenP RiskP RiskP
Completed Completed Completed Completed
Experimental Control Experimental Control
(n=62) (n =66) (n=123) (n=120)
Primary = 34 Primary = 37 Primary = 35 Primary = 37
Secondary = 28 Secondary = 29 Secondary = 88 Secondary = 83

# Drop-out for experimental group is defined asspts who attended less than 75% of the progranp-Dud
for control group is defined as parents who fattedomplete the pre-post questionnaire.
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Figure 3.1: Continued

DrugP Recruitment

Invitational telephone calls were made to
21 Non-governmental organizations
(NGOs) and 6 clinics working with
drug-abusers

4 NGOs and 6 clinics participated in the
project

/

Experimental Control
DrugP applicants DrugP applicants
(n=69) (n = 46)

# 11 failed to participate but agreed to be
| transferred to control group _ _ _ _ _ _ >
Y
n =58 n =57
T
1 |
1 |
' 1
Drop-out Drop-out
(n=34) (n=15)
1 1
1 1
1 1
Y A4
DrugP DrugP
Completed Completed
Experimental Control
(n = 24) (n =42 ##)

# Originally, 69 and 49 participants were assigt@dhe experimental and control groups
respectively. However, 11 parents from the expembalegroup failed to show up for group
sessions but were willing to transfer to be congralup participants instead. Therefore, after
the transfer there were 58 and 57 participantshi éxperimental and control group
respectively.

## Out of the 42 participants, 14 of them complethd pre-post questionnaire without
receiving further service due to conflicting timehedules with the collaborative agencies.
Otherwise, all control subjects received servidersd month.

65



5.4 GenP and RiskP recruitment and group assignment

5.4.1

5.4.2

5.4.3

5.4.4

5.4.5

5.4.6

Referencing on the Central Registry of Drug AbuSthReport in
2005, nine districts with the highest reported sasedrug abuse
below the age of 21 were selected for recruitment.

708 invitation letters with program brochure wemntsto 299
primary schools, 409 secondary schools and 72 Isseiaice units
which included the Integrated Family Services GaEnt(IFSC),
outreach teams, probation services, Night-DriftReesaching Out
services.

41 (87%) of the 47 units that showed interest esphvithin 6

weeks and the rest replied within 29 weeks. Worltems a few

units suggested including parents with children dageem 9

because there was evidence of increasing earlywseg With the
endorsement of the Narcotics Division in Septen#f}7, parents
with children aged 9 or in P.4 were included in sogroups.
Among the 47 units, 18 were rejected due to problarsing from

program date, types of targeted parents and amagrgieof venues.
5 were rejected due to insufficient recruitmenpafents. 24 units
finally participated.

All the 41 groups from the 24 units were randondgigned into
experimental and control groups. Unfortunatelyhemgyoups were
eventually cancelled because of insufficient emehit. A total of
33 groups were held for GenP and RiskP with 50@&mgar The
group distribution is described in Table 3.4. Aatatf 371 parents
attended over 75% of their respective programscamadpleted the
pre and post questionnaires for analysis. The resgsfrom 135
parents who completed lesser than 75% of the ragpgarogram
were not included in the analysis.

All data were collected from 13/4/2007 to 18/12/200

After the program, nine units requested furtherwvises to be
conducted in their units.
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Table 3.4: Distribution of the 33 groups of Genl &iskP in Phase Il

Unit

Types of Units

GenP

Prim_ Sec_E Prim_ Sec_Q
E C

RiskP

Prim_ Sec_E Prim_ Sec_Q
E C

Total
No. of
Groups
Con-
ducted

Primary School
Primary School
Primary School
Primary School
Primary School
Primary School

U Ul 4= W IV

1
1

N |oghkh wWwdN R

10

11

12

Secondary
School 1
Secondary
School 2
Secondary
School 3
Secondary
School 4
Secondary
School 5
Secondary
School 6

13
14
15
16
17
18

SWD IFSC 1
SWD IFSC 2
SWD IFSC 3
SWD IFSC 4
SWD IFSC 5
SWD PO servicH

11

19
20
21

NGO 1
NGO 2
NGO 3

22
23
24

Church 1
Church 2
Church 3

Total

3 2 2 2

33

Note: Prim = Primary School, Sec = Secondary School

E = Experimental

Group, C = Control Group
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5.5 DrugP recruitment and group assignment

5.5.1

5.5.2

5.5.3

5.5.4

5.5.5

Invitation letters were sent to 21 non-governmerdgkencies
serving adult drug-users through counseling programesidential

drug rehabilitation service, two substance abusecsl and four
methadone clinics. Most of the contacted NGOs tegor
difficulties in recruiting parents with both drugking history and
children aged 9 (or in P.4) to 21, and eventuabyletl to

participate in the project.

Additional efforts to recruit DrugP included makipgone calls to
all agencies or organizations related to drug riiketion services.

Many of them reported they welcomed the collaboratut there
was difficulty in finding parents with both drugkiag history and

children aged 9 (or in P.4) to 21. The researchmtdeen stationed
in Methadone clinics for 3 sessions per day oredifiit week days
from Aug to October 2007 to outreach the potengabup

participants. However there were not many methadmees with

children aged 9 (or in P.4) to 21, and their mdtora to learn

parenting skills in structured group format washeatow.

As it was observed that regular group scheduletedegreat

obstacles for the methadone users who had great swimgs and

seldom observed life routines, all the absent mesnvere invited

to take individual supplementary sessions so tmatkey message
of the group session could be conveyed to them.

Subsequently, a total of seven experimental groapd four
control groups were held for 115 DrugP with childeged from 9
to 21. Among the 115 DrugP, 66 parents attended &% of the
program. Some parents who missed a session (duesidual
effects of drugs, physical discomforts, mood swingsexplained
absence or lateness) were given individual sesdimmeake up.
The 66 completed sets of pre and post questionnaire used for
analysis.

It is noteworthy that most of the DrugP who papated in this
study were engaged in drug-detoxification programtt a fixed

discharged plan. Therefore, the participating umitsre only

assigned to control groups when the group schadakehed with
their discharge plan. In addition, 11 DrugP in #eerimental
group failed to show up for sessions but agreegaicipate in
control group. In view of the relatively small samsize and
difficulties in recruitment, they were assigned dontrol group
instead. Other than these, the research team filaive standard
randomization procedure.

68



5.5.6

Like other control groups for GenP and RiskP, &k tontrol
groups among DrugP received the service after atmadl the
participants in the experimental or control groupsre given
incentives (i.e. $50 supermarket coupons) for cetm the
pre-post intervention questionnaires. In additiivag buffet were
offered for those with 100% group attendance.

Motivating Strategies adopted

The following strategies were employed to maximreeruitment
effect across different stages:
6.1 Pre-program strategies:

6.1.1

6.1.2

6.1.3

Time: Most of the group meetings were held in tfieraoons or
evenings. Multiple scheduling options will be preeel to

potential targets for maximizing their participaticSupplementary
sessions were offered to DrugP who were seriowadly dr absent
in group sessions.

Venue: All programs were held at venues accessiblethe
participants. Rooms with relaxing and non-distugb@mvironment
and comfortable furniture were identified in thetdct for group
meetings.

Rapport building by direct personal contact: Indual contact was
made by the group leader to introduce the grouptecdnand
identify any barriers for participation that redqedr additional
resources and arrangement. Referring social worerngachers
were also asked to encourage the RiskP to patcigeor the
DrugP, recruitment was done through out-reachinglinics or
places like playgrounds which were frequented lgersers, and
snowballing through other drug-users.

6.2 Program strategies:

6.2.1

6.2.2

6.2.3

Reward systems: All parents who completed the arogwere
given certificate for good attendance and activei@pation. For
DrugP, supermarket coupon, tangible gift and frammng were
offered.

Remind call: Reminder telephone calls were madeevery
participant one or two days before the sessions eare made to
DrugP again three hours before the program.

Variations in teaching methods: Use of role playwisual aids to
reduce literacy barriers; introduction of pop jargoused by
students, at-risk youth or drug users to help garengage with
their children, use of daily examples and sharihgeal cases to
stimulate reflections on parenting; use of smadlugr discussion to
maximize parents’ participation and sustain attenti
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6.2.4 Traveling allowance was granted for drug takingep#&s and

parents with financial difficulties.

6.2.5 Provision of refreshment, and distribution of le&flon adolescent

6.3

indulgent behavior.
Post-program strategies:

6.3.1 A parent-child interactive day camp was held fou@® in which

parents could enjoy quality time and practice tbenmunicating
skills with their child.

7 Manpower and Training

7.1

7.2

Staff characteristics have long been documentettitsal to program
effectiveness (Dumka, Garza, Roosa & Stoerzing@97)L Workers
who are mature, can consistently show respectetdatget parents and
are familiar with the beliefs, values and diffieft encountered as a
parents will be selected. In this project, two ségried social workers
with training in parent education (e.g. the Triplggrogram in Australia)
were responsible for program delivery. One actedgremsip leader,
while the other was the group facilitator.

The workers reviewed their work after each sessioensure quality
control on the intervention and to maintain appiatety-distanced and
productive relationship with the parent particigantRegular
supervision was rendered by the principal inveshigéor monitoring

the intervention.

8  Evaluation questionnaires

8.1

Pre-intervention questionnaire

8.1.1 Composition of the pre-intervention questionnaire

Similar to Phase 1, the evaluation questionnairpleyed in Phase
[l was developed after extensive literature reviemd pilot test
run of the program on 26 GenP, 33 RiskP (totald&) 5 DrugP.
Adjustments were made in the length and wordings thod

questionnaires, and in the process of administrasitowing the

questionnaire to be read to illiterate parents. fiha version of
the pre-intervention questionnaire contained thkoviong ten

sections listed in Table 3.5.
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Table 3.5: Composition of the pre-intervention disesaire

Variable

Number and description of items

1. Demographic

details

Age and gender of focal child and parent, pare
marital status, relationship with child, educatio
level, employment status, monthly income, distott
residence, CSSA

. Perceived effective
recruitment
strategies for
parents in
anti-drug
prevention
program

» 12 items measured on a 4-point Likert scale
(1= strong disagree, 4 = strongly agree)

. Perceived effective
retention factors in
anti-drug
prevention
program

2 10 items measured on a 4-point Likert scale
(1 = strongly disagree, 4 = strongly agree)

. Perceived progran
effectiveness

1 15 items measured on a 4-point Likert scale
(1 = strongly disagree, 4 = strongly agree)

. Parenting style

3 items measured using the phelltchoice format
parents have to choose which parenting style baitt
the most under specific circumstances (i.e. buy
clothes for child)

. Quality time spent
with child per
week

2 items measured using the open-ended format, {33
have to indicate how many minutes they usu
communicate with their child per week

Seven outcome measures

7. Perceived level of

self-efficacy of
child management

1 item measured on a 5-point Likert scale,
(1 = total lack of ability, 5 = strong ability)

8. Relationship with

child (DRS)

Dyadic Relationship Sub-scale, 4 items measuredl Q
5-point Likert scale,
(1= strongly disagree, 5 = strongly agree)

The Dyadic Relationship Scale (Skinner, Steinhatie
Santa-Barbara, 1983) is a scale that examines h
family member views his/her relationship with otk
family members. Cheng (1992) use the scale to s
the martial relationship of 312 middle-class aduB®
pairs of which being couples. The scale was abdg
from 46 to 18 items and its psychometric proper
were improved. He also reported factor analysedtse
yielding 4 subscales (acceptance, trust, congrueng
values and communication) from the general scake
adopted the communication subscale in this si
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which reported to have an excellent inter
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consistency alpha coefficient of .77 in a localdst
(Tsang, 1997).

9. Perceived level of
family cohesion

1 item measured on a 5-point Likert scale with kigh
scores equating to higher level of family cohesasn

10. Drug knowledge

20 binary items measured byngsgarents to indicate
(agree/disagree) with each statements

11. Drug attitude

7 binary items measured by askargnts to indicate
(agree/disagree) with each statements

12. Parenting stress
(PSS)

Parenting Stress Scale, 17 items measured on 6
Likert scale
(1 = strongly disagree, 6 = strongly agree)

Parenting Stressor Scale (PSS; Berry & Jones, 199
a self-report scale that contains 18 items reptesg
pleasure or positive themes of parenthood (emdti
benefits, self-enrichment, personal development)
negative components (demands on resou
opportunity costs and restrictions). Respondents
asked to agree or disagree with items in term$ef
typical relationship with their child or childrema to
rate each item on a five-point scale. We adopted
Chinese version of the PSS which was validated
Cheung (2000) with 257 samples. The 17-item s
scores were found to have high internal consiste
thus was employed in the present study.
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13. Parenting
competency
(PSOC)

Parenting Sense of Competence Scale, 7 items
measured on a 6-point Likert scale
(1 = strongly disagree, 6 = strongly agree)

Parenting Sense of Competence Scale (PSOC; Joh
& Mash, 1989) is a 16-item self-report questionas
designed to measure parents’ satisfaction andaeffi
in their parenting role. Items are rated on a G
Likert scale. The nine items in the Satisfactiocals@are
forward scores and the seven items in the Effig
scale are scored in the reverse direction.
Satisfaction scale reflects parenting frustratig
anxiety and motivation, while Efficacy asse

nston
air
C
DI

acy

The
ns,

’SS

capability, problem-solving ability, and competence

High scores represent high degrees of satisfaetnuh
efficacy. We adopted the Efficacy sub-scale in
study which reported to have high internal consisye
alpha coefficients of .76 in a previous study (X&ion

this

and Mash, 1989).
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8.1.2 Reliability estimates
The reliability estimates (Cronbach Alpha) for theales adopted
in this phase were above .70 in all cases. Thalsletee shown in

Table 3.6.
Table 3.6: Reliability estimates of the outcomalss (Cronbach Alpha)
Experimental Control Group Total
Variables Group (n=228) (n=437)
(n=209)

Pre PSS total .85 .85 .85
Post PSS total .85 .86 .82
Pre PSOC total .82 .83 .83
Post PSOC total .84 .79 .83
Pre DRS total .70 .70 .70
Post DRS total 76 70 72

Note. PSS = Parenting Stress Scale, PSOC = Rage$ginse of Competence Scale, DRS
=Dyadic Relationship Scale

All control group members completed the post qoesiaire which
was identical with the pre-one. Experimental grooyembers
completed post-intervention questionnaires with fiedowing
additional sections:

8.2 Post-intervention questionnaire: The following smts were added
into the post-intervention questionnaire for thepexxmental group
participants

8.2.1 Retention factors enhancing attendance and paatioip This
included 10 items measured on a 4-point Likerteschl= strongly
disagree, 4 = strongly agree.

8.2.2 Participants’ perceived program effectiveness: Tihduded 15

items measured on a 4-point Likert scale,1 = siyodigagree, 4 =
strongly agree.
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9  Feedback on program from workers in collaborative uits

9.1 Afeedback form (Appendix 3.4) was sent by posiltaghe 27 workers
from the 24 units in this study. 23 workers resmahdThe workers
were asked to rate on four point scale (1= vergagt = Very Disagree)
regarding the performance of program instructorsl goerceived
importance of program continuation. Using a bingyn (yes/no), they
were asked about their likelihood to participatehis program in the
future. Using multiple choice answering formats,e thollowing
information was also collected (time needed forruidment, main
source of participant, means used for recruitmestseived difficulties
during the recruitment process, and contents thaldcattract parents’
participation).

10 Data analysis

10.1 To explore the compatibility of data between theekmental and
control groups, bivariate analyses were performed identify
differences between the experimental and contaigg at pre-test.

10.2 MANOVA was performed to assess the effect of theugrassignment
(experimental and control groups) and the groupgaknts (GenP,
RiskP and DrugP) on the changes of the scores e@sdhen outcome
measures between pre and post tests.

11 Results
11.1 Sample Characteristics

11.1.10ut of a total of 621 parents who enrolled in tiheugp programs,
437 parents (GenP = 128, RiskP = 243, DrugP = 6@)pteted the
pre and post intervention questionnaire for finaklgsis. The
distribution of the experimental and control grom@mbers is
presented in Table 3.7. The demographic charattsrief the
three groups of parents are listed in Table 3.8dewtribed in the
following sections.
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Table 3.7: Total number of participants in expemntaéand control groups
who completed pre and post intervention questioBnai
Participants in experimental groups attain@8% attendance.

(N =437)
Experimental Control Averaged
participatior
(n=209) (n=228) rate
(N=437)
Enrolled Drop-out Attended Enrolled Drop-out Completed
75% of pre-post
program and guestionnaire
Completed
pre-post
questionnaire
GenP 111 49 (44%) 62 (56%) 88 22 (25%) 66 (75%) 64%
RiskP 171 48 (28%) 123(72%) 136 16 (12%) 120(88%) 79%
DrugP 58 34 (59%) 24 (41%) 57 15 (26%) 42 (74%) 57%
Total 340 131(39%) 209(61%) 281 53 (19%) 228(81%) 67%

11.1.2Demographic characteristics of parents in genéuaong the 437
participants, 356 (81.5%) were female and 81 (¥8)%vere male.
75.2% of the respondents were married and 64.68natt F.1-F.5
education level. The mean age of parents was 4$3% =6.34).
30% of the respondents had a full-time (at leadt@i4s per week)
employment and the median monthly income was $353U9.

11.1.3Gender and age of focal child: 262 (60%) of theafazhild were
male and 175 (40%) of the focal child were femalge mean age
of the focal child was 13.32 (S.D.=2.70).

11.1.4Relationship with focal child: 90.6% of GenP and188 of RiskP
were the mother of the focal child. However, 54.4%DrugP
participants were the father of the child. Tablé Showed a break
down of demographic characteristics of the threeugs of
parents.
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Table 3.8: Demographic characteristics of GenPkfRend DrugP (N = 437)

Demographic GenP % RiskP % DrugP %
Characteristics N =128 N =243 N = 66
Mean Age of focal child Mean =12.11 Mean =13.61 Mean = 14.61
(SD =1.58) (SD =2.55) (SD =3.87)
. M = 64 M =161 M =37
Gender of focal child F=-64 -- F-g2 -- F =29
Educational level of focal
child
Primary 71 55.5 72 29.6 NA
Secondary 57 445 171 70.3 NA
Parents Age Mean =42.86 Mean =43.25 Mean = 46.03
(SD =6.25) (SD =5.69) (SD =8.08)
Relationship with child
Biological Mother 116 90.6 214 88.1 21 31.8
Step Mother 0 - 1 0.4 0 --
Biological Father 10 7.8 26 10.7 43 54.4
Step Father 0 -- 0 - 2 3.0
Others 2 1.6 2 0.8 0 --
Marital Status
Married 112 88.2 179 74.0 36 545
Cohabited 2 1.6 3 1.2 5 7.6
Separated 2 1.6 2 0.8 6 9.1
Divorced 11 8.7 45 18.6 17 25.8
Widowed 0 -- 10 4.1 0 --
Single 0 -- 3 1.2 2 3.0
Parents’ Educational Level
No education 1 .8 4 1.6 2 3.1
Primary 16 12.6 54 22.2 29 44.6
Secondary (F1-F3) 33 26.0 84 34.6 22 33.8
Secondary (F4-F5) 53 37.3 78 321 11 16.9
Matriculation 13 10.2 7 2.9 1 1.5
Diploma 2 1.6 12 4.9 0 --
University or above 9 7.1 4 1.6 0 --
Employment Status
Full time (>44 hrs/wk) 52 40.6 68 28.1 11 16.7
Part time (<44 hrs/wk) 17 13.3 34 14.0 12 18.2
Retired 3 2.3 3 1.2 2 3.0
Unemployed 4 3.1 15 6.2 26 394
Housewife 52 40.6 122 50.4 15 22.7
Household income
<4999 9 7.1 28 11.8 40 60.6
5000-9999 28 19.6 94 395 21 31.8
10000-19999 46 36.5 72 16.7 4 6.1
20000-29999 17 13.5 28 11.8 1 1.5
30000-39999 12 9.5 12 5.0 0 --
>40000 14 111 4 1.7 0 --
On CSSA
Yes 20 15.6 71 29.6 46 69.7
No 108 84.4 169 70.4 20 30.3

Note. *p <0.05, *p <0.01
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11.2 Experimental and control group pre-intervention paitibility

11.2.1 No significant differences were found between expental and
control groups at the pre-intervention stage fer three groups of
parents regarding demographic variables (i.e. walardtatus,
educational level, employment status, monthly ineorand
recipients of CSSA) and outcome variables (i.eeptng style,
parenting stress, drug knowledge, drug attitudiatiomship with
child, communication with child, sense of self-efity and
perceived level of family cohesiveness).

11.3 Participation rate and attrition analysis

11.3.1 Participation rate: Participants who attended thas 75% of their
respective programs are considered dropped-ous.césetal of
621 parents enrolled in this program and 437 cotegland the
breakdown amongst the 3 groups is presented ineTaldl. The
averaged drop-out rate was kept under 30% fohallparticipants.
The drop-out rate, as expected, was more seriotistiwe DrugP.
RiskP showed only 20% drop-out rate.

Table 3.9: Percentages of drop-out among the timags of parents

Pre-Test Post-Test  Total number of Averaged % of drop

dropped out out at the end of the
program
GenP 199 128 71 35.68
RiskP 307 243 64 20.84
DrugP 115 66 49 42.60
Total 621 437 184 29.63

11.3.2 Attrition analysis: Results showed no significantffedence
between the drop-outs and non-dropouts regardimyodeaphic
characteristics. Parents who dropped out earlyetgnd show less
need to participate in the program. For exampley treported
significantly higher quality time spent with thaihild every week
(mean = 184.48, S.D. = 614.51 vs. mean = 102.43,5216.60,
F = 5.67, p<.05), with a higher level of self-effay in managing
the child’s problem (mean = 2.43, S.D. 1.012 vsame 2.19, S.D.
= .92, F = 7.79, p<.01l) and better relationshiphwithild as
reflected by the score in DRS (mean = 25.98, S.B.78 vs. mean
= 2494, S.D. = 6.17, F = 3.79, p<.05). In additiparents who
dropped out in general reported less parentings{mean = 57.27
vs. 59.07).
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11.4 Evaluation of program effectiveness

11.4.1 A 3 x 2 (experimental/control group assignment)3xgfoups of
parenting) multivariate analysis of variance (MAN&)Vwas
conducted. Results revealed a significant groupcef{fF=3.308,
p<.01), a significant condition effect (F=8.96, @¥) and a
significant Condition x Group level interaction (E%97, p<.01).
Analysis conducted on outcome variables (parentsigess,
parental competency, relationship with child, pered family
cohesion and sense of self-efficacy, drug knowledgd drug
attitude) revealed significant group assignmeneaff on all the
variables except for perceived level of family celba. Mean
differences at pre and post intervention for theee¢hgroups of
parents are presented in Table 3.10. The impacte&fvention was
different for the three groups of parents in twacome measures,
namely drug attitude (F=6.08, p<.01) and senseetifefficacy
(F=5.60, p<.01). More specifically, DrugP benefiteabstantially
from intervention and gained the most improvemamtdrug
attitude compared with the other two groups of paing (Figure
3.2). RiskP and DrugP both showed significant improents in
sense of self-efficacy after the program (Figu3.3.

Table 3.10: Means difference on outcome measuresvelen pre- and
post-intervention assessment in experimental amdralogroups
by three parent groups, mean (SD) (GenP, RiskibangP)

GenP RiskP DrugP
Outcome Experimental Control Experimental Control Experimental  Control
PSS 0.95 -1.14 4.01 1.58 1.79 0.11
(7.29) (7.31) (9.95) (7.92) (6.38) (7.65)
PSOC 2.24 0.07 4.42 0.13 2.05 -0.68
(5.14) (3.76) (6.52) (4.67) (5.27) (5.86)
DRS 14 0.46 0.64 -0.21 1.56 0.53
(2.04) (2.01) (2.56) (1.34) (2.17) (1.75)
COHES -0.03 0.02 0.19 0.07 -0.05 0.24
(0.84) (0.81) (0.97) (0.76) (1.13) (1.10)
SELFCOM 0.21 0.23 0.74 0.13 0.53 -0.34
(1.23) (0.63) (1.23) (0.92) (1.35) (0.85)
DBEH 3.67 2.07 3.38 0.60 3.05 0.45
(6.96) (5.55) (6.96) (5.70) (5.40) (5.09)
DATT 0.19 -0.12 0.05 0.18 1.21 0.11
(1.25) (1.02) (1.28) (1.00) (1.23) (1.31)

Note. PSS = Parenting Stress Scale, PSOC = PareStinge of Competence Scale, DRS = Dyadic
Relationship Scale, COHES = Perceived Level of Fafdhesiveness, SELFCOM = Parental self-efficacy,
DBEH = Drug Knowledge, DATT = Drug attitude
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Figure 3.2:  Significant intervention effect on grattitude for the three parent

groups
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Figure 3.3:  Significant intervention effect on peived sense of self-efficacy
for the three parent groups
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11.4.2 GenP program effectiveness

a. Among GenP, the impact of the two-session intereanivas
significantly different for experimental and coritgyoups on two
outcome measures, namely parental competency (F=p<605)
and relationship with child (F=6.65, p<.05). TaBld1 shows that
GenP in the experimental group improved signifigaoh parental
competency and relationship with child comparedhwabntrol

group.
Table 3.11: Intervention effects for GenP betweaperimental group
and control group at pre and post test, mean (8B)28)

GenP Effect Size
Experimental Control Partial eta
Outcome measures Pre Post Pre Post squared
(SD) (SD) (SD) (SD)
PSS 55.60 54.66 50.75 51.89
(13.41) (14.06)  (12.18) (11.55)
PSOC* 26.07 28.31 26.74 26.81 0.29
(6.14) (5.21) (5.35) (5.28) :
DRS* 15.05 16.48 15.53 15.98 0.29
(1.88) (1.71) (2.35) (1.71) '
COHES 3.63 3.63 3.56 3.52
(0.87) (0.91) (0.83) (0.73) -
SELFCOM 2.66 2.86 2.37 2.60
(0.79) (0.63) (0.75) (0.70) -
DBEH 14.03 17.63 13.85 15.69
(6.69) (4.07) (7.28) (5.79) -
DATT 5.48 5.67 5.72 5.60
(0.98) (0.93) (0.90) (0.90) B

Note. PSS = Parenting Stress Scale, PSOC = Paye®¢inse of Competence Scale,
DRS = Dyadic Relationship Scale, COHES = PerceiveclLef/Family Cohesiveness,
SELFCOM = Parental self-efficacy, DBEH = Drug Knowged DATT = Drug attitude,
*p <0.05, * p < 0.01

b. Regarding gender differences, 10 male GenP andeti8le GenP
participated in the program. No significant gendiffierences were
observed between female and male participants degarthe
following outcome measures at pre and post testehaparenting
stress, parental competency, relationship with dghperceived
family cohesion, parental sense of parental efficadrug
knowledge, and parenting style. However, at pre-tesale
participants reportedly spent significantly morendi with their
child compared with their female counterparts (nd®8.8,
s.d.=229.627 minutes per week vs. 107.50, s.d.3981minutes
per week, t=-3.548, p<.001). At pre-test, femalatippants
reported higher anti-drug attitude compared witkeirthmale
participants (mean=5.66, s.d.=.908 vs. mean=5.00,=k054,
t=2.184, p<.05)
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11.4.3

a.

The 7 outcome measures correlated positively vatthether with
r>.99, p<.0l. In terms of the correlations betwemmcome
measures and perceived program effectiveness, GleaPeported
less parenting self-efficacy perceived significaritigher program
effectiveness for the following (positive corretati with p<.05):
they have learned more about the trend and imgaati@escent
drug abuse, know how to prevent child drug abuseykhow to
early identify child drug abuse, know more abougligenerational
drug abuse, know more about youth culture, mordfidkito
communicate with child, more tactful to handle dmtf more
skillful to manage child problem behavior, moreiopstic to deal
with child problem behavior, more skillful to haedémotion and
stress, perceived desirable date, suitable vermegyrgm content
fulfills my needs and satisfactory performance ofkers.

Similarly, those with less anti-drug attitude atsptest perceived
higher perceived program effectiveness for theofwilhg measures
(positive correlation with p<.05): better knowingvin to prevent
child drug abuse, get more resources for help sgeknow more
about intergenerational drug abuse, know more aymuth culture,
more skillful to communicate with child, more tadtfto handle
conflict, more skillful to manage child problem laefor, more
optimistic to deal with child problem behaviorsjtable date and
time, suitable venue, program content fulfills mgeds and
satisfactory performance of workers.

RiskP program effectiveness

For RiskP, the impact of intervention was signifitg different for
experimental and control groups on five outcome suess,
namely parental stress (F=3.89, p=.05), drug kndgée(F=10.17,
p<.01), parental competency (F=30.56, p<.01), imlahip with

child (F=9.52, p<.01) and perceived sense of détfeey

(F=18.99, p<.01). Table 3.12 shows that RiskP endgkperimental
group showed significant improvements on the abmeationed
outcome measures compared with RiskP in the cogtoalp.
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Table 3.12: Intervention effects for RiskP betweg&perimental group
and control group at pre and post test, mean (8B)28)

RiskP Effect size
Experimental Control Partial eta
Outcome measures Pre Post Pre Post squared
(SD) (SD) (SD) (SD)
PSS* 64.52 60.51 62.06 60.47 0
(11.05) (10.27) (9.96) (9.99)
PSOC** 24.39 28.82 23.74 23.87 0.89
(6.43) (5.60) (6.10) (5.52) '
DRS** 15.69 16.33 15.45 15.25 056
(2.08) (1.95) (1.92) (1.94) '
COHES 2.96 3.15 2.90 2.94
(0.91) (0.89) (0.93) (0.83)
SELFCOM* 1.78 2.52 2.06 2.19 035
(0.83) (0.94) (0.85) (0.94) '
DBEH* 14.24 17.54 15.66 16.19 0.29
(6.00) (4.66) (4.62) (4.57) '
DATT 5.72 5.77 5.67 5.85
(1.13) (1.02) (0.88) (0.79)

Note. PSS = Parenting Stress Scale, PSOC = Payebéinse of Competence
Scale, DRS = Dyadic Relationship Scale, COHES = Pardelievel of Family
Cohesiveness, SELFCOM = Parental self-efficacy, DBEBrag Knowledge,
DATT = Drug attitude, * p <0.05, ** p <0.01

b. 26 male RiskP and 217 female RiskP participatethenprogram.
No significant gender differences were observedtierfollowing
outcome measures at pre and post test, namely tphren
competency, perceived family cohesion, sense ofenpalr
self-efficacy, drug knowledge, drug attitude andldy time spent
with child. However, at pre and post test, femaéported
significantly higher parenting stress compared withale
participants (at pre-test, mean=63.98, s.d.=10.389 57.54,
s.d.=9.872, t=3.007 p<.01), at post-test, mean¥6@S. 56.35,
t=2.143, p<.05). At pre-test, male reported to hawetter
relationship with child compared with their femaleunterparts,
mean=16.31, s.d.=1.614 vs. 15.39, s.d.=1.989, 12€. p<.05).
Regarding parenting style at pre-test, based orptine parenting
style (i.e. answered all three questions usingstdrae parenting
style), more male participants adopted the mixeckmdang style
(92.3%) and more female adopted the authoritarigie sof
parenting (38.2%), df=2, X=9.775, p<.01.

c. The 7 outcome measures correlated positively vatthether with
r >.99, p<.0l. In terms of the correlations betwemricome
measures and perceived program effectiveness, RvitkPlower
level of parenting self-efficacy perceived sigraintly higher
program effectiveness for the following (positiverrelation with
p<.05): they have learned more about the trend iamghct of
adolescent drug abuse, know how to prevent childy dibuse,
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know how to early identify child drug abuse, getrenoesources
for help seeking, know more about intergeneratiahrag abuse,
know more about youth culture, more skillful to aoomicate with

child, more tactful to handle conflict, more skillto manage child
problem behavior, more optimistic to deal with dhiproblem

behaviors, more skillful to handle emotion and sresuitable date
and time, suitable venue, program content fuliily needs and
satisfactory performance of workers.

11.4.4 DrugP program effectiveness
a. Table 3.13 shows that for DrugP, the impact ofriwdation was
significantly different for experimental and contgvoups on three
outcome measures, namely relationship with chikld(E9, p<.05),
drug attitude (F=9.38, p<.01) and perceived serfsefficacy
(F=8.86, p<.01). Table 3.13 shows that DrugP ingkgerimental
group showed significant improvements on the abmeationed
outcome measures compared with DrugP in the cogtonip.
Table 3.13: Intervention effects for DrugP betwesperimental group
and control group at pre and post test, mean (8B)28)
DrugP Effect size
Experimental Control Partial eta
Outcome measures Pre Post Pre Post squared
(SD) (SD) (SD) (SD)
PSS 56.74 54.95 55.11 55.00 __
(9.64) (7.66) (9.79) (9.71)
PSOC 26.00 28.05 25.11 24.42 3
(6.60) (5.34) (6.99) (5.57)
DRS* 15.11 16.26 15.79 15.84 0.23
(1.97) (1.70) (1.83) (1.87) '
COHES 3.30 3.21 2.80 3.10 3
(1.22) (1.02) (1.03) (1.12)
SELFCOM** 2.21 2.74 2.74 2.39 0.41
(1.18) (0.73) (0.98) (0.92) '
DBEH 15.92 18.83 17.43 17.76 3
(4.73)) (1.80) (3.51) (4.16)
DATT** 5.26 6.47 5.66 5.76 0.85
(1.20) (0.61) (1.12) (0.94) '
Note. PSS = Parenting Stress Scale, PSOC = Paye®¢inse of Competence Scale,

DRS = Dyadic Relationship Scale, COHES = PerceiveclLef/Family Cohesiveness,
SELFCOM = Parental self-efficacy, DBEH = Drug Knowded DATT = Drug attitude,
*p <0.05, *p <0.01

Unlike GenP and RiskP, a majority of DrugP par@écis were
male (45 vs. 21). No significant differences webserved for the
following outcome measures at pre and post-testniate and
female participants, namely parenting stress, pareompetency,
relationship with child, perceived family cohesiordrug

83



knowledge, anti-drug attitude and parenting stikepre-test, male
participants reported significantly higher level qerceived
parenting self-efficacy compared with female pégpaats
(mean=2.73, s.d. =1.031 vs. mean=2.05, s.d.=1.024.522,
p<.05)

11.5 Recruitment strategies effectiveness

11.5.1 At pre-intervention, the three groups of parentsenssked
to report on the strategies that most stronghaetéd them
to join anti-drug prevention program. The perceatagd
rank ordering of the recruitment strategies agreede
effective are presented in Table 3.14.

Table 3.14: Perceived effective recruitment striagiefpr the three types of

parents at pre-intervention (N=621)
Rank of importance in descending order 1-12 (%)

Variables GenP (n=199) RiskP (n=307) DrugP (n=155)
Agree Agree Agree

Teaching parenting skills 1 (98.4) 1 (99.2) 1.997
Concepts illustrated by daily examples 2 (96.1) 2 (96.7) 5 (87.0)
Suitable date and time 3 (95.3) 5 (88.1) 3(P1.1
Convenient application procedure 4 (91.4) 8 (82.3) 4 (90.2)
Suitable venue 5 (91.4) 6 (87.7) 2 (92.0)
Group as format 6 (89.8) 4 (89.7) 3(91.1)
Explaining indulgence 7 (88.3) 3 (90.9) 5 (87.0)
Provision of gift/vouchers 8 (68.8) 12 (42.0) 6a.6)
Attractive speaker 9 (68.0) 9 (67.1) 6 (72.8)
Encouraged by others 10 (58.6) 7 (82.7) 7 (70.8)
Provision of certificate 11 (54.7) 10 (57.6) a2(7)
Provision of refreshment 12 (38.3) 11 (44.9) 88.0)

Note. “Agree” included parents who endorsed “agi@e’strongly agree”

11.5.2For GenP, the top five choices of successful reoent strategies
included the teaching of parenting skills (98.4%pncepts
illustrated by examples (96.1%), suitable date amd (95.3%),
convenient application procedure and suitable vé@tiel%). The
three least attractive recruitment strategies ot
encouragements by others (58.6%), provision of ifcates
(54.7%) and provision of refreshments (38.3%).

11.5.3For RiskP, the top five choices of successful rigerent included
the teaching of parenting skills (99.2%), concefitsstrated by
daily examples (96.7%), explanation of indulgencehavior
(90.9%), group format (89.7%) and suitable datetand (88.1%).
The three least attractive recruitment strategiekided provision
of certificate (57.6%), provision of refreshmen# @) and the
provision of gift/'vouchers (37.0%). Compared witrer®, the
teaching parenting skills and illustration of coptseusing daily
examples were perceived as important factors tonthaning
anti-drug prevention programs, the convenience plieation,

84



venue and provision of gifts/vouchers were perakias less
important factors to successful recruitment.

11.5.4For DrugP, the top five successful recruitmenttsegie@s included
teaching parenting skills (97%), suitable venue%®2suitable
date and time (91.1%), group format (91.1%) and cepts
illustrated with daily examples (87.0%). The thieast attractive
recruitment strategies included provision of cexdifes (64.7%),
provision of gift/'vouchers (64.6%) and the provisioof
refreshments (55.0%). Compared with GenP, DrugPeperd the
venue of the program, the use of group formataeiitreness of the
speaker and encouragement by others to be much essential
factors to their joining of anti-drug preventiorogram.

11.6 Drug knowledge improvement

11.6.1Parents across the three levels (GenP, RiskP ang By showed
significant increase in correct responses on dmmMedge after
intervention. Table 3.15 presented the mean scdredrag
knowledge at pre and post test for the three grafigsarents. At
pre-test, DrugP showed significantly more drug kizalge than
GenP (F=5.86, p<.01). At post-test, all parentimgugs in the
experimental group showed significant within grooyprovements
in drug knowledge. GenP in the control group al$wwsed
significant within group difference at pre and ptesdt. Table 3.16
presented a break down of the number of correporeses in drug
knowledge at pre and post intervention for the eéhgeoups of
parents in the experimental condition. Results d"twhat the
percentage of GenP, RiskP and DrugP who scored thanel6-20
increased by 20.9%, 26.2% and 24.9% respectively.
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Table 3.15:

Drug knowledge at pre and post tedthi® three groups of parents
in experimental and control condition (N=437)

Std Between Within
Experimental Group Mean Devi " Group Post Hoc. Group
eviation E t
Pre-Test GenP 1403  6.698
GenP: 4.156**
RiskP  14.24 5.946 .905 -
DrugP 15.92 4.727 )
RiskP: 5.278**
Post-Test  Genp 17.63  4.075
RiskP  17.54 4.663 .895 -
DrugP: 2.832**
DrugP 18.83 1.800
Std Between Within
Control Group Mean L Group Post Hoc. Group
Deviation = ¢
Pre-Test GenP 1385  7.282
GenP: 2.405*
RiskP  15.66 4.625 5.856** GenP<DrugP
DrugP 17.43 3.507 )
RiskP: 1.118
Post-Test  Genp 1569  5.788
RiskP  16.19 4.574 2.407 -
DrugP: .439
DrugP 17.76 4.917
Note. *p <0.05, ** p < 0.01

Table 3.16:

Drug knowledge (DBEH, Q1-20, full scef0), analysis of

correct responses at pre and post-test for expetahgroup
(%) (N = 209)

GenP RiskP DrugP
No. of correct (N = 62) (N = 123) (N = 24)
responses Pre Post Pre Post Pre Post
0-5 18.0 3.3 10.7 5.9 4.2 0
6-10 6.6 1.7 14.0 3.4 125 0
11-15 18.0 16.7 18.2 7.6 125 4.3
16-20 57.4 78.3 57.0 83.2 70.8 95.7

11.6.2 A closer examination of drug knowledge of parentsxperimental

group at post-intervention is presented in Tablg73.Results
showed that there were no significant differencetsvben parents
with different scores on the seven outcome measti@sever, by

looking at the mean scores, parents who showedepadnug

knowledge at post intervention indicated less sefiself-efficacy

in managing child, lower drug related attitude, éowievel of

parental competency, poorer relationship with c¢hildgher

parenting stress, lower perceived family cohesiwhwaould spend
less quality time with their child.
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Table 3.17:  Analysis of correct responses in dmgwedge and its

relation with other major variables at post-intertien for
experimental group (N = 209), mean (SD)

DBEH PSS  PSOC  DRS COHESSli’ DATT  ATSC
0-5 62.25 26.67 15.56 3.00 2.56 4.67 31.56
(7.54) (5.45) (1.24) (.71) (.73) (1.41) (25.42)
6-10 54,20  30.80 16.40 3.80 3.00 5.60 13.20
(15.97) (4.21) (2.19) (.84) (.71) (1.14) (16.60)
11-15 53.05 28.85 16.75 3.55 2.75 5.75 40.50
(12.07) (4.61) (1.97) (.83) (.79) (.92) (24.67)
16-20 56.06 28.58 16.36 3.32 2.66 5.80 34.75
(11.40) (5.38) (1.81) (.94) (.86) (.99) (27.92)
F 1.98 .68 .90 1.23 .40 4.59 1.32
Note. DBEH = Drug knowledge, PSS = Parenting Sti®@sale, PSOC = Parenting

Sense of Competence Scale, DRS = Dyadic Relatipristale, COHES = Perceived
Family Cohesiveness, SELFCOM = Parental self efficdATT = Drug attitude,
ATSC = Averaged time spent with child/week (hrg),<0.05, * p < 0.01

11.7 Anti-drug attitude improvement

11.7.1Table 3.18a showed that all groups of parents stowe

improvements in anti-drug attitude after attending program. A
positive main effect was evident in all parentimgups regarding
their perceptions and attitude towards substanusealAt pre-test,
DrugP in control group showed a higher score fargdattitude
than GenP and RiskP (F=7.34, p<.01). At post tasty DrugP
showed significant between group effects (mean DAE®re =
5.25 vs. 6.50, t = -5.15, p<.01) as well as witgnoup effects
(t=-5.15, p<.01). DrugP also scored the highestpast-test
compared with the other two groups of parents. dakdown of
the number of correct items at pre and post intdiee is
described in Table 3.18b.

11.7.2A closer examination of anti-drug attitude of pdsenin

experimental group at post-intervention was presenh Table
3.19. Results showed that parents with more pesiattitude
towards anti-drug abuse scored significantly higloer drug
knowledge (F=11.51, p<.01). In addition, by lookiagthe mean
scores, parents who showed more positive attituolgards
anti-drug abuse had higher sense of self-efficaoyell as reduced
parental stress.
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Table 3.18a: Anti-drug attitude at pre and podtfscontrol and experimental
group for the three groups of parents (N=437)
Std Between Within
Control Group Mean Devi ’ Group Post Hoc. Group
eviation E t
Pre-Test GenP 5.47 .970 .
RiskP  5.71 1.114 2.317) - GenP: 1.15
DrugP 5.25 1.152 .
Post-Test ~ GenP  5.68 919 GenP<DrugP RiskP: -1.964
RiskP  5.72 1.027 7.341% 2
< ..
DrugP  6.50 590 RiskP<DrugP  DrugP: -4.88
Std Between Within
Experimental  Group Mean Devi " Group Post Hoc. Group
eviation E t
Pre-Test GenP 5.47 .970 .
RiskP  5.71 1.114 2.317 - GenP: -1.301
DrugP 5.25 1.152 o
Post-Test GenP  5.68 919 GenP<DrugP RiskP: -.14
RiskP  5.72 1.027 7.341*  RiskP<DrugP _ -
DrugP  6.50 590 DrugP: -5.152

Note.* p <0.05, ** p < 0.01

Table 3.18b:  Analysis of correct responses fordnig attitude at pre and
post test for experimental group (%) (N = 209)
GenP RiskP DrugP
No. of Correct responses (N =62) (N=123) (N =24)

Pre Post Pre Post Pre Post
0-2 1.6 1.6 4.1 1.6 0 0
3-5 24.2 16.1 23.6 15.4 58.3 4.2
6-7 742 823 72.4 829 417 95.8

Table 3.19:Analysis of correct responses for dnig attitude and its relation
with other major variables at post-intervention fperimental
group (N = 209), mean (SD)

SELF-

DATT PSS PSOC  DRS COHES " DBEH ATSC
02 # 5500 34.00 18.00  4.00 2.00 2.00  56.00
() () () (--) () () ()

35 60.11 2857 1635  3.32 2.70 1654  38.16
(10.49) (5.37) (1.53) (.98)  (89)  (5.38) (30.51)

6-7 57.01 2838 1633  3.29 2.62 1831  34.75
(11.62) (5.44) (1.91) (92)  (.86) (3.36) (27.20)

F 1.66 55 43 29 45 1151~ 1.03

# only one parent was in this category thus SD e presented

Note. DATT = Drug attitude, PSS = Parenting Strigésale, PSOC = Parenting Sense of
Competence Scale, DRS = Dyadic Relationship SdaleHES = Perceived Family
Cohesiveness, SELFCOM = Parental self efficacy, BBE Drug knowledge, ATSC =
Averaged time spent with child/week (hrsp <0.05, * p < 0.01
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11.8 Parenting Style

11.8.1The parenting style adopted by the parents wassegdey three

guestions (see note in Table 3.20a). An overviewthef three
groups of parents under the experimental and coodraditions at
pre-intervention showed that authoritative and auithrian
parenting styles were the dominant parenting st@e®ng the
three groups. GenP consistently reported the higireportion of
authoritarative style, followed by authoritariaglst In comparison
to GenP and RiskP, DrugP consistently showed thghelst
proportion of permissive and neglectful parentitydes

Table 3.20a: Parenting style among the three pgrenps at pre-test (%)
(N =437)

Parenting GenP RiskP DrugP NG
Style (n=128) (n=243) (n = 66)

Q1 Authoritarian 21.1 21.2 15.4 56.001**
Authoritative 75.8 67.6 44.6
Permissive 2.3 7.9 26.2
Neglectful .8 3.3 12.3

Q2 Authoritarian 19.7 19.8 31.8 26.270**
Authoritative 78.0 62.4 53.0
Permissive .8 8.3 4,5
Neglectful .8 7.0 9.1

Q3 Authoritarian 2.3 8.2 25.8 44.,941**
Authoritative 86.7 80.2 51.5
Permissive 9.4 8.2 25.8
Neglectful .8 2.1 7.6

Note.* p <0.05, ** p < 0.01

Q1: If your child grew taller and need a changelothes, what would you usually do?
Q2: If your child failed to hand in homework assigents, what would you usually do?
Q3: How do you manage your child’s relationshiprvather friends or classmates?

11.8.2To better address different patterns in responseshé three

guestions on parenting style, attempts were madedmup the
responses into two groups, namely “closely matclteed! “mixed

style”. “Closely matched” group defined those pasemnho

endorsed the same style of parenting for at leastaf the three
guestions, and their most often endorsed style neased as the
final parenting style. Those who endorsed diffearenting styles
for all of the three questions were categorized itite “Mixed

style” group. Using this new grouping, Table 3.2@Movides an
overview of the percentages of parenting stylettierthree groups
of parents in the experimental and control grouprat and post
test. Figure.3.4 and Figure. 3.5 provide a pre-potrvention

comparison of parenting style for experimental aodtrol groups
respectively.
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11.8.3 Results showed that while parenting style remasiedlar at pre

and post intervention for control group, parentthim experimental
group showed an increase in authoritative parerdimdja decline
in authoritarian, permissive and unengaged style patst
intervention. Moreover, parents in the experimegtaup showed
no more permissive or neglectful parenting stylepast test. In
addition, the amount of authoritative style of pdirey was about
20% more in the experimental group than the comfrolip at post
test.

Table 3.20b: Re-grouped parenting style amonghie® groups of parents in
the experimental group at pre and post test (%o}@YF
. GenP (n=62) RiskP (n=123) DrugP (n=24)
Experimental Pre Post Pre Post Pre Post
Authoratrian 11.3 1.6 6.5 1.6 20.8 8.3
Authoratative 80.6 93.5 78.0 91.1 45.8 79.2
Permissive 0 0 1.6 0 4.2 0
Neglectful 0 0 0 0 4.2 0
Mixed style 8.1 4.8 13.8 7.3 25.0 125
Control GenP (n=66) RiskP (n=120) DrugP (n=42)
Pre Post Pre Pre Post Pre
Authoritarian 6.1 15 4.2 10.8 16.7 16.7
Authoritative 90.9 92.4 79.2 69.2 52.4 57.1
Permissive 15 15 25 1.7 4.8 7.1
Neglectful 0 0 25 .8 4.8 4.8
Mixed style 15 4.5 11.7 175 21.4 14.3
Figure 3.4:  Pre and post intervention comparisorttfe three parenting style
guestions on experimental groups (N = 209, GenP, R&kP =
123, DrugP = 24)
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Figure 3.5: Pre and post intervention comparisonife three parenting style
guestions on the control groups (N = 228, GenB,RéskP = 120,

DrugP = 42)
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Q1: |If your child grew taller and need a changelothes, what would you usually do?
Q2: If your child failed to hand in homework assigents, what would you usually do?
Q3: How do you manage your child’s relationshiphwather friends or classmates?

11.9 Retention factors that enhance parents’ parti@pat program

11.9.1 After intervention, parents were asked about tleéofa that would
retain their attendance in the programs. Table 3i&iws that all
three types of parents ranked program content, everlattitude
and skills, group format, daily life illustrationnd provision of
lesson handouts to be the most important reterfactors. The
provision of gifts and souvenirs were only more artpnt for the
DrugP.

Table 3.21:Retention factors for GenP in the expental group (%) (N=62)

Rank order in descending priority

Variables GenP RiskP DrugP
(% Agree) (% Agree) (% Agree)
Program content 1(100.0) 1(99.2) 2 (95.8)
Worker’s attitude 1(100.0) 1(99.2) 1 (100)
Worker’s skills 1(100.0) 1(99.2) 1 (100)
Group as format 2(98.4) 2 (97.6) 1 (100)
Concepts illustrated by daily examples 2(98.4) 13p9 1 (100)
Provision of lesson notes 3(83.9) 3(90.2) 5(¥9.2
Encouraged by others 4(82.3) 4 (86.2) 4 (83.3)
Provision of certificate 6(66.1) 5 (76.4) 5(79.2)
Provision of refreshment 7(50.0) 6 (70.7) 6 (70.8)
Provision of gift/voucher 8(38.7) 7 (48.8) 3(91.7)

Note. Agree included parents who rated ‘agreestmohgly agree’
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11.10Perceived Program Effectiveness

11.10.1 At post-intervention, the three groups of parentsrewhighly
satisfied with the program and rated positivelyrmast of the 15
variables on perceived program effectiveness. Coedpavith
Chapter 3 section 13 on their reported recruitnaginictions at the
pre-intervention stage, there is a shift of ap@ian of the drug
specific program content and parenting skills iadteof the
program logistics (date and time).

11.10.2 Table 3.22 showed a break down of perceived program
effectiveness among the three groups of parentsénP strongly
agreed or agreed that the following criteria werkilfed by the
program that they had joined, namely to learn natr@ut the trend
and impact of adolescents drug abuse, know howetect early
signs of child drug abuse, know and obtained mesaurces for
help seeking, gained skills to communicate withldcghhandle
parent-child conflicts and suitable venue. Simylaalll RiskP were
strongly agreed or agreed that the program thgthld joined had
helped them to learn more about the trend and ihgdaadolescent
drug abuse, learn to detect early signs of childgdabuse and
understanding of youth culture. All DrugP were sgly agreed or
agreed that the program helped them to learn wapsevent child
abuse, learn to detect early signs of child drugsabunderstand
more about inter-generational drug abuse, undefstgnyouth
culture, master the skills to communicate with thakiild, handle
parent-child conflicts, and could do so with opsmi Finally, all
DrugP agreed that the program facilitate them tadleastress and
emotions better.
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Table 3.22: Perceived program effectiveness reddsy GenP, RiskP and DrugP

on 15 items (N=209)
Variables GenP RiskP DrugP

13items 9items 10 items
achieved achieved achieved
98-100% 98-100% 98-100%

rating rating rating
Component to enhance ability for drug abuse preveidn
Learn more about the trend and impact of adolestrergt abuse  100.0 100.0 95.8
Know how to prevent child drug abuse 98.4 99.2 00.
Know how to early identify child drug abuse 100.0 00D 100.0
Get more resources for help seeking 100.0 99.2 95.8
Know more about intergenerational drug abuse 984 849 100.0
Component to enhance parenting skills
Know more about youth culture 98.4 100.0 100.0
More skillful to communicate with child 100.0 95.9 100.0
More tactful to handle conflict 100.0 97.6 100.0
More skillful to manage child problem behavior 28. 94.3 95.8
More optimistic to deal with child problem behawor 98.4 98.4 100.0
More skillful to handle emotion and stress 93.5 195 100.0
Logistic arrangement
Suitable date and time 95.2 96.7 95.8
Suitable venue 100.0 97.6 100.0
Program content fulfills my needs 98.4 98.4 95.8
Satisfactory performance of workers 98.4 98.4 Q00.

Note. % was based on parents who “Agreed” or ‘8fhpAgreed” with the above variables

11.11Staff feedback from collaborative units

11.11.1 At the end of the program, quantitative and gatlie data were
collected from the staff of the collaborative urtitsevaluate their
impression on the programs, and the experienceoltdboration.
All concerned colleagues from the -collaborative tsinwere
satisfied with the performance of the program undrs and
indicated needs for program continuation. Likewia2,out of 23
workers said that they welcomed collaboration ie thture. The
one staff who indicated reservation felt the pragmaas too long,
and would be happy to participate if the prograns vgaorter.
Collaborative staffs on average took 0.5-1 montlcdmplete the
recruitment process with the main source of refercaming from
the social workers or teachers’ own networks (69.6%

11.11.2 Nine staff gave feedback regarding the discougdarctors in
recruitment and gave the following suggestions atingly:

a. Parents would be less motivated when their chilgaaly had
behavioral problems thus anti-drug prevention sthésegin earlier.

b. Some children already displayed problem behaviothatage of

8-9 thus future programs should include parenth wibunger
children.
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Some parents who signed up for the program droppedefore
the beginning of the program. Therefore, the récrent period
should not take too long, say over a month.

Parents often lost contact after participationha program. Thus
more frequent telephone follow-up should be usedenbance
participation.

Regarding program content, staff in general comsiethe
followings to be the most essential to increase emat
participation, namely 1) direct teaching of methddsimprove
communication/relationship with child and probleoiving skills;
2) educate parents regarding the different typesaddictive
behaviors and its development; and 3) the use iy daamples
while explaining concepts.

11.12Norkers’ observation

11.12.1 Program content:

a.

Target service recipients were excellent informambs program
content: When the research team began to develmmpribgram,
some target participants were invited to share whete their
primary concerns in attending parenting educatmal, whether the
planned course fulfilled their needs. Their condine feedback
helped to confirm the blueprint of the program eont

Pilot testing is important to provide significantfarmation for

fine-tuning the program content. It was obvioust tharticipants

from different groups differ in their needs andeneists. Therefore,
basic and advanced core elements were generatadef@-level

intervention to carter different needs of particifza

GenP were most concerned about their children’ e

performance instead of drug prevention. More effbidve to made
to enhance their awareness and interest, e.g.ting @xamples of
drug-abuse problems in Band One schools.

RiskP were most concerned about skills in managjfiregat risk
behavior of their children, early identification etich problems
and how to seek help. Many RiskP reported thatséssion on
stress management catered for their needs and sénteem
requested to move that session earlier.

DrugP were most diversified in their backgroundedse and
interests. Some seemed rather ignorant in basid chre and

needed information on environmental safety anddchiklfare.

Some were interested in promoting quality pareiitdch
communication. The importance of preventing integgational

drug abuse and strategies in achieving such preventvere

emphasized o the DrugP.
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11.12.2
a.

11.12.3

Program participants

Hard to reach parents: It was observed that fatheds working
parents were very hard to reach. Mothers sharddribat of their
spouse thought that it was useless, boring or w@ssacy to attend
such parenting program.

Hard to change parents: It was often found thaemtar with
limited education, limited social exposure, relmci to reflect on
their current parenting practice, or were occuplad family
problems and mental illness were more difficult itaprove
through the program even when their attendancesatsfactory.
This shows that the two to four group program wesslfficient to
help these parents, and case work back up fromlyfaservice
centres will be useful.

Obstacle to parents’ continuous participation i pinogram: Some
participants reported that the unsupportive maohéneir partners
and the deteriorating performance of their chilscduraged them
to try what was learnt further.

Commitment to program completion: Most GenP andkRikad
the sense of responsibility to attend all sessante they enrolled.
DrugP’s commitment was much weaker for various omrss
ranging from poor memory to disordered daily livipattern.

Research mindset of parents: Most of the parents wéling to

cooperate in providing information for researcht Bwe length of
the questionnaire and some terminology posed diffes for them.
Some parents could only complete the questionnalien the
questions were read to them and this arrangementiampower
and time management implications.

Program implementation

Program title should avoid stigmatization: Sengpivtowards
anti-drug prevention: many participants said thagnewhen they
recognize the need to learn more about drug-alesemion, they
would not enroll for programs with such explicitrpase. The title
and objective (i.e. parenting and anti-indulgencg)the current
program provides the appropriate cover.

Motivating strategies: The strategies adopted wedfective in

motivating parents to join. For example, RiskP witfoblematic
youth were more motivated to join after the encgament from
their caseworkers. Some DrugP would remind worledrsut the
supermarket coupon whenever they attended the gmgdiut they
insisted that they also came to benefit from theugrbecause
spending 8 hours to get a $50 coupon was not enasghn
incentive.

Roles of workers: When participants built up reaship with the
workers, they shared family or personal problent wie workers
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to seek help. Workers have to keep to the paramtadr role and
effectively connect these parents to caseworkers otirer
community resources for follow-up.
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Chapter 4
Discussion and Recommendations

1 The Narcotics Division funded this study to addressthe following
objectives:

11

1.2

To assess the extent of parents’ involvement iatexj drug prevention
activities in Hong Kong and to study factors thaitivate/discourage
parents from being involved; and

To develop and implement preventive and educatiragrams with a
view to:

1.2.1equipping parents (particularly parents of vulnérajouth) with

the necessary knowledge and skills to advise arg Leeir
children when they come across drug related prodylemd

1.2.2arousing the awareness of drug-taking parents athemutsevere

negative impacts of their drug-taking habits on tipbringing of
their children so that they would be motivated ttops
inter-generational drug abuse.

1.3 To consolidate relevant experience and documentsfials for the

proposed programs and evaluate their effectiveness.

2 Phase | parents survey and Phase Il focus group disssionsyielded
representative information from 5712 parents whhdrten aged 11 to 21 on
the extent of parents’ involvement in existing dnqugvention activities in
Hong Kong and identified factors that motivateddcouraged the parents’
participation and awareness of such programs.

2.1 Parents’ participation in drug prevention programslong Kong

2.1.10nly 2.3% of the 5612 parents from the school sasphd 12%

from the 100 parents with drug-taking history pap@ted in such
programs in the past 12 months. Participated panerte mostly
mothers and with focal child with mean age at adbtfhi-12 and
14-15 studying in primary and secondary school eesyely.

Although low participation and awareness rates,eesgfly by

fathers, were generally observed in all parent atioic and

drug-prevention programs, the current evidencecatds that more
efforts are needed in early prevention to attraet attention of
primary school parents, and parents who have @mldn more
senior forms of secondary school. Fathers remaimaienging but
necessary target group for parent education program

2.1.2 Consistent with Western findings (Redmond, Spothin & Hill,

2004), parental participation was motivated by ety to some
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behavior problems of the focal child, including atse impact on
learning, child become tired easily, worsened i@ship with
family members and truancy. RiskP were thereforesistently
more motivated to participate than GenP (Cunningbaal., 2000;
Perrino et al., 2001). However, both types of p&reshowed
insufficient sensitivity to other apparently mildehild behavior
problems that can also be related to drug abusecddtinuous and
more effective promotion showing clearly the earbnd
inconspicuous signs of drug abuse is still needed.

2.1.3Parental participation was discouraged by logist@onvenience,
fear of stigma, and belief that the focal child haw drug abuse
problem. Overseas literature (Garvey, Julion, Fogg, Kratail
Gross, 2006) suggested that the logistics problemasee most
challenging for low income parents who had lessilfiéty in
work time. For Hong Kong parents, even greater ilfidiy in
program implementation in terms of timing (outsr@gular work
hours), venue (in the workplace, or in schools whmrents must
visit to collect their children’s academic reportey format
(web-based materials) needs to be considered. edlace the
stigma, more active promotion of such programs tofgssionals
trusted by parents (like teachers and social wejkehould be
helpful. Some of the recent efforts to conduct-dntig dramas in
schools can also be extended to benefit their pasenwell.

2.1.4. Compared with DrugP who have participated in anigd
prevention program in the 12 months, DrugP who neve
participated in such programs named more reasoegauses for
non-participation. They need to be further alettethe importance
of inter-generational drug-abuse, especially whedesnce in the
current study indicated that quite a number of theould keep
drugs at home, did not make a point to preventr tbieildren’s
casual access to such drugs, or even underestiniaaedheir
drug-taking behavior would affect their childrenscademic
performance, conduct and emotional status.

2.2 Parents’ awareness of drug prevention programsmgHKong

2.2.1. Nearly 30% of the school sample parentsrtegoawareness of
drug prevention program in the past 12 months coetpavith
45% of those of DrugP. Again, the school samplemigrwho were
aware of the anti-drug programs were mostly motherth
children in junior secondary school, spent moreliguame with
their children and claimed higher level of familghesion. This
suggested that more efforts should be made to eehdne
awareness of fathers, and parents who claimed feeszrable
family context conditions.
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2.2.2

2.2.3

Parental awareness was motivated by semgitivia number of
adolescent at-risk behavior, including adverse rhpa learning,
worsened relationship with family, easy to becoimedf truancy,
psychotic-like symptoms, and smoking.

Parental awareness was discouraged by letiethe focal child
had no drug-abuse problem, fear of affecting childuture
development, and some logistics concerns. Abouitioing of the
school sample parents claimed there was insuftiqiemlicity of
such programs. Also 25.8% of the aware parents3argPo of the
unaware parents claimed they did not know how tmaga and
seek help should they have problems with theirlfobdd. These
indicate services to parents with adolescent atrildneed to be
more widely publicized to promote their awarenesd eeadiness
to seek help.

2.3 Parents’ preferences for future drug-preventiorgmms

23.1

2.3.2

2.3.3

All parents preferred the program logistizdbe flexible to match
their available time (e.g. weekends, afternoond)@mvenience in
access (nearby schools and community centres). jarityaof
them preferred talks and seminars by professiorald, so the
multi-session group format set out to be testethis project is a
demonstrated challenge. DrugP seemed to be irgdraéstmore
variety in format and expressed greater need faditiadal
arrangements such as financial support (i.e. trahewance),
provision of leaflets/booklets on drug preventiom aefreshments
during program.

While most school sample parents preferngtiré program’s
content to cover the nature of psychotropic drutgs,negative
consequences, ways to improve parent-child relshign and
strategies to discuss drug abuse with their cmidBrugP wished
to include more sharing of parenting experienceshioge with a
history of drug-use, more opportunity to particgp@m parenting
support groups and to be introduced to local drognseling
resources. Program organized by social service&avernment
agencies were most welcome by the parents. Resoumcéhis
project did not allow arrangements of visits toglrehabilitation
projects. But such package should be introduced®Tds in
schools so that some might arrange visits to sugjegs.

The focus group discussions confirmed mdstthe findings
generated from the parent surveys. The informamisved sound
support to try out the more demanding group formahe parent
education program, and proposed many micro skifisthe
recruitment of applicants and the retention of ipgr&nts.
Emphasizing the need for early prevention, helgagents’ to set
realistic expectations on themselves and theirdodm, using a
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strength rather than problem-based approach, amy usore
interactive group processes to generate group mmsiineitual
support and learning were found to be useful reersith program
development.

Phase Il program development and evaluation

3.1 Programs catered for different levels of prevention

3.1.1As requested by the Narcotics Division, the pareducation
programs developed in this program have to addressieeds of
three types of parents: parents with no at riskdoém, parents with
at risk children, and parents with drug-taking drngt and the
programs have to take multiple-session format.

3.1.2 As a result, three different programs for eachhefparenting group,
catering for primary, secondary and tertiary levelsprevention
were developed. Program development was guidedhéyetght
useful principles proposed by Nation et al.(2008) ®usenbury
(2000). They include: theory-driven, comprehensisensitive to
developmental needs of parents and youth, culfjursdinsitive,
sufficient coverage, interactive techniques, trdinstaff and
evaluation. These principles were found to be usaid practical
in program development.

3.2 Programs were theory and culture-based

3.2.1Theoretical premises like the ecological systenomperisk and
protective factors, models on determinants of pargnbehavior,
positive psychology, learning theories, cognitiwhavioral theory
and group theory informed the program development.

3.2.2Some team members’ training in 2006 in the Ausirbhsed
Triple-P positive parenting program further enhahteeir use of
some cognitive-behavioral principles, community Ititeaand
multi-level approaches in the preparation of thegpam. Some
modifications were needed to suit the culture inn€ke families
(e.g. clearer explanation and more encouragemerd meeded to
help the parents be more willing to use praise snmaonsider
win-win tactics rather than giving directions t@thchildren).

3.2.3The program instructors’ experience in professiamaining and
practice, information generated in the parent suraad focus
group discussions, as well as pilot run of the paots informed the
workers to polish the program into their final irplentation form.

3.2.4Immediate reflection on program logistics and dalwvafter each
session also helped the program instructors torenguality and
standardized delivery of the program across thereldd time of
the evaluation study. The adjustments for progrativery for the
DrugP were carefully monitored to ensure programalitu
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However, as the DrugP proved to be a very uniqoemwith the
highest drop-out rate and lowest program attendanisenecessary
to assume more tailor-made tactics to engage toenpletion of
the programs.

3.3 Guidebooks and manuals were comprehensive andnessaly

3.3.1This project created four manuals, which includeguiédebook for
program instructors and a manual for each of tmeethypes of
target parents: GenP, RiskP and DrugP.

3.3.2The Guidebook outlined the background and concéptaraework
of the program design and important principles irogpam
recruitment, preparation and delivery. It also mpavated the
program evaluation questionnaires and a summaryhef key
findings.

3.3.3The Manuals contained level-specific tips on reaonent,
preparation and program delivery, as well as detzfithe sessions
for each of the three-level programs. The relevamsentation
powerpoints, handouts and worksheets were compiled
ready-to-print format to facilitate immediate impientation of the
content.

3.4 Evaluation study was rigorous

3.4.1Randomized control trial study was adopted in tkpeemental
design of this evaluation study. It posed a biglehge to program
recruitment and implementation but was achieved \lie great
efforts from the project team and the generous edjn of the
collaborating organizations, which reported a |dt expressed
needs from parents to help them fight their chidréndulgence on
games, spending, etc. Recruitment was found to hige nhost
challenging over the summer holidays when the famsilwere
expected to be more mobile.

3.4.2Valid and reliable scales previously used in losatting were
utilised to demonstrate program effectiveness is #tudy. The
sound psychometric properties of the major scatespted were
confirmed in this study with correlations of relevaariables in the
right directions, and reliability estimates (CroobaAlpha) all
above .70. The systematic methodology and reliab&asures
significantly strengthen the validity and generaltigity of the
current findings.

3.5 Evaluation findings were positive

3.5.1The randomized control trial study results yieldedy encouraging
results on the effectiveness of all programs.
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3.5.2The GenP experimental group participants showeaifgignt
improvement over the control group participants tamo of the
seven outcome measures, namely parental competancly
relationship with the focal child. This is very @ucaging in view
of the small sample and the relatively short doratiof a
two-session group program. This is recommendecetoftered as
universal program in schools.

3.5.3The RiskP experimental group participants showeghistant
improvement over the control group participants fime of the
seven outcome variables, namely drug knowledgesnpair stress,
parental competency, relationship with child ancteed sense of
self-efficacy. This is a fruitful demonstration ththe program
achieved the mission posed by the Narcotics Dimisio equip
parents (particularly parents of vulnerable youtW)th the
necessary knowledge and skills to advise and Hedp thildren
when they come across drug related problems nhiist exciting to
find that these parents were empowered by the dession
program to feel more competent to manage their esdeht
children’s problems. It is expected that such epengll also
encourage their motivation to watch out for andtipgrate in
similar parent education programs in the future.

3.5.4The DrugP experimental group participants showeghistant
improvement over the control group participantstbree of the
seven outcome measures, namely drug attitudejoredaip with
child, and perceived sense of self-efficacy. Agdhgse results
showed that the four-session program was able lieee the
commissioned target in arousing the awareness of-tking
parents about the severe negative impacts of theig-taking
habits on the upbringing of their children so tkiay would be
motivated to stop inter-generational drug abuse.

3.6 Participants perceived programs to be effective

3.6.1 The participants’ high level of satisfaction walleeted by parents’
generally high ratings for perceived program effextess and
perceived benefits after intervention. More speasify, the three
types of parents were most satisfied with the wcdars’
performance, and found the program content usefuérthance
their knowledge of adolescents’ drug abuse, adetdst culture
and impact of drug abuse on their child.

3.6.2They also reported increased ability to communicaith their
child, detect early signs of drug abuse and itsgargon, emotional
management and more appropriate used of award wamdhpnent.
The positive feedback from collaborative units’ wens also
confirmed the success of this program. Their eaggsrio join in
this program in the future reflected not only tHeediveness of
program, but also the high demands and needs alf pacents.
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3.7

Risk factors identified in intergenerational drumuae

3.7.1 Apart from pre-post intervention comparison, thisdy helped to

identify some of the potential risk factors to nmgeeneration drug
abuse. Findings from DrugP showed that they acHi¢ve highest
level of drug knowledge at pre-test. However, owvalf of DrugP
expressed that they would keep their drugs witldaayereach of
their children (i.e. in the refrigerator, unlockettawer). This
indicated that the DrugP have the needed knowléddgdack the
self-discipline to protect their children from deug

3.7.2Similarly, despite their awareness that their draigng behavior

would have a negative impact on their children,utzefifth of the
DrugP reported to have no time to mange their &hitdoblem.
DrugP also adopted the most permissive and neglestyle of
parenting compared with the other types of parefigpectedly,
they reported to spend the least quality time \ligir child. It is
clear there is a need to step up the counseling wothe DrugP to
help them acquire the attitude and skills in pangnt

4  Limitations of the study

4.1

4.2

4.3

Uneven representation of mothers and fathers: énsithool sample
survey, the GenP and RiskP groups were over-repessdy mothers,
while the DrugP survey respondents and programicgahts were
over-represented by fathers. Although this gendgo closely matches
with the general pattern of parent education paetton in Hong Kong,
and the Narcotic Division’s figures on adults’ dratgusers, more efforts
have to be made to attract fathers to be more ateranti-drug
programs.

Difficulties in DrugP’s recruitment: The responsgerin Phase Il from
NGOs was about 30% and the most frequent feedbaok f
participated NGO’s was the unavailability of druged parents with
child whose age matched with our inclusion crite(ege 9-21).

Furthermore, some of the DrugP who resided in Iestere not ready
to participate since they were already engagedmesform of drug

abuse treatment. The DrugP’s more irregular padicn patterns also
somehow hampered the comparability between the ®puggram with

the GenP and RiskP programs.

Questionnaires confined to be brief: The questioersan the survey
and the evaluation study had to be cut to a barenmim to cover the
numerous variables to be explored in this pionaetys and to enhance
the completion rate. For example, only sub-scaistead of full scales
could be used to measure parent-child relationakipvell as parental
competency, and single items had to be used to ureasense of
parental self-efficacy and perceived family cohesim future studies
with more specific focus, more proper measuremestsbe adopted.
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4.4

4.5

4.6

4.7

Brief GenP program: Given the lack of time and ueses, a brief
program of two sessions was devised for GenP caedptr a more
comprehensive program of four sessions for Risk@® BrugP. The
briefness and short lapse between pre and postvemtzon would
reduce the likelihood of observing significant immpements, especially
on items that takes time and practice for posifjiwegression (i.e.
perceived level of family cohesiveness and attitioseards drug abuse).
Nevertheless, the fact that GenP still showed Bggmt improvement
on stress level, sense of competency, parent-ckitionship, drug
knowledge at post-intervention reflected that therent program
delivered by the current team of parent educatorgdcstill achieve
sufficient intervention intensity even with brieanenting program. It
must be acknowledged that the program instrucesérience, attitude
and skills were pivotal for less intensive progratosachieve the
intended effect.

Program monitoring requires intense resource: Téev) reliance on
staff quality was reflected by the parents’ highings on worker’s
attitude and performance as one of the determinahtprogram

effectiveness. The program instructors for thisdgtinave attended
Triple-Ps Level 3 and 4 training thus are well eped with the
necessary skills to conduct parenting programs. évew the

instructors’ attitude is often more difficult to micor than their skills.
This study has paid specific attention to this bBing close monitoring
and supervision during and between sessions. Inti@ud mutual

sharing group was held after each session by thgrgm instructors to
refine performance. The resource implications tmhsefforts at quality
assurance must not be under-estimated in futuigramo provisions.

Worker variable not adequately studied: The vasatof program
workers  may affect program outcome based on tfierehces in
personal factors such as attitude, characteriatidslevel of enthusiasm.
In this study, all the groups were conducted bydame workers. On
one hand, the design of this study allowed conststeand reduced
likelihood of the data being compromised by thesgae variations in
workers’ characteristics. On the other hand, thecefof differing
workers could not be explored properly. Secondty,view of the
limited time and resources, the sustained effedhisf program could
not be explored through longitudinal study design.

Parents were the major data source: This study aloigined outcome
measures from the parent participants but not fteechildren or other
family members. There was more reliance on qudiviitaather than
qualitative data to demonstrate program effectisend=inally, the
participants of this study were limited to paremtsh children aged
ranged from 9-21 with restricted number of sessam group formats.
Future studies should extend the sample, formanantber of sessions
to examine the usefulness of anti-drug preventi@mgqam. The extent
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4.8

to which this program can be adapted to other typlesddictive
behavior is also worth exploring.

More advanced statistic testing can be used:dtknowledged that the
three types of parents in this study could be prted as nested data
(i,e. individuals tend to share certain characiesy thus the
observations based on these individuals were figtidependent. The
use of Hierarchical Linear Modeling could be usedurther test these
issues. However, the complexity of the analysis begnd the scope
of this study.

5. Implications and Recommendations
5.1 Overall, the results of this pioneer reseataiys suggest that anti-drug

prevention program targeting for parents is effectin enhancing
parental competency, drug knowledge and attitueéyaing parenting
stress and increasing positive parenting practioesng Chinese parents
in Hong Kong. Given such encouraging evidence ereffectiveness of
the current program with Chinese parents, the resgaam would like
to make some recommendations on policy, servicaesghrch.

Policy Implications:

5.2

5.3

5.4

Parents should be treated as one of the kedsehsillers in drug
prevention work

Given that parents are the primary agents to fatalithe healthy
physical, psychological, social and moral develophaé children, such
low participation and awareness rate is very ur@edde though not
surprising. While such phenomenon could be paytetiributable to the
low sensitivity and lack of motivation of the patgnthe inadequate
promotion and provision of programs tailored forgrds must also be
noted. In the 4th 3-year Plan on Drug Treatment Retabilitation

Services in Hong Kong, parent began to be treatedrae of the

stakeholders. In the Task Force on Youth Drug Abwisieh is recently

set up and led by the Secretary of Justice, theitapce of targeting
parents in drug prevention work has still to bergdaip.

Family approach is needed to deal with adelgsdrug abuse

In the latest policy address, the Chief ExecutiteHKSAR clearly
stated that the provision of social services havdaoplanned from a
holistic family approach. Families should be sttbeged to meet the
needs of the family members. From this perspectiasget of drug
prevention and treatment could not be confinedrtg dibusers but also
their family members.

Anti-drug activities for parents should be includedegular social
services

Currently, there are five region-based Counselingntgs for
Psychotropic Substance Abusers (CCPSA) which airprewiding a
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5.5

5.6

5.7

wide range of anti-drug services in the commuritgwever, parents
have not been recognized as one of the servicettaagd therefore, no
resource is allocated for anti-drug program to pigre Occasion
advocacies are piecemeal and often ineffective. Pphgect team

suggests that anti-drug program to parent shouldnbleided in the

normative service provisions of social service agenwith matching

resource allocations, so that parents can receemeergl anti-drug
program without stigmatization and parents withriskt- children on

drug abuse and parents having drug taking histary also be served
intensively.

Extensive and multi-method publicity work negdé& penetrate

different types of parents

Existing anti-drug publicity works mainly targetyaung people. These
include the API produced by the government, aneveeit posters and
leaflets on drug abuse. The low parent participati@.3%) and

awareness rate (27%) in drug-abuse programs relveal¢his study

pointed out clearly that parents must be includadcheédiately as key
targets for propaganda. This study further dematesdr that different
types of parents have different concerns and caradmessed and
attracted differently. More target-specific stragsgsuggested by the
informants and respondents in this study shouldvigeo ample

information on how to launch publicity work mordesttively.

Parenting programs for DrugP should be streamgiti for prevention of
inter-generational drug abuse problem

The DrugP in this study admitted that their drugrg behavior would
detrimentally affect their children’s life, includy family financial
condition, academic performance, the likelihood amfcepting drug
abuse behavior, emotions and parent-child relatipngiowever, 52%
of the DrugP respondents in Phase | study contitm@tace their drugs
at home despite running the risk of ready accesthdiy children. This
reflects their low level of awareness of the prablef inter-generational
drug abuse. In addition, the project team alsocedtithat parent
education and support programs have substantiad fooimprovement
in the drug treatment centres like Methadone (lirfrequently visited
by the DrugP. More specifically, both the physidakilities and
professional support for these settings must stk up to capture the
fleeting motivation of this very vulnerable groupparents.

Early prevention and intervention are necessary

From the Central Registry of Drug Abuse Fifty-sbRieport issued by
the Narcotics Division, it is known that the meage af first abuse of
drug of youngsters under 21 is in a descendingltfemm the mean age
18 in 2005 to 15 in 2006. In this study, some af tollaborating

agencies have raised that there is service demamndfug prevention
program for the parents with child aged below 1@cls explicit

expressed need for a downward extension of drugepten work
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should be sufficient alert that early preventionrkvehould be further
extended to primary schools instead of merely foguen secondary
school students.

Service Implications:

5.8 Evidence-based effective strategies have kamified and should be

5.9

used to engage parents in anti-drug work

Findings from Phases | and Il of the current pro@early identified
factors that motivate and deter parents from atentanti-drug
programs. Parents were excellent informants in narogdevelopment,
and their specific suggestions collected in thegmm planning and
pilot testing stages were found to be most usefydrogram promotion
and program fine-tuning. Such information should beriously
considered and incorporated into drug preventionotiter parent
education programs that carry similar challenges. ¢hreats of
stigmatization, or low awareness rate. It is furtlsiggested that
collaboration with schools to provide these progaas part of the
standard parent education packages should be ieffect reducing
stigmatization and ensuring higher rates of attenda

Different levels and modes of intervention \watrattention and use
The programs developed in this project are desidoedtructured and
closed-group application. The program contentgs alivided into core
and non-core components that address flexibility pmogram
implementation. It is obvious that the program bareasily edited into
mass program and even media presentations. Howsharld the target
group be parents with at risk youths or drug-udmmgjory, it is still
advisable to adopt the multi-session closed groumét to more firmly
engage the parents to solicit and benefit fromiiseructors and group
members’ input.

5.10 Systematic training to anti-drug workers both program design and

skills on intervention evaluation

According to the findings in Phase lll, the attéudnd skills of the
workers are ranked as the two most important facadfecting the
participants’ retention of the program benefitsdded, the quality and
the skills of the group leader significantly affethe program
effectiveness, and also the welfare of the paresis expressed needs
for help. Although a practice manual will be pubgsl in this study,
systematic training on the articulation of the peog in actual practice
Is vital to ensure program effectiveness and tédyp practice wisdom
in this field. Moreover, it is most beneficial th&tan evaluative study
can be included in these programs to refine progegaetution, update
program content that will match with the needs afemts and to
provide insight on how to improve parental invoharhin anti-drug
work.
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Research Implications:

5.11 Longitudinal studies are needed to demonspaigram effectiveness
and sustainability
This study involving three Phases has been contpletedwo years.
Firstly, the time constraint imposed difficulties follow up on parents’
progress after this study. Secondly, since somehef parents have
already participated in anti-drug prevention atiea before, the
effectiveness of this program may be compromiset! iatervention’s
effect could not be differentiated clearly. Thereforesources must be
provided for longitudinal study in the future tortluer examine the
sustainability of the effectiveness of the programs

5.12 Research attitude of workers and parents

Social services professionals in Hong Kong are sfmgwncreasing
subscription to evidence-based practice. Howevatjsteng their
readiness and effective participation in the redearocess still has a
journey to go. This study has adopted a very demgnd
randomized-control study design to establish progedfectiveness and
even efficacy, and it is a very positive sign ttte majority of staff in
the collaborating agencies appreciated the effaod aommitted to
support similar programs in the future. It is alsoticed that many
parents appreciate the need to conduct researctvemgdcooperative in
providing information. However, sometimes they wdegerred by the
length and the wordings in the questionnaires. &taso point to the
need to develop locally-sensitive and user-frienglyearch instruments
to facilitate research on parents.

Major Recommendations:

Parents are key stakeholders in drug preventiork Wwot this project has yielded
clear evidence on their very limited participateomd awareness of such programs.
This project has produced a goal- and theory-drevah local program which has
been demonstrated through randomized control¢ffadacy study to be effective
in enhancing parents’ knowledge, attitude and skitl anti-drug work. It is
advocated that appropriate resources to be alldaatmediately to disseminate
the programs to fight drug-abuse problems in Hoogd< Dissemination should
include mass production of the program packagas)img of the right personnel
to deliver the programs, and research resourcefurtbher demonstrate the
sustainability of the program benefits over time.
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Appendix 2.1  Questionnaire for Primary School in Phase
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Appendix 2.z Questicnnaire for Secondary School in Phase

The Univengibf Hong Kong
Pokfulam Road, HgrKong
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Appendix 2.3 Questionnaire for drug-used parent:in Phase

The Univengibf Hong Kong
Pokfulam Road, HgrKong
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Appendix 2.4 List of Participating Agencies and Uits for

Recruiting DrugP in Phase |

Collaborative parties referring interviewees for individual interviews in
summer 2006

No. Name of Referring Agency

1. The Society for the Aid and Rehabilitation of Drslgusers
(SARDA)
- Adult Female Rehabilitation Centre
- Methadone Clinic Counseling Service:
Sham Shui Po Clinic
Tuen Mun Clinic

2. The Correctional Services Department
- Hei Ling Chau Drug Detoxification Centre

3. Wu Oi Christian Centre
Shun Tin Half-way House

4. Barnabas Charitable Service Association,
-Lamma Training Centre
-Ma On Shan Half-way House

5. The Finnish Evangelical Lutheran Mission
Ling Oi Youth Centre

6. Tung Wah Group of Hospitals
CRQOSS Centre
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Appendix 2.5Discussion Questions for Focus Groups with
professionals, parents and DrugP in Phase I

The Univengibf Hong Kong
Pokfulam Road, HgrKong
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The Univengibf Hong Kong
Pokfulam Road, HgrKong
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Appendix 3.2  Posi-test Ouestionnaire in Phase |l

The Univengibf Hong Kong
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Appendix 3.4Feedback Form for Collaborative units’ workers in
Phaselll
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