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The effectiveness of prevention to enhance human func-
tioning and reduce psychological distress has been demon-
strated (Catalano, Berglund, Ryan, Lonczak, & Hawkins,
2002; Greenberg, Domitrovich, & Bumbarger, 2001; Na-
tional Research Council & Institute of Medicine, 2009).
Successful preventive interventions are typically theory
driven, culturally relevant, developmentally appropriate,
and delivered across multiple contexts (Nation et al., 2003).
Preventive services and interventions help to further the
health and well-being of individuals, communities, and
nations (Satcher, 2000; World Health Organization, 2008).
Expanding preventive services reduces the costs of mental
health care (Tolan & Dodge, 2005), while emerging tech-
nological innovations (e.g., telehealth) offer promise for
preventive interventions (Bull, 2011; Chinman, Tremain,
Imm, & Wandersman, 2009).

From infancy through adulthood, access to preventive
services and interventions is important to improve the
quality of life and human functioning and reduce illness
and premature death (Grunberg & Klein, 2009; Konnert,
Gatz, & Hertzsprung, 1999). Prevention has typically taken
a developmental approach, focusing on children and ado-
lescents, in order to facilitate trajectories leading to positive
outcomes (National Research Council & Institute of Med-
icine, 2009). Children and adolescents are at significant risk
for substance abuse, violence, and sexually transmitted
infections, and their access to quality health services is
limited (Centers for Disease Control and Prevention, 2007;
Weissberg, Walberg, O’Brien, & Kuster, 2003). Thus, nor-
mal development may be impeded at large costs to society,
and additional strains imposed on families. In any given
year, 14%–20% of children and adolescents experience a
mental, emotional, or behavioral disorder (National Re-
search Council & Institute of Medicine, 2009). In addition,
national surveys show that the majority of youth who could
potentially benefit from mental health services do not re-
ceive services (Ringel & Sturm, 2001). Early and focused
interventions can limit the length and severity of symptoms
and enhance functioning (Cicchetti & Toth, 1992; Durlak,
Weissberg, & Pachan, 2010). Prevention also includes the
collaborative design and delivery of strengths-based health
promotion and environmental improvement strategies (e.g.,
Cowen, 1985). Health promotion approaches equip people
with life skills and coping competencies, such as problem-
solving skills, contributing to their capacity to live more
fully while being better able to withstand future stressful
life events.

Preventive services and interventions also address is-
sues of health, educational, and social inequities that reflect
disparities across demographic groups such as those based
on race, gender, and socioeconomic class. Environmental

improvement prevention strategies, such as consultation to
improve community–family–school coordination or inter-
ventions to help communities create well-paying jobs, aim
to inform social policy, which can minimize or eliminate
factors contributing to unhealthy functioning.

The importance of prevention is consistent with the
Patient Protection and Affordable Care Act (2010), which
calls for expansion of preventive services to maximize
positive health outcomes, as well as with the U.S. National
Prevention Strategy (National Prevention Council, 2011),
which “provides an unprecedented opportunity to shift the
nation from a focus on sickness and disease to one based on
wellness and prevention” (National Prevention, Health Pro-
motion, and Public Health Council, 2011, p. 1) throughout
the life span. Several disciplines other than psychology
have been historically and currently active in prevention
(e.g., public health, social work). However, beginning in
the mid-20th century with the field of community psychol-
ogy, psychology began to play an increasingly important
role (e.g., Eby, Chin, Rollock, Schwartz, & Worell, 2011).
Even with the increased focus on prevention, psychology
training programs rarely require specific courses on pre-
vention (O’Neil & Britner, 2009). In particular, conceptu-
alizations about best practices in prevention, particularly at
the environmental level, are lacking (Snyder & Elliott,
2005). In addition, the Ethical Principles of Psychologists
and Code of Conduct (American Psychological Associa-
tion [APA], 2010) do not fully address unique ethical
issues that may arise in prevention (e.g., Schwartz & Hage,
2009). Therefore, psychologists engaged in prevention can
benefit from a set of guidelines that address and inform
prevention practices.
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Purpose
APA (2002, p. 1050) refers to guidelines as

statements that suggest or recommend specific professional be-
havior, endeavors, or conduct for psychologists. Guidelines differ
from standards in that standards are mandatory and may be
accompanied by an enforcement mechanism . . .. guidelines are
aspirational . . . intended to facilitate the continued systematic
development of the profession and to help assure a high level of
professional practice . . .. Guidelines are not intended to be man-
datory or exhaustive and may not be applicable to every profes-
sional and clinical situation. They are not definitive and they are
not intended to take precedence over the judgment of
psychologists.

Accordingly, the Guidelines for Prevention in Psychology
(cited as Prevention Guidelines or Guidelines for the re-
mainder of this document) are intended to “inform psychol-
ogists, the public, and other interested parties regarding
desirable professional practices” (APA, 2002, p. 1049) in
prevention.

The Prevention Guidelines are, in part, practice guide-
lines and different from treatment guidelines as defined by
APA (2002). The Guidelines are recommended for the
practice of psychology across areas that engage psycholo-
gists. The Guidelines are consistent with federal and state
laws and regulations. In the event of a conflict between the
Guidelines and any federal or state law or regulation, the
law or regulation in question supersedes these Guidelines.
Psychologists are encouraged to use their education and
skills to resolve any conflicts in a way that best conforms
to both law and ethical practice. The Guidelines are con-
sistent with the Ethical Principles of Psychologists and
Code of Conduct (APA, 2010), particularly Principles D
(justice) and E (respect for people’s rights and dignity).

Background
APA convention symposia (Hage & Romano, 2006;
Kenny, 2003; Romano, 2002) initiated the development of
these Guidelines, followed by an article describing preven-
tion best practices (Hage et al., 2007). These Guidelines
were later introduced as new business for the APA Council
of Representatives, whereupon they underwent significant
review, including APA governance and public comment
periods, in accordance with Association policy relevant to
guidelines (APA, 2013, Association Rule 30-8). The
Guidelines were approved by the APA Board of Directors
in December 2012 and by the APA Council of Represen-
tatives in February 2013.

Definitions
Prevention has been conceptualized as including one or
more of the following: (a) stopping a problem behavior
from ever occurring; (b) delaying the onset of a problem
behavior, especially for those at-risk for the problem; (c)
reducing the impact of a problem behavior; (d) strengthen-
ing knowledge, attitudes, and behaviors that promote emo-
tional and physical well-being; and (e) promoting institu-
tional, community, and government policies that further
physical, social, and emotional well-being of the larger

community (Romano & Hage, 2000). This conceptualiza-
tion is consistent with Caplan’s (1964) definition that iden-
tified prevention interventions as primary, secondary, and
tertiary prevention, and with the definition by Gordon
(1987) that identified prevention interventions as universal,
selected, and indicated for those not at risk, at risk, and
experiencing early signs of problems, respectively. Gor-
don’s conceptualization was adopted by the Institute of
Medicine (1994). A follow-up report from the Institute of
Medicine broadened this universal, selective, and indicated
framework to include “the promotion of mental health”
(National Research Council & Institute of Medicine, 2009,
p. 65).

Throughout this document, the terms prevention, pre-
ventive intervention(s), preventive program(s), and preven-
tive services are used. Activities subsumed by these rubrics
could focus on any of the five aspects of prevention in-
cluded in the Romano and Hage (2000) conceptualization
of prevention. Although space precludes a thorough exe-
gesis of all types of programs, decisions about how and
when to intervene might lead to different outcomes, differ-
ent ancillary effects, and different ways of approaching
issues within cultures and settings.

Documentation of Need
The Prevention Guidelines are recommended based on
their potential benefits to the public and the professional
practice of psychology. The Guidelines support prevention
as an important area of practice, research, and training for
psychologists. The Guidelines give increased attention to
prevention within APA, encouraging psychologists to be-
come involved with preventive activities relevant to their
area of practice.

The National Research Council and Institute of Med-
icine’s (2009) Committee on the Prevention of Mental
Disorders and Substance Abuse Among Children, Youth
and Young Adults: Research Advances and Promising In-
terventions stated, “Infusing a prevention focus into the
public consciousness requires development of a shared
public vision and attention at a higher national level than
currently exists” (p. 5). The Guidelines provide added
visibility to the importance of prevention across profes-
sional practice areas and among the public. The Guidelines
also support the U.S. Department of Health and Human
Services’ calls for health promotion and prevention in its
Healthy People publications outlining national health goals
(e.g., U.S. Department of Health and Human Services,
2000). Healthy People 2020 (U.S. Department of Health
and Human Services, 2010) continues the tradition of ear-
lier publications by setting goals to eliminate preventable
disease, achieve health equity, eliminate health disparities,
create social and physical environments to promote good
health, and promote healthy development and healthy be-
haviors across the life span. Other U.S. government bodies
have also emphasized the importance of prevention to the
overall health and well-being of the population (Mrazek,
2002).
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The Patient Protection and Affordable Care Act
(2010) includes preventive services as an important com-
ponent of overall health care. The legislation strives to
make wellness and preventive services affordable and ac-
cessible by requiring health plans to cover preventive ser-
vices without copayments. These services include counsel-
ing to improve habits of lifestyle (e.g., proper nutrition,
weight management), counseling to reduce depression, and
preventive services to foster healthy birth outcomes.

The contributions and leadership of psychologists are
critical in implementing a prevention focus in the health
care system. Evidence increasingly suggests that mental
illness, such as depression, is linked to chronic health
issues such as heart disease and diabetes (Volgelzangs et
al., 2008). Therefore, the Guidelines identify best practices
for psychologists who engage in preventive activities re-
lating to the interface between physical health and emo-
tional well-being.

The Guidelines also respond to policies and legislation
that aim to prevent and reduce problems such as chemical
addictions, depression, suicide, school bullying, social vi-
olence, and obesity (Institute of Medicine, 1994). The
Guidelines respond to social disparities, discrimination,
and bias against people based on (but not limited to) their
race, ethnicity, immigrant status, sexual orientation, age,
gender identity, socioeconomic status, religion, HIV se-
rostatus, physical and psychological health status, and gen-
der (APA, 2003, 2007; Kenny, Horne, Orpinas, & Reese,
2009). The Guidelines offer recommendations to psychol-
ogists as they respond to public policy and legislative
initiatives that promote positive health behaviors in the
name of prevention and health promotion (National Re-
search Council & Institute of Medicine, 2009). In addition,
the Guidelines endeavor to apply the science and practice
of psychology to address major social issues and real-world
problems through education, training, and public policy
positions (Anderson, 2011).

The Guidelines offer guidance to psychologists on
several levels, including supporting the value of prevention
as important work of psychologists and providing recom-
mendations that give greater visibility to prevention among
psychologists regardless of specialty area or work setting
(Snyder & Elliott, 2005).

Expiration
Given the evolving nature of prevention, the Guidelines are
scheduled to expire in the year 2020. After this date, users
are encouraged to contact the APA Practice Directorate to
determine if the document remains in effect. The year 2020
was selected because it coincides with the decennial
Healthy People publications, which set national health
goals for the United States every 10 years. In addition, it is
expected that the Patient Protection and Affordable Care
Act (2010) will be implemented fully by 2014, providing a
reasonable time frame for these Guidelines, given the
evolving nature of health care and psychology’s place
within the spectrum of health care services and research.

Guidelines
Guideline 1. Psychologists are encouraged to
select and implement preventive
interventions that are theory- and evidence-
based.

Rationale. Preventive interventions that demon-
strate sustained effectiveness can be considered as meeting
the highest standard for efficacy and maximum benefits to
the consumer (National Institute of Mental Health, 1998).
Consistent with foundational principles in psychology, the-
ory and research should be inseparably tied to prevention
practice. Research suggests that programs developed from
a sound theoretical framework are more effective than
programs that are not theoretically based (Weissberg,
Kumpfer, & Seligman, 2003). Also, preventive programs
that are based on theory and regularly evaluated are more
likely to consider risk and protective factors that operate
across multiple contexts (Black & Krishnakumar, 1998),
especially for groups who are historically marginalized
(e.g., women, people of color). Accountability to client
populations, funding agencies, and policymakers demands
that prevention practices be grounded in theory and re-
search (Vera & Reese, 2000).

Application. Psychologists are encouraged to
conduct preventive programs that have been rigorously
evaluated (Guterman, 2004; Weissberg, Kumpfer, & Selig-
man, 2003). While no single theoretical perspective is
suggested, psychologists are encouraged to select theoret-
ically based preventive approaches when considering their
prevention goals. The theoretical frameworks and interven-
tion strategies of positive psychology, positive youth de-
velopment, applied developmental science, risk and resil-
ience, health promotion, competence enhancement, and
wellness, among others, can be selected and integrated
when designing preventive interventions that will simulta-
neously prevent negative outcomes and enhance positive
outcomes (Weissberg, Kumpfer, & Seligman, 2003). It is
recommended that preventive programs be selected based
on a careful review of empirical evidence in order to
choose programs that are empirically supported for their
specific contexts and specified goals, in addition to identi-
fying how these relate to both multicultural issues and
concerns generated by social inequities. Therefore, it is
recommended that psychologists stay informed regarding
current outcome research in prevention science to help
ensure that the preventive programs they implement offer
the most promise for the identified goals and population.

Guideline 2. Psychologists are encouraged to
use socially and culturally relevant
preventive practices adapted to the specific
context in which they are implemented.

Rationale. Given the increasing diversity of the
U.S. population, it is crucial that preventive programs be
designed, selected, and implemented with consideration of
cultural relevance and cultural competence. Historically,
many preventive programs were developed by profession-
als working with urban and suburban middle-class com-
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munities and reflect heterosexual European American val-
ues and methods; furthermore, many did not address the
unique issues faced by persons with disabilities. Preventive
programs that lack relevance to the lives of participants will
often fail (Lerner, 1995). Even when a preventive program
is effective in one setting, it may not be effective in another
setting with different populations (e.g., rural vs. urban
communities, individuals above and below the federal pov-
erty guidelines). Research suggests that programs per-
ceived as socially and culturally relevant by their constit-
uents have a greater likelihood of being sustained (Vera &
Reese, 2000). As Trickett et al. (2011) noted, “Culture is
not seen as something to which interventions are tailored;
rather, culture is a fundamental set of defining qualities of
community life out of which interventions flow” (p. 1412).

Because risk and protective factors are found within
individuals and in the multiple social contexts in which
individuals are situated, prevention programs that attend to
both individual and contextual factors are most advanta-
geous. Focusing only on individuals and the more proximal
context of the family may place undue responsibility and
blame on the individual and the individual’s milieu without
recognizing the roles played by social institutions and
culture in determining and sustaining positive human out-
comes (Kenny & Hage, 2009). Therefore, psychologists
strive to understand the cultural worldviews and commu-
nity contexts of individuals in order to strengthen preven-
tion interventions, especially interventions that have been
developed for one cultural group and implemented in an-
other (National Research Council & Institute of Medicine,
2009).

Application. Psychologists are encouraged to be
aware of and to articulate the evidence that supports their
selection of specific prevention programs for implementa-
tion in different cultural contexts (Reese & Vera, 2007).
Along this line, existing programs may need significant
adaptation, or new programs may need to be developed, to
meet social, cultural, community, and developmental
norms of program participants and to ensure access to all
members. Technological advances, such as the use of web-
based preventive interventions and social media to pro-
mote, deliver, and assess prevention interventions, can as-
sist with this process. Psychologists are encouraged to
recognize the diversity that exists within cultural groups as
cultural values may differ by race, ethnicity, social class,
family income, gender, gender identity, sexual orientation,
geographic region, education, ability, and acculturation
level (Kumpfer, Alvarado, Smith, & Bellamy, 2002). Psy-
chologists are encouraged to examine cultural assumptions
and biases of specific preventive programs and to consult
the APA’s (2003) “Guidelines on Multicultural Education,
Training, Research, Practice, and Organizational Change
for Psychologists” and its “Guidelines for Assessment of
and Intervention With Persons With Disabilities” (APA,
2012a) in integrating considerations of culture in the de-
sign, implementation, and evaluation of prevention inter-
ventions. It is important for psychologists to acquire and
demonstrate cultural competence across prevention activi-
ties and to strive to work sensitively with diverse popula-

tions. This typically means that the psychologist must
immerse him- or herself in the community and culture in
order to be a sensitive partner with the community.

Psychologists endeavor to include relevant stakehold-
ers in all aspects of prevention planning and implementa-
tion to ensure program fit with the local culture and to build
community investment in the program. In order to ensure
that preventive programs meet local norms, it is recom-
mended that psychologists engage in careful planning and
ongoing monitoring and evaluation of programs (Nation et
al., 2003). Dynamic trial designs have been proposed that
avoid problems associated with randomized clinical trials
and focus on whether significant information is lost as the
intervention proceeds (Jason & Glenwick, 2012), whether
there are unintended consequences (positive and negative)
that result from the intervention, and how to consider issues
of diversity when statistical power may be low (Rapkin &
Trickett, 2005).

Guideline 3. Psychologists are encouraged to
develop and implement interventions that
reduce risks and promote human strengths.

Rationale. Early prevention interventions fo-
cused on reducing risks or causes of psychological dys-
function (Conyne, 2004). However, psychological research
has identified personal and environmental protective fac-
tors that may also mitigate the probability of negative
outcomes in the face of risk and that contribute to optimal
health. Research indicates that prevention is most benefi-
cial when attempts to reduce risk are direct and are com-
bined with efforts to build strengths and protective factors
(Eccles & Appleton, 2002; Vera & Reese, 2000). Focusing
only on building competencies or only on preventing prob-
lems may not be as effective as addressing both competen-
cies and problems (Catalano, Berglund, et al., 2002).

Application. Psychologists are encouraged to
consider and ameliorate factors that contribute to risk and
also to recognize and promote factors that enhance human
strengths. Prevention programs can seek to reduce or elim-
inate factors, such as socioeconomic disparities, negative
peer influences, family dysfunction, and school failure, or
they can seek to increase social competencies and other
protective factors (National Research Council & Institute
of Medicine, 2009). Although psychologists may consider
only the benefits of either a risk-reduction or a strength-
promotion approach, an optimal approach is to address
both. Protective factors, such as socioemotional skills, in-
terpersonal connection, ethical decision making, graduat-
ing from high school, school-to-work transitions, civic
engagement, and proper nutrition, might be selected as foci
of interventions based upon their malleability and their
relevance to daily life (Eccles & Appleton, 2002; Nation et
al., 2003; Stone et al., 2003). For instance, a focus on
expanding the resilience that historically marginalized
groups have demonstrated despite obstacles might also
serve to enhance strengths in other arenas of life (Singh,
Hays, & Watson, 2011; Singh & McKleroy, 2011).

An emphasis on simultaneously reducing risks and
developing competencies is consistent with research on
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positive youth development, empowerment, advocacy, and
participatory community research. Positive youth develop-
ment posits that (a) protective factors reduce the likelihood
of maladaptive outcomes under conditions of risk and (b)
freedom from risk is not synonymous with preparation for
life (Catalano, Hawkins, Berglund, Pollard, & Arthur,
2002; Pittman, Irby, Tolman, Yohalem, & Ferber, 2001).
The APA Presidential Task Force on Prevention: Promot-
ing Strength, Resilience, and Health in Young People rec-
ommended that prevention encompass the goals of reduc-
ing health problems and promoting health and social
competence (Weissberg, Kumpfer, & Seligman, 2003).

Similarly, empowerment interventions focus on help-
ing individuals master and maintain control over life situ-
ations. Inherently, empowerment is concerned with com-
petencies and strengths (Zimmerman, 1995; Zimmerman,
Israel, Schulz, & Checkoway, 1992). Advocacy interven-
tions also have been implemented with populations such as
adjudicated youth (e.g., E. P. Smith, Wolf, Cantillon,
Thomas, & Davidson, 2004), and women experiencing
intimate partner violence (Allen, Bybee, & Sullivan, 2004).
Finally, participatory action research (PAR) interventions,
which focus on researcher–participant collaborations and,
thus, on utilizing strengths and competencies of the partic-
ipants, have been successfully implemented with diverse
groups of youth (e.g., Foster-Fishman, Law, Lichty, &
Aoun, 2010; Jason, Keys, Suarez-Balcazar, Taylor, & Da-
vis, 2003; L. Smith, Davis, & Bhowmik, 2010). It is
recommended that PAR be a genuine community–re-
searcher partnership (i.e., the development of shared goals,
shared methods, and shared sense of the value of the
project and the findings) to successfully implement the
methodology (Trickett, 2011).

Guideline 4. Psychologists are encouraged to
incorporate research and evaluation as
integral to prevention program development
and implementation, including consideration
of environmental contexts that impact
prevention.

Rationale. Prevention research encompasses
“theory and practice related to the prevention of social,
physical, and mental health problems, including etiology,
methodology, epidemiology, and intervention” (National
Research Council & Institute of Medicine, 2009, p. xxvii).
At its best, prevention research addresses multifaceted con-
texts (biological, psychological, and sociocultural levels)
and functions (preintervention epidemiology, preventive
interventions, and preventive service delivery systems; Na-
tional Institute of Mental Health, 1998). The contexts and
functions of prevention research can inform each other.
Problems and their prevention occur at interrelated biolog-
ical, psychological and sociocultural levels. Epidemiolog-
ical research can identify targets for preventive interven-
tions; evaluation of interventions can identify preferred
approaches that can be incorporated into service delivery
systems; the effectiveness and efficiency of service deliv-
ery systems can be assessed by examining their impact on
epidemiology. At all stages of the research process, the

dynamic interactions between biological, psychological,
and sociocultural environments are important to consider
(Albee, 1996). Research solely examining intrapersonal
factors that affect behaviors might ignore the context in
which the individuals’ behaviors occur and could result in
incomplete or misleading conclusions (National Institute of
Mental Health, 1998). It is important that prevention re-
search examine the etiology of maladaptive behaviors and
potential determinants, including biological, intrapersonal,
interpersonal, community, and societal risk and protective
factors. It is also recommended that evaluations of preven-
tion interventions address how adaptive behavioral changes
promoted by a specific program are valued within different
environmental contexts.

Application. Psychologists conducting research
on prevention are encouraged to take into account the
interface between biological, psychological, and sociocul-
tural variables and the best available evidence regarding
epidemiology, intervention, and service delivery. Re-
sources are available to identify evidence-based prevention
interventions for different demographics, topical areas, and
contexts. One such resource is the National Registry of
Evidence-Based Programs and Practices (http://www
.nrepp.samhsa.gov/Index.aspx), compiled by the U. S. De-
partment of Health and Human Services, Substance Abuse
and Mental Health Services Administration. Psychologists
are encouraged to consider the social ecology of the com-
munity in which they work (Bronfenbrenner, 1979) and to
collaborate with community stakeholders on research goals
and methods (Caplan & Caplan, 2000; Foster-Fishman,
Berkowitz, Lounsbury, Jacobson, & Allen, 2001; Sullivan
et al., 2001). Researchers are encouraged to assess the
differential impact of prevention programs on specific com-
munities. Prevention researchers may unknowingly design
and evaluate programs using criteria from their own cul-
tural perspectives and worldviews and may miss important
contextual factors that contribute to the success or failure of
prevention interventions within specific communities and
cultures (e.g., diverse social classes and socioeconomic
groups; Trickett, 1998; Turner, 2000). Community collab-
oration is important in the interpretation and application of
research findings and for the provision of oversight and
monitoring of community-based research. PAR is one ex-
ample of collaborative research that appreciates environ-
mental contexts and recognizes that knowledge is copro-
duced through collaborative actions with those who have
traditionally been left out of the research process and
whose lives are most affected by the research problem
(Prilleltensky & Nelson, 2002).

Guideline 5. Psychologists are encouraged to
consider ethical issues in prevention research
and practice.

Rationale. Psychologists are required to adhere to
ethical standards of the profession and to be mindful of its
highest ideals (APA, 2010). Prevention efforts may raise
unique ethical issues (Bond & Albee, 1990; Waldo, Kac-
zmarek, & Romano, 2004). Prevention is typically con-
ducted with numerous participants and has individual, sys-
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temic, and societal implications. It is important to evaluate
possible negative impacts that preventive interventions
may have on individuals, the community, or the larger
society (Bloom, 1993; Caplan & Caplan, 1994). For exam-
ple, conducting preventive interventions that identify
higher risk within a historically stigmatized group could be
harmful to members of that group. Thus, it is important that
confidentiality be adhered to during the prevention inter-
vention process (Bloom, 1993). Additionally, targeted be-
havior may serve one or more purposes for the individual
and community; eliminating the behavior without attention
to its possible protective functions may lead to negative
consequences for a segment of the community.

Application. Psychologists are encouraged to be
knowledgeable regarding methods and designs in preven-
tion research and practice within their boundaries of com-
petence (APA, 2010, Ethical Standard 2.01). It is important
that preventive interventions and research include consid-
erations of the ethical implications of new or promoted
behaviors before, during, and after a prevention interven-
tion. Informed consent poses particular challenges with
regard to ensuring that individuals and multiple stakehold-
ers comprehend the implications of their participation.
Other ethical issues to consider include equitable selection,
confidentiality, cultural relevancy, socially and culturally
competent research and practice (APA, 2010, Ethical Stan-
dards 8.02 and 2.01b), and researcher bias (Schwartz &
Hage, 2009). It is important to evaluate the long-term
effects of preventive interventions (Brown & Liao, 1999),
especially as they relate to historically marginalized
groups.

Guideline 6. Psychologists are encouraged to
attend to contextual issues of social disparity
that may inform prevention practice and
research.

Rationale. Considerations of social disparities
can provide a context for prevention work in which the
causes and effects of oppression can be identified and
considered. Reducing social disparities is essential for pre-
venting the myriad of problems that they spawn (e.g., Vera,
Buhin, & Isacco, 2009). For example, children living in
disadvantaged neighborhoods are at risk for childhood be-
havioral difficulties, including conduct disorders, mental
health problems, academic failure, and teen pregnancy
(e.g., Goodnight et al., 2012; Harding, 2003; Leventhal &
Brooks-Gunn, 2000; Nikulina, Widom, & Czaja, 2011).
For adults, those living at or near poverty level have a
greater incidence of major depressive disorder than those
with higher incomes (e.g., Kessler et al., 2003). Further-
more, numerous health problems (e.g., diabetes, obesity,
coronary heart disease) have been associated with living in
poverty (e.g., Kittleson et al., 2006; Ludwig et al., 2011).
Consistent with these considerations, the importance of
creating contexts of fairness in order to improve the health
and wellness of those served by prevention programs has
been emphasized (Lawson, Noblett, & Rodwell, 2009; Pril-
leltensky, 2001, 2012; Tepper, 2001).

Application. Psychologists strive to be cognizant
of the social implications of the preventive services they
offer. For example, interventions that fail to consider those
structural inequalities and contextual factors (e.g., social
class, socioeconomic status) that influence behavior may
inadvertently suggest that the problem lies within a partic-
ular group instead of acknowledging the influence of being
marginalized in society (Walker, 2009). Prevention inter-
ventions may have maximum impact if societal inequalities
related to social class, economic status, discrimination, and
exploitation are considered (M. J. Perry & Albee, 1994).
Dissemination of prevention findings grounded in the so-
cial ecology of the community may aid in acknowledging
inequalities that may contribute to or exacerbate a partic-
ular behavior that is the target of intervention. For example,
lesbian, gay, bisexual, transgender, and queer young people
who are bullied in school may be experiencing not only
homophobia reactions from peers but also bullying based
on racial/ethnic, gender, and/or class identities (American
Psychological Association, 2012b; Singh & McKleroy,
2011).

Guideline 7. Psychologists are encouraged to
increase their awareness, knowledge, and
skills essential to prevention through
continuing education, training, supervision,
and consultation.

Rationale. The Guidelines and Principles for Ac-
creditation of Programs in Professional Psychology (APA,
2009) stress the importance of education and training that
cover the breadth of psychology. Research suggests that
prevention helps to reduce the need for remedial interven-
tions (Schwartz & Hage, 2009; Vera et al., 2009). There-
fore, remediation and prevention are best viewed as com-
plementary to one another, not in conflict. However,
despite psychology’s history with prevention practice and
research during the 20th century (Cowen, 1973; Elias,
1987), the education of psychologists continues to empha-
size crisis interventions and remedial approaches, giving
much less attention to prevention as a core component of
training and education (Matthews, 2003; O’Byrne, Bram-
mer, Davidson, & Poston, 2002; Snyder & Elliott, 2005).
Although some psychologists learn about the development
and implementation of prevention activities in graduate
school (e.g., community psychologists), most new preven-
tion interventionists do not have a high level of training in
the established content areas of prevention, and more-
established professionals report low levels of knowledge in
newer areas of prevention (e.g., gender and culture issues,
economic analysis of prevention; Eddy, Smith, Brown, &
Reid, 2005). This research suggests that much of the edu-
cation and training in prevention is learned through less
formal methods than graduate education. In psychology
graduate education, there is a need to expand opportunities
to learn about prevention by developing prevention-based
courses and/or infusing prevention-related content into ex-
isting courses (Conyne, Newmeyer, Kenny, Romano, &
Matthews, 2008; Matthews & Skowron, 2004).
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Application. The training and continuing educa-
tion of psychologists in awareness, knowledge, and skills
related to prevention provide psychologists with resources
to be proactive in reducing human suffering and in pro-
moting positive aspects of human functioning. Psycholo-
gists are encouraged to obtain education and training in
preventive approaches through various pathways, including
respecialization programs, postdoctoral fellowships, con-
tinuing education programs, self-study, conferences, pro-
fessional societies that focus on prevention, and combina-
tions of such alternatives. Other avenues include service
learning and experiential work in community settings less
typical for psychologists (DeLeon, Dubanoski, & Oliveira-
Berry, 2005). Predoctoral psychology graduate students
may also consider taking advantage of coursework, practi-
cum experiences, and predoctoral internships that have a
prevention focus. Psychology training programs can also
encourage enrollment in prevention courses in other disci-
plines, such as public health, thus encouraging training in
interdisciplinary perspectives important to prevention.
Those already in practice and unable to participate in
concentrated, formal training programs may be able to
utilize continuing education programs. Psychologists may
also gain supervised experience and consultation working
with psychologists, or other professionals, skilled in pre-
vention. Because public health has a strong focus on pre-
vention, increased training and collaboration with profes-
sionals in the field of public health are encouraged.
Through more formal education, psychology trainees and
psychologists may consider earning dual degrees in public
health (e.g., a master’s in public health) and psychology.
The collaborative training, which pairs psychologists’ un-
derstanding of human behavior and public health profes-
sionals’ knowledge of health and prevention at community
or population levels, may be particularly effective at cre-
ating change at the societal level. Literature relevant to
prevention is available through professional journals, in-
cluding a growing number of applied journals in, for ex-
ample, psychiatry, public health, and psychology. Preven-
tion research and applications are also disseminated
through professional organizations and their respective
conferences.

Scholars have noted several knowledge and skill do-
mains important to psychologists engaging in prevention
(Conyne, 1997; Hage et al., 2007; O’Neil & Britner, 2009).
The domains include (a) understanding distinctions be-
tween preventive and remedial approaches; (b) designing
and implementing educational programs; (c) assessing
community needs; (d) understanding systemic approaches
that incorporate cultural and contextual factors into preven-
tive interventions; (e) using group skills and approaches,
when appropriate, in program design and implementation;
(f) collaborating with interdisciplinary teams that include
professionals and community leaders; (g) grant-writing and
marketing skills to address sustainability of preventive
efforts; (h) promoting positive development across the life
span; (i) empowering individuals and communities to work
on their own behalf; (j) developing strength-based ap-
proaches that reduce risk and enhance resilience in indi-

viduals and communities; (k) influencing policy decisions
and their impact on preventive efforts; and (l) evaluating
preventive interventions. Each of these domains of knowl-
edge and skill in prevention ideally would include attend-
ing to the needs and concerns of historically marginalized
groups and would consider power differentials as they
relate to cultural differences and concerns of social inequal-
ities. In addition, training in newer technologies, such as
telepsychology and social media, is important as these
technologies are emerging methods for preventive efforts.

Guideline 8. Psychologists are encouraged to
engage in systemic and institutional change
interventions that strengthen the health of
individuals, families, and communities and
prevent psychological and physical distress
and disability.

Rationale. Applications of prevention through
systemic interventions are important across many domains.
Systemic preventive interventions include those that affect
families, schools, communities, and work environments.
Individuals may not be able to achieve maximum health or
full social participation if systemic barriers, such as clas-
sism, racism, sexism, and poverty, prevail. Preventive pro-
grams that focus only on changing individuals are likely to
be less effective than those that also address the contexts
that support or inhibit development and optimal health.
Systemic interventions can be delivered across the life
cycle, but the earlier prevention occurs, the greater the
likelihood of reducing risk and strengthening protective
factors (E. J. Smith, 2006). Systemic preventive programs
that focus on developing community norms that promote
healthy lifestyle behaviors are effective in reducing societal
problems (Orpinas, Horne, & the Multisite Violence Pre-
vention Project, 2004).

Application. Psychologists are encouraged to en-
gage in activities that produce positive systemic, institu-
tional, and organizational change. Psychologists can con-
tribute to systemic change that strengthens protective and
resiliency factors of individuals, families, schools, work-
places, faith communities, community centers, and health
care centers (Johnson & Millstein, 2003; Kumpfer & Al-
varado, 2003; Morsillo & Prilleltensky, 2007; Wandersman
& Florin, 2003). For example, organizational psychologists
can assist in the development of corporate policies to
reduce work stress and stress-related illnesses and to in-
crease worker satisfaction and productivity (Murphy, Hur-
rell, & Quick, 1992). Other examples include school-based
preventive programs that address the multiple needs of
students across the school and community. Such programs
have yielded positive results and enhanced students’ emo-
tional, social, and academic development (e.g., August,
Hektner, Egan, Realmuto, & Bloomquist, 2002; Greenberg
et al., 2003; Newman-Carlson & Horne, 2004). School-
based interventions that incorporate health promotion,
competence enhancement, and youth development as
frameworks for prevention can reduce youth risk behaviors
and enhance protective factors (e.g., C. L. Perry, 1999;
Weissberg & Greenberg, 1998). A recent meta-analysis of
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after-school programs indicated that programs that foster
personal and social skills of youth provide the greatest
benefit (Durlak et al., 2010). School-based systemic inter-
ventions may also inform policies that address inequities
and discrimination among groups of students (Morsillo &
Prilleltensky, 2007).

Psychologists can influence the structure, role rela-
tionships, premises, rules, and assumptions governing sys-
tems to empower communities and to promote justice and
equity (Evan, Hanlin, & Prilleltensky, 2007). Psychologists
in health care settings can promote employee programs that
strengthen employee resiliency in order to inoculate em-
ployees against the physical and psychological demands of
the work setting (Freeman & Carson, 2006). Another area
of systemic application is advocating for healthy food
choices in cafeterias, lunchrooms, and vending machines to
promote healthy nutrition, which, when coupled with an
active lifestyle, can reduce obesity and resulting health
risks (Hawkes, 2007; Suarez-Balcazar et al., 2007).

Parent- and family-based interventions can help par-
ents and other caregivers learn effective child-rearing skills
to strengthen adult and child relationships, which, in turn,
reduce child and adolescent behavior problems and en-
hance learning (Thornton, Craft, Dahlberg, Lynch, & Baer,
2002). Applications of systemic prevention interventions at
later stages of life include community-based programs that
support older adults living in their homes. Elders with
sufficient physical and emotional capacity will benefit from
community preventive programs that involve them in com-
munity volunteer opportunities, public policymaking,
neighborhood networking, and social support groups (Kon-
nert et al., 1999).

Guideline 9. Psychologists are encouraged to
inform the deliberation of public policies that
promote health and well-being when
relevant prevention science findings are
available.

Rationale. Psychologists are well positioned to
educate and inform policymakers about the importance of
prevention to enhance health and well-being (Kiselica,
2004). For example, public policy–based prevention pro-
grams such as Project Head Start have been an integral part
of preventive initiatives that promote human functioning
and reduce negative health outcomes (Ripple & Zigler,
2003). Psychologists are encouraged to apply their exper-
tise by informing policymakers about the value of evi-
dence-based preventive initiatives and to communicate
their research findings clearly and concisely to policymak-
ers (Coates & Szekeres, 2004; Hage et al., 2007; Ripple &
Zigler, 2003).

Application. Psychologists are encouraged to be-
come informed about public policy debates in which pre-
vention research and programs may have relevant informa-
tion to contribute to the discourse. Psychologists strive to
enter such discussion and inform policymakers at local,
state, and national levels by using their expertise and schol-
arship in prevention science as appropriate. For example, at
the Surgeon General’s Conference on Children’s Mental

Health in 2000, psychologists provided recommendations
to help formulate a national policy on children’s mental
health (Levant, Tolan, & Dodgen, 2002). It is suggested
that psychologists become familiar with APA resources
that are relevant to health care policy and health promotion.
They are also encouraged to consider strengthening their
efforts by forming multidisciplinary partnerships that in-
clude government, legal, and policymaking experts, as well
as professionals from the health, social, and educational
sciences. For example, Jason (2012) described a 20-year
collaborative effort between psychologists and patient ad-
vocacy organizations to effect change in multiple areas
regarding the problem of chronic fatigue syndrome, includ-
ing epidemiological evidence, criteria for diagnosis, and
leadership at the Centers for Disease Control and Preven-
tion. As another example of collaboration, in 1965, Head
Start began as a White House initiative that included the
collaboration of psychologists, sociologists, and pediatri-
cians focused on the goal of reducing the deleterious effects
of poverty on young children (Styfco & Zigler, 2003).
Furthermore, it is recommended that graduate programs
teach students about the relationship between research and
its relevancy to informing policy (Ripple & Zigler, 2003).

Conclusion
The Prevention Guidelines encourage psychologists, in-
cluding those within the policymaking process, to strive to
engage in prevention practice, research, and education to
enhance human functioning. Prevention has numerous ben-
efits, including the potential to strengthen the integration of
science and practice in psychology (Biglan, Mrazek, Car-
nine, & Flay, 2003). Moreover, as discussed throughout the
Guidelines, the benefits of prevention have been demon-
strated through the reduction of illness and problem behav-
iors, the enhancement of human functioning, and the po-
tential to reduce health care costs (Durlak et al., 2010;
Institute of Medicine, 1994; Nation et al., 2003; National
Research Council & Institute of Medicine, 2009). An in-
creased focus on prevention has the potential to mobilize
psychologists to respond more effectively and sensitively
to conditions that place individuals, communities, and in-
stitutions at risk for various problems and to promote
strengths that contribute to human functioning.

The Guidelines provide a framework for best practices
in prevention and the promotion of health and well-being,
regardless of an individual psychologist’s specialty area,
employment setting, or professional interests. Infusing pre-
vention across the profession will help to orient psycholo-
gists to a broader application of psychological research and
practice, with the goal of more effectively and sensitively
responding to major societal needs for all individuals,
especially those with the fewest resources and groups his-
torically underserved by the profession.

REFERENCES

Albee, G. W. (1996). Revolutions and counterrevolutions in prevention.
American Psychologist, 51, 1130–1133. doi:10.1037/0003-066X.51.11
.1130

292 April 2014 ● American Psychologist

http://dx.doi.org/10.1037/0003-066X.51.11.1130
http://dx.doi.org/10.1037/0003-066X.51.11.1130


Allen, N. E., Bybee, D. I., & Sullivan, C. M. (2004). Battered women’s
multitude of needs: Evidence supporting the need for comprehensive
advocacy. Violence Against Women, 10, 1015–1035. doi:10.1177/
1077801204267658

American Psychological Association. (2002). Criteria for practice guide-
line development and evaluation. American Psychologist, 57, 1048–
1051. doi:10.1037/0003-066X.57.12.1048

American Psychological Association. (2003). Guidelines on multicultural
education, training, research, practice, and organizational change for
psychologists. American Psychologist, 58, 377–402. doi:10.1037/0003-
066X.58.5.377

American Psychological Association. (2007). Report of the APA Task
Force on Socioeconomic Status. Washington, DC: Author.

American Psychological Association. (2009). Guidelines and principles
for accreditation of programs in professional psychology. Retrieved
from http://www.apa.org/ed/accreditation/about/policies/guiding-
principles.pdf

American Psychological Association. (2010). Ethical principles of psy-
chologists and code of conduct (including 2010 amendments). Re-
trieved from http://www.apa.org/ethics/code/index.aspx

American Psychological Association. (2012a). Guidelines for assessment
of and intervention with persons with disabilities. American Psycholo-
gist, 67, 43–62. doi:10.1037/a0025892

American Psychological Association. (2012b). Guidelines for psycholog-
ical practice with lesbian, gay, and bisexual clients. American Psychol-
ogist, 67, 10–42. Doi:10.1037/a0024659

American Psychological Association. (2013). Association rules. Retrieved
from http://www.apa.org/about/governance/bylaws/rules.pdf

Anderson, N. B. (2011). 2010 year in review. American Psychologist,
66(Suppl.), S4–S5. doi:10.1037/a0024196

August, G. J., Hektner, J. M., Egan, E. A., Realmuto, G. M., &
Bloomquist, M. L. (2002). The Early Risers longitudinal prevention
trial: Examination of 3-year outcomes in aggressive children with
intent-to-treat and as-intended analysis. Psychology of Addictive Be-
haviors, 16(Suppl.), S27–S39. doi:10.1037/0893-164X.16.4S.S27

Biglan, A., Mrazek, P. J., Carnine, D., & Flay, B. R. (2003). The
integration of research and practice in the prevention of youth problem
behaviors. American Psychologist, 58, 433–440. doi:10.1037/0003-
066X.58.6-7.433

Black, M. M., & Krishnakumar, A. (1998). Children in low-income, urban
settings: Interventions to promote mental health and well-being. Amer-
ican Psychologist, 53, 635–646. doi:10.1037/0003-066X.53.6.635

Bloom, M. (1993). Toward a code of ethics from primary prevention.
Journal of Primary Prevention, 13, 173–182. doi:10.1007/BF01352924

Bond, L. A., & Albee, G. W. (1990). Training preventionists in ethical
implications of their actions. Prevention in Human Services, 8, 111–
126. doi:10.1300/J293v08n02_07

Bronfenbrenner, U. (1979). The ecology of human development. Cam-
bridge, MA: Harvard University Press.

Brown, C. H., & Liao, J. (1999). Principles for designing randomized
preventive trials in mental health: An emerging developmental epide-
miology paradigm. American Journal of Community Psychology, 27,
673–710. doi:10.1023/A:1022142021441

Bull, S. (2011). Technology-based health promotion. Thousand Oaks, CA:
Sage.

Caplan, G. (1964). Principles of preventive psychiatry. New York, NY:
Basic Books.

Caplan, G., & Caplan, R. B. (1994). The need for quality control in
primary prevention. Journal of Primary Prevention, 15, 15–29. doi:
10.1007/BF02196344

Caplan, G., & Caplan, R. B. (2000). The future of primary prevention.
Journal of Primary Prevention, 21, 131–136. doi:10.1023/A:
1007062631504

Catalano, R. F., Berglund, M. L., Ryan, J. A. M., Lonczak, H. S., &
Hawkins, J. D. (2002). Positive youth development in the United States:
Research findings on evaluations of positive youth development pro-
grams. Prevention & Treatment, 5, Article 15. doi:10.1037/1522-3736
.5.1.515a

Catalano, R. F., Hawkins, J. D., Berglund, M. L., Pollard, J. A., & Arthur,
M. W. (2002). Prevention science and positive youth development:
Competitive or cooperative frameworks? Journal of Adolescent Health,
31, 230–239. doi:10.1016/S1054-139X(02)00496-2

Centers for Disease Control and Prevention. (2007). Youth Risk Behavior
Survey, 2001–2007. Retrieved from http://www.cdc.gov/yrbss

Chinman, M., Tremain, B., Imm, P., & Wandersman, A. (2009). Strength-
ening prevention performance using technology: A formative evalua-
tion of Interactive Getting to Outcomes. American Journal of Ortho-
psychiatry, 79, 469–481. doi:10.1037/a0016705

Cicchetti, D., & Toth, S. L. (1992). The role of developmental theory in
prevention and intervention. Development and Psychopathology, 4,
489–493. doi:10.1017/S0954579400004831

Coates, T. J., & Szekeres, G. (2004). A plan for the next generation of
HIV prevention research: Seven key policy investigative challenges.
American Psychologist, 59, 747–757. doi:10.1037/0003-066X.59.8.747

Conyne, R. K. (1997). Educating students in preventive counseling. Coun-
selor Education and Supervision, 36, 259–269. doi:10.1002/j.1556-
6978.1997.tb00394.x

Conyne, R. K. (2004). Preventive counseling: Helping people to become
empowered in systems and settings. New York, NY: Brunner-Rout-
ledge.

Conyne, R. K., Newmeyer, M. D., Kenny, M., Romano, J. L., & Mat-
thews, C. R. (2008). Two key strategies for teaching prevention: Spe-
cialized course and infusion. Journal of Primary Prevention, 29, 375–
401. doi:10.1007/s10935-008-0146-8

Cowen, E. L. (1973). Social and community interventions. Annual Review
of Psychology, 24, 423– 472. doi:10.1146/annurev.ps.24.020173
.002231

Cowen, E. L. (1985). Person-centered approaches to primary prevention
in mental health: Situation-focused and competency-enhancement.
American Journal of Community Psychology, 13, 31–48. doi:10.1007/
BF00923258

DeLeon, P. H., Dubanoski, R., & Oliveira-Berry, J. M. (2005). An
education for the future. Journal of Clinical Psychology, 61, 1105–
1109. doi:10.1002/jclp.20146

Durlak, J. A., Weissberg, R. P., & Pachan, M. (2010). A meta-analysis of
after-school programs that seek to promote personal and social skills in
children and adolescents. American Journal of Community Psychology,
45, 294–309. doi:10.1007/s10464-010-9300-6

Eby, M. D., Chin, J. L., Rollock, D., Schwartz, J. P., & Worell, F. C.
(2011). Professional psychology training in the era of a thousand
flowers: Dilemmas and challenges for the future. Training and Educa-
tion in Professional Psychology, 5, 57–68. doi:10.1037/a0023462

Eccles, J., & Appleton, J. A. (Eds.). (2002). Community programs to
promote youth development. Washington, DC: National Academies
Press.

Eddy, J. M., Smith, P., Brown, C. H., & Reid, J. B. (2005). A survey of
prevention science training: Implications for educating the next gener-
ation. Prevention Science, 6, 59–71. doi:10.1007/s11121-005-1253-x

Elias, M. J. (1987). Establishing enduring prevention programs: Advanc-
ing the legacy of Swampscott. American Journal of Community Psy-
chology, 15, 539–553. doi:10.1007/BF00929908

Evans, S. D., Hanlin, C. E., & Prilleltensky, I. (2007). Blending amelio-
rative and transformative approaches in human service organizations: A
case study. Journal of Community Psychology, 35, 329–346. doi:
10.1002/jcop.20151

Foster-Fishman, P. G., Berkowitz, S. L., Lounsbury, D. W., Jacobson, S.,
& Allen, N. A. (2001). Building collaborative capacity in community
coalitions: A review and integrative framework. American Journal of
Community Psychology, 29, 241–261. doi:10.1023/A:1010378613583

Foster-Fishman, P. G., Law, K. M., Lichty, L. F., & Aoun, C. (2010).
Youth ReACT for social change: A method for youth participatory
action research. American Journal of Community Psychology, 46, 67–
83. doi:10.1007/s10464-010-9316-y

Freeman, D. G. H., & Carson, M. (2006). Developing workplace resil-
ience: The role of the peer referral agent diffuser. Journal of Workplace
Behavioral Health, 22, 113–121. doi:10.1300/J490v22n01_08

Goodnight, J. A., Lahey, B. B., Van Hulle, C. A., Rodgers, J. L., Rathouz,
P. J., Waldman, I. D., & D’Onofrio, B. M. (2012). A quasi-experimen-
tal analysis of the influence of neighborhood disadvantage on child and
adolescent conduct problems. Journal of Abnormal Psychology, 121,
95–108. doi:10.1037/a0025078

Gordon, R. (1987). An operational classification of disease prevention. In

293April 2014 ● American Psychologist

http://dx.doi.org/10.1177/1077801204267658
http://dx.doi.org/10.1177/1077801204267658
http://dx.doi.org/10.1037/0003-066X.57.12.1048
http://dx.doi.org/10.1037/0003-066X.58.5.377
http://dx.doi.org/10.1037/0003-066X.58.5.377
www.apa.org/ed/accreditation/about/policies/guiding-principles.pdf
www.apa.org/ed/accreditation/about/policies/guiding-principles.pdf
www.apa.org/ethics/code/index.aspx
http://dx.doi.org/10.1037/a0025892
www.apa.org/about/governance/bylaws/rules.pdf
http://dx.doi.org/10.1037/a0024196
http://dx.doi.org/10.1037/0893-164X.16.4S.S27
http://dx.doi.org/10.1037/0003-066X.58.6-7.433
http://dx.doi.org/10.1037/0003-066X.58.6-7.433
http://dx.doi.org/10.1037/0003-066X.53.6.635
http://dx.doi.org/10.1007/BF01352924
http://dx.doi.org/10.1300/J293v08n02_07
http://dx.doi.org/10.1023/A:1022142021441
http://dx.doi.org/10.1007/BF02196344
http://dx.doi.org/10.1007/BF02196344
http://dx.doi.org/10.1023/A:1007062631504
http://dx.doi.org/10.1023/A:1007062631504
http://dx.doi.org/10.1037/1522-3736.5.1.515a
http://dx.doi.org/10.1037/1522-3736.5.1.515a
http://dx.doi.org/10.1016/S1054-139X%2802%2900496-2
www.cdc.gov/yrbss
http://dx.doi.org/10.1037/a0016705
http://dx.doi.org/10.1017/S0954579400004831
http://dx.doi.org/10.1037/0003-066X.59.8.747
http://dx.doi.org/10.1002/j.1556-6978.1997.tb00394.x
http://dx.doi.org/10.1002/j.1556-6978.1997.tb00394.x
http://dx.doi.org/10.1007/s10935-008-0146-8
http://dx.doi.org/10.1146/annurev.ps.24.020173.002231
http://dx.doi.org/10.1146/annurev.ps.24.020173.002231
http://dx.doi.org/10.1007/BF00923258
http://dx.doi.org/10.1007/BF00923258
http://dx.doi.org/10.1002/jclp.20146
http://dx.doi.org/10.1007/s10464-010-9300-6
http://dx.doi.org/10.1037/a0023462
http://dx.doi.org/10.1007/s11121-005-1253-x
http://dx.doi.org/10.1007/BF00929908
http://dx.doi.org/10.1002/jcop.20151
http://dx.doi.org/10.1002/jcop.20151
http://dx.doi.org/10.1023/A:1010378613583
http://dx.doi.org/10.1007/s10464-010-9316-y
http://dx.doi.org/10.1300/J490v22n01_08
http://dx.doi.org/10.1037/a0025078


J. A. Sternberg & M. M. Silverman (Eds.), Preventing mental disorders
(pp. 20–26). Rockville, MD: U.S. Department of Health and Human
Services.

Greenberg, M. T., Domitrovich, C., & Bumbarger, B. (2001). The pre-
vention of mental disorders in school-aged children: Current state of the
field. Prevention & Treatment, 4, Article 1. doi:10.1037/1522-3736.4
.1.41a

Greenberg, M. T., Weissberg, R. P., O’Brien, M. U., Zins, J. E., Freder-
icks, L., Resnik, H., & Elias, M. J. (2003). Enhancing school-based
prevention and youth development through coordinated social, emo-
tional, and academic learning. American Psychologist, 58, 466–474.
doi:10.1037/0003-066X.58.6-7.466

Grunberg, N. E., & Klein, L. C. (2009). Biopsychological obstacles to
adoption and maintenance of a healthy lifestyle. In S. A. Shumaker,
J. K. Ockene, & K. A. Riekert (Eds.), The handbook of health behavior
change (3rd ed., pp. 411–426). New York, NY: Springer.

Guterman, N. B. (2004). Advancing prevention research on child abuse,
youth violence, and domestic violence. Journal of Interpersonal Vio-
lence, 19, 299–321. doi:10.1177/0886260503261153

Hage, S. M., & Romano, J. L. (Chairs). (2006, August). Best practice
guidelines: Commentary by distinguished scholars in psychology. Sym-
posium presented at the 114th Annual Convention of the American
Psychological Association, New Orleans, LA.

Hage, S. M., Romano, J. L., Conyne, R. K., Kenny, M., Matthews, C.,
Schwartz, J. P., & Waldo, M. (2007). Best practice guidelines on
prevention practice, research, training, and social advocacy for psychol-
ogists. The Counseling Psychologist, 35, 493–566. doi:10.1177/
0011000006291411

Harding, D. J. (2003). Counterfactual models of neighborhood effects:
The effect of neighborhood poverty on dropping out and teenage
pregnancy. American Journal of Sociology, 109, 676–719. doi:10.1086/
379217

Hawkes, C. (2007). Regulating food marketing to young people world-
wide: Trends and policy drivers. American Journal of Public Health,
97, 1962–1973. doi:10.2105/AJPH.2006.101162

Institute of Medicine. (1994). Reducing risks for mental disorders: Fron-
tiers for preventive intervention research (P. J. Mrazek & R. J. Hag-
gerty, Eds.). Washington, DC: National Academies Press.

Jason, L. A. (2012). Small wins matter in advocacy movements: Giving
voice to patients. American Journal of Community Psychology, 49,
307–316. doi:10.1007/s10464-011-9457-7

Jason, L. A., & Glenwick, D. S. (Eds.). (2012). Methodological ap-
proaches to community-based research. Washington, DC: American
Psychological Association. doi:10.1037/13492-000

Jason, L. A., Keys, C. B., Suarez-Balcazar, Y., Taylor, R. R., & Davis,
M. I. (Eds.). (2003). Participatory community research: Theories and
methods in action. Washington, DC: American Psychological Associ-
ation. doi:10.1037/10726-000

Johnson, S. B., & Millstein, S. G. (2003). Prevention opportunities in
health care settings. American Psychologist, 58, 475–481. doi:10.1037/
0003-066X.58.6-7.475

Kenny, M. E. (Chair). (2003, August). Competencies for prevention
training in counseling psychology. Symposium presented at the 111th
Annual Convention of the American Psychological Association, To-
ronto, Ontario, Canada.

Kenny, M. E., & Hage, S. M. (2009). The next frontier: Prevention as an
instrument of social justice. Journal of Primary Prevention, 30, 1–10.
doi:10.1007/s10935-008-0163-7

Kenny, M. E., Horne, A. M., Orpinas, P., & Reese. L. E. (Eds.). (2009).
Realizing social justice: The challenge of prevention interventions.
Washington, DC: American Psychological Association.

Kessler, R. C., Berglund, P., Demler, O., Jin, R., Koretz, D., Merikangas,
K. R., . . . Wang, P. S. (2003). The epidemiology of major depressive
disorder. JAMA: Journal of the American Medical Association, 289,
3095–3105. doi:10.1001/jama.289.23.3095

Kiselica, M. S. (2004). When duty calls: The implications of social justice
work for policy, education, and practice in the mental health profes-
sions. The Counseling Psychologist, 32, 838 – 854. doi:10.1177/
0011000004269272

Kittleson, M. M., Meoni, L. A., Wang, N. Y., Chu, A. Y., Ford, D. E., &
Klag, M. J. (2006). Association of childhood socioeconomic status with

subsequent coronary heart disease in physicians. Archives of Internal
Medicine, 166, 2356–2361. doi:10.1001/archinte.166.21.2356

Konnert, C., Gatz, M., & Hertzsprung, E. A. M. (1999). Preventive
interventions for older adults. In M. Duffy (Ed.), Handbook of coun-
seling and psychotherapy with older adults (pp. 314–334). New York,
NY: Wiley.

Kumpfer, K. L., & Alvarado, R. (2003). Family-strengthening approaches
for the prevention of youth problem behaviors. American Psychologist,
58, 457–465. doi:10.1037/0003-066X.58.6-7.457

Kumpfer, K. L., Alvarado, R., Smith, P., & Bellamy, N. (2002). Cultural
sensitivity and adaptation in family-based prevention interventions.
Prevention Science, 3, 241–246. doi:10.1023/A:1019902902119

Lawson, K. J., Noblett, A. J., & Rodwell, J. J. (2009). Promoting em-
ployee wellbeing: The relevance of work characteristics and organiza-
tional justice. Health Promotion International, 24, 223–233. doi:
10.1093/heapro/dap025

Lerner, R. M. (1995). America’s youth in crisis: Challenges and choices
for programs and policies. Thousand Oaks, CA: Sage.

Levant, R. F., Tolan, P., & Dodgen, D. (2002). New directions in chil-
dren’s mental health: Psychology’s role. Professional Psychology: Re-
search and Practice, 33, 115–124. doi:10.1037/0735-7028.33.2.115

Leventhal, T., & Brooks-Gunn, J. (2000). The neighborhoods they live in:
The effects of neighborhood residence on child and adolescent out-
comes. Psychological Bulletin, 126, 309–337. doi:10.1037/0033-2909
.126.2.309

Ludwig, J., Sanbonmatsu, L., Gennetian, L., Adam, E., Duncan, G. J.,
Katz, L. F., . . . McDade, T. W. (2011). Neighborhoods, obesity, and
diabetes: A randomized social experiment. New England Journal of
Medicine, 365, 1509–1519. doi:10.1056/NEJMsa1103216

Matthews, C. R. (2003, August). Training for prevention competency in
counseling psychology. In M. Kenny (Chair), Competencies for pre-
vention training in counseling psychology. Symposium presented at the
111th Annual Convention of the American Psychological Association,
Toronto, Ontario, Canada.

Matthews, C. R., & Skowron, E. A. (2004). Incorporating prevention into
mental health counselor training. Journal of Mental Health Counseling,
26, 349–359.

Morsillo, J., & Prilleltensky, I. (2007). Social action with youth: Inter-
ventions, evaluation, and psychopolitical validity. Journal of Commu-
nity Psychology, 35, 725–740. doi:10.1002/jcop.20175

Mrazek, P. J. (2002). Enhancing the well-being of America’s children
through the strengthening of natural and community supports: Oppor-
tunities for prevention and early mental health intervention. Paper
prepared for the Subcommittee on Children and Families, President’s
New Freedom Commission on Mental Health, Washington, DC.

Murphy, L. R., Hurrell, J. J., Jr., & Quick, J. C. (1992). Work and
well-being: Where do we go from here? In J. C. Quick, L. R. Murphy,
& J. J. Hurrell, Jr. (Eds.), Stress and well-being at work: Assessments
and interventions for occupational mental health (pp. 331–347). Wash-
ington, DC: American Psychological Association. doi:10.1037/10116-
022

Nation, M., Crusto, C., Wandersman, A., Kumpfer, K. L., Seybolt, D.,
Morrissey-Kane, E., & Davino, K. (2003). What works in prevention:
Principles of effective prevention programs. American Psychologist,
58, 449–456. doi:10.1037/0003-066X.58.6-7.449

National Institute of Mental Health. (1998). Priorities for prevention
research at NIMH: A report by the National Advisory Mental Health
Council Workgroup on Mental Disorder Prevention Research (NIH
Publication No. 98–4321). Bethesda, MD: Author.

National Prevention Council. (2011). National prevention strategy: Ame-
rica’s plan for better health and wellness. Retrieved from http://www
.surgeongeneral.gov/initiatives/prevention/strategy/report.pdf

National Prevention, Health Promotion, and Public Health Council.
(2011). Draft framework for the National Prevention Strategy. Re-
trieved from http://www.healthcare.gov/center/councils/nphpphc/
final_intro.pdf

National Research Council & Institute of Medicine. (2009). Preventing
mental, emotional, and behavioral disorders among young people:
Progress and possibilities (M. E. O’Connell, T. Boat, & K. E. Warner,
Eds.). Washington, DC: National Academies Press.

Newman-Carlson, D., & Horne, A. M. (2004). Bully Busters: A psychoe-
ducational intervention for reducing bullying behavior in middle school

294 April 2014 ● American Psychologist

http://dx.doi.org/10.1037/1522-3736.4.1.41a
http://dx.doi.org/10.1037/1522-3736.4.1.41a
http://dx.doi.org/10.1037/0003-066X.58.6-7.466
http://dx.doi.org/10.1177/0886260503261153
http://dx.doi.org/10.1177/0011000006291411
http://dx.doi.org/10.1177/0011000006291411
http://dx.doi.org/10.1086/379217
http://dx.doi.org/10.1086/379217
http://dx.doi.org/10.2105/AJPH.2006.101162
http://dx.doi.org/10.1007/s10464-011-9457-7
http://dx.doi.org/10.1037/13492-000
http://dx.doi.org/10.1037/10726-000
http://dx.doi.org/10.1037/0003-066X.58.6-7.475
http://dx.doi.org/10.1037/0003-066X.58.6-7.475
http://dx.doi.org/10.1007/s10935-008-0163-7
http://dx.doi.org/10.1001/jama.289.23.3095
http://dx.doi.org/10.1177/0011000004269272
http://dx.doi.org/10.1177/0011000004269272
http://dx.doi.org/10.1001/archinte.166.21.2356
http://dx.doi.org/10.1037/0003-066X.58.6-7.457
http://dx.doi.org/10.1023/A:1019902902119
http://dx.doi.org/10.1093/heapro/dap025
http://dx.doi.org/10.1093/heapro/dap025
http://dx.doi.org/10.1037/0735-7028.33.2.115
http://dx.doi.org/10.1037/0033-2909.126.2.309
http://dx.doi.org/10.1037/0033-2909.126.2.309
http://dx.doi.org/10.1056/NEJMsa1103216
http://dx.doi.org/10.1002/jcop.20175
http://dx.doi.org/10.1037/10116-022
http://dx.doi.org/10.1037/10116-022
http://dx.doi.org/10.1037/0003-066X.58.6-7.449
www.surgeongeneral.gov/initiatives/prevention/strategy/report.pdf
www.surgeongeneral.gov/initiatives/prevention/strategy/report.pdf
www.healthcare.gov/center/councils/nphpphc/final_intro.pdf
www.healthcare.gov/center/councils/nphpphc/final_intro.pdf


students. Journal of Counseling and Development, 82, 259–267. doi:
10.1002/j.1556-6678.2004.tb00309.x

Nikulina, V., Widom, C. S., & Czaja, S. (2011). The role of childhood
neglect and childhood poverty in predicting mental health, academic
achievement and crime in adulthood. American Journal of Community
Psychology, 48, 309–321. doi:10.1007/s10464-010-9385-y

O’Byrne, K. K., Brammer, S. K., Davidson, M. M., & Poston, W. S. C.
(2002). Primary prevention in counseling psychology: Back to the
future? The Counseling Psychologist, 30, 330–344. doi:10.1177/
0011000002302010

O’Neil, J. M., & Britner, P. A. (2009). Training primary preventionists to
make a difference in people’s lives. In M. E. Kenny, A. M. Horne, P.
Orpinas, & L. E. Reese (Eds.), Realizing social justice: The challenge
of primary prevention (pp. 141–162). Washington, DC: American Psy-
chological Association. doi:10.1037/11870-007

Orpinas, P., Horne, A. M., & the Multisite Violence Prevention Project.
(2004). A teacher-focused approach to prevent and reduce students’
aggressive behavior: The GREAT Teacher Program. American Journal
of Preventive Medicine, 26, 29–38. doi:10.1016/j.amepre.2003.09.016

Patient Protection and Affordable Care Act, Pub. L. No. 111-148, 124
Stat. 119 (2010).

Perry, C. L. (1999). Creating health behavior change: How to develop
community-wide programs for youth. Thousand Oaks, CA: Sage.

Perry, M. J., & Albee, G. W. (1994). On “The Science of Prevention”.
American Psychologist, 49, 1087–1088. doi:10.1037/0003-066X.49.12
.1087

Pittman, K. J., Irby, M., Tolman, J., Yohalem, N., & Ferber, T. (2001).
Preventing problems, promoting development, encouraging engage-
ment: Competing priorities or inseparable goals? Retrieved from
http://forumfyi.org/content/preventing-problems-pr

Prilleltensky, I. (2001). Value-based praxis in community psychology:
Moving toward social justice and social action. American Journal of
Community Psychology, 29, 747–778. doi:10.1023/A:1010417201918

Prilleltensky, I. (2012). Wellness as fairness. American Journal of Com-
munity Psychology, 49, 1–21. doi:10.1007/s10464-011-9448-8

Prilleltensky, I., & Nelson, G. (2002). Doing psychology critically: Mak-
ing a difference in diverse settings. Basingstoke, England: Palgrave.

Rapkin, B. D., & Trickett, E. J. (2005). Comprehensive dynamic trial
designs for behavioral prevention research with communities: Over-
coming inadequacies of the randomized controlled trial paradigm. In
E. J. Trickett & W. Pequegnat (Eds.), Community interventions and
AIDS (pp. 249–277). New York, NY: Oxford University Press.

Reese, L. E., & Vera, E. M. (2007). Culturally relevant prevention: The
scientific and practical considerations of community-based programs.
The Counseling Psychologist, 35, 763–778. doi:10.1177/
0011000007304588

Ringel, J., & Sturm, R. (2001). National estimates of mental health
utilization and expenditure for children in 1998. Journal of Behavioral
Health Services and Research, 28, 319–332. doi:10.1007/BF02287247

Ripple, C. H., & Zigler, E. (2003). Research, policy, and the federal role
in prevention initiatives for children. American Psychologist, 58, 482–
490. doi:10.1037/0003-066X.58.6-7.482

Romano, J. L. (Chair). (2002, August). Teaching prevention in counseling
psychology. Symposium presented at the 110th Annual Convention of
the American Psychological Association, Chicago, IL.

Romano, J. L., & Hage, S. M. (2000). Prevention and counseling psy-
chology: Revitalizing commitments for the 21st century. The Counsel-
ing Psychologist, 28, 733–763. doi:10.1177/0011000000286001

Satcher, D. (2000). Foreword. In U.S. Public Health Service, Report of the
Surgeon General’s Conference on Children’s Mental Health: A na-
tional action agenda (pp. 1–2). Washington, DC: U.S. Department of
Health and Human Services.

Schwartz, J. P., & Hage, S. M. (2009). Prevention ethics, responsibility,
and commitment to public well-being. In M. E. Kenny, A. M. Horne, P.
Orpinas, & L. E. Reese. (Eds.), Realizing social justice: The challenge
of prevention interventions (pp. 123–140). Washington, DC: American
Psychological Association.

Singh, A. A., Hays, D. G., & Watson, L. (2011). Strength in the face of
adversity: Resilience strategies of transgender individuals. Journal of
Counseling and Development, 89, 20–27. doi:10.1002/j.1556-6678
.2011.tb00057.x

Singh, A. A., & McKleroy, V. S. (2011). “Just getting out of bed is a
revolutionary act”: The resilience of transgender people of color who
have survived traumatic life events. Traumatology, 17, 34–44. doi:
10.1177/1534765610369261

Smith, E. J. (2006). The strength-based counseling model. The Counseling
Psychologist, 34, 13–79. doi:10.1177/0011000005277018

Smith, E. P., Wolf, A. M., Cantillon, D. M., Thomas, O., & Davidson,
W. S. (2004). The Adolescent Diversion Project: 25 years of research
on an ecological model of intervention. Journal of Prevention & Inter-
vention in the Community, 27, 29–47. doi:10.1300/J005v27n02_03

Smith, L., Davis, K., & Bhowmik, M. (2010). Youth participatory action
research groups as school counseling interventions. Professional School
Counseling, 14, 174–182.

Snyder, C. R., & Elliott, T. R. (2005). Twenty-first century graduate
education in clinical psychology: A four level matrix model. Journal of
Clinical Psychology, 61, 1033–1054. doi:10.1002/jclp.20164

Stone, E. J., Norman, J. E., Davis, S. M., Stewart, D., Clay, T. E.,
Caballero, B., . . . Murray, D. M. (2003). Design, implementation, and
quality control in the Pathways American-Indian multicenter trial.
Preventive Medicine, 37(Suppl. 1), S13–S23. doi:10.1016/j.ypmed
.2003.08.006

Styfco, S., & Zigler, E. (2003). Early childhood programs for a new
century. In A. Reynolds & M. Wang (Eds.), The federal commitment to
preschool education: Lessons from and for Head Start (pp. 3–33).
Washington, DC: Child Welfare League of America.

Suarez-Balcazar, Y., Redmond, L., Kouba, J., Hellwig, M., Davis, R.,
Martinez, L. I., & Jones, L. (2007). Introducing systems change in the
schools: The case of school luncheons and vending machines. American
Journal of Community Psychology, 39, 325–345. doi:10.1007/s10464-
007-9102-7

Sullivan, M., Kone, A., Senturia, K. D., Chrisman, N. J., Ciske, S. J., &
Krieger, J. W. (2001). Researchers and researched-community perspec-
tives: Toward bridging the gap. Health Education & Behavior, 28,
130–149. doi:10.1177/109019810102800202

Tepper, B. J. (2001). Health consequences of organizational injustice:
Tests of main and interactive effects. Organizational Behavior and
Human Decision Processes, 86, 197–215. doi:10.1006/obhd.2001.2951

Thornton, T. N., Craft, C. A., Dahlberg, L. L., Lynch, B. S., & Baer, K.
(2002). Best practices of youth violence prevention: A sourcebook for
community action (rev. ed.). Atlanta, GA: Centers for Disease Control
and Prevention, National Center for Injury Prevention and Control.

Tolan, P. H., & Dodge, K. A. (2005). Children’s mental health as a
primary care and concern: A system for comprehensive support and
service. American Psychologist, 60, 601–614. doi:10.1037/0003-066X
.60.6.601

Trickett, E. J. (1998). Toward a framework for defining and resolving
ethical issues in the protection of communities involved in primary
prevention projects. Ethics & Behavior, 8, 321–337. doi:10.1207/
s15327019eb0804_5

Trickett, E. J. (2011). Community-based participatory research as world-
view or instrumental strategy: Is it lost in translation(al) research?
American Journal of Public Health, 101, 1353–1355. doi:10.2105/
AJPH.2011.300124

Trickett, E. J., Beehler, S., Deutsch, C., Green, L. W., Hawe, P., McLeroy,
K., . . . Trimble, J. E. (2011). Advancing the science of community-
level interventions. American Journal of Public Health, 101, 1410–
1419. doi:10.2105/AJPH.2010.300113

Turner, L. W. (2000). Cultural considerations in family-based primary
prevention programs in drug abuse. Journal of Primary Prevention, 21,
285–303. doi:10.1023/A:1007091405097

U.S. Department of Health and Human Services. (2000). Healthy people
2010. Washington, DC: Author.

U.S. Department of Health and Human Services. (2010). Healthy people
2020. Washington, DC: Author.

Vera, E. M., Buhin, L., & Isacco, A. (2009). The role of prevention in
psychology’s social justice agenda. In M. E. Kenny, A. M. Horne, P.
Orpinas, & L. E. Reese (Eds.), Realizing social justice: The challenge
of prevention interventions (pp. 79–96). Washington, DC: American
Psychological Association.

Vera, E. M., & Reese, L. E. (2000). Preventive interventions with school-
age youth. In S. D. Brown & R. W. Lent (Eds.), Handbook of coun-
seling psychology (pp. 411–434). New York, NY: Wiley.

295April 2014 ● American Psychologist

http://dx.doi.org/10.1002/j.1556-6678.2004.tb00309.x
http://dx.doi.org/10.1002/j.1556-6678.2004.tb00309.x
http://dx.doi.org/10.1007/s10464-010-9385-y
http://dx.doi.org/10.1177/0011000002302010
http://dx.doi.org/10.1177/0011000002302010
http://dx.doi.org/10.1037/11870-007
http://dx.doi.org/10.1016/j.amepre.2003.09.016
http://dx.doi.org/10.1037/0003-066X.49.12.1087
http://dx.doi.org/10.1037/0003-066X.49.12.1087
forumfyi.org/content/preventing-problems-pr
http://dx.doi.org/10.1023/A:1010417201918
http://dx.doi.org/10.1007/s10464-011-9448-8
http://dx.doi.org/10.1177/0011000007304588
http://dx.doi.org/10.1177/0011000007304588
http://dx.doi.org/10.1007/BF02287247
http://dx.doi.org/10.1037/0003-066X.58.6-7.482
http://dx.doi.org/10.1177/0011000000286001
http://dx.doi.org/10.1002/j.1556-6678.2011.tb00057.x
http://dx.doi.org/10.1002/j.1556-6678.2011.tb00057.x
http://dx.doi.org/10.1177/1534765610369261
http://dx.doi.org/10.1177/1534765610369261
http://dx.doi.org/10.1177/0011000005277018
http://dx.doi.org/10.1300/J005v27n02_03
http://dx.doi.org/10.1002/jclp.20164
http://dx.doi.org/10.1016/j.ypmed.2003.08.006
http://dx.doi.org/10.1016/j.ypmed.2003.08.006
http://dx.doi.org/10.1007/s10464-007-9102-7
http://dx.doi.org/10.1007/s10464-007-9102-7
http://dx.doi.org/10.1177/109019810102800202
http://dx.doi.org/10.1006/obhd.2001.2951
http://dx.doi.org/10.1037/0003-066X.60.6.601
http://dx.doi.org/10.1037/0003-066X.60.6.601
http://dx.doi.org/10.1207/s15327019eb0804_5
http://dx.doi.org/10.1207/s15327019eb0804_5
http://dx.doi.org/10.2105/AJPH.2011.300124
http://dx.doi.org/10.2105/AJPH.2011.300124
http://dx.doi.org/10.2105/AJPH.2010.300113
http://dx.doi.org/10.1023/A:1007091405097


Vogelzangs, N., Kritchevsky, S. B., Beekman, A. T. F., Newman, A. B.,
Satterfield, S., Simmsick, E. M., . . . Penninx, B. W. J. H. (2008).
Depressive symptoms and change in abdominal obesity in older per-
sons. Archives of General Psychiatry, 65, 1386–1393. doi:10.1001/
archpsyc.65.12.1386

Waldo, M., Kaczmarek, M., & Romano, J. (2004, August). Ethical di-
lemmas in prevention research and practice. In S. Hage & J. Schwartz
(Co-chairs), Ethics of prevention: Diverse perspectives within counsel-
ing psychology. Symposium conducted at the 112th Annual Convention
of the American Psychological Association, Honolulu, HI.

Walker, L. E. (2009). The battered woman syndrome (3rd ed.). New York,
NY: Springer-Verlag.

Wandersman, A., & Florin, P. (2003). Community interventions and
effective prevention. American Psychologist, 58, 441– 448. doi:
10.1037/0003-066X.58.6-7.441

Weissberg, R. P., & Greenberg, M. T. (1998). School and community
competence enhancement and prevention programs. In W. Damon
(Series Ed.), I. E. Sigel, & K. A. Renninger (Vol. Eds.), Handbook of

child psychology: Vol. 5. Child psychology in practice (5th ed., pp.
877–954). New York, NY: Wiley.

Weissberg, R. P., Kumpfer, K. L., & Seligman, M. E. P. (2003). Preven-
tion that works for children and youth: An introduction. American
Psychologist, 58, 425–432. doi:10.1037/0003-066X.58.6-7.425

Weissberg, R. P., Walberg, H. J., O’Brien, M. U., & Kuster, C. B. (Eds.).
(2003). Long-term trends in the well-being of children and youth.
Washington, DC: Child Welfare League of America.

World Health Organization. (2008). World health report 2008: Primary
health care—now more than ever. Retrieved from http://www.who.int/
whr/previous/en/index.html

Zimmerman, M. A. (1995). Psychological empowerment: Issues and
illustrations. American Journal of Community Psychology, 23, 581–
599. doi:10.1007/BF02506983

Zimmerman, M. A., Israel, B. A., Schulz, A. J., & Checkoway, B. (1992).
Further explorations in empowerment theory: An empirical analysis of
psychological empowerment. American Journal of Community Psy-
chology, 20, 707–727.

Appendix
Guidelines for Prevention in Psychology

Guideline 1. Psychologists are encouraged to select and implement preventive interven-
tions that are theory- and evidence-based.

Guideline 2. Psychologists are encouraged to use socially and culturally relevant preven-
tive practices adapted to the specific context in which they are implemented.

Guideline 3. Psychologists are encouraged to develop and implement interventions that
reduce risks and promote human strengths.

Guideline 4. Psychologists are encouraged to incorporate research and evaluation as
integral to prevention program development and implementation, including consideration
of environmental contexts that impact prevention.

Guideline 5. Psychologists are encouraged to consider ethical issues in prevention re-
search and practice.

Guideline 6. Psychologists are encouraged to attend to contextual issues of social disparity
that may inform prevention practice and research.

Guideline 7. Psychologists are encouraged to increase their awareness, knowledge, and
skills essential to prevention through continuing education, training, supervision, and
consultation.

Guideline 8. Psychologists are encouraged to engage in systemic and institutional change
interventions that strengthen the health of individuals, families, and communities and
prevent psychological and physical distress and disability.

Guideline 9. Psychologists are encouraged to inform the deliberation of public policies
that promote health and well-being when relevant prevention science findings are avail-
able.

296 April 2014 ● American Psychologist

http://dx.doi.org/10.1001/archpsyc.65.12.1386
http://dx.doi.org/10.1001/archpsyc.65.12.1386
http://dx.doi.org/10.1037/0003-066X.58.6-7.441
http://dx.doi.org/10.1037/0003-066X.58.6-7.441
http://dx.doi.org/10.1037/0003-066X.58.6-7.425
www.who.int/whr/previous/en/index.html
www.who.int/whr/previous/en/index.html
http://dx.doi.org/10.1007/BF02506983

