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Social skills training may not be effective as a means of preventing
drug use by adolescent females at high risk
Palinkas, L. A., Atkins, C. J., Miller, C., & Ferreira, D. (1996). Social skills training for drug prevention
in high-risk female adolescents. Preventive Medicine, 25, 692–701.
Level: IA3a

Randomized control trial, 20 or more participants per condition, low internal validity, high external validity

Why research this topic?
Drug prevention programs that target female adolescents who are at high risk of developing alcohol and other drug
problems are important because “adolescents who engage in one problem behavior are more likely to engage in other
problem behaviors, including sexual behaviors that lead to unplanned pregnancies” (p. 692). Research has found
interventions that offer social skills training to adolescents to be effective in preventing (and treating) drug abuse.
Most such interventions, however, target low-risk, young children (those in grades 5 through 8).
What did the researchers do?
Palinkas, Atkins, Miller, and Ferreira (1996), all affiliated with the University of California, San Diego, designed a
study to evaluate the effectiveness of social skills training with a multiethnic group of female adolescents who were
using drugs or at risk for using drugs. They hypothesized that such training, coupled with a normative education program, would be more effective in reducing the prevalence or the onset of drug use than a normative education program alone. In this context, “normative education” means education aimed at changing beliefs about the prevalence
and the acceptability of drug use by adolescents.
The participants in the study were 296 girls and women (between ages 14 and 19 years) who were involved in Project
PALS (Positive Adolescent Life Skills). Their average age was 16 years. One hundred ten were African-Americans, 134
Mexican-Americans, 27 non-Hispanic whites, and 22 others. They were recruited for the project from a wide variety
of sources. All were determined to be at risk for drug use using the Problem-Oriented Screening Instrument for
Teenagers. They also were either pregnant or at risk of becoming pregnant.
At the point of data collection reported in this article, 25.9% of the skills group and 19.1% of the no-skills group were
no longer participating in the study. Across the two groups, 47.8% of those who withdrew were pregnant or parenting
versus 25.3% of those who remained in the study.
The researchers randomly assigned the participants to one of two conditions: normative education alone (the noskills group) or normative education plus social skills training (the skills group). They also randomly assigned the
participants to a casework or no-casework condition.
The normative education took place once a week for 16 weeks, in 90-minute sessions. Called the “Facts of Life,” it
addressed such subjects as values, anatomy and physiology of the reproductive system, adolescent growth and development, pregnancy and childbirth, and drug use and related risks.

The social skills training also occurred once a week for 16 weeks and in 90-minute sessions. Desired outcomes were
that the participants would “(a) . . . assertively refuse requests to engage in high-risk behaviors such as use of
gateway drugs (alcohol, tobacco, and marijuana [called “gateway” drugs because they are thought to lead to use
of heavier drugs like cocaine and heroin]) . . . [and] unwanted and unprotected sexual activity; (b) . . . assertively handle fair and aggressive criticism from parents, adult authority figures, and peers; (c) . . . increase positive social support . . .; (d) decrease negative social support . . .; and (e) . . . develop assertive problem-solving skills” (p. 694). The
program provided scientific facts, modeling by skilled adults and peers, practice through role-play, positive and negative feedback, and homework assignments.
The casework condition involved management of participants’ cases by a social worker through 16 weekly sessions
scheduled for 1 hour. In practice, those who were assigned to this condition experienced a wide variation in their
exposure (from a few minutes to 1 hour) and in the style and the content of the services delivered. As a result, the
researchers downgraded the importance of this intervention.
The outcome areas of interest were as follows: prevalence of use of alcohol, marijuana, tobacco, other illicit drugs
(those not considered gateway drugs—e.g., cocaine and heroin), or any drug (as measured by the Personal
Experience Inventory and urine toxicology screens). Measures were taken before the study began, midway through
the intervention, immediately after the intervention, 3 months after the intervention, and 12 months after the intervention. At the time of writing, the researchers still were assessing drug use at the 12-month point, so no data from that
perspective are reported. Additionally, they do not report data collected midway in the intervention.

What did the researchers find?
Among the skills group, the prevalence of alcohol and any drug use significantly (see Glossary) increased from
before the study began to 3 months after the study ended. Additionally, at 3 months, the prevalence of marijuana use
among the skills group was significantly higher than among the no-skills group.
Among the participants in both groups who reported before the intervention that they had not used drugs in the previous three months, the prevalence of all five categories of drug use significantly increased. Among those in both groups
who reported before the intervention that they had used drugs in the previous 3 months, the prevalence of all five categories of use significantly declined. However, there was no significant (see Glossary) difference between the groups.

What do the findings mean?
For therapists and other providers, the findings suggest that the kind of social skills training offered in this study is
ineffective and possibly counterproductive as a means of prevention with female adolescents at high risk of drug use.
The training was not effective as either a primary or a secondary method of prevention.
What are the study’s limitations?
The study has one limitation: The dropout rate was high, and those who dropped out were more likely to be pregnant
or parenting than those who remained. This fact lessens the confidence one can have that the outcomes were attributable to the intervention.

GLOSSARY
nonsignificant (or no significance)—A statistical term that refers to study findings that are likely to be due to
chance differences between the groups rather than to other factors (e.g., the treatment of interest). A nonsignificant
result is not generalizable outside the study. Like significance, a nonsignificant result does not indicate the clinical
effect. Often studies will show nonsignificant results, yet the treatment group’s mean will be better than the control
group’s. This is usually referred to as a trend in the right direction. Because significance is closely determined by
sample size, nonsignificant results would often become significant if the sample size were increased.
significance (or significant)—A statistical term that refers to the probability that the results obtained in the study
are not due to chance but to some other factor (e.g., the treatment of interest). A significant result is likely to be generalizable to populations outside the study.
Significance should not be confused with clinical effect. A study can be statistically significant without having a very
large clinical effect on the sample. For example, a study that examines the effect of a treatment on a client’s ability
to walk may report that the participants in the treatment group were able to walk significantly longer distances than
those in the control group. However, after reading the study one may find that the treatment group was able to walk,
on average, 6 feet, whereas the control group was able to walk, on average, 5 feet. Although the outcome may be statistically significant, a clinician may not feel that a 1-foot increase will make his or her client functional.

■ Terminology used in this document is based on two systems of classification current at the time the evidence-based literature
reviews were completed: Uniform Terminology for Occupational Therapy Practice—Third Edition (AOTA, 1994) and International
Classification of Functioning, Disability and Health (ICIDH-2) (World Health Organization [WHO], 1999). More recently, the Uniform
Terminology document was replaced by Occupational Therapy Practice Framework: Domain and Process (AOTA, 2002), and
modifications to ICIDH-2 were finalized in the International Classification of Functioning, Disability and Health (WHO, 2001).
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