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Adaptations of the pilot of the Unplugged#tamojunto program 
for health promotion and drug prevention in Brazilian schools

Abstract  The prevention of the use of alcohol 
and other drugs in Brazil is markedly discon-
tinuous with a predominant model not based 
on evidence. In 2013, the General Coordination 
Office of Mental Health, alcohol and other drugs 
(Ministry of Health) implemented the European 
school program Unplugged#Tamojunto in the 
municipalities of São Paulo (SP), São Bernardo 
do Campo (SP) and Florianópolis (SC), involving 
2,161 public school students. The research aimed 
to elaborate recommendations to adapt the pro-
gram to the Brazilian context. The qualitative 
study is based on the Constructivist Grounded 
Theory and analyzed the institutional documents: 
“Cartographic Diaries”, “Logical Spreadsheet of 
Cultural Adaptation” and a research report titled 
“Results of the Implementation of the Unplugged 
Pilot Program in São Paulo and Santa Catarina” 
(UFSC and UNIFESP). The theoretical formu-
lations were organized from the Theory of Dis-
semination of Innovations and revealed that the 
following is required: a paradigmatic change in 
the professional approach to drugs, greater adher-
ence to interactive methodologies, adaptation of 
class time, commitment to school management, 
promotion of intersectoriality between health and 
education, consolidation of the monitoring pro-
cess and ethical alignment with the principles of 
health promotion.
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tion, School health, Government programs
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Introduction

Health promotion is established as a policy in 
Brazil1 and assumes the need to take health prob-
lems and their determinants as an object, calling 
for an expanded, intersectoral action not fo-
cused on the health-disease binomial and under 
a purely clinical perspective. Health promotion 
has both approached and distanced itself from 
the preventive approaches over the last few years, 
precisely because they focus, in some aspects, a 
view exclusively geared to individual aspects2.

The prevention of the use of alcohol and oth-
er drugs is implemented in the field of preven-
tion of illnesses and diseases. Far from being a 
social policy, organized by principles and guide-
lines agreed among the spheres of government, 
something more diffuse and less articulated is 
found in Brazil between projects and programs 
that are defined as preventive but whose effect 
has not been verified3. The so-called preventive 
initiatives are marked by discontinuity and pre-
dominance of the “crackdown-on-drugs” model, 
whose effectiveness has already been questioned, 
which disregards fundamental realms in the es-
tablishment of this issue, especially the founding 
values that underpin the health promotion per-
spective, namely, the recognition of the subjec-
tivity of individuals and groups, solidarity, hap-
piness, ethics, respect for diversity, humanization, 
co-responsibility, justice and social inclusion1,4-6.

The development of evidence-based pre-
vention strategies has been considered in pol-
icy improvement, influencing the choice of 
“good techniques” for the adequate use of pub-
lic funds7-11. Prevention and promotion tap on 
evidence-based science models, but science and 
its intended objectivity alone is insufficient to 
capture and respond to the human spirit com-
plexities12,13. Evidence brings ethical aspects rele-
vant to the manager’s decision-making about the 
methods chosen to address certain social issues, 
but it must transcend the centrality of drug in-
dicators in the appreciation of a technique. It 
is also necessary to cover the mapping of social 
and cultural meanings of individual and group 
behaviors that, if not understood, may interfere 
with the sustainability of policies – so that a good 
technique becomes a good practice14.

In the field of public policy, a study on the 
effectiveness of prevention has shown that for 
every dollar invested in prevention, around 4-5 
dollars is saved in addressing drug use-related 
problems15. These strategies do not include co-
ercive interventions, which are usually carried 

out through lectures on harmful effects or in 
testimonials of former users since these do not 
have measurable outcomes8,11,16,17. Drug use must 
be understood from the perspective of social 
determinants, such as the interaction between 
factors that protect and endanger the health of 
the subject, who lives and interacts in an envi-
ronment and community with beliefs and values, 
and these factors can increase the vulnerability 
conditions6,18-20. The study of this chain of me-
diations between risk and protection factors also 
reveals the most sensitive points where such in-
terventions can have a greater impact, including, 
for example, on genders21-23.

Studies point that adolescents who consume 
alcohol before the age of 12, in comparison to 
those who do not, are more likely to consume al-
cohol in the binge drinking pattern (consumption 
of five doses or more on a single occasion), to 
have high consumption patterns (intake higher 
than 19 days per month) and to make use of il-
licit drugs24. Data from the 2012 National School 
Health Survey show a prevalence of 50.3% for 
alcoholic experimentation and 26.1% for con-
sumption in the last 30 days among ninth-grad-
ers of public and private schools, which reinforces 
the indication that preventive actions should be, 
therefore, implemented before the first intake25.

In a recent study, Szalavitz26 points to the 
myth of the “addictive personality” and indicates 
that there are universal character traits that are 
common to all people with or without prob-
lematic use. The research also argues that traits 
themselves are not more or less protective, and 
so it is not about eliminating certain traits to the 
detriment of others; instead, it is in the extremes 
of personality and temper, some of which are as-
sociated with talents, and not shortfalls, that risk 
is elevated. In the same direction, Sloboda et al.27 

indicates that genetic, neurobiological and be-
havioral predisposition factors are insufficient to 
explain the problematic drug use since the factor 
that activates predisposition will always be inter-
action with the environment.

The field of prevention must overcome the 
curative rationale of a vertical model of conceiv-
ing public health and integrate the perspective 
of collective health that broadens the perception 
about the risk concept, and understand that ill-
nesses and diseases share the mediators of col-
lective vulnerabilities, which, therefore, cover the 
ecological and adaptive aspect of health in the 
community28.

Schools stand out for their role of sharing 
and debating the social norms and, therefore, are 
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exclusive contexts to health promotion, and these 
actions must take place in a climate of solidari-
ty relationships between people and groups and 
must extend to other sectors, such as the perspec-
tive of intersectoriality, facilitating a community 
intervention that strengthens social cohesion, a 
protective factor29,30.

Evidence shows that the promotion of life 
skills has been confirming its preventive effects. 
The development of emotional management, 
creativity, critical thinking, problem-solving 
and decision-making skills are particularly im-
portant9,10,31. However, the protective factors are 
multifaceted and, thus, should not be confused 
with ideal behavioral models – an attempt should 
be made to identify personality traits that could 
make the subject more or less prone to becoming 
a problematic drug user.

Faced with the challenges of responding to 
drug use in Brazil, the General Coordination Of-
fice of Mental Health, Alcohol and Other Drugs 
of the Ministry of Health, in partnership with the 
United Nations Office on Drugs and Crime (UN-
ODC) have been investing since 2013 in the ad-
aptation, implementation and evaluation of drug 
prevention programs among Brazilian students.

Part of this process is the implementation of 
the Unplugged program, which recorded preven-
tive effect results in seven European countries 
and has been adapted in several countries in Afri-
ca and Asia20-22,32,33. The continuous evaluation of 
programs is a guideline of the Brazilian initiative 
and the Unplugged program is being evaluated in 
its different stages of implementation, regarding 
cultural adaptation, process evaluation, efficacy 
and effectiveness needs, by the Federal University 
of São Paulo (UNIFESP) and the Federal Univer-
sity of Santa Catarina (UFSC)34.

The Unplugged program, renamed #Tamo-
junto in Brazil in 2014, is organized in 12 classes 
conducted by primary school teachers with stu-
dents aged 11-14 years in 2013, and 13-14 years in 
2014. Besides the twelve classes, three Workshops 
for Parents and Community must be carried out, 
in the Brazilian version, by PHC Health and Edu-
cation professionals35. Its theoretical line is based 
on the Comprehensive Social Influence Model34, 
which is defined by the following tripod: (1) pro-
motion of life skills; (2) drug information; and 
(3) critical thinking regarding normative beliefs. 
Each class lasts 60 minutes.

Literature includes different cultural adap-
tation models, but these coincide because they 
contain steps that guide an investigation using 
quantitative (effects) and qualitative (descrip-

tive-analytical) methods to identify the adap-
tation needs36,37. Falicov38 understands cultural 
adaptation as an intermediary path between two 
extremes: on the one hand, the understanding 
that the evidence has a universal character that 
can be replicated to any group and, on the other, 
the understanding that evidence found in a cul-
tural subgroup cannot be adapted.

This study analyzed aspects of the stages of 
adoption and pilot implementation of the men-
tioned Program for the construction of recom-
mendations to adapt the implementation to the 
Brazilian context, with the identification of pro-
cedures that are pertinent and appropriate to the 
culture of the target audience, contributing with 
the future stages of dissemination. Thus, we un-
derstand that the construction of inductive and 
deductive hypotheses based on evidence of im-
plementation of the Unplugged program favor 
the construction of public policies in the field of 
prevention and health promotion, in the identifi-
cation of factors that can operate in a determin-
ing the sustainability of the initiative38,39.

Experience evidence-based theory  

This qualitative study was based on the Con-
structivist Grounded Theory40,41, which consists 
of developing theories from data-based research 
rather than interpreting analyzable hypotheses 
from existing theories, with the construction of 
explanations of the processes.

The methodological steps foreseen in the 
model were followed, namely: sampling geared 
to the construction of the theory and not pop-
ulation representation; construction of codes 
and analytical categories from the data and not 
from preconceived hypotheses; constant use of 
the method to compare data between the same 
subject and between different subjects; drafting 
memoranda for the elaboration of categories; 
formulations of relationships that lead to the 
construction of theories at each stage of the anal-
ysis; and the bibliographic review after the devel-
opment of an independent review.

The pilot of the Unplugged program (2013) 
was carried out in eight public schools distribut-
ed in the cities of São Paulo (SP), São Bernardo 
do Campo (SP) and Florianópolis (SC), covering 
a total of 2,161 primary school students. Con-
cerning the pilot implementation, a training, 
monitoring and evaluation system was organized 
and provided for an essential articulator, called 
multiplier, who accumulated the tasks of training 
teachers, following the locus of this implemen-
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tation in the format of individual meetings, and 
systematically completing an instrument of qual-
itative-descriptive character, called Cartographic 
Diaries.

These Diaries were set as the initial sampling41 
of this study. They were completed by six mul-
tipliers who, in turn, were selected and trained 
by the international developers of the program, 
generating, in total, 144 Cartographic Diaries on 
the implementation of the Unplugged program, 
which contained information about the process 
that revealed the opinions, feelings, intentions 
and actions of the multipliers, influencing the 
decision makers about the need to adapt the 
content and the implementation structure of the 
program to the Brazilian context.

While the multipliers physically followed-up 
the stages of implementing the program in each 
territory, supervisors linked to the Ministry of 
Health were responsible for political-institution-
al management. The supervisors produced man-
agement synthesis documents that demarcated 
decision-making about program adequacy, scope 
and challenges. At the same time, UNIFESP and 
UFSC carried out studies based on mixed meth-
ods on the effects and acceptability of the pro-
gram.

Considering that the Constructivist Ground-
ed Theory does not derive from pre-established 
hypotheses or specially demarcated objectives 
but from a complex area of investigation or an 
open and generative questioning, the identifica-
tion of the analysis data occurs concurrently with 
the intermediate theoretical formulations. Thus, 
as a theoretical sample41, two instruments de-
rived from these formulations were incorporat-
ed: the “Logical Matrix of cultural adaptation”, 
developed by the supervisors of the program 
and the Research report entitled “Results of the 
Evaluation of the Implementation of the Pilot 
Unplugged Program in São Paulo and Santa Ca-
tarina” (UFSC and UNIFESP).

The bibliographical review stage led to the in-
corporation of Rogers’ Diffusion of Innovations 
Theory42 in the presentation of the recommenda-
tions, aiming to contribute to aspects of program 
adequacy.

Following the analysis stages of the Construc-
tivist Grounded Theory41, the following theoret-
ical classifications were reached: “The need for 
a paradigm shift in the practice of health and 
education professionals”; “The ‘enthusiasm’ and 
‘discouragement’ in the implementation of the 
project”; “The ‘operational points’ as the most 
significant challenge in adapting to the context”. 

The preparation of the theoretical classifications 
followed the methodological recommendation 
of the construction of diagrams (Figure 1).

Categories of analysis and construction 
of arguments

The need for a paradigm shift in the practice 
of health and education professionals 
The multipliers described that in order to 

have an understanding of the program and to 
obtain adequate management of the proposed 
techniques, it was necessary to invest in the ex-
pansion of the theoretical-conceptual field with 
the teachers. This investment dialogued with 
previous knowledge about prevention that was 
closer to informative and coercive actions and 
was perceived as a “venture”. In some contexts, 
the teacher himself experienced this with the stu-
dents, who expressed initial resistance, for exam-
ple, to question the teacher whether he saw them 
as “junkies” or stated that “they already knew ev-
erything about drugs”.

Shifting from the transmission of informa-
tion to the mediation of interactions was a chal-
lenge. The multiplier encouraged the teacher to 
experiment with the technique, while bringing 
the “why” and “what” to the perceived strategy 
as “something new”. Difficulties in dealing with 
the proposal and with indiscipline led teachers to 
make adaptation decisions that were somewhat 
related to the transmission of information and 
the collection of content learning.

The original program provides for 60-minute 
classes, but in the Brazilian context, they ranged 
between 40 and 50 minutes. This required flexi-
bility in the planning and execution of activities: 
besides having to deal with a shorter time than 
necessary, the teacher did not perceive himself 
as having the skills to produce more interactive 
modes. The most significant difficulties report-
ed by the teacher were: organizing the room in a 
wheel, which was often not possible by the very 
structure of the place; encouraging small group 
discussions and then holding them in larger 
groups; the dynamics of warm-up and division 
of groups, called “energizers”, in which the stu-
dents could “get too energized”.

There were similar challenges reported by 
health professionals in holding the Communi-
ty-Parents Workshop. As the original program-
ming format of the workshop was not followed 
in any context, the multiplier was induced by 
the planning of the meetings in an intersectoral 
way (health and education). There was an initial 
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Resistances: “discouragement”

New paradigm in the prevention of the use of alcohol and other drugs

“Venture”

Different from what has been 

done concerning prevention

Different from what is done 

as pedagogical practice

PROERD, Lectures, Information on Drugs, Sector 
actions

Expository lessons, long curricular content, lack of 
playfulness, seats arranged in lines

Students: indiscipline; 
they do not want to 
be seen as “junkies”; 
they already know 
“everything” 
about drugs; low 
participation; “is it 
going to be worth a 
grade?” 

Teachers: non-use of 
“energizers”; they do not 
have students in wheels; 
no planning; absence in 
visits of the multiplier; 
disbelief concerning the 
work with parents and 
community; “fear” of 
talking about drugs.

School management: 
absence in the 
follow-up of the 
project; authoritarian 
interventions with 
teachers; noncompliance 
with the organization of 
the teacher’s planning 
time; a perception that 
the project is of health.

Health professionals: 
they stand as a field of 
knowledge overlapping 
education; they work on 
an information basis in 
prevention; absence in 
meetings; difficulties in 
scheduling meetings.

T
i

m
e

Change in the 
interactions between 

students. 

 Change in the pedagogical 
practice of teachers.

Change in the interactions with 
health and the community.

“Something new” 

Effects: enthusiasm. 

Improved linkages among stakeholders. 

Multiplier in the role of articulator, mentor, motivator and supporter

Students: breaking up 
the small groups; joy and 
enthusiasm; the project 
opens doors to self-
knowledge; exercising 
critical thinking concerning 
normative beliefs; 
participation in the role-
play activities; improved 
scholar ambiance.

Teachers: enhanced 
knowledge regarding the 
new prevention; managing 
interactive techniques; 
discovering playfulness; 
increased decision-making 
capacity concerning time 
management; contribution 
to the adaptation to the 
Brazilian context.

School management: no 
changes were observed; 
managers support 
the continuity of the 
project with the teacher’s 
excitement.

Health professionals: 
incorporation of more 
interactive techniques; 
increased commitment 
with Parents Workshop; 
perception of intersectoral 
work as strategic; they were 
involved in the activities 
even without the support 
of management.

"Sustainability"

The operational points of the project: “willingness and availability are required” to build up the jigsaw. 

Figure 1. Comprehensive diagrams.
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overlap of the health sector over that of educa-
tion, both in planning and conducting the work-
shop, and a tendency for informational choice. 
Invitations to parents and the community for 
their participation in the workshop followed the 
invitation sent by the student, customary in the 
organization. The low adherence in the work-
shops was understood by the multiplier as low 
participation in the institution/school. One stu-
dent even commented that her mother did not 
attend because she is not a “junkie”. One teacher 
exemplified reporting that the parenting meeting 
at the school where she teaches currently looks 
like a “wake”.

The “excitement” and “discouragement” 
in the implementation of the project
The multipliers worked to promote the in-

tersectoral relationship between health and edu-
cation. The intersectoriality was a factor of “dis-
couragement” for the professionals when there 
was no support from school managers and health 
equipment to accomplish joint actions. Embar-
rassment was reported by health professionals 
who, at the time of dedication to intersectoral 
activities, would be “absent from work”.

In most contexts, a distancing between the 
school manager and the teacher of the program 
was noted, which translated as a “discouragement”, 
and in this context, the figure of the multiplier be-
came essential. However, this detachment was de-
scribed as part of a cumulative school routine of 
tasks, organized in a schedule with a deadline and 
that is very hectic in the second semester, which 
is when the project occurred. More taxing prac-
tices concerning the arrival of the program were 
described, and this was a factor of discouragement 
for the teachers who felt “obliged” to perform.

The harm in curricular compliance of the 
regular subjects caused by the entry of the project 
was aggravated by the absence of management. 
No discouragement was noted in the contexts 
where the management was willing to review 
institutional arrangements. On the other hand, 
“discouragement” emerged when the teacher 
had to decide alone, which was revealed as “I 
just did not give up because I had already com-
mitted to it”. This commitment was reported as 
“professional to professional”, and this bond with 
trust between the teacher and the multiplier was 
required to enable the teacher to express imple-
mentation difficulties - strained by the teacher’s 

perception that his/her skills were being evaluat-
ed, and not the project itself.

The teacher reported that labor relationships 
and links in institutions, aggravated by the high 
vulnerability to violence to which they were sub-
mitted, were a factor of “discouragement”. The 
drug issue produced fear in the teachers, espe-
cially in schools that are traversed by the traffick-
ing route.

One factor of “excitement” was change in 
classroom relationships, characterized by the 
discovery of “playfulness”. The following ef-
fects of the program are described: improved 
teacher-student relationship; improved stu-
dent-student relationship (breaking with “small 
groups”); recouping uninterested students; en-
hanced teacher practice; “the project opens doors 
to self-knowledge”; better discipline; exercise of 
critical thinking by students; and experience of 
pleasure, emotion and joy in the classroom, espe-
cially in the interactions among the students and 
in the role play, students’ preferred activity.

“Operational points” as a major challenge 
in adapting to the context

Operational points proved to be the great-
est challenge in organizing the work process. In 
a partnership between the multiplier and the 
school professionals for the organization of the 
implementation agenda, follow-up visits were 
planned at a minimum frequency of every fort-
night. In some contexts, the pedagogical coordi-
nator of the school took on the task of organizing 
the agendas but was destabilized by the school’s 
demands. Calendars were reviewed by the mul-
tiplier permanently, and this task took the most 
time spent at a distance. Routine changes were 
initially mobilized by e-mail, but since this mech-
anism was not effective for communication, they 
were complemented by telephone contacts or, ul-
timately, unscheduled face-to-face visits such as 
“building a jigsaw”. The multiplier was perceived 
as essential in this phase, which generated con-
cerns regarding the sustainability of the project.

There was a consonance among schools re-
garding what should be adjusted regarding the 
language and content of the program, including 
between participating cities, and the enthusiasm 
of teachers to collaborate with the proposals. 
These adaptations have proved to be feasible to 
multipliers.
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From prevention to health promotion: 
recommendations on the adequacy of the 
Unplugged program and its challenges 
in the context of social inequalities

The Unplugged program is based on the in-
teraction of three theories39: Albert Bandura’s 
“Social Learning Theory”, Irwin M. Rosenstock’s 
“Health Belief Model” and Martin Fishbein and 
Icek Ajzen’s “Reasoned Action – Attitude”. The 
theories start from the understanding that the 
personality is shaped from the interaction be-
tween the environment, behaviors and psycho-
logical processes and takes place from the obser-
vation and modeling of behaviors, attitudes and 
emotional reactions of others by imitative learn-
ing; the perceptions of health risks are directly af-
fected by social, environmental and psychological 
variables, all of which are determinants in the de-
velopment of behaviors of greater or lesser health 
risk; and subjective beliefs are determined by the 
intention to share behaviors of those who are part 
of subjects’ contexts, including media references.

There is no international evidence of the 
challenges in the program’s adequacy, consider-
ing that the existing studies indicated results re-
garding the impact on drug use and not on the 
implantation process and its stages33. In Brazil, 
the process evaluation evidenced results that dia-
logue with this study and will be detailed below34.

We can reaffirm that proper techniques re-
quire a mapping of incompatibilities between 
technique and context to become good practic-
es. Environments, subjective beliefs and social 
norms act on the subjects’ intentions, bringing 
them closer to or distancing them from practices 
of risk to their health and the health of the com-
munities.

The mapped incompatibilities will direct-
ly interfere in the dissemination of innovations 
and their stages. The stages of dissemination of 
innovations42 are understood as steps that tra-
verse adoption, implementation, dissemination 
and sustainability. The Diffusion of Innovations 
Theory indicates that the careful understanding 
of how the implementers of the intervention up-
date, modify and criticize the actions planned 
are strategic information for the adequacy of the 
intervention and organizes four central elements 
for analysis, namely: innovation itself; the media; 
the time required to learn about the new technol-
ogy; and the social system in which innovation is 
embedded.

The “innovation itself” is an element char-
acterized by the perception of the implementers 

regarding the aspects of the new action being or 
not a better proposal than those previously used, 
both from an economic and subjective perspec-
tive. It thus becomes necessary to understand 
aspects of compatibility and incompatibility 
(complexity) with realities, and how the norms 
and principles of culture influence the percep-
tion of action innovation. The “media” is an ele-
ment that identifies how participants create and 
share information in order to reach a mutual 
understanding, considering that most individu-
als perceive an innovation not based on scientific 
research but through subjective evaluations of 
peers that adopted the innovation. “Time” is the 
element that values the figure of the “innovator” 
as an agent of maintenance and dissemination of 
the strategy, even dealing with the degrees of un-
certainty of the new action. The “Social system” 
is a limit within which an innovation is dissemi-
nated and, therefore, the patterns of community 
interaction must be understood in order to in-
corporate new practices.

The following theoretical formulations of the 
recommendations on the suitability for the Bra-
zilian context of the Unplugged#Tamojunto pro-
gram, organized in the stages of Rogers’ Diffu-
sion of Innovations Theory42, emerged from the 
analyses described above:
	 Innovation itself: data analysis reveals 

some aspects concerning the perception of action 
are innovative and can be improved. Regarding 
these aspects, it is recommended to include a 
moment of institutional presentation of the proj-
ect to the school community (teachers, students, 
parents and others), focusing on the elements of 
innovation of the project; to adapt previous steps 
of adherence of the different levels (State, Mu-
nicipal and Local) to the implementation of the 
program; to establish classroom monitoring of 
the implementing teacher, focusing on elements 
of improvement of the implementation, coordi-
nating the theoretical aspects that underpin the 
program; to create sustainable local schemes to 
maintain the multiplier’s function; and to incor-
porate the program into a curricular and non-ex-
tracurricular rationale.
	 The media: weaknesses were found in the 

communication between the various stakeholders 
of the implementation, including the community, 
and a low exchange of experiences among imple-
menters and with the school and health facilities 
managers. The following is proposed as an adap-
tation to improve these channels: to include mo-
ments of exchange among teachers about the im-
plementation experience in the implementation 
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structure; to tailor the invitation to the Parent 
and Community Workshops with a view to com-
munity mobilization; to broaden the relationship 
with the management of the Municipal and State 
Health and Education Secretariats to raise the lev-
els of prevention and health promotion to local 
public policies; and to include local managers at 
strategic project decision-making levels, fostering 
participatory and shared management.
	 Time: the time of learning the inno-

vation by the different stakeholders of the im-
plementation influenced the overcoming of the 
action’s challenges. The recognition of the inno-
vation by the managers proved to be an influen-
tial element in the learning time of teachers and 
health professionals because it enabled (or not) 
that the follow-up meetings could be realized. 
The multiplier proved to be a strategic stake-
holder for the “innovative” training, influencing 
the compliance with the planned agendas for ac-
tion. Considering the need to increase learning 
and the network of innovators, we recommend 
that the initial classroom training should involve 
a representative of school management and full 
participation of the implementers (health and 
education); to include in the initial classroom 
training a start-up moment in the construction 
of a schedule of activities foreseen in the proj-
ect; to prioritize actions for the planning and fol-
low-up of the implementation collectively rather 
than individually; to establish instruments that 
monitor indicators of the implementation pro-
cess; and to understand teachers’ recommenda-
tions of adapting the material as permanent pro-
duction of innovative knowledge.
	 The Social System: From conceptions 

based on moral aspects to those related to par-
ticipatory pedagogies, the paradigms of action in 
the field of drugs have influenced the challenges 
of implementation and commitment to fidelity. 
The relationships between the fields of health 
and education in the perspective of intersectori-
ality have proved to be essential aspects for the 
realization of community involvement. With 
their rules and ways of operating (health and 
education), organizations have realized a need to 
relax institutional standards for the implemen-
tation of innovation and others in which inno-
vation must adapt to non-changeable standards. 
Considering the aspects of the social system in 
the sustainability of the innovation, the following 
is suggested as a recommendation of adequacy: 
mapping, with the stakeholders, the background 
of prevention in the territory, as well as the in-
tersectoral background (health and education); 

expanding project implementation throughout 
the year to reduce damage to curriculum content; 
adjusting class duration; and considering differ-
entiated follow-up patterns for teachers in classes 
with a history of violence.

The process evaluation of the implementa-
tion of the program in Brazil34 brings elements 
that facilitate the complementation of the the-
oretical formulations described above. Among 
them, we highlight the recommendations that 
indicate the need to adapt classroom time, strate-
gic planning among the sectors involved and the 
expanded support from school management.

Among the elements clarified in this study is 
the difficulty of health and education profession-
als, as well as management, in implementing this 
prevention based on interactive principles and 
dialogue, and that leads to the production of new 
social inclusion conditions. In the case of Un-
plugged, this difficulty occurred within the con-
text of a school curriculum and the pedagogical 
agenda focused on disciplinary activities geared 
to content transmission, with little flexibility of 
time and new institutional organizations. School 
management was far from the demands of the 
teachers’ group and the relationship between 
school and community was weakened.

Teachers are afraid to talk about drugs and 
the intersectoral action between health and ed-
ucation has not proved to be a practice of the 
sectors. Prevention is still perceived by health as 
an act of providing correct information and there 
is a lack of knowledge about the theoretical-con-
ceptual and practical frameworks of the evidence 
in prevention.

Freitas43 works with the concept of institu-
tional bad faith in education, understood as a 
standard of institutional performance that ar-
ticulates from the state to the micro-powers and 
daily relationships, where class hierarchies define 
the symbolic resources provided by institutions. 
In a context of social inequalities, some institu-
tions do not take these vulnerabilities into ac-
count in their ways of organizing themselves and 
end up ultimately denying the very students-sub-
jects. Working conditions make the institution 
itself a space for the escalation of symbolic vio-
lence. This perspective puts us before a consid-
erable challenge in the paradigm shift of health 
promotion, which is to perform “good practices” 
in institutions that, in their vulnerability itiner-
aries, have led to a denial of dialogue, playfulness 
and the pleasure of autonomy. There is universal 
access to school but no universal access to edu-
cation, and this is done through inequality-re-
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producing mechanisms, in which institutions are 
not organized vis-à-vis the most vulnerable and 
reproduce their invisibilities41.

The experience of this other path, not of 
“crackdown-on-war” but of social cohesion, can 
be liberating. Working with health promotion, in 
which professionals have a mediating role with 
students, one breaks with prescriptive, informa-
tive and authoritarian practices and learns to act 
by capturing passions, fears and joys12. What is at 
stake in health promotion is not only content ad-
equacy but an adequacy of ways of being and in-
teracting: an invitation to the mediation of emo-
tions12. There were times in this project where 
the multiplier held the role of mediator with the 

professionals and the teacher held the role of me-
diator with the students. The Unplugged #Tamo-
junto was capable of producing experiences of 
revaluation of teachers and health professionals 
in their social role. This prevention based on the 
ethics of health promotion is a path that helps 
to disrupt the reproduction of invisibility mech-
anisms from generation to generation. A timely, 
moral, prohibitionist prevention reproduces in-
equalities and is far from the principles of health 
promotion. Interactive prevention focused on 
the development of life skills, critical reflection 
on social beliefs and norms, produces an emo-
tion, a mark of liberation. That is why the teacher 
did not give up on the project.

Collaborations

RT Pedroso worked in all stages of the paper’s 
elaboration; EM Hamann worked on design, 
critical review and approval of the version to be 
published.



380
Pe

dr
os

o 
R

T,
 H

am
an

n
 E

M

References

1.	 Brasil. Portaria nº 2.446, de 11 de novembro de 2014: 
Redefine a Política Nacional de Promoção da Saúde 
(PNPS). Diário Oficial da União 2014; 11 nov.

2.	 Czeresnia DO. Conceito de saúde e a diferença entre 
prevenção e promoção. In: Czeresnia DO, Freitas CM, 
organizadoras. Promoção da saúde: conceitos, reflexões, 
tendências. Rio de Janeiro: Ed. Fiocruz; 2003. p. 39-54.

3.	 Büchele F, Coelho EBS, Lindner SR. A Promoção de 
Saúde enquanto Estratégia de Prevenção ao Uso De 
Drogas. Cien Saude Colet 2009; 14(1):267-273. 

4.	 Bucher R. A ética da prevenção. Teor. e Pesq. 1992; 
8(3):385-398. 

5.	 Canoletti B, Soares CB. Programas de prevenção ao 
consumo de drogas no Brasil: uma análise da produ-
ção científica de 1991 a 2001. Interface (Botucatu) 2005; 
9(16):115-129. 

6.	 Brasil. Ministério da Saúde (MS). Guia estratégico para 
o cuidado de pessoas com necessidades relacionadas ao 
consumo de álcool e outras drogas: Guia AD. Brasília: 
MS; 2015.

7.	 Hawks D, Katie S, Myanda M. Prevention of psychoac-
tive substance use: a selected review of what works in the 
area of prevention. Geneva: World Health Organization; 
2002. 

8.	 Becoña Iglesias E. Bases científicas de la prevención de 
las drogodependencias. Madrid: Plan Nacional sobre 
Drogas; 2002. 

9.	 World Health Organization (WHO). Outcome Evalua-
tion Summary Report: WHO/UNODC Global Initiative 
(1999-2003) on Primary Prevention of Substance Abuse. 
Geneva: WHO; 2007. 

10.	 Botvin GJ, Griffin KW. Life Skills Training: Empirical 
Findings and Future Directions. The Journal ufa Pri-
mary Prevention 2004; 25(2):211-232. 

11.	 Escritório das Nações Unidas sobre Drogas e Crimes 
(UNODC). Normas Internacionais Sobre a Prevenção do 
uso de Drogas. Brasília: UNODC; 2014 

12.	 Maturana H. Emoções e linguagem na educação e na po-
lítica. Belo Horizonte: UFMG; 1998.

13.	 Morin E. O problema epistemológico da complexidade. 
2ª ed. Lisboa: Europa-América; 1996.

14.	 Campos GW. Políticas e práticas em saúde men-
tal: as evidências em questão. Cien Saude Colet 2013; 
18(10):2797-2805.

15.	 National Institute on Drug Abuse (NIDA). Preventing 
drug use among children and adolescent: a research-based 
guide. 2nd ed. Maryland: NIH Publications; 2003. 

16.	 Shamblena SR, Coursera MW, Abadia MH, Johnsona 
KW, Younga L, Browneb TJ. An international evalua-
tion of DARE in São Paulo, Brazil. Drugs: Education, 
Prevention, and Policy 2014; 21(2):110-119. 

17.	 European Moniroting Center for Drugs and Drug Ad-
diction (EMCDDA). European Drug Prevention Quality 
Standards: a manual for prevention professionals. Lis-
bon: EMCDDA; 2011. 

18.	 Eriksson I, Cater A, Andershed A-K, Andershed H. 
What we know and need to know about factors that 
protect youth from problems: a review of previous 
reviews. Procedia Social and Behavioral Sciences 2010; 
5:477-482. 

19.	 Buss PM, Pellegrini-Filho A. A Saúde e seus Determi-
nantes Sociais. Physis 2007; 17(1):77-93. 

20.	 Rose G. The strategy of preventive medicine. Oxford: 
Oxford University Press; 1992.

21.	 Vigna-Taglianti FD, Galanti MR, Burkhart G, Caria 
MP, Vadrucci S, Faggiano F. “Unplugged”, a European 
school-based program for substance use prevention 
among adolescents: Overview of results from the EU-
Dap trial. New directions for youth development 2014; 
(141):67-82. 

22.	 Vadrucci S, Federica D, Vigna-Taglianti FD, Der-Kreeft 
PV, Vassara M, Scatigna M, Faggiano F, Burkhart G; 
EU-Dap Study Group. The theoretical model of the 
school-based prevention programme Unplugged. Glob 
Health Promot 2015; 23(4):49-58.

23.	 Vigna-Taglianti FD, Vadrucci S, Faggiano F, Burkhart 
G, Siliquini R, Galanti MR. Is universal prevention 
against youths’ substance misuse really universal? 
Gender-specific effects in the EU-Dap school-based 
prevention trial. J Epidemiol Community Health 2009; 
63(9):722-728.

24.	 Sanchez ZM, Santos MG, Pereira AP, Nappo SA, Carli-
ni EA, Carlini CM, Martins SS. Childhood alcohol use 
may predict adolescent binge drinking: a multivariate 
analysis amog adolescents in Brazil. J Pediatr 2012; 
163(2):363-368.

25.	 Malta DC, Machado IE, Porto DL, Silva MMA, Paula 
Freitas PC, Costa AWN, Maryane Oliveira-Campos M. 
Consumo de álcool entre adolescentes brasileiros se-
gundo a Pesquisa Nacional de Saúde Escolar (PeNSE 
2012). Rev Bras Epidemiol Suppl Pense 2014; 17(Supl. 
1):203-214. 

26.	 Szalavitz M. Unbroken Brain: A Revolutionary New Way 
of Understanding Addiction. New York: St Martins’s 
Press; 2016.

27.	 Sloboda Z, Meyer D, Glantz T, Ralph ET. Revisiting the 
concepts of risk and protective factors for understand-
ing the etiology and development of substance use and 
substance use disorders: implications for prevention. 
Subst Use Misuse 2012, 47(8-9):944-962. 

28.	 Merchan-Hamann E. Os ensinos da educação para a 
saúde na prevenção de HIV-Aids: subsídios teóricos 
para a construção de uma práxis integral. Cad Saúde 
Pública 1999; 15(Supl. 2):85-92.

29.	 European Drug Addition Prevention Trial (EU-DAP). 
Preventing Substance Abuse Among Students: a guide 
to successful implementation of Comprehensive Social 
Influence (CSI) curricula in schools. Novara: EU-DAP; 
2013. 

30.	 European Moniroting Center for Drugs and Drug Ad-
diction (EMCDDA). Insights: Prevention of substance 
abuse. Luxembourg: Official Publications of the Euro-
pean Communities; 2008. 

31.	 Paiva FS, Rodrigues MC. Habilidades de vida: uma 
estratégia preventiva ao consumo de substâncias psi-
coativas no contexto educativo. Estudos e pesquisas em 
psicologia 2008; 8(3):672-684.

32.	 Miovsky M, Novak, P, Stastna L, Gabrhelik R,	
 Jurystova L, Vopravil J. Resultados del programa de 
prevención escolar Unplugged sobre el uso del tabaco 
en la República Checa/The Effect of the School-Based 
Unplugged Preventive Intervention on Tobacco Use in 
the Czech Republic. Adicciones 2012; 4(3):211-218. 



381
C

iên
cia &

 Saú
de C

oletiva, 24(2):371-381, 2019

33.	 Faggiano F, Vigna-Taglianti F, Burkhart G, Bohrn K, 
Cuomo L, Gregori D, Panella M, Scatigna M, Siliquini 
R, Varona L, van der Kreeft P, Vassara M, Wiborg G, 
Galanti MR. The effectiveness of a school-based sub-
stance abuse prevention program: 18-Month follow-up 
of the EU-Dap cluster randomized controlled trial. 
Drug Alcohol Depend 2010; 8(1-2):56-64. 

34.	 Medeiros PFP, Cruz JI, Schneider DR, Sanudo A, San-
chez ZM. Process evaluation of the implementation 
of the Unplugged Program for drug use prevention in 
Brazilian schools. Subst Abuse Treat Prev Policy 2016; 
11:2.

35.	 Pedroso RT, Abreu S, Kinoshita, RT. Aprendizagens da 
intersetorialidade entre saúde e educação na prevenção 
do uso de álcool e outras drogas. Textura 2015; (33):9-
24. 

36.	 Castro FG, Barrera Jr M, Steiker LKH. Issues and 
challenges in the design of culturally adpated evi-
dence-based interventions. Annu Rev Clin Psychol 
2010; (6):213-239. 

37.	 Domenech-Rodríguez M, Wieling E. Developing cul-
turally appropriate, evidence-based treatments for 
interventions with ethnic minority populations. In: 
Rastogi M, Wieling, E, editors. Voices of Color: First-Per-
son Accounts of Ethnic Minority Therapists. Oaks: Sage; 
2004. p. 313-333.

38.	 Falicov CJ. Commentary: on the wisdom and challeng-
es of culturally attuned treatments for Latinos. Fam 
Proc 2009; 48:292-309.

39.	 Vadruci S, Vigna-Taglianti FD, Van de Kreeft P, Vassara 
M, Scatigna M, Faggiano F, Burkhart G, EU-DAP Study 
Group. The theoretical model of the school-based pre-
vention programme Unplugged. Global Health Promot 
2015; 23(4):49-58.

40.	 Leite F. Raciocínio e procedimentos da Grounded The-
ory Construtivista. Revista de Epistemologias da Comu-
nicação 2015; 3(6):76-85.

41.	 Charmaz K. A construção da teoria fundamentada: guia 
prático para análise qualitativa. Porto Alegre: Artmed; 
2009.

42.	 Rogers EM. Diffusion of innovations. 4th ed. New York: 
Free Press; 1995.

43.	 Freitas L. A instituição do fracasso: a educação da ralé. 
In: Souza J. A Ralé Brasileira: quem é e como vive. Belo 
Horizonte: Ed. UFMG; 2009. p.281-304.

Article submitted 28/05/2016
Approved 15/02/2017
Final version submitted 17/02/2017

This is an Open Access article distributed under the terms of the Creative Commons Attribution LicenseBYCC




