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Introduction:
Hypotheses and Theories

Many children are growing up in the United States today without a hope of enjoy-
ing the benefits that come with adulthood. They are not learning the skills neces-
sary to participate in the educational system or to make the transition into the
labor force. They cannot become responsible parents because they have limited
experience in family life and lack the resources to raise their own children. The
gap between achievers and nonachievers is expanding. A new class of ‘‘untouch-
ables™ is emerging in our inner cities, on the social fringes of suburbia, and in
some rural areas: young people who are functionally illiterate, disconnected from
school, depressed, prone to drug abuse and early criminal activity, and eventually,
parents of unplanned and unwanted babies. These are the children who are at high
risk of never becoming responsible adults.’

There is growing concern in this nation about the future status and work po-
tential of these high-risk youth. This concern has been heightened in direct pro-
portion to the awareness that at least one-quarter of future labor force requirements
will not be met unless these ill-equipped young people are helped. We cannot say
that their problems are being ignored. The press and television are full of stories
dramatizing the difficulties of young people, and hundreds of local, state, and
national conferences address these issues and make recommendations about ame-
loration. There are literally thousands of programs addressed to preventing or
amcliorating various problem behaviors. In fact, each problem area (e.g., school
achicvement, drugs, pregnancy, delinquency, suicide, mental health) has its own
specialized constitutency, meetings, publications, and *‘gurus.’’ One might well
.::sk. if all of these resources are being used to combat the separate problems, why
18 the status of high-risk youth deteriorating?

_ An array of explanations can be offered in response to this critical question.
Success is elusive because the programs as interventions are too fragmented and
weiuk 10 have enough impact. They do not create change either in the individuals
who exhibit the behavior or in the institutions responsible for the environment in
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which the behavior is learned. The programs are not targeted on the children who
most need them, and many resources are wasted. The programs are not addressed
to changing the quality of life of the child, but only to some symptom of disad-
vantage. The programs do not deal with the antecedents or the predisposing fac-
tors that lead to the behavior, but only with the outcome.

Yet, in each of the problem areas mentioned, there are successful programs.
Some interventions do work. Children who start out with certain disadvantages do
achieve in school, do not abuse drugs, are not delinquent, do not experience early
unprotected intercourse. The hypothesis of this volume is that it is possible to
document what works to prevent negative outcomes, to know which interventions
produce what results under what conditions. It is possible to synthesize the diverse
experience from myriads of categorical programs and extract the common con-
cepts from successful models. And it is necessary to utilize these common con-
cepts, interventions from all disciplines, that change individual or institutional
behavior as the building blocks for designing more integrated and stronger pro-
grams that address high-risk children’s needs.

In the same vein, it is possible to design programs that impact directly on the
antecedents of problem behavior. It is possible to determine who within each
community needs what kind of help and to launch prevention efforts before the
damaging behavior occurs rather than after the fact. This is a program-oriented
book. The challenge here is to extract and organize knowledge from academic
sources to ensure that it will be valid and useful for program planning and imple-
mentation.

Defining High-Risk Behavior

One goal of this study is to identify and quantify a broadly defined segment of the
population: young people who are at risk of not maturing into responsible adults.
In the United States, we expound the credo that all children are born with **equal
opportunity,”” meaning that being born an American endows each individual with
the same options: to live in a community, go to a public school, and to gain access
to the economic system. It is not necessary to document that the American ideal
has not been reached, and that many children are born with little chance of suc-
cess.2 But not all children born in poor social environments fail, nor do all chil-
dren born into privileged circumstances succeed.

To define our target population, it is necessary to understand what problems
create barriers to maturing into responsible adulthood. What are the markers of
high risk? In this work, the concept of anrecedents, events or conditions that occur
prior to problem behaviors, is used to identify those markers. Included in this
definition are characteristics, demographic descriptors such as age, sex, and race,
and predisposing factors, such as social status and community quality which cre-
ate a state of susceptibility. Some researchers refer to determinants of behavior,
meaning causal factors, but this definition is too narrow for our purposes here.
We often do not fully understand the causal links (the chicken or the egg) even
when an antecedent and a behavior are clearly associated.
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Social science and behavioral research have produced a large pool of infor-
mation into which we can dip to find out who is at risk of what. In each different
problem area, it is possible to construct an aggregate life history, to see what the
antecedents are for specific behaviors. This literature can also be used to study
what the consequences of the behaviors have been.

Four areas have been selected for this investigation: delinquency, substance
abuse, early childbearing, and school failure. These are the four major problems
that today’s youth experience and that impact on their chances of growing up into
healthy functioning adults. These problems interrelate in complex ways, and as
will be documented, they have many common antecedents.

Before risk behavior can be quantified, it is necessary to define what consti-
tutes this behavior in each field. In some cases, a behavior (smoking cigarettes)
carries little or no immediate risk of damage, but the long-term consequences can
be fatal (lung cancer). In other cases, a behavior (sexual intercourse) can have
immediate negative consequences (unintended pregnancy), but when sufficient
protection is used, negative consequences may be avoided. Risk behavior may
have minor or major, short- or long-term consequences. In defining risk, those
youngsters for whom there is a high probability (risk) that the negative conse-
quences will occur would make up the primary target population for interventions.
This means that some young people may not have initiated the behavior yet, but
their demographic, personal, or social characteristics predict that they are vulner-
able. Thus risk is used here in the actuarial sense (as insurance companies predict
risk). Given certain characteristics, the probabilities that these behaviors will oc-
cur can be calculated and applied to current population estimates, assuming con-
ditions are unchanged.

In the separate chapters about these problems (Chapters 3 to 6), risk status
will be defined according to variables of interest (for example, early initiation of
any substance, truancy, intercourse without contraception, poor grades). These
variables will be presented in terms of *‘prevalence rates’’—the total number of
“‘cases’’ existing in a given area (the United States) at a particular time related to
the total number of individuals exposed.? To gain a further understanding of who
is at risk of what, prevalence rates will be presented by sex, age, race/ethnicity,
and other relevant variables.

Prevalence rates by sex are important for determining whether gender-specific
interventions are required. Age of initiation of some of the behaviors is necessary
for understanding trends as well as needs. The tables in this book generally pre-
sent prevalence data for 10- to 17-year-olds (broken into smaller cohorts, if avail-
able). Many studies of adolescents concentrate on ages 15 to 19, but the focus of
prevention must take place earlier, and 18- to 19-year-olds are often already out
of school and out of the range of interventions. Race/ethnicity rates are often used
as surrogates for indicators of the effects of poverty and segregation. It would be
preferable to present data by social class, since when these controls are added,
racial differences are minimized. However, in most social research, rates for mi-
nority groups are presented because few investigators include social class indica-
tors. '

The analyses of prevalence are drawn from scores of different sources. Most




6 Introduction: Hypotheses and Theories

studies of behavior are cross-sectional; they describe a certain population at one
point in time. A few studies are longitudinal; a population is followed for a period
of years to document changes in individuals. A few major studies include care-
fully selected national samples. Others select samples from a state or a commu-
nity. Many studies are limited to a classroom or a school, or treatment groups, or
clinic users. Each study uses its own definitions (for example, heavy use of alco-
hol may be measured by frequency of drinking or amount consumed at one time),
age groups, descriptive variables, and methodologies. Most behavioral surveys are
based on self-reports. As a result of this wide array of conditions, the data on
which the prevalence rates are based are less than perfect. But they are the best
data that could be located for the purposes of this study. Each chapter includes a
discussion of sources and the limitations of present data.

Estimating the Overlap in Problem Behaviors

While the separate prevalence rates for each problem behavior are of considerable
interest, what we really want to know is the co-occurrence of these behaviors.
How many young people are at risk of all or most of the negative outcomes from
risk behavior? Are there a small number of children who are most likely to end
up in each of these sets of statistics? No one data set has been identified that
meets all the necessary criteria (age, sex, antecedent characteristics, the full range
of behaviors) to produce an estimate of what proportion of the youth population
is at risk of all, some, and none of the negative outcomes from high-risk behavior.
However, several data sets contain enough evidence to allow the construct of
**synthetic estimates’’ of the number of high, medium, and low-risk children be-
tween the ages of 10 and 17. This process is elucidated in Chapter 7, which shows
how various data sets can be combined to develop rough approximations of the
proportion of young people who probably fall into the various risk groups. These
proportions are then applied to the population to develop estimates of the numbers
of children potentially in the target population for various interventions. These
numbers are important tools for helping decision-makers and the general public
understand the magnitude of the task of assisting high-risk youth.

Looking for Successful Programs

Having dealt with the quantification of the problems, we can then turn to the
question of solutions. What works to prevent which kind of behaviors? The search
for categorical programs designed to change specific behaviors leads beyond the
library and into the field. The literature in the different areas (delinquency, sub-
stance use, adolescent pregnancy, and educational remediation) serves mainly to
document that not very many human service programs have been scientifically
evaluated.* However, we are greatly indebted to those programs that have been
evaluated and are found to be effective; they prove that carefully planned and
implemented social interventions do work. A number of evaluation efforts have
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never been published, but it is possible through the process of networking with
researchers, foundations, and organizations to identify research reports that con-
tribute to our knowledge base. Some programs can only be documented through
site visits. Personal contact does not generate data; observations, however, can
often refine and even alter conclusions drawn from *‘harder’’ data. Chapters 8 to
12 describe the processes undertaken to identify well-evaluated programs and enu-
merate the evidence on which the determination was made that a program is a
*‘successful model.”’

Certain programs emerge nationally as ‘‘the’’ models of prevention, despite
the lack of scientifically acceptable evaluation data. In some instances, the repu-
tation of a charismatic program director has led to discovery. In other instances,
a public relations campaign has put the program in the news for the purposes of
marketing curricula.

Demands of Program Evaluation

It is extremely difficult to prove that a program ‘‘causes’’ a change in behavior.
If behavioral change can be measured, not an easy procedure, how can one prove
that the change is attributable to the program? The following conditions are re-
quired: random assignment of a population to treatment and control groups and
the capacity to track individual behavioral changes over time. If measurement is
limited to pre- and post-surveys (do you drink, smoke marijuana, get in trouble
with the police, have sexual intercourse, play ‘‘hookey’’), there is no evidence
generated of either long-term effects or diminished consequences. Survey re-
sponses may merely reflect a desire to please a teacher. It is possible to mount a
program with an evaluation design that uses official statistics as a measurement
tool—for example, school grades, arrest rates, or birth rates. In a sense, these are
behavioral outcomes. But these kinds of data are difficult to collect, often inac-
curate, and generally aggregated beyond applicability to a specific program.

It is not the purpose here to write a treatise on evaluation but merely to remind
the reader that the state-of-the-art is far from perfect.> Nevertheless, where science
may falter, common sense can be a great asset. Enough is known to proceed. It
is not the lack of evaluation data that keeps this society from moving ahead to
develop strong interventions to help disadvantaged children. Such qualities as
leadership and commitment may be in shorter supply than research.

Theories of Prevention

I
The theoretical construct on which this book is based is relatively simple. Preven-

tion interventions should be directed toward the common antecedents of the cate-
gorical problem behaviors rather than at the separate manifest behaviors. Thus, if
it is concluded that children who act out through drugs, truancy, or early unpro-
tected intercourse generally lack parental support and guidance, than the strategy
for prevention should focus on making up for that lack in parental support. Inter-
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TasrLe 1.1. Framework for Developing Strategies for Prevention of
High-Risk Behavior

PREVENTION
INTERVENTIONS

ANTECEDENTS —————————— HIGH-RISK BEHAVIORS

Demographic Delinquency and acting out
Age Substance abuse

Sex Early unprotected intercourse
Race and ethnicity School failure and dropping out”
Personal

Expectations for education

Perception of life options

School grades

Conduct, general behavior

Religiosity

Peer influence

Peer use

Conformity-rebelliousness

Involvement in other high-risk behaviors

Psychological factors

Self-esteem

Fumily

Household composition

Income, poverty status

Parental education

Parental role. bonding

Parental practice of high-risk behaviors

Culture in home

Communiry
Neighborhood quality
Segregation

School quality
Employment situation

ventions that focus only on the specific behaviors such as substance use and sexual
activity might be less effective because they are not addressing the antecedents of
the behaviors. Table 1.1 presents a graphic representation of this model of pre-
vention. Antecedents are grouped by four general categories: demographic, per-
sonal, family, and community. In this construct, prevention strategies would be
designed to influence and affect these different categories of antecedents simulta-
neously. Programs would be shaped to be appropriate for different demographic
age/sex groups (since these variables are immutable).

This work builds on that of Richard Jessor and his colleagues who advanced
the concept “‘problem behavior syndrome.’”$ Using sample survey data, they showed
the clustering of adolescent high-risk behaviors (e.g.. drinking, smoking mari-
Juana, precocious sexual intercourse) and claimed that this constituted a kind of
adolescent life-style, “‘an organized constellation of behaviors rather than a col-
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lection of independent activities.””” According to Jessor, these behaviors had to
be simultaneously addressed in order to change the life trajectory of these young
people. He proposed that in each of the areas of life experience (personal, psy-
chological, and social) negative ‘‘health compromising’’ behaviors had to be dis-
couraged and positive ‘‘health enhancing’’ behaviors rewarded.

Most current prevention theories recognize the need for multidimensional ap-
proaches centering on family, school, and community. They build on our growing
understanding of the interrelatedness of problem behaviors. Hawkins and his col-
leagues have promulgated the ‘‘social development model’’ to prevent a range of
deviant behaviors.® Their research has led them to believe that the existence of
strong social bonds to others exhibiting prosocial behaviors is an essential com-
ponent of healthy childhood experience. Their model of prevention calls for three
kinds of interventions to help high-risk children: the creation of opportunities for
positive involvement with families, in schools, in communities, and among peers;
the acquisition of social, cognitive, and behavioral skills to participate success-
fully in those social units; and the availability of reinforcements through consistent
rewards for prosocial behavior.

Mueller and Higgins in their discussion of prevention models favor an ‘‘eco-
logical framework’* encompassing four different levels: individual or psychologi-
cal, family, community or school, and societal.® They think of these environments
as concentric circles surrounding an individual, and problems are defined as in-
creasingly complex as they fall into more rings.

The emerging body of theories addressing prevention of substance abuse sup-
ports the multidimensional view (see Chapter 9). Gilbert Botvin, along with many
others in his generation of researchers, believes that adolescent high-risk behaviors
stem from a complex interplay of factors: social influences from parents, peers,
and the media; personality characteristics; and values.'® Thus, interventions must
be designed to address these multiple antecedent factors by dealing with social
influences and by teaching coping skills. !

As we will see in the discussion of successful intervention programs, the Perry
Preschool early childhood education program has received more attention than all
others because of its documented success in altering the life course of partici-
pants.'! This successful intervention was based on a very simple cause-effect model.
The program designers focused on only itwo factors: setting and performance. By
their definition, setting is the physical and social environment in which alchild
lives. Performance is behavior within the context of that specific setting. For their
intervention, they characterized the setting as family poverty (unfavorable levels
of parental education, occupation, and housing). The intervention was designed to
offset the deleterious effects of poverty on school performance. A special curric-
ulum was organized around the ‘‘key experiences’” important for child develop-
ment.'?

While broad theories of prevention may be generally untested, some social
and political scientists believe that enough is known to pursue specific strategies.
Schorr bases a strategy on the facts linking high-risk behavior to poverty.'? In her
view, interventions must go beyond individual and personal aspects of children's
lives and involve a large-scale social response. Her major theme is that sufficient
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knowledge exists to match effective interventions with problem behaviors (e.g.,
she believes that unintended pregnancy can be reduced through better access to
famnily planning services). Within this framework, the problem behaviors would
be addressed directly (rather than the antecedents), but the interventions would be
more targeted, more intense, and more effective.

Ginzberg et al. review the individual, family, institutional, and societal forces
that may negatively impact on the development of young people. In their preven-
tion strategy, racism, poverty, and single parenthood are the three powerful deter-
rents to the establishment of the protective and supportive environment that chil-
dren need to help them develop and mature.'*

Prevention strategies range from simple cause-effect models that identify one
or two powerful antecedents of problem behavior for a program’s focus to com-
plex multivariable risk assessments that call for an array of interventions. Some
analysts believe that since high-risk behavior derives largely from social disadvan-
tage, major social changes in the economic system are required. They see the
behaviors as symptoms of larger social issues. Other analysts believe that inter-
ventions must be targeted on individuals and families, to modify behavior rather
than to change institutions.

Building a Prevention Strategy

Despite shortcomings in program evaluation, many common themes run through
the research from all prevention fields. As we will see, a review of the ‘*what
works'" literature (Chapters 9 to 12) will reveal a number of common components
(Chapter 13). But the programs in each field are typically aimed at only one
behavior, supporting the hypothesis that program planners think that each behavior
emanates from a different part of the child. There are good and sufficient reasons
why programs such as pregnancy prevention, substance abuse, school remedia-
tion, and delinquency prevention developed along categorical lines. Most problem-
oriented approaches emerged from crises: the epidemic of teen pregnancy, crime
in the streets, plummeting SAT scores, and, most recently, the ‘‘crack’” disaster.
The AIDS catastrophe has only recently emerged as a potential problem for inner
city youngsters. Public funding, the support base for all large-scale efforts, re-
sponds to crises; money is generated by pressure groups who have to fit their
demands into the exigencies of line-item budgets. Consider the crises just men-
tioned here and the structure of the U.S. government—each problem is the re-
sponsibility of a different bureaucratic jurisdiction, and this fragmentation carries
down to the state and local levels (see Chapter 8). And the private sector mirrors
the public sector with endless programs following along categorical lines, further-
ing the particular interests of the volunteer board that makes the policies and raises
the money.

This structure for the delivery of services is not immutable. All over the coun-
try, programs are emerging that address the multiple needs of disadvantaged
youngsters in a more comprehensive fashion. Chapter 14 describes programs that
jointly address school failure, teen pregnancy, substance abuse, and delinquency.
This holistic approach is being encouraged by state and local initiatives and foun-
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dations, which are moving intervention in the direction of collaborative, multi-
agency efforts. The research leads to a strategy for developing a broad-based pro-
gram at the community, state, and national levels, what we have called a Youth
Development Initiative. The components that make up the package are drawn
from documented evidence of what works.

In sum, this book reviews and abstracts state-of-the-art prevention strategies
that have focused on problem behaviors. The prevention model directs interven-
tions toward the common antecedents of these behaviors rather than toward the
specific acts. This is an attempt to offer a workable, commonsense strategy for
assisting disadvantaged children aged 10 to 17 to move ahead in school by low-
ering their risk of early childbearing, substance abuse, and delinquency. An as-
sumption of this strategy is that existing institutions are amenable to change. And
the knowledge base required for designing more effective programs, though frag-
mented, is sufficient to move ahead.

Notes

1. Ginzberg et al. used the term *‘ineffective performers™ to describe adolescents at risk—
i.e., young people who would not be able to support themselves or their dependents,
would get in trouble with the law, would not be able to sustain a long-term marital
relationship, or serve in the armed forces. See E. Ginzberg, H. Berliner, and M.
Ostow, Young People at Risk: Is Prevention Possible? (Boulder, Colo.: Westview
Press, 1988).

2. See L. Schorr, Within Our Reach: Breaking the Cycle of Disadvantage (New York:
Doubleday, 1988), pp. 1-22.

3. Prevalence is defined as the total number of cases at a given time. Incidence is the
number of new cases occurring within a time frame, usually a year.

4. For a useful] summary of the status of prevention program research, see D. Mueller
and P. Higgins, Funders’ Guide Manual: A Guide to Prevention Programs in Human
Services (St. Paul, Minn.: Wilder Foundation, April 1988).

5. See P. Rossi and H. Freeman, Evaluation (Newbury Park, Calif.: Sage, 1985); S.
Shortell and W. Richardson, Health Program Evaluation (St. Louis: Mosby, 1978).
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The Setting: A Description of
Adolescents in the United States

Before problem behaviors are examined in detail, it is important to understand the
current status of American youth and what comprises so-called ‘‘normative’’ be-
haviors. It is not sufficient to describe the situation only in aggregate terms; there
are such vastly different life scripts that are being experienced by the subgroups
in this complex and diverse society. Many books on adolescents solve this prob-
lem by presenting an array of vignettes from children’s lives with detailed ac-
counts of individuals and quotations from them.' This makes more interesting
reading than statistics, but vignettes are not necessarily generalizable to the whole
society. For an overview of the ‘‘setting,”” describing the youth population and
the social and economic characteristics of various subpopulations, we turn largely
to census data.? For a look at health status, we rely on national health statistics.
However, to gain an understanding of adolescent developmental issues, different
kinds of information are required. For these insights, the works of social and
behavioral scientists based on small samples of subjects and personal observations
will be explored.

Demography of Adolescents

In 1987, there were about 28 million 10- to 17-year-olds in the United States,
with half a million more boys than girls (Table 2. 1).3* More males are born than
females, but the sex ratio reverses as populations grow older. This becomes an
important factor when individuals reach the age of marriage (about 23 for females
and 25 for males) because it controls the pool of partners, a particular problem
for marriage-age black females, who outnumber marriage-age black males. The
number of young people will increase over the next decade by about 10 percent
because the number of births has increased every year since 1973, when the cur-
rent 15-year-olds were born. One way to understand the expected change is to
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TabLE 2.1. Population Aged 10 to 17 Years Old by Sex and
Race/Ethnicity, 1986 (in thousands)

Sex and Race 10-14 15-17 Total
ToTaL 16,687 11,110 27,797
Males 8,541 5,647 14,188
White 6.891 4,629 11,520
Black 1,315 808 2,123
Spanish 897 478 1,375
Females 8,146 5,463 14,009
White 6,541 4,446 10,987
Black 1,284 822 2,106
Spanish 816 520 1.336

Note: Total includes white, black, and others. Spanish origin may be white or
black.

Source: Burcau of the Census, *“Marital Status and Living Arangements,”
Current Population Reporis, Series P-20, No. 418, 1987.

compare the number of births in 1986, almost 3.76 million, with the number in
1973, 3.13 million. By the year 2000, babies born in 1986 will be 14 years old,
right in the center of our population of interest. This group will be enlarged by
immigrants as well as by increased numbers of births. '

We are interested in the racial and ethnic distribution of the youth population
for several reasons. Many of the problems discussed here are experienced differ-
ently by children from different social classes and cultures. However, the only
descriptive data available come in ‘‘colors,’ typically black and white. Most so-
cial indicators and research studies are limited to cross-tabulations by race. These
data provide valuable insights into the differences between races in regard to so-
cial and economic characteristics. In the absence of better data, race as a variable
is perceived as a ‘‘surrogate’’ for economic and social disadvantage. Yet preva-
lence rates by race do not tell the whole story about the status of children and
their families. In actual fact, the numbers of disadvantaged children who are white
exceed the numbers in minority groups.

The vast majority of young people age 10 to 17 (81%) in the United States
are white, with 15 percent black and 4 percent other races. According to census
reports, 10 percent are of ‘‘Spanish origin' and are described as either white or
black: however, almost all are probably counted as white. The national aggregate
obscures significant differences in states and local areas. In California and Texas,
more than half of the public school children are Hispanic or other nonwhites, and
in many cities, almost the entire youth population is made up of ‘‘minorities.”’
The minority population is growing both from higher birth rates among nonwhites
and from immigration. The Census Bureau projects that, by the year 2000, 20
percent of the youth population will be black and 18 percent Hispanic . . . and
that a decade later, the Hispanic portion of the youth population will have in-
creased to 23 percent, while blacks will make up 21 percent.

A Description of Adolescents in the United States 1/

Social and Economic Characteristics

One in four of our nation’s youth live with only one parent, typically the child’s
mother. However, among black families, more than half of the young people do
not have a father in the home. The significant increase in the number of female-
headed houscholds represents a dramatic shift away from what Americans think
of as the ideal family—mom at home, dad on the job, and the children in school.
In many homes, dad is absent and mom is out working (and many of the children
are not in school). Almost 70 percent of women with children aged 14 to 17 are
currently in the labor force. :

The indicator typically used to describe the economic status of the American
family is the ‘‘poverty rate.’’ This is the proportion of families that fall below a
threshold, an index based on family size and amount of income in a year, adjusted
annually according to changes in the Consumer Price Index and food consumption
patterns. In 1987, the index was $11,611 for a family of four, assuming that
families spend approximately one-third of their income on food. (The median
family income in the same year was $30,863.) Poverty rates have fluctuated over
the past decade from a relative low point in 1978 to a peak in 1983, with contin-
uing high rates through the 1980s.

Currently, 21 percent of young people aged 10 to 14 are in families with
incomes below the poverty level as are 17 percent of 15- to 17-year-olds (Table
2.2). The younger the child, the more likely the family is to be poor. In 1986,
about 5.5 million 10- to 17-year-olds were in these very disadvantaged families.
Black and Hispanic children are much more likely to be poor than white children:
45 percent of black and 41 percent of Hispanic youngsters were in poverty fami-
lies compared with 13 percent of white young people. The prevalence of poverty
among Hispanics is related to their point of origin. Puerto Rican families have the
lowest incomes, followed by Mexican-Americans; Cuban families have higher in-
comes than other Hispanic families (but still lower than non-Hispanic families).’

TasLE 2.2. Youth in Poverty by Age and Race/Ethnicity, 1986 (in thousands)

Percentage in Poverty by Age Number in Poverty by Age

Sex and Race 10-14 15-17 18-19 10-14 15-17 18-19
r 21 17 17 3,586 1,889 1,219

21 17 15 1,794 960 530

17 13 12 1,171 602 354

44 38 30 579 307 148

42 38 29 377 182 9%

2 17 19 1,792 929 689

y 17 13 17 1,112 578 504
Black 46 36 34 591 296 186
Spanish 39 40 2 - 318 208 101

Note: Spanish origin may be white or black.
Sowrce: Bureau of the Census, ‘‘Poverty in the U.S.,” Currens Population Reports, Serics P-60, No. 158, 1987.
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One tends to associate the problem of poverty with the problem of racism, and
clearly the two are related. However, because the white population is so domi-
nant, 64 percent of all poor youth aged 10 to 17 are white. There are 3.5 million
poor white youth in this country as well as 1.8 million poor black youth. About
1.2 million of the youth in poverty families are Hispanic youth (and are included
among the white and black totals).

Living in a female-headed household increases the probability of poverty. While
11 percent of all fumilies are in poverty, 46 percent of the female-headed house-
holds that include children are in poverty. As we have seen, the median income
for all U.S. families is more than $30,000, but for a female houscholder with
children and no husband present, the median is around $9,000. And the more
children, the greater the chances of being poor. Many of these families rely on
public assistance for support. The 3.7 million families currently receiving Aid to
Families with Dependent Children (AFDC) include approximately 3 million chil-
dren aged 10 to 17. Thus, roughly two-thirds of the nation’s youth who are in
poverty families are currently welfare recipients.

Poverty status and race are powerful determinants of where children live. Al-
most half of American children now reside in suburbs of metropolitan areas, 30
percent live in central cities, and 23 percent live in nonmetropolitan areas. About
2 percent of all children under the age of 18 still live on farms. The distribution
of children under the age of 18 living in each kind of area according to race and
poverty status shows important differences (Table 2.3).

Black children are much more likely to live in central cities and much less
likely to be suburbanites no matter what their income status is. White children
who are poor are also less likely to live in the suburbs than nonpoor children. In
aggregate, about 8.5 million 10- to 17-year-olds live in central cities, 2.5 million
of them in poverty families. About 13 million youth live in suburban areas, out-
side of central cities, and 1.5 million are poor. The remaining 6.5 million live
outside of metropolitan areas; of these, 1.5 million are poor. These huge numbers
and their distribution reflect the diversity and vastness of this country and give
evidence that interventions to assist disadvantaged families and their children can-
not be limited to minority populations in inner cities.

Moreover, Americans move a lot. During the past five years, two out of five

TaBLE 2.3. Percentage of Children under Age 18 by Residence, Race, and Poverty
Status, 1986

White Black
Not Poor Poor Not Poor Poor
ToTAL 100% 100% 100% 100%
Live in central city 23 35 54 57
Live in suburbs 54 34 30 18
Live in nonurban area 23 31 16 25

Source: Bureau of the Census, **Poverty in the U.S.,"" Current Population Reports, Series P-60, No. 158, 1987.
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10- to 14-year-olds moved, almost half to a different county. This indicates the
degree to which children live in shifting environments, with frequent changes in
schools and adjustments to new family conformations and new communities.
Homelessness is a relatively recent phenomenon that shapes the lives of young
people. It has been estimated that as many as 2.5 million children in the United
States are in homeless families.® One study of children living in temporary hous-
ing estimated that 36 percent of the middle-school-age children did not regularly
attend school.” No data are available on the age of the homeless children, but
judging from news media and anecdotal accounts, many are in the 10- to 17-year-
old age group. They are, of course, living in very dangerous settings with high
prevalences of substance abuse, promiscuous sex, crime, and depression. In ad-
dition, there are runaway youth who live on the streets and are probably not
counted among the homeless.

As should be evident from the data about residence, poverty, and race, social
class in the United States is a major predictor of where people live. Suburbia is
the creation of an upwardly mobile middle class that considers getting out of
congested urban areas the symbol of ‘‘making it.”” While we have access to an
array of census statistics about the social and economic status of American fami-
lies, virtually no attention is paid to the question of social class. That is one reason
why society perceives that the problem of disadvantage is associated with being
black or Hispanic rather than understanding that social class is also a determinant.
In other countries (for example, England), families are typed by one of five social
classes, according to the occupation, education, and income of the householders.
Thus, it is possible to examine various social and health indicators by social class
(for example, the prevalence of tuberculosis). In this short summary of available
data, it is clear that a sizable number of young people—black, white, and His-
panic—are growing up in families with low social-economic status. One simple
example of social class effects comes from a census survey of access to home
computers by students; 15 percent of families with school-age children reported
owning a computer. However, computers were owned by only 8 percent of fami-
lies in which the parents were high school graduates compared with 80 percent
for college graduates. Just 3 percent of families with incomes below $10,000 had
computers compared with 85 percent with incomes of $50,000 or more. As we
review the findings from specialized surveys in Chapters 3 to 6, the impact of
social class on each of the problem behaviors will be examined.

Youth in the Labor Force

Although we are primarily interested in younger adolescents, the issue of work is
important. Many young people have jobs today, mostly part time, and mostly in
what is considered marginal employment. There are no labor force statistics for
children aged 14 or under. Among 15- to 17-year-olds, 41 percent had some kind
of job in 1987; 7 percent reported that they worked full time and 34 percent part
time. Poor youth were much less likely to report any kind of employment; only
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26 percent had jobs—8 percent full time and 18 percent part time. Most of these
young workers are students. Black and Hispanic youth at this age who are still in
school are much less likely to be working than white students.

Youth unemployment rates have been high in recent years, particularly among
black 16- to 19-year-olds. (Unemployment rates do not exist for younger teens.)
Studies have shown a drastic deterioration in the employment picture among black
teens, associated with school dropout, living in central cities, being a member of
a long-term welfare family, and having never acquired any work experience.

Increasing attention is being paid to the growing gap between those who will
be able to find a place in the labor force and those who will not. The emerging
economic picture in the United States is shaped by what is described as ‘‘two-
tier”” job growth. In the future, the only new jobs will be for those who are
equipped to work in high-pay, ‘‘high-tech™ industries or for those who have no
skills and are forced to work in low-pay, deadend service jobs.

Health Status of Youth

Adolescence should be the healthiest time of life, and for most young people it
is. Only a few teenagers report fair or poor health status; they make fewer physi-
cian visits and occupy fewer hospital beds than any other age group.? Teenagers
have low levels of disability, iliness, and mortality. However, a small number of
young people have very serious health problems, and often they result in lifetime
impairment. ’

The death rate is very low in this age group (Table 2.4). The 1986 rates—
32.6 per 100,000 12- to 14-year-olds and 72.7 per 100,000 15- to 17-year-olds—
were lower than in 1980 by 5 to 8 percent. Yet the rate in 1986 indicates an
upturn in recent years; the 1983 and 1984 rates were the lowest in the decade.
Rates for males were more than twice the female rate. While the racial differences
among females were insignificant, the rates for black males in both age groups
was 30 percent higher than for white males.

TaBLE 2.4. Death Rates by Gender,
Race, and Age, 1986 (rates per 100,000)

Age Age

12-14 15-17
TOTAL 32.6 729
Males 425 100.0
White 40.8 100.4
Black 52.8 131.8
Females 223 43.9
White 22.1 45.4
Black 23.7 48.6

Source: Unpublished data from National Center for
Health Statistics, Mortality Statistics Branch, Division
of Vital Statistics, Washington, D.C., 1986.
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Many of the deaths in this age group can be attributed to social causes (which
we assume are therefore preventable). The leading causes of death among young
adolescents are accidents, suicide and homicide, followed by cancer, heart con-
ditions, and chronic conditions. In 1986, about half of all deaths in these age
groups were attributable to motor vehicle and other accidents (the older group
were more likely to die in auto and motorcycle accidents). Of 3,264 deaths in the
12 to 14 age group, 7 percent died by suicide and 6 percent by homicide. Of
8,203 deaths in the 15 to 17 age group, 11 percent died from suicide and 9 percent
from homicide.

The problem of suicide has received a great deal of attention in recent years
because of what has been described as an *‘‘epidemic.’” As can be observed from
the data presented in Table 2.5, white males are much more likely to commit
suicide than any other group; however, between 1980 and 1986, rates increased
in each of the four race-gender groups and the largest percentage increases were
among black 12- to 14-year-olds. Still, the overall rates are very low. Neverthe-
less, this rate represents 1,164 very dramatic and tragic deaths from suicide among
12- to 17-year-olds in a year (plus 958 reported suicides among 18- to 19-year-
olds). While not shown in the table, it is reported that Native American youth
have significantly higher suicide rates than the U.S. average.®

The sex-race differences in homicide rates are even more striking. Black male
teens are S to 6 times more likely to die from homicide than white male teens,
and black female teens have 2 to 3 times the rates of white female teens. Homi-
cide rates among black and white 12- to 14-year-old males have increased slightly
since 1980, while the rates for all 15- to 17-year-olds, except black females, have
dropped a little. In actual numbers, there are almost as many adolescent deaths
from homicide annually as suicide (982 deaths from homicide among 12- to 17-
year olds plus 1,085 among 18- to 19-year olds), but the occurrence of this form
of violent death receives much less-attention than suicide. As can be seen in Table
2.5, the 1986 homicide rate for black males 15 to 17 years old (35.9) was more
than twice the suicide rate for white males 15 to 17 years old (14.3).

TABLE 2.5. Suicide and Homicide Rates for Youth 12 to 17 by Gender, Age, and Race,
1980 and 1986 (rates per 100,000)

1980 1986

12-14 15-17 12-14 15-17

White Black ‘White Black White Black White Black

Suicide

Male 2.1 0.9 10.4 4.5 35 2.3 14.3 6.5
Female 0.5 0.2 23 1.5 11 0.6 3.7 1.6
Homicide

Male 1.2 6.0 7.3 36.4 1.8 6.8 5.5 35.9
Female 1.3 3.0 3.0 7.4 1.4 2.6 26 ! 8.

Source: Unpublished data from National Center for Health Statistics, Mortality Statistics Branch, Division of Vital
Sutistics, Washington, D.C., 1986.
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The fact that most adolescent mortality stems from a mix of social, environ-
mental, and behavioral causes is supported by recent data on depression, stress,
violence, and abuse among teenagers. Most practitioners believe that the suicide
rate is just the *‘tip of the iceberg’’ and that, for every completed suicide, there
are many more young people who suffer from *‘suicidal ideation.”” A recent AMA
White Paper issued by the American Medical Association estimated that 16 per-
cent of males and 19 percent of females aged 13 to 18 are depressed.'® A Min-
nesota survey of youth found that over one-quarter of females and 15 percent of
males felt some form of suicide ideation in the month prior to the survey.'! A
survey of 14- and 15-year-olds in New Mexico found that more than 30 percent
had recent feelings that life wasn’t worth living,'? while a similar survey of Del-
aware high school youth found that 22 percent felt highly stressed.

In 1987, a National Adolescent Health Survey was administered to 11,000
eighth and tenth graders nationwide with support from the Office of Disease Pre-
vention and Health Promotion, part of the Public Health Service.'* At the time,
42 percent of the girls and one-fourth of the boys reported that they had **seriously
thought”’ about committing suicide at some time in their lives, and 18 percent of
girls and 11 percent of boys reported that they had actually tried to commit sui-
cide. More than half of the girls and one-third of the boys reported that it was
hard for them to deal with stressful situations at home and at school. A third of
the girls and 15 percent of the boys felt sad and hopeless. Csikszentmihalyi et al.
observed that **Adolescent daily life is a mine field of things that go wrong™' . . .
with family, teachers, friends, and strangers.'> Newcomb described adolescence

as representing a lifetime peak for the experience of stress.'¢ Events such as death

in the family, divorce, or remarriage have been shown to create great stress in
young people.

As we have seen, motor vehicle and other injuries constitute the leading cause
of death among teenagers. In the National Adolescent Health Survey, more than
half of the students reported that they did not wear seat belts the last time they
rode in a car. More than half rode a motorcycle or minibike, but 42 percent rarely
or never wore a helmet. Guns are very accessible to American teenagers: 41 per-
cent of boys and 24 percent of girls report that they could obtain a handgun if
they wanted one.'” A study of homicide rates among young black males revealed

that more than half of the victims were killed by persons they knew; over three- -

fourths were killed by firearms.'® Most of these homicides occurred during an
argument or other nonfelony circumstance (e.g., they weren’t involved in a rob-
bery or with the police). Two out of five black children on Chicago’s south side
reported having witnessed a shooting, and one-fourth had seen a murder—a life
experience resulting in what one observer described as similar to the *‘posttrau-
matic stress disorders Vietnam veterans have suffered.”” 1

The picture that emerges from these statistics is very disturbing: excessively

high rates of stress and depression, overexposure to violence, excessively high
rates of risk-taking behavior. Many of the young people who feel hopeless have
had damaging physical and emotional experiences including neglect as well as
physical and sexual abuse. The AMA White Paper reports an estimate that 6

percent of boys and 15 percent of girls have been sexually abused prior to their
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sixteenth birthdays. It is estimated that one in four fatalities among teens, and 41
percent of serious impairments, resulted from abuse. Half of all rape victims are
under the age of 18 as are 40 percent of the perpetrators. Incest is a serious
proPlem among teenagers; 60 to 70 percent of foster children, runaways, and
serfous drug abusers report experiencing incest in their lives. Anecdotal reports
from school-based clinics reveal an alarming occurrence of sexual abuse among
students.

N.ot all the physical and emotional problems of youth are related to the *‘new
morbl.dities" (drugs, sex, violence). About 7 to 10 percent of all teens suffer from
chronic diseases. Asthma and allergies are the most common of these conditions;
however, 2 percent are mentally retarded and 8 percent leaming disabled. Many
teens have speech, hearing, or visual defects. And poor children are much more
likely to have disabilities than nonpoor children, not surprising since many emo-
tional disorders and chronic diseases are rooted in poverty conditions.

AIDS and Teenagers

We can see how today’s teenagers live in a world full of threats, from inner
feelings of hopelessness to outer fears of violence and disorder. Now they are
confronted with a disease for which there is no known cure: Acquired Immune
Deficiency Syndrome, or AIDS. High-risk behavior among teenagers both in the
areas of intravenous drug use and unprotected sexual intercourse gives them a
greater vulnerability than other cohorts. Because the disease has a very long in-
cubation period (close to eight years from contraction of HIV, or human immu-
nodeficiency virus, to clinical manifestation), the current rates do not fully reflect
the level of risk.2? As of August 1988, 283 cases of AIDS had been reported
among 13- to 19-year-olds, 1 percent of the total.?! This number is doubling every
year. Also, one in five AIDS cases are aged 20 to 29 (10,434 cases), indicating
that they probably contracted the disease while still in their teen years. Hispanic
and black youth are highly overrepresented among persons with AIDS; they make
up more than half of all teens and three-fourths of all younger children (babies of
infected parents) known to have the disease.?? Repeated surveys have shown that
teenagers know a lot about AIDS, at least as much as adults, but that they have
not changed their behavior in regard to the use of condoms.

Although media attention has focused heavily on the AIDS epidemic, teenag-
ers have been experiencing escalating rates of other sexually transmitted diseases
(STD). It has been estimated that 2.5 million sexually active teens contract a
sexually transmitted disease annually.? Chlamydia (an infection of the urinary
tract or vagina) is the most frequently diagnosed STD among adolescents, fol-
lowed by gonorrhea, genital warts, herpes, and syphilis.

“Normal’’ Development of Adolescents

: Sq fa.lr we have looked at the down side of growing up in America. Behavioral
scientists do not believe that the teen years are necessarily so difficult or unre-
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warding; many young people feel optimistic and have high expectations for their
futures. What then is ‘‘normative’’ teenage behavior? The study of adolescence
has been going on for a long time. Anthropologists have described *‘rites of pas-
sage’’ from childhood to adulthood that go back to the beginning of history. There
have been many theories about the behavior of youth, with little agreement about
developmental stages.?* Current thinking suggests that life for young people as we
approach the twenty-first century is very different from earlier epochs, and there-
fore our perceptions about ‘‘normative’’ behaviors have to change accordingly.?

One of the most marked changes in the twentieth century has been the exten-
sion of the period of adolescence. Girls reach menarche four years earlier than in
the past century. As we will see in later chapters, girls and boys begin to initiate
drinking, drugs, sex, delinquency, and truancy at earlier and earlier ages. What
we call the ‘‘peer culture’” appears (o dominate the American scene, in terms of
clothing, music, films, fast foods, and mall life. Family configurations are mark-
edly different from those of the past, with decreasing likelihood that a child will
grow up with the same two parents in residence. Yet, young men and women stay
attached to their families (if they have one) often until their late twenties, because
of the later age of marriage nowadays and the lack of affordable housing.

For the purposes of this book, we are interested in understanding developmen-
al stages of adolescence in order to design more effective interventions.?® We are
addressing the needs of a wide age span, encompassing at least two very different
stages, roughly from 10 to 14 and 15 to 17. The younger group is largely prepu-
bescent and the older group well into puberty, but there are many individual dif-
ferences in the patterns of development. The first precept in understanding youth,
therefore, is individual differences. We must avoid generalizations about teenagers
and recognize that the aggregate behavioral patterns are the sum of many differing
subgroups.

The second precept is biological change. At no other time in life, except for
infancy, is growth so rapid or so dramatic. During these years from about 10 to
around 17, children gradually undergo the vital transition that thrusts them into
adulthood.?” During puberty, children grow heavier and taller. They develop sec-
ondary sex characteristics. Girls first menstruate, on average, at age 122 (within
the wide range between ages 8 and 16) but in some cases are not fecund for at
least a year (i.e., cannot get pregnant). Boys become fecund at about 14, although
they can experience sexual intercourse long before they are fecund. Biologically,
young people during this period gain the capacity to create children; cognitively,
they increase the capacity to reason in the abstract and make moral and ethical
decisions; and emotionally, they gain independence from their families and learn

how to function on their own. The changes that take place during adolescence do -

‘not take place in a vacuum. Contemporary psychologists now acknowledge that
the social environment has as much impact on development as individual genetic

endowments.?® A girl who experiences menarche at the age of 12 in a highly

structured, protective environment is at much less risk of pregnancy than one who
has little support or supervision (see Chapter 5 on the antecedents of adolescent

pregnancy).

With all these bodily changes, it should not be surprising that young adoles- '
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cents are egocentric. They are looking inward, probably for the first time, to form
a consciousness of self, to confirm their individuality. At the same time, ,there are
emerging self-doubts and a growing need for reinforcement from the social group
On one hand, they search for autonomy and, on the other, they are very dependen;
on support from their friends and families. Much attention has been given to the
theory _that adolescence is the time during which abstract thinking develops. Psy-
chologists do not agree on this point. Either cognitive capacity increases during
the teen years, or the environment is presenting young people with more chal-
lenge§ about which they have to make decisions. In either case, they learn to make
decisions based on a greater understanding of the consequences.

‘ Bfoys and girls follow different patterns of change, shaped both by the biolog-
1cal. imperatives and the social conditioning. Boys appear to be more driven to
act_uever.nent and aggression, while girls are more influenced by interpersonal re-
lationships and the need for support and approval. Boys seem to get into mére
trouble with authorities, both in school and in their communities.

Theories about changes are used as the framework for delineating what *‘‘ad-
olescen.t experts’’ call the developmental tasks of adolescence.?’ This term fits in
well with the notion that adolescence is the time when children equip themselvés
for a responsible adulthood, as workers, parents, and members of a community
One psychologist calls adolescence the “‘training ground®’ for adulthood.* '

Here are some of the tasks most psychologi
Her gists would agree ar
achieving a responsible adulthood: ’ " necessary for

¢ The search for self-definition.

¢ The search for a personal set of values.

¢ The 'acqulsmon of competencies necessary for adult roles, such as problem
solving and decision making.

® The acquisition of skills for social interaction with parents, peers, and oth-
ers.

¢ The ack‘xievement of emotional independence from parents.

¢ The ability to negotiate between the pressure to achieve and the acceptance
of peers.

¢ Experimentation with a wide array of behaviors, attitudes, and activities.

. While much attention has been made of the tempestuous quality of teenage
life, the stereotype of the moody, surly, aggressively challenging teenager is cur-
rently being questioned by developmental psychologists and psychiatrists. Recent
research has suggested that most adolescents go through the transition from child
to .adult with less trauma than previously assumed. A recent New York Times
amcl_e states that the ‘‘mainstream of psychological research dismisses this em-
ph_asx§ on turmoil as balderdash.’’ ' The chief proponent of this new view is psy-
chiatrist Daniel Offer. His studies show that 80 percent of (middle-class) adoles-
cents see themselves as having no major problems.3? The most healthy adolescents
have strong egos, are able to cope well with internal and external stimuli, and
have ‘‘excellent genetic and environmental backgrounds.'’ They accept ge'neral

 cultural and societal norms and feel comfortable within this context. However,

according to Offer, a subset of adolescents experience more problems in their
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genetic and environmental backgrounds; 20 percent of adolescents fall into what
he calls the *‘tumultous growth group,”’ with unstable family backgrounds, his-
tories of mental illness in the family, parents with marital conflicts and economic
difficulties. These troubled youth are prone to depression and other traumas.

What Offer and others appear to confirm is the significant differentiation be-
tween children who are *‘making it” and those who are not.*® It is interesting to
note that Offer and others find that one in five of all adolescents are deeply trou-
bled (about the same level as appear in the national surveys), and that troubled
adolescents are much more likely to come from disadvantaged families. As al-
ready stated, one in five children are growing up in poverty and one in four are
currently being reared in a single-parent household. However, not all troubled
adolescents are disadvantaged and not all disadvantaged adolescents are troubled.
The quality of the parenting and the ability of the child to cope are crucial in
allowing early adolescents to go about their challenging and critically important
developmental imperatives; equally important are the climate of the school and
the environment in the community.

Summary

The 28 million children aged 10 to 17 in the United States are a diverse lot.
Almost half live in the suburbs, 30 percent in central cities, and 23 percent in
nonmetropolitan areas. They are primarily white, although the proportion of the
population that is black or Hispanic is growing. About one-fourth of the children
live with only one parent. Their mothers are most likely in the labor force. About
one in five of these young people are in poverty families. Increasing numbers are
homeless. There are significant differences between subgroups in this society: black
and Hispanic families are much more likely to be disadvantaged than white fami-
lies. However, because of the dominance of whites in the population, the majority
of needy children are white.

Adolescence is primarily a time of physical and emotional health; mortality
rates are low and disability infrequent. However, a sizable portion of young peo-
ple suffer from socially induced problems of violence, stress, depression, and
neglect.

The literature on adolescent development provides a useful framework for de-
signing interventions. Adolescence is clearly a time of change—Dbiologically, emo-
tionally, and cognitively. Children present unique patterns of growth and devel-
opment shaped by. their genetic backgrounds, their family conformations, and the
social environment in which they live.
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3

Prevalence of Delinquency

The term delinquency suggests a wide range of behaviors from socially unaccept-
able acts performed early in childhood chat parents describe as *‘naughty” and
psychologists call ‘‘acting out’ to violent and destructive illegal behaviors. The
seriousness of the act and the age of the perpetrator further sharpens the definition.
Acts such as robbery, aggravated assault, rape, and homicide are not age-related
offenses. They are criminal acts whether committed by juveniles or adults and are
categorized by the Federal Bureau of Investigation as index offenses. Other less
serious offenses, such as running away, truancy, drinking under age, sexual pro-
miscuity, and uncontrollability are categorized as status offenses, because they are
performed by youth under a specified age which classifies them as juvenile of-
fenses. States differ in their penal codes in regard to the age at which an individual
moves from juvenile to adult jurisdiction. About three-fourths of the states have
set age 18 as a maximum for defining juveniles, two states have set age 19 as a
cutoff, seven states use 17, and four states (including New York) 16.' Thus,
running away from home at age 17 may be an offense in one state but not another.

Almost every child at one time or another acts out, defies parents or teachers,
tells lies, or commits minor acts of vandalism. Clearly, they are not all current or
potential juvenile delinquents. Many of the behaviors that are considered delin-
quent are included in a psychiatric diagnosis called conduct disorder.® The symp-
toms of this diagnosis include multiple behaviors extended over a six-month pe-
riod; 17 behaviors are listed including truancy, stealing, cheating, running away,
firesetting, cruelty to animals or persons, ‘‘unusually early’’ sexual intercourse,
substance abuse, breaking and entering, and excessive fighting, among others.
When three or more of these behaviors co-occur before age 15, and a child is
considered unmanageable or out of control, then the clinical diagnosis is conduct
disorder.® Kazdin defines this disorder as a ‘‘pattern of antisocial behavior, when
there is significant impairment in everyday functioning . . . and the behaviors are
regarded as unmanageable by significant others.”" * No one knows how many chil-
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- Once a young person experiences coitus, she or he acquires ‘‘risk status.’’ Un-
E  questionably, young people who are not sexually active are not at risk of preg-
- nancy, unless they are forced to have sex (which is not a rare event). However,
E- once the decision is made to initiate sexual activity, risk of pregnancy is high for
: those who do not use contraception consistently. And since no contraception is
_ 2 100 percent effective, an unplanned pregnancy may occur. Once pregnant, a young
1 =Sl woman must decide whether to carry the pregnancy to term. She may decide to
have an abortion, if that option is available to her. If a child is born, the mother
k. may decide to give the child up for adoption.

' While this series of decisions seems relatively straightforward, there is little
: consensus in our society about how to intervene at any point along the way and
E. prevent the negative consequences. Differing perceptions of the problem shape the

; range of solutions. One set of conflicts centers on the morality of premarital sex.
. Some people believe that the only response to the issue of adolescent pregnancy
82 13 to promote abstention. Others believe that premarital sexual activity has become
% 8 normative behavior and, therefore, interventions should focus on teaching re-
__ sponsible sexual behavior and providing access to contraception. A second set of
B conflicts is focused on the abortion issue. Once pregnant, should a girl be required
. (o maintain the pregnancy and encouraged to put the baby up for adoption if she
- cannot care for it, or should she be assisted to obtain an abortion if that is what
E she wants?

b We can tum to many sources of data to gain insights into these questions. The
s problem of adolescent pregnancy has received a great deal of attention over the
§ past decade and numerous studies have been produced from which we can learn
f about the antecedents, prevalence, and consequences of earty sexual activity, con-
; _"_!mceptive use, and pregnancy among teenagers. In 1987, the National Academy
B of Sciences (NAS) published a two-volume tome, summarizing research findings
¥ gathered over a two-year period for the deliberations of a Panel on Adolescent
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Pregnancy and Childbearing.’ Many of the findings cited in this chapter derive
from that work.

Sources of Data

Table 5.1 summarizes the major sources of data that are used in the adolescent
pregnancy field, many of which were tapped for the NAS report. The first epidem-
jological study of adolescent sexual behavior was conducted by researchers from
Johns Hopkins University (John Kantner and Melvin Zelnik) in 1971, and fol-
lowed by surveys in 1976 and 1979.2 The two earlier surveys included a national
sample of young women, 15 to 19, and the third survey added a sample of males
between 17 and 21 and was limited only to metropolitan areas. In 1982, the Na-
tional Survey of Family Growth (NSFG) of the National Center for Health Statis-
tics included unmarried adolescents for the first time.> The NSFG has been track-
ing the fertility patterns and contraceptive use of American women ages 18 to 44
for many years. The most recent data about teenage sexuality and pregnancy be-
havior come from the 1983 National Longitudinal Survey of Youth (NLSY).* The
High School and Beyond Survey (HS&B) has also been used to study the deter-
minants of early childbearing.’®

Responses to survey questions about sexual activity are not always reliable.
Researchers believe that girls may understate their sexual activity while boys over-

state. Abortions are significantly underreported. The most reliable survey data are _;'
for births, probably because of the actuality of the condition. The results of most 3

recent surveys are consistent with official statistics about births.

TaBLE 5.1. Sources of Data on Adolescent Pregnancy

Sample

Source and Subject Year Size Citation
National Survey of Family Growth: 1982 1,900 Pratt et al.
females {5-19 1984
National Longitudinal Survey of 1979- 12,686 Mot 1983
Youth: males and females 14-21 in 1986 Hayes 1987
1979 Hofferth and

Hayes 1987

Survey of Young Women and 1979 2,634 Zelnik and
Men, Johns Hopkins: females 15— Kantner
19, males 17-21 1980
Vital Statistics: births to females Annual Count Ventura et al.
<20 1988
The Alan Guitmacher Institute: Annual Count Henshaw
abortions to females <20 (age 1987
distribution from Centers for
Disease Control) 3
High School and Beyond: 1980— 13,601 Abrahamse et al. 3
sophomores in 1980 1984 1986 :

-
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Annual vital statistics are gathered by the National Center for Health Statistics,
and their reports produce numbers and rates of births by age and race.® Studies
based on surveys of providers and state data-collection agencies conducted by the
Alan Guttmacher Institute produce aggregate numbers and rates of abortion.” The
Centers for Disease Control (CDC) analyzes state survey data to produce age/race
distributions.®

Our knowledge of the role of young males in sexuality and pregnancy behav-
jors is incomplete.” Much of the talk about adolescent pregnancy ignores males,
except for the acknowledgment that they are ‘‘perpetrators’ of the outcomes.
Information about almost 40 percent of the fathers of babies born to teenage moth-
ers is missing from vital statistics.'® Close to 70 percent of the identified fathers
in 1986 were over the age of 19 (not surprising since two-thirds of the teen moth-
ers were between 18 and 19). No data are available about the age of the male
partners in teen pregnancies that terminate in abortions, but it is probable that
those males are younger than the fathers of live births. In any case, males must
be included in target populations for pregnancy prevention programs.

Consequences of Early Pregnancy and Childbearing

" Research about the consequences of adolescent sexual activity and pregnancy has

been furthered by the work of the National Institute for Child Health and Human

. Development.'' Scores of researchers have received grants to produce analyses of

.

census data and other surveys, documenting the consequences of childbearing on

f.  adolescents compared with childbearing among older women. One problem that

has confronted researchers is the determination of the effects of low socioeco-
nomic status (SES) and race apart from the effects of age. Many of the problems
encountered by teen mothers are not unlike those encountered by older mothers
who live in similarly deprived economic circumstances. Recent studies suggest
that low-income women lack access to quality prenatal care, and that when such
care is provided, the negative effects of childbearing are diminished.'? Another

._: problem is that teenagers enter into pregnancy with many preexisting conditions
¥ that may produce negative outcomes, such as drinking, smoking, drug abuse, poor
- nutrition, sexually transmitted diseases (STDs), and anemia. Thus, the conse-

<. quences stem from the problem behavior or illness, not from the mere fact of age

'{ at conception.

Despite these shortcornings, researchers have been able to *‘control’” their data

::_' and to isolate the short- and long-term consequences documented as having a

& negative effect on teenagers (Table 5.2)."> Early sexual intercourse places young
k. women at very high risk of health consequences. The younger the age at which a
£ girl first enters into sexual relationships, the more likely that negative conse-

k& quences will follow. Early sexual initiates have more frequent acts of coitus and
B multiple partners, and are less likely to use effective methods of contraception.

E: The most deleterious consequences other than pregnancy are sexually transmitted
X diseases and their related side effects (infertility, cervical cancer, ectopic pregnan-

cies, and infections passed on to newborns). As we have seen in Chapter 2, STD
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TaBLE 5.2. Consequences of Early Sexual Intercourse and Early Pregnancy father, family, and community—with immediate short-term, long-term often life-
Consequences : time, consequences. Very young mothers under the age of 15 suffer the worst
' physical effects, with heightened risks of complications and mortality. Moreover,

Behavior Shont Term Long Term . teen mothers under the age of 18 are more likely to have toxemia, anemia, and
Early Sexual Intercourse ‘9% prolonged labor. Their babies are at higher risk of prematurity and low birth-
Frequent sex with Sexually transmitied diseases Infertility 3 weight.
multiple partners b is.ﬂ?s; i Ectopic pregnancics E 3 In the years following early childbearing, teen mothers suffer several disad-
e(:ch')" ammaory disease ﬁffr;'lcizln:?ﬁ:wbom 4 vantages: reduced educational achievement, unstable marriages and high divorce
With use of intravenous HIV positive AIDS F rates, OF no marriage, more subsequent births closer together and unintended,
drugs, or partner . Mortality 3% lower status jobs, lower incomes and, in some cases, long-term welfare depen-
using drugs, or 4K  dency (although as time goes on, welfare dependency decreases). Adverse effects
Co'::’a’;‘;:luve prablems ‘4 on children of teenage parents include lower achievement, many more behavioral
Failure of method Unintended pregnancy 2 and emotional problems, high risk of becoming teenage parents themselves, and
1UD side effects PID A alifetime in poverty.
Pill side effects Inconsequential, if under Possible long-term health E Not all teen mothers experience negative consequences as they become mature
medical supervision effects (conflicting f women. A unique follow-up study of urban black teen mothers by Furstenberg
Snprotected nercourse bregnancy: usully . ;vgﬂ;enlmgnmcy) and colleagues found that many of these women had'completcd high school, foun'd
unintended ‘uf¢  cmployment, and were not dependent on public assistance.'* Success was associ-
Early Pregnancy Early childbearing Mother: Reduced aed w%t.h comix}g from a more economically secfum m?d better-educated family
Mother: complications, educational attainment, and doing well in school. However, compared with their peers who had delayed
toxemia, anemia, more subsequent births childbearing until after their teen years, they were not so successful.
prolonged labor closer together and Teenagers experience very few documentable, negative consequences from
If <15, higher risk of unintended, marital abortion. There is some evidence of an increased risk of spontancous abortions in
mortality "l‘::ab‘!"g + lower pregnancies that follow abortions, but the risk is no greater (and may be less) for
idlf':lio s pover: teens than for older women. This applies to other sequillac as well, such as com-
Baby: prematurity, low Child: lower plications and hemorrhaging. In general, the earlier in the pregnancy the abortion
birthweight achievement, more procedure, the lower the risk of complications. Teens who suffer negative conse-
emotional problems, quences generally do so because they are more likely to have later abortions (after
:'lg:c:;:r:f‘:”;::‘;:‘ ; eight weeks) than older women. There is no evidence in the psychological litera-
poverty ' tre that abortion produces depression or guilt. Most anecdotal reports refer to
Abortion Possible future feelings of relief.
spontaneous abortions ; Adoption is a decision that teenagers rarely make following unplanned preg-
Adoption Effects unknown ' nancies (official adoption rates are currently very low). No studies have been

identified that document the psychological consequences of adoption on the teen-
age mother, such as depression or regret.

From our discussion, we can conclude that young women who delay the ini-
tiation of sexual intercourse until they can effectively use contraception to prevent
~ pregnancy are at lower risk of negative consequences. High-risk behavior centers
on three critical factors: early intercourse, unprotected intercourse, and early un-
intended childbearing. Young people who are at risk of practicing these behaviors
would make up the target population for interventions.

Sources: D. Strobino, “"The Health and Medical Consequences of Adolescent Sexuality and Pregnancy: A Review
of the Literature,” in S. Hofferth and C. Hayes, eds., Risking the Future: Adolescent Sexuality, Pregnancy, and
Childbearing. Vol. I (Washington, D.C.: National Academy Press, 1987), pp. 93-122; C. Brindis and R. Jercay,
Adolescent Pregnancy and Parenting in California (San Francisco: Center for Population and Reproductive Health
Policy, University of California, 1988), pp. 53-76.

rates are high in certain risk groups. With cases of chlamydia and herpes on the'
rise, diseases that can affect future fertility and newborns, the results of frequent
unprotected intercourse take on serious consequences. AIDS is the most lif
threatening consequence; young people who are involved in an array of high-risk
behaviors, such as drug use, prostitution, and frequent sex with multiple partne :
are extremely vulnerable.

The most direct consequences of early pregnancy are related to childbearing. 3
The birth of a child impacts on both the mother and the baby—and ultimately the 3§

Prevalence of Early Unprotected Intercourse

The family planning field has made extensive use of risk estimates as te denom-
inator to be used for program planning. Estimates of the number of women *‘at
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risk of unintended pregnancy and in need of family planning’® were introduced in
the mid-1960s as evidence of the need for public support of birth control clinics.
The legislation that supports family planning, The Family Planning and Population
Act of 1970 (Title X of the Public Health Service Law), required from its incep-
tion that programs that receive public funds focus on low-income women ‘“‘in need
of subsidized services.”’ Adolescents were specifically included in this regulation
after 1978.

A woman in *‘need"’ of organized family planning services (medical contra-
ception delivered by a clinic or a private physician) has been defined as sexually
active, fertile (or fecund, depending on whether one is a demographer or a biolo-
gist), and not intentionally pregnant or trying to become pregnant.'® To establish
need for subsidized family planning services (free or sliding scale), various mea-
sures of poverty have been defined. In the mid-1970s, as attention began to shift

from low-income women to adolescents in general, estimates of the number of
“‘teenagers-at-risk”’ were produced, largely based on the sexual activity factor. It :'§

was assumed that all adolescents were medically indigent and needed access to
free family planning services.

Few adolescents are known to be functionally or surgically sterile. However,
increasing numbers of young girls are probably having coitus prior to their first

menstrual periods (menarche). There has been a downward trend in the age of

menarche of about four months per decade since 1850.'® The average age of first
menstruation is currently about 124 years, although peak fertility is somewhat

later.'” Thus, while the age of menarche has dropped significantly over the past
century, the rate of early initiation into sexual activity has increased. Some young ¥
girls who are sexually active may not be at risk of pregnancy (fecund) at their __-.

current ages; however, they will be at risk in the near future.

The prevalence of reported teen sexual activity (coitus) is much higher now 3

than it was two decades ago.'® In the first study in 1971, about 30 percent of all

young women aged 15 to 19 reported that they had experienced sexual inter-

course, and this proportion increased dramatically, up to almost half in the 1979
survey. In 1982, the rate appeared to decrease slightly to 47 percent, suggesting
a plateauing effect. The 1983 data are based on the different NLSY survey meth-

odology, and although the rate of 56 percent is a little higher, it does not indicate

a significant change.

Males were included in the 1979 Johns Hopkins Survey for the first time (but g
not in the 1982 NSFG). Of all respondents aged 17-21, 70 percent reported that
they had premarital intercourse. ' The 1983 NLSY estimates are also higher for :
males; more than 70 percent of a younger age group (15- to 19-year-olds) reported 3
sexual activity. Survey data consistently show earlier initiation of sexual inter- <§

course among males than females.®

Table 5.3 shows the prevalence of sexual activity by age, sex, and race and -
ethnicity as of 1983. Almost 1 in 5 boys and 1 in 20 girls reported having had i3

sexual intercourse before the age of 15. Sexual intercourse at early ages is highly
prevalent among black males; more than 4 out of 10 said they had sex before they
reached their fifteenth birthdays (compared with 1 out of 10 young black females)

By age 17, most black males and two-thirds of white and Hispanic males report :

oy
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TABLE 5.3. Percentage of Teenagers Who Have Had
Sexual Intercourse by Age, Sex, and Race/Ethnicity,

1983
Percentage Who Were Sexually
Active by Age
Sex and
Race/ethnicity 15 17 19
Females .
Total S 4 74
White s 42 7
Black 10 ) 59 85
Hispanic 4 : 40 70
Males
Total 17 64 83
White 12 60 81 |
Black 42 86 94
Hispanic 19 67 - 84

Source: Cumulative sexual activity rates from National Longitudinal
Survey of Youth, reported in S. Hofferth and C. Hayes, eds., Risking
the Future: Adolescens Sexuality, Pregnancy, and Childbearing, Vol.
1l (Washington, D.C.: National Academy Press, 1987), Appendix A,
Table 16, p. 368.

" sexual activity, and by age 19, sexual relationships are clearly normative behavior
. for all male groups. Among females, by age 17, 3 out of 5 blacks and 2 out of 5
}- whites and Hispanics have had sex. By age 19, the vast majority report sexual
g relations, including 85 percent of black females and over 70 percent of all others.

It should be kept in mind that having intercourse once does not necessarily

. place an individual at risk. About 18 percent of **sexually active’” 15- to 17-year-
E. old girls reported no intercourse in the past 3 months, and 21 percent had a fre-
. _quency of once a month.2! An unknown proportion of girls’ first sexual encounters
g result from rape and incest. In a small sample survey, it was reported that almost
5: one-third of sexually active respondents had unwanted sexual experiences at some

time.?? More than a third of those who had unwanted sex (about 1 in 10 of those
who were sexually active) had been forced to have sex. The others engaged in
intercourse only to please partners or because of peer pressure.

The earlier a young woman engages in sexual intercourse, the higher the risk

£ of unintended pregnancy, primarily because these sexually active women are not
e using contraception. The 1979 Johns Hopkins Survey found that, among girls who
% had sex before they were 15, only 31 percent used any form of contraception the
E-: first time; for those who had first sex between 15 and 17, 52 percent used contra-

; ception.” Table 5.4 shows the percent distribution of sexually active teenagers
& according to the methods they used the first time they had sex, and the methods
E they reported using in the most recent survey (the 1982 NSFG).?* These data show
3 significant race/ethnic differences in usage at first intercourse. More than three-
¥ quarters of Hispanic and two-thirds of black young women, compared with 45

percent of white young women, did not use any protection the first time they had
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TaBLE 5.4. Contraceptive Use among Sexually Active 15- to 19-year-old Females: First
Intercourse and Current Practice, 1982

Percentage of Sexually Active Teens
by Method Used at First Intercourse

Race and Pill or
Ethnicity None Diaphragm Condom Withdrawal Other
TOTAL 52 8 23 13 4
White 45 9 25 17 5
Black 64 11 19 5 2
Hispanic 77 2 13 4 4
Percentage of Sexually Active Teens
by Method Used Most Recently
Pill or
None Diaphragm Condom Withdrawal Other
ToTAL 29 50 15 — 5
White 27 51 17 — 5
Black s 50 9 — 7
Hispanic 32 49 10 — 8

Source: A. Torres and S. Singh, **Contraceplive Practice Among Hispanic Adolescents,'* Family Planning Perspec-
tives 18(1986): 19394,

intercourse. White youngsters were much more likely to say that they used con-
doms or withdrawal at first coitus than other ethnic groups.

The contraceptive practices of teenagers improve significantly over time. Table
5.4 shows the most recent method used by sexually active teenagers who are
“‘currently exposed to the risk of unintended pregnancy’’—that is, they are not
pregnant and have had intercourse in the past three months. They report primarily
medical methods: pills (45 percent), with a small number reporting diaphragms (4
percent) and 1UDs (1 percent). Condom use is less typical after the first sexual
encounter, and withdrawal is no longer reported as a method. Nonuse of contra-
ception is greatly reduced and differences between ethnic groups no longer are
significant. Still, close to one-third of all sexually active teenage girls continue to
have sexual relations without use of birth control, placing them at very high risk
of unintended pregnancy.

The earlier the age of first intercourse, the longer the delay in going to a clinic
to obtain contraception. In one study of clinic patients, for the youngest girls
(below 13), the time elapsed before seeking a contraceptive method was an aver-
age of 40 months, compared with 18- to 19-year-olds who only delayed 6 months,”
If a girl continues to have intercourse without contraception, she is quite likely to
become pregnant. Within 6 months of first intercourse, 25 percent of 15- to 19-
year-olds conceived if they had never used a contraceptive method, compared with
5 percent who always used a method.? At the end of two years, at least half had
conceived. Thus, the chain of evidence links together in an obvious pattern: early

4 IC PRI, vy saem o

intercourse, nonuse of protection at first intercourse, long delay prior to obtaining
medical methods, early pregnancy.

Prevalence of Early Childbearing

vious consequence of early sexual intercourse is earl.y unwanted child-
g:ﬂ:g?t;:c;mu resear:f\ has shown that 82 percent of conceptions tt.u:t g::cx::(’;i
to teenagers in the mid-1980s were unintended, and the younger the gud, th:,“ nor
likely the pregnancy was unplanned.”_ Yet, among those who reportec onu-a)i
did not want to become pregnant at the time, on'ly 31 percent were using c“have
ception. While a few young girls may stll consciously })‘ecqme .pregna'nt to have
someone to love’” or unconsciously become pregnant “to punish their parents,
very few conceptions result from planned parenthood an‘\onggs t'ecr(xlz:.gelrls..t 4 States
There have been more than 1 million teen pregnancies i e Uni cf s
annually since 1973, and for the past decade, about one In nine adolcscen; fnu s
has conceived each year.? The peak7(y)em'mwa:"e 1932;11 w;::le g:;slci:n; (lf.mm p 81 n
eonancies. During the early 1970s, the teen
?gr;grr lgOOO), but since 1976 when it reached 5.3 per }000. there h;ls bgennalargglslt(
no change.® The teen abortion rate rose steadily until 1980, but z:d e: bout
43 per 1000 ever since. Thus, the teen pregnancy rate has chanlg : ;‘;zbinhs
during this decade, although the proportion of pregancics that result in li "
has decreased each year—from about 47 percent in 1973 to 48. percent bcurreeV :n
However, the increase in the number of young women at risk has efene o0
greater than the increase in pregnancies over this same period and, therebzr (' e
rate of pregnancies per sexually active teenager has d.ecreased (fz/(:m ? :xuau
per 1000 to 230 per 1000). Currently,‘ close to one in four (23%) of s y
aclive teens experience a pregnancy dunng the year. 1000 teens
Table 5.5 shows the 1985 birth, abortion, and Pregnancy rates per Leen
by age and race (and in the discussion, the rates will be converted to percentages,

TABLE 5.5. Birth, Abortion, and Pregnancy Rates per 1,000
Population by Age and Race, 1985

Age and Race Birth Abortion Pregnancy*
Total

15-17 31 31 la
18-19 81 63 .

White

15-17 24 26 S; \
18-19 70 55 14
Black

15-17 63 53 ;’g
18-19 129 97

*Pregnancy rates include cstimated miscarriages as well as births and abortions.
Source: S. Heashaw and J. Van Vort, **Tecaage Abortion, Birth and Pregnancy
Statistics: An Update,” Family Planning Perspectives 21(1989):85-88.
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as described in note 30).>' Among 15- to 17-year-olds, about 6 percent of white
girls and 13 percent of black girls became pregnant in that year; of these, 2 per-
cent of whites and 6 percent of blacks became mothers. Among 18- to 19-year-
olds, the rates were much higher, as would be expected: 15 percent of whites and
26 percent of blacks became pregnant and 7 percent of whites and 13 percent of
blacks became mothers.

Much attention has been given to the issue of pregnancies among very young
women under the age of 15 because the medical consequences can be so much
more severe. Practitioners never forget the experience of delivering a baby to an
11- or 12-year-old child. This is, however, a very rare event. About 10,000 girls
under the age of 15 delivered babies in 1985 (the same number each year in the
past decade). This number represents just 2 percent of all 472,000 births to women
aged 15 10 19 in 1985. Girls under the age of 15 who become pregnant are much
more likely to obtain abortions than older women.

Data on total pregnancies among Hispanic young women are not available. No
estimates are available for abortions among Hispanics, nor are the population data
available for denominators. In 1985, according to vital statistics reports, 13 per-
cent of all teen births were to Hispanics (who were white or black), while the
census showed that about 9 percent of the teen population was Hispanic. The
prevalence rates among Hispanics probably lie somewhere between those of whites
and blacks, but there are significant differences among this group depending on
point of origin—for example, Cubans have very low teen birth rates, while Puerto
Ricans have the highest rates.

The most dominant theme in the discussion of adolescent pregnancy is the
striking increase in out-of-wedlock births. While fertility rates in general were on
the decline, birth rates for unmarried teen women have been increasing, particu-
larly among young white women. Teenagers no longer marry, not even to legalize
a birth prior to delivery. In 1986, fully 3 out of 5 births to women under the age
of 20 were out of wedlock. Almost all of the youngest mothers under 15 were
unmarried; the percent decreases linearly from 86 percent of 15-year-old mothers
to 49 percent of 19-year-olds.

Number of Teens at Risk of Adolescent Pregnancy

The first estimate of adolescents at risk of pregnancy appeared in a 1976 publica-
tion of the Alan Guttmacher Institute, Eleven Million Teenagers: What Can Be
Done About the Epidemic of Adolescent Pregnancies in the United States.> The
number included 4 million girls and 7 million boys aged 15 to 19 who were
estimated as having already experienced sexual intercourse, based on the 1971

survey data applied to the current population for females, and very rough *‘guess- B

timates’’ for males.

The 1983 National Longitudinal Survey of Youth data on sexual activity has
been applied to 1986 population estimates (Table 2.1) to roughly estimate the
number of sexually active teenage females and males in 1986. Although the rates
may be slightly overestimated, the data base includes males and provides infor-

k¢
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TABLE 5.6. Estimated Number of Young People at Risk of
Consequences of Early Sexual Activity, 1986 (numbers in 000s)

Totals
Age Age Agel

Behavior 10-14 15-17 10-17
Sexually active
Males 1,452 3,614 5,066
Females 407 2,404 2,811
Do not use contraception® !
Females - 200 800 1,000
Early pregnancy
Females 30 n 401
Early childbearing
Females 10 168 178

*Estimate that one-half of 10- 10 14-year-olds and one-third of 15- 1o 17-year-olds are not
cwrently using contraception.

Sources: Estimates on sexual activity from Table 5.3 applied 10 population est from
Tn!?le 2.1; pregnancy: estimated by author based on data from K. Moore, Facis ar a Glance
(Flint, Mich.: Charles § Mout Foundation, 1989); childbearing: M, hly Vital Statis-

tics Report 37 (July 12, 1988).

mation that can be used to construct a simulated estimate of the younger cohorts
(10 to 14) as well as separate estimates for 15- to 17-year-olds.

In 1986, approximately 7.9 million young people in the United States age 10
to 17 had already experienced sexual intercourse at least one time, including 2.8
million girls and 5.1 million boys (Table 5.6). For all 10- to 19-year-olds, the
total estimate amounts to 13.5 million (not shown). This represents a sizable in-
crease over the past decade, particularly in the number of girls who are sexually
active, reflecting the upward trends in the survey data,

Not all sexually active young people are at equal risk of negative outcomes
from their behavior. Older teenagers in stable relationships appear to be able to
use effective contraception. Our concem is with younger people who are not ad-
equately protected from the consequences. It would simplify matters if we could
select an age when intercourse is appropriate and rule out all other behavior. This
is not, obviously, enforceable. Therefore, we can assume that all sexually active
young people under the age of 18 are at relatively high risk, and that those who
are not currently using contraception and those who have already experienced a
pregnancy are at very high risk of negative consequences.

In regard to the S million young males under the age of 18 who are at risk,
we have little information about their contraceptive use, and even less data on
pregnancy patterns among young males. We do know that the characteristics of
young fathers are similar to those of young mothers (see Table 5.7, which sum-

- marizes antecedents of these behaviors).

Among the 2.8 million young females under the age of 18 who are sexually
active, it is estimated that about 1 million are not currently using contraception.
Some 400,000 experienced a pregnancy in 1986 and 178,000 became mothers.
Almost all the births to these women result from unintentional pregnancies.
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Antecedents of High-Risk Behavior
Related to Adolescent Pregnancy

Many studies have been conducted from which we can learn about the antecedents
of early sexual activity, nonuse of contraception, and early childbearing. As sum-
marized in Table 5.7, it is obvious that many of the antecedents are the same for
each of the three high-risk behaviors, but they are not identical. Black young
people, especially boys, are more likely to have intercourse at very early ages,
even when other factors are taken into consideration. Early pubertal development
in males has some influence on age of initiation. Some researchers attribute the
higher rates of early sexual intercourse among black youngsters to specific cultural
patterns and attitudes in different communities. However, when controls are added
for socioeconomic status, much, but not all, of the differences in prevalence dis-
appears. Young people from low-income families, with uneducated parents who
are not supportive ‘or communicative are much more likely to initiate sex at early
ages. Children who are not engaged in school activities, who have low expecta-
tions for school achievement, and hang around with and are easily influenced by
friends in similar situations are more prone to early sex. This behavior is often
preceded by other high-risk behavior, such as early substance use and truancy.
Children who perceive that they may have poor prospects for the future and live
in communities that are poor, segregated, and lack employment opportunities are
more likely to initiate sex at early ages.

TaBLE 5.7. Antecedents of Early Sexual Intercourse, Nonuse of Contraception, and Early
Childbearing

Early
Sexual Nonuse of Early
Antecedent Intercourse Contraception Childbearing
Demographic
Age **Early sex **Early sex
Pubertal development * Males
Sex ** Males
Race/ethnicity ** Blacks * Hispunics **Blacks
Personal
Expectations for education ~ **Low **Low **Low
Perception of life options * Poor prospects *Poor prospects * Poor prospects
School grades ** Low **Low **Low
Conduct, general behavior ~ ** Truancy ** Delinquency
Religiosity **Low attendance **Low attendance
Peer influence ** Heavy influence *Peer attitudes
Peer use * Emulate peers
Conformity—rebelliousness * Nonconformity
Beliefs about risk *Unconcerned
Involvement in other high- * Early delinquency
risk behaviors * Substance use
Psychological factors *Impulsive
Self-esteem * Lack locus of
control

Relationship to partner ** Uncommitted

b TG R R S
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An observer of the contemporary urban scene can easily imagine how t'hxs
carly sex takes place. Many children hang mmd on street comers even durm(g1
the school day, being drawn into the street life of gangs, drugs, prosututll(:n,b an'-
the vast underground economy (sales of stolen goods, drugs, off—the-boo s Ufl
nesses and services). In burned out areas, there are many buildings one can enter
to engage in these illicit activities. Even in more afﬂu.ent areas, children f<:an use;
their own homes for sexual encounters because family members are often no

- present during the daytime. The Johns Hopkins Survey fou

couch has long since displaced the back seat of the car or
of intercourse.

nd that the living room
the beach as the place

Use of contraception follows a pattern that is_linked to early initiation of tk11n-
tercourse and other behaviors. Hispanics are less likely to use contraception el ex:
initially or subsequently. Young sexually acti've teens who do not‘use contracggr
tion are more impulsive and lack an internalized locus of control; they are p
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planners. They are more likely to have *‘casual’’ sex and not be in committed
relationships with partners. These high-risk youngsters have low prospects for the
future, low expectations, and low grades. Their parents have limited education
and are less likely to communicate with them.

Young women who become teen parents are those who enter into sexual rela-
tionships at very early ages (more typical of black youngsters) and use no contra-
ception (typical of Hispanics). Again, they fit the pattern—they are low achievers
in school, have poor prospects, and low expectations for the future. Girls who
become teen mothers often have friends whose attitudes are accepting of early
parenthood. Teen mothers come from poor families, frequently single-headed
(mother) households, with low educational levels, and often their mothers were
teen mothers as well as their older sisters. Girls who become teen mothers do not
have parents who support or monitor them (what one researcher called ‘‘talking
and tracking’*). Their homes are located in poverty areas, with segregated schools
and high unemployment rates. Homes lack cultural resources such as books and
magazines.

Questions have been raised about whether girls who become teen mothers are
less cognitively able than their same-age peers. This question can only be an-
swered in terms of ‘‘basic skills,”" and in this area, teen mothers are at a great
disadvantage. Those who have the lowest level of basic skills are many times
more likely to become mothers inadvertently and at early ages. Some of the teen
mothers appear to be submissive and depressed; motherhood is something that just
happened to them. The most graphic description of this phenomenon came from
a teen mother in Florida: *‘I was just standing there and he came along and put
his thing in me, and a couple of months later they told me 1 was gonna’ have a
baby."

Summary

The risk of negative consequences deriving from adolescent sexual behavior can
be defined at three points: the initiation of sexual intercourse, the use of contra-
ception, and the birth following an unintended pregnancy. Premarital sexual inter-
course has become increasingly described as normative behavior during the teen-
age years. (It is not entirely clear whether such behavior wasn't always normative,
or whether the survey methodology has just become more reliable.) Recently, the
most dramatic documented changes have been in the age of first intercourse. We
have estimated that as many as 5 million boys and almost 3 million girls have
already had sex prior to their eighteenth birthdays. Not all of these young people
have frequent sexual relations. Others lose their virginity as a result of involuntary
experiences, from incest, rape, sexual abuse, and other unwanted sexual activities.

Early sexual activity can lead to very negative consequences, particularly early
pregnancy, but also high rates of STDs and high risk of AIDS. There is a growing
consensus that interventions should address this issue by presenting arguments and

skills for delaying the initiation of sexual intercourse until one is ready to assume %

the responsibilities for the consequences.
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One argument for delay is that early initiates rarely use contraception. The
path from nonuse of contraception to subsequent negative consequences is well
documented. We have shown that close to 800,000 young sexually active girls
under the age of 18 are not using any contraception. Their reasons for nonuse
range from lack of planning to lack of access to fear of the health consequences
from birth control pills. Nonusers of contraception are particularly ignorant about
the risks of STDs and early pregnancy. Young boys are even more ignorant about
contraception than young girls. Even among teenagers who have used contracep-
tion, many use ineffective methods such as withdrawal and douches, and many
use effective methods sporadically or incorrectly. Documentation is strong for
interventions that ensure that all sexually active teenagers have adequate infor-
mation about contraception and access to quality birth control services.

The most compelling data about adolescent pregnancy emerge from the re-
search on the antecedents and consequences. Teen mothers have a myriad of short-
and long-term problems, as do the babies they bear, the fathers, their families,
and, ultimately, their communities. Among girls under the age of 18, 178,000
became mothers in 1987, for the most part, unintentionally (80%) and unmarried
(72%). The research documents and observations verify that teen childbearing has
become a *‘job’* for low-income underachievers. Unfortunately, it is a job they
are ill-equipped to carry out. Achievers (e.g., girls who are doing well in school
and expect to go to college), when confronted with this situation, obtain abor-
tions.>® Only a few put their babies up for adoption.

One of the most significant research findings in recent years has confirmed the
interrelationships between basic skills, poverty, and teen childbearing. Based on
an analysis of the National Longitudinal Survey of Youth,* the data reveal the
percent of 16- to 19-year-olds who were already mothers, by race and according
1o basic skills and poverty levels:

Basic Skills: Below Average

Average or Better
Family Income: Below Poverty Above Poverty
White 21% 3%
Black 23 3
Hispanic 21 5

Girls with low basic skills from poverty families were five to seven times more
likely to have become mothers during their teen years than girls with average or
better basic skills and not from poverty families. Differences among whites, blacks,
and Hispanics were insignificant. This analysis provides strong confirmation for
the *‘underclass’’ theory—that increasing numbers of young people in the United
States are falling behind and being cast in roles that will prevent them from ever
catching up and ‘‘making it."” Although race is a factor, poor nonachieving white
youngsters have low odds for success as well.

Our analysis suggests that interventions to prevent early childbearing must
encompass the problems of low basic skills and the effects of poverty. This greatly
expands the scope of the adolescent pregnancy field into an exploration of what
has been called *‘life options.’* Our review here demonstrates the validity of preg-
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nancy intervention programs that seek to expand the opportunity structure for these
disadvantaged youth.
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and Dropping Out

- In this chapter, we turn to the risk behavior that appears to underlie many of the
£ problems addressed so far. Low achievement in school has been shown to be an
. important predictor of substance abuse, delinquency, and early sexual intercourse.
£ And as we will see, not only are many of the antecedents of poor school perfor-
}  mance the same as those for other problem behaviors, so are the consequences.
'_ Moreover, low academic achievement is both a predictor and a consequence of
J- other kinds of risk behavior, as well as being a problem in itself. Understanding
' the epidemiology of school failure and dropping out is fundamental to this book’s
i argument: that high-risk behaviors are interrelated and, therefore, interventions
f- must be comprehensive.

¥ School failure is a process rather than a single risk event. A young person
;. initiates hard drug use or has early unprotected sexual intercourse or first commits
& a delinquent act at a specific time and place. Usually these actions are voluntary
¢ and follow a personal decision (although they are heavily influenced by the social
~ environment). Low achievement results from an array of forces, many of which
B are outside the control of the child. The quality of the school is, of course, a
B major factor, as are the actual classroom practices and attitudes of the teacher.
Estimates of the risk of other problem behaviors can be projected Based on
& individual characteristics. Children with certain attributes are more likely than
k. others to get involved in certain behaviors. This is not necessarily the case for
- estimating the risk of school failure since the probabilities are conditioned by both
* individual characteristics and the quality of the school. Children from disadvan-
' taged households have been shown to succeed in excellent schools, while some

schools are so inadequate that success is an exception.

Unlike the other behaviors, risk of educational failure is measured routinely
for almost all children at frequent intervals. Report cards inform children about
their progress and, in aggregate, these marks produce a grade point average for

: each student. An even simpler measure of educational progress is based on modal
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grades by age. Being more than a year overage for a grade is a strong indicator
of educational failure. A widely used assortment of achievement tests and assess-
ments produce comparative scores o measure progress at various grade levels.
However, leaving school prior to graduation is a different kind of measure, one
that is known to the student but not necessarily collected systematically by school
systems. No uniform procedures are required of school districts for tracking school
attendance. Even Census data may be inaccurate, since parents who are surveyed
may be unaware of their children’s actual school status.

Sources of Data

The education field has produced a vast array of literature on educational failure
and school dropout rates. Table 6.1 summarizes the sources of data generally
utilized for studying educationally disadvantaged youth. One longitudinal study is
the major source for information about school achievement and dropping out: the
High School and Beyond Survey (HS&B). This large-scale, follow-up survey of
high school sophomores was first conducted in 1980 by the National Center for
Educational Statistics.! The National Longitudinal Surveys of Labor Market Ex-
perience from 1979 to the present have also been used to examine basic skill

TaBLE 6.1. Sources of Data on School Failure and Dropout

Sample

Source and Subject Year Size Citation
National surveys
High School and Beyond: 1980 58,000 Barro and
sophomores and seniors Kolstad 1987
in 1980 1983 12,200 Peng 1983
National Longitudinal 1979~ 12,686 Berlin and
Surveys of Labor Market 1986 Sum 1988
Experience: males and
females 14-21 in 1979
National Assessment of Annual All U.S. Department
Educational Progress: students of Education 1988
test scores
Current Population Annual 60,000 U.S. Bureau of the
Survey of the Census Census 1988
Bureau: household survey
Local surveys and studies
Edmonds, Washington: 1983 1,451 Brown 1988
ninth graders in 1983 1988
Chicago: ninth graders 1980 39,500 Designs for
in 1980 1984 Change 1985
Dade County, Florida: 1980 18,829 Stephenson 1987
eighth graders in 1980 1985

levels and consequences Over time.2 The Current Population Survey of the Census
Bureau collects detailed data annually about school enrollment through a house-
hold survey.’ Test scores are compiled by the National Assessment of Educational
Progress, conducted by the Department of Education.* In addition to national sur-
veys, there are literally hundreds of small studies that focus on educational vari-
ables; only a few of these are cited in Table 6.1 as examples of the kinds of data
available.’

Consequences of School Failure and Dropping Out

Low school achievement, poor grades, or being overage for a grade all lead to
dropping out. However, not everyone who has low grades or is overage drops out.
But for poorly equipped graduates, low grades and low test scores may stand in
the way of admission to college. In some cases, low grades indicate the lack of
basic skills, severely limiting job opportunities and adversely affecting many as-
pects of the quality of life. Thus, many young people who complete high school
still face barriers to success, particularly if they are black or Hispanic.

The consequences of dropping out are well documented (see Table 6.2). School
dropouts have significantly fewer job prospects. They make lower salaries and are
more often unemployed (some permanently). Dropouts are also more likely to be
welfare dependent and more frequently experience unstable marriages. Dropouts
are much more likely to be involved in problem behaviors of all kinds, including
delinquency, substance abuse, and early childbearing. The chances of becoming
an adjudicated criminal and serving time in prison are much higher for dropouts
than for graduates, and yet there is conflicting evidence on the association between
dropping out and criminal behavior.® Earlier studies suggested that, fc?r marginal
youths, dropping out helped speed up the transition to adult roles (getting a job,
forming a family). More recent studies indicate that failure to achieve a high
school education predicts subsequent criminal behavior. This difference probably
reflects changing labor force requirements; in the past, dropouts could find legiti-
mate employment opportunities in industrial and service jobs. With increasing
technical demands, ill-equipped job-seekers more often turn to illegitimate sources
of employment, such as drug dealing and fencing ‘‘hot merchandise.’’ Finally,
society suffers the consequences of dropping out in terms of lost revenue from
diminished taxes and increased welfare expenditures. In more graphic terms, it is
unhealthy for a community to have a bunch of alienated undereducated unem-
ployed kids hanging out on street comers getting into trouble.

This understanding of the consequences suggests that risk behavior be mea-
sured in terms of two dimensions: risk of failing and risk of dropping out. Three
kinds of measures will be used here to estimate target populations for interven-
tions:

e The prevalence of being one oOr two years behind modal grade (older than
the average age in that class).

e The prevalence of low test scores.

e The prevalence of dropping out.
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TabLE 6.2. Consequences of School Failure and Dropout

Consequences
Behavior Short Term Long Term
Low achievement Nonpromotion Dropoul. _
Poor grades Difficulty gaining admission to Low basic sknll.s_
college Low employability
Truancy, absenteeism Lack of a college degree
Nonpromotion Low seif-esteem Dropout
Left back Low involvement in school
activities
Problem behaviors
Alienation
Dropout Unemployment No entry to labor force

Welfare dependency
Low-level jobs

Low wages Low lifetime earnings
Repeated job changes

Depression Later regrets

Alienation Poor physical health
Mental health problems

Low basic skills Illiteracy

Delinquency Criminal career, prison
Marital instability
Divorce

Pregnancy Early childbearing

Abortion
Social costs: lost tax revenue,
welfare expenditures

Svurces. D. Kandel, V. Raveis, and P. Kande!, **Continuity in Discontinuities: Adjustment in Young Adulthood of
Former School Absentees,”” Youth and Society 15(1984): 325-52; G. Berlin and A. Sum. _Toward a More Perf;:
Union: Basic Skills. Poor Families, and Our Economic Future (New York: Ford Foundauon. 1988), pp. 24~
E. Ginzberg, H. Berliner, and M. Ostow, Young People ai Risk: [s Prevention Possible? (New York: Ford Fou.m‘h-'
ton, 1988), pp. 105-21.

These probabilities will be applied to individuals to be consistent with the previous
estimates. However, it should be kept in mind that certain schools and comm
ties are generators of school failure and produce high-risk childrep. (In Chaj
12, we will describe schools and communities that have been effective at prevel
ing failure and reducing the dropout rate.)

Prevalence of School Failure and Dropout

Behind Modal Grade

About two-thirds of U.S. students are in their ‘‘modal grade’’—the grade
sidered the appropriate one for their age. However, at least 4 percent are twi
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more years behind their modal grade (e.g., they are two or more years older than
their classmates) and about one in five is one year behind. The higher the grade,
the higher the proportion of enrollees who are behind their grade. About 7 percent
are one or more years above grade, a proportion that is relatively constant from
kindergarten through twelfth grade. Assuming that some of the 7 percent are above
grade as a result of being **skipped,’* the normal age distribution would be about
5 percent below grade, 90 percent modal, and 5 percent above, The fact that 27
percent of 10- to 17-year-olds are below modal grade suggests that this measure
can be used as a rough indicator of educational disadvantage. As many as one in
five may have ‘‘flunked”’ a grade at some time.

School policies delineating whether or not a student will be kept back in a
grade show great variation and generate considerable controversy. Educators seem

1o disagree on the effects of such policies on student achievement and personal

adjustment. Holmes conducted a metaanalysis of 63 studies in which retained
students were compared with promoted students in elementary and junijor high

g schools.” He found significant negative effects on the students who were held
f: back, with the largest effect on academic achievement, followed by social adjust-
k ment and behavior, attendance at school, and attitudes toward school. These ef-
g fects were maintained even in studies where the samples were controlled by IQ

scores and prior achievement. The higher the grades (up to seven), the greater the
effects. Holmes also selected nine of the studies that reported positive effects of
grade retention (and lowered the total negative effect score for the aggregate), and
these studies were all found to be intensive remediation programs with very small

F: classes in middle-class communities. He concluded, ‘‘Those who continue to re-
B tain pupils at grade level do so despite conclusive evidence that the potential for
f-negative effects consistently outweighs positive effects.”’

Falling behind one’s age peers in school is strongly predictive of dropping out.

g Large-scale surveys have consistently demonstrated that many more dropouts than
# graduates have been held back, usually in the early grades. Smith and Shepard
f point out that ‘‘retention increases the probability of eventually dropping out of
f school by 20 to 30 percent, even with achievement, socioeconomic status and

‘gender controlled.”’® In one large school district (Austin, Texas), almost half of

Ethose who were behind grade dropped out of school compared with 18 percent
g Who were at modal grade level and 5 percent of those who were above.® In an-
fother school district (Dade County, Florida), 55 percent of those who were two
£or more years behind dropped out as did 40 percent who were one year behind
band 21 percent who were at modal grade.'°

According to Census data for 1986, almost 5 percent of 10- to 17-year-olds
[ e (wo or more years behind, and close to 22 percent are one year behind. Hence,
three out of ten of the youngsters in this population are in this very high-risk

geategory. Table 6.3 presents these two measures by sex, age and grade, race, and

Hispanic origin. The modal grade for 10-year-olds is fifth, ranging up to grade

gwelve for 17-year-olds, Males are much more likely to have been retained in a

ipade than females. For the younger cohort, ages 10 to 13 (grades 5 to 8), 31
cent of males are below their modal grade compared with 23 percent of fe-
es. For 14- to 17-year-olds (grades 9 to 12), the difference is even greater, 31
cent for males compared with 21 percent for females.
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TABLE 6.3. Modal Grade of Enroliment of 10- to 17-Year-Olds, by Sex. Age, Race, and
Hispanic Origin, 1986

Percentage Two or More

Years Behind Percentage One Year Behind
Age and Grade White Black Hispanic White Black Hispanic
Males
10 5 3 7 4 26 34 39
16 3 6 6 27 30 22
127 5 14 10 26 32 40
13 8 4 8 12 26 36 35
14 9 7 11 18 24 38 37
15 10 6 11 13 22 33 18
16 11 6 20 16 26 28 37
17 12 7 16 15 22 30 29
Females
10 5 3 4 6 20 25 30
16 2 6 4 20 30 2
12 7 3 6 8 16 28 20
138 3 6 1 19 28 30
14 9 3 7 9 17 22 28
15 10 3 6 9 19 24 24
16 11 4 9 17 16 22 25
17 12 5 8 17 14 22 24

Source: U.S. Burcau of the Census, **School Enroliment—Social and Economic Characteristics of Students: October
1986, Current Population Reporis. Series P-20, No. 429, 1988, pp. 60-62.

Black and Hispanic students have a greater probability of being left back than
white students. For most age and sex groups, the probability of being two or more
grades behind is at least twice as high among minority children as among white
children.'! The differences between blacks and Hispanics by age and sex groups
are not entirely consistent, but the patterns are clear. Among minority males, more

than one in ten are two years or more behind grade, and the higher the grade, the |

greater the evidence of having been left back.

A recent report from the New York City school system showed that 40 percent
of ninth and tenth graders were a year or more older than average at the time that
they were entering into high school from junior or intermediate school.'? There
were significant differences in the age of entrants according to the type of high
school: 61 percent of those entering a general inner-city school were already be-
hind grade compared with 28 percent entering a specialized school for the health
professions. School officials claimed that “‘the age of the student in a particular
grade (is) the best indicator of whether the student will drop out.™

Test Scores

Not only are many children being held back in grades, they are also unable to -

perform on achievement tests up to acceptable norms (which may be one reason
they are being left back). The whole subject of achievement tests is, of course, a
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TABLE 6.4. Prevalence of Low School Achievement (Reading and Math) by
Age, Race, and Hispanic Origin

Reading: Math:
Percentage Below Average Percentage
Intermediate Level of Scores Incorrect
Ages Ages
Race and
Ethnicity 9 13 17 -9 13 17
ToTAL 82 40 16 44 39 40'
White 78 33 11 41 37 37
Black 95 65 34 55 52 55
Hispanic 95 61 31 52 48 51
Source: U.S. Department of Education, Yoush Indicators 1988 (Washingtoa, D.C.: Office of Educational
R h and Impro 1988). For reading: p. 85, cited to U.S. Dep of Education, National
Institute of Education, National A of Educational Progr The Reading Report Card (n.d.),

for 198384 scores; for math: p. 62, cited to Education Commission of the States, The Third National
Assessmeni: Resulis, Trends, and Issues (1983), for 1981-82 scores.

“can of worms.”’ Achievement measurement instruments have been the subject
of extended controversy, with claims that they are culturally biased and measure
the teacher’s abilities more than the students. For the purposes of this discussion,
we will review some of the findings put forward by the educational establishment
with the caveat that there are many questions about the reliability of these mea-
sures.

Table 6.4 shows the percent of students reading below the intermediate level

o ages 9, 13, and 17 by race and Hispanic origin according to the National As-

sessment of Educational Progress (NAEP). Reading ability improves with age, so
that by age 17, the majority of young people are relatively literate. In 1984, about
16 percent of 17-year-olds were unable to read at what the NAEP considers a

. functional level. However, group differences are significant—more than a third of
' black and 31 percent of Hispanic youth are unable to read even at the intermediate
£ level. Math achievement (also shown on Table 6.4) follows similar patterns, al-

_ though age differences are not marked. On average, 17-year-olds could answer
K. only 60 percent of the math questions correctly, with an average incorrect score

of 40 percent.
A detailed study of the Chicago school system revealed the extent of low test
scores and their relationship to type of schools.'® This study compared Chicago

. students with the national average for reading below the Minimum Competency

Level (MCL: more than 4 years below the national average for reading achieve-

' ment in the fall of their senior year). In the nation, 18 percent of seniors rank

below the MCL. In Chicago, as a whole, 29 percent of seniors fell below that
level. Yet there were vast differences according to type of school. In Chicago, a
segregated school is defined as one with more than 70 percent minority enroll-
ment. About two-thirds of all Chicago students in public schools are in segregated
schools. Only 6 percent attend specialized academic high schools, and the rest
attend either integrated, nonselective high schools or vocational schools. In selec-

* (ive academic high schools, only 2 percent of seniors were reading below the
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MCL as were 20 percent of the seniors in integrated, nonselective high schools
and 16 percent in selective vocational high schools. However, for those seniors
who were attending segregated, nonselective high schools, 41 percent were read-
ing below the MCL, at or below the eighth grade level.

Dropping Out

Although everyone talks about the **dropout rate,”’ there is no common definition.
The Bureau of the Census uses one approach and the U.S. Department of Educa-
tion another. The figure most often stated is that about 1 in 4 of U.S. students do
not finish high school. The Current Population Survey (CPS) of the Bureau of the
Census produces annual estimates of the proportion of various age groups that are
neither enrolled in school nor have graduated from high school by a certain age
(Table 6.5). In 1986, 6 percent of 16- to 17-year-olds and 12 percent of 18- to
19-year-olds had dropped out without completing high school.'® The Center for
Educational Statistics (CES) of the Department of Education tracks the number of
yearly high school graduates and the number of freshman students enrolled four

years earlier in each state. The difference between the two CES figures is assumed 4

to be the number of dropouts. CES estimated **graduation rates’” for the nation's

public school students in 1985 based on the aggregate for each state adjusted for
migration and unclassified students.!> This produced a graduation rate of 71 per- .
cent, and a dropout rate of 29 percent. Areas with low graduation rates (under 65

percent) included all of the South, the District of Columbia, Nevada, New York,
Tennessee, and Texas. '

Data from the High School and Beyond Survey show that 14 percent of those :if
who were sophomores in 1980 had dropped out prior to graduation in 1982. How-
ever, a follow-up survey in 1984 found that 38 percent of those who had dropped "3
out had completed school requirements either by returning to high school or get-
ting a general equivalency diploma (GED).'® Another 13 percent had returned to 3

TaBLE 6.5. Prevalence of Dropping Out According to U.S. Census by Age,
Race, and Hispanic Origin, 1986 '

Percentage Not Enrolled and
Not Graduated by Age

Race and Ethnicity 14-15 16—-17 18-19 20-21
ToTAL 2 6 12 15
White 2 7 .12 14
Black 3 5 15 18
Hispanic 4 15 27 35
Inside central city 3 7 14 18
Suburb 2 5 10 12
Nonmetro 2 7 14 16

Note: For 10- to 13-year-olds, | percent are not enrolled in every category.
Source: U.S. Bureau of the Census, **School Enroliment—Social and Economic Characteristics of Stu-
dents: October 1986," Current Population Reports, Series P-20, No. 429, 1988, pp. 5-7. 9.
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high school, but either failed to graduate or were still there. A study by the Gen-
eral Accounting Office (GAO) arrived at 13 to 14 percent as the estimate of drop-
outs among youth aged 16 to 24 (derived from both the Census and the HS&B),

. a ‘“‘reasonable indicator”’ of the problem.'?

Given the fact that high school completion rates have steadily increased over
time, one might ask why there is so much concern about the dropout issue. As
with all social data, the aggregates hide the problem. In the United States today,
there are many school districts where fewer than half of the students complete
high school. The special studies tell the story. The Chicago study previously re-
ferred to found that there were enormous differences in high school completion
rates according to type of school. For the city as a whole the completion rate was

45 percent (compared with 92% in suburban Cook County). The graduation rate

was 73 percent for students who attended academic high schools, 65 percent for
nonselective, integrated schools, 52 percent for vocational schools, and 38 percent
for nonselective, segregated schools. No differences in dropout rates were found
between segregated schools that were primarily used by black students (27 schools)

£ and Hispanic students (4 schools). In New York City, 3 out of 4 black students

and 4 out of 5 Hispanic students do not complete high school within the traditional
four-year period.!®
High dropout rates are endemic in inner city and segregated schools all around

b the country.

Numbers at Risk

t The Census figures have been used to produce current estimates of the numbers
. of young people at risk of failure and dropout. Among the nation’s 28 million 10-
¥t 17-year-olds, more than one out of four—7.4 million—are behind their modal
> grades (see Table 6.6). Of these, one in four—I1 .4 million—are two or more years
behind. This second group is at very high risk of eventually dropping out. Ac-
. cording to the Census figures, about 700,000 young people under the age of 18
> are already out of school and have not graduated. Some will obtain a general

TABLE 6.6. Numbers at Risk of School Failure and Dropping Out
in 1986 (in millions)

Age Age Age
10-14 15-17 10-17
Behind modal grade
by one year 3.8 2.2 6.0
by two or more years 0.7 0.7 1.4
Total behind 4.5 .29 7.4
Already dropped out* 0.2 0.5 0.7

*Not enrolled or graduated from high school.

Source: Prevalence rates from Tables 6.3 and 6.5 applied to population estimates from
Table 2.1.
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equivalency diploma (GED), but the majority will encounter long-term employ- TABLE 6.7. Antecedents of School Dropout

Prevalence of School Failure and Dropping Out

ment problems in the absence of basic skills.

Association with Dropping Out

) ; ) o . Antecedent
In the younger cohort, likely to be in middle or junior high school grades, 4.5
million 10- to 14-year-olds are behind grade. Only a small number have already Demographic
dropped out. As would be expected, the number of dropouts is much higher among Jl ';f:
older students. At least half a million 15- to 17-year-olds are already out of school.  Race and ethnicity
Personal

Expectations for education
School grades
Basic skills
3N School promotion
E 3 " Auitude toward school
3 Conduct, general behavior
Peer influence

Antecedents of School Failure and Dropout

In this discussion of the antecedents of school failure and dropping out, we return
once again to the ‘‘chicken and the egg"’ quandary. Which variables precede fail-
ure and dropout, and which ones are the results of alienation from sc¢hool? Com- 3
paring the antecedents (Table 6.7) with the consequences (Table 6.2), it is obvious
that many variables appear on both lists. For example, delinquent behavior is both 3 s
a predictor of dropping out and a consequence; acting out in class, truancy, and
minor offenses during the early years happen prior to school failure and, once out -
of school, dropouts are more likely to commit serious offenses than those who -3
stay in school.

The antecedents of school failure and dropping out are similar; it has been
well documented that poor grades and being left back often lead to dropping out
with a kind of inevitable progression. The literature on the antecedents of drop-
ping out is very rich,'® but less is known about those who fall behind their modal
grades. One multivariate analysis of 1977 Census data showed that the antecedents
of being below modal grade were how much income the child’s family had and
the educational level within the household.?® As with many more recent studies,
other characteristics, such as living with one or two parents, or race, were not
significant when socioeconomic status was accounted for. Parental support is a
key factor in school performance; several studies document the finding that strong
parental guidance is as important as coming from a two-parent family. Milne et
al. conducted analyses of two major national data sets that included variables
about educational achievement (math and reading scores) as well as parental sta-
tus. They concluded that the negative effects on achievement of living in a one-
parent famlly were ‘‘entirely mediated’’ by other variables, specifically fanuly
income.?

Researchers have been interested in delineating among family types in regard
to “*parenting styles'* and looking at differential effects. Baumrind and Black have

School involvement
Involvement in other high-risk behaviors

S Social life
Conformity~rebelliousness
Psychological factors
Pregnancy

Family

Household composition

Income, poverty status

Parental education

Welfare

Mobility

Parental role, bonding, guidance

Culture in home
Primary language
Community

Neighborhood quality

School quality

Employment

*+Qld for grade
* Males
**Native American, Hispanic, Black

**Low expectations, no plans for college
**Low grades
**Low test scores
** Left back in carly grades
**Strong dislike, bored
**Truancy, ‘‘acting out,"’ suspension, expulsion
*Friends have low expectations for school
**Friends drop out
**Low interest, low participation
*Early delinquency, substance use, early
scxual intercourse
* Frequent dating, riding around
*Nonconformity, alienation
* Stress, depression

**High rates for childbearers

* Inconsistent data
** Family in poverty
**ow levels of education
*Family on welfare
*Family moves frequently
**Lack of parental support, authoritarian,
permissive
* Lack of resources in home
* Other than English

*Urban, high-density area, poverty area, also
rural

** Alternative or vocational school
**Segregated school

* Large schools, large classes

* Tracking, emphasis on testing

* Public (vs. parochial)

* Higher rates of employment

* = Cited in selected sources
* = Major predictor
Sources: R. Rumberger,

specified three parenting styles: authoritarian (high in demands, low in responsive-
ness), permissive, and authoritative (high expectations, firm enforcement of stan-s
dards, and open communication).?? Domnbusch and colleagues have related par-3g
enting styles to school performance and found that children whose parents have g

authoritative styles have significantly higher school grades than children in othet Encugh is Known for Action (Washi D.C.:

**Dropping Out of High School: The Influence of Race, Sex and Family Background,™
American Educational Research Journal 20(1983):199-220; S. Bamro and A. Kolstad, Who Drops Owi of High
B8 School? Findings from High School and Beyond (Washington, D.C.: U.S. Department of Education, Center for
- Education Statistics, May 1987), pp. 25-60; A. Ha.hn J. Danzbergcr. and B. Lefkowitz, Dropowss in America:
for

types of families (with the exception of Asian children).?® Having cultural re

- Rumberger, R. Ghatak, G. Paulos, P. Ritter, and S. Dx

Ed I Leadership, March 1987), pp. 11-25; R.

busch, ‘‘Family Infl on Dropout Behavior: An

sources in the home, such as dictionaries and reference books, makes a difference
in school achievement levels as well. _
Not everyone who is behind grade will drop out. In any population, a certail

Explonatory Study of a Single High School’ (Unpublished paper, University of California, Santa Barbara, 1988),
26-27; R. Eckstrom, M. Goertz, J. Pollack, and K. Rock, ‘‘Who Drops Out of High School and Why? Findings
" from a National Study,'* Teachers College Record 81(1986): 356-73.

89



i

I
:L
1
4

P

90  High-Risk Behavior

number of children have congenital physical and psychological handicaps that pre-
vent them from moving through the grades as rapidly as their peers.* With special
education classes now mandated, many children progress through the system at
their own speed, but are not necessarily at high risk for negative consequences.

Nevertheless, being behind modal grade and having low grades are the two
strongest predictors of dropping out. As we have seen, males are at higher risk of
dropping out than females, and black, Hispanic, and Native American children
have higher rates than others. Dropout rates are much higher for children whose
primary language is not English, particularly for Hispanics. The higher frequency
for minority children is linked to the socioeconomic status (SES) of their fami-
lies.? Children whose families live in poverty or on welfare have significantly
higher dropout rates. When controls are added for SES, racial differences in school
dropout rates are greatly diminished (but do not disappear entirely). Among SES
measures, parental education is the strongest determinant; the more advanced a
parent’s education, the less likely the child will drop out.

Children who are truant, act out in school, have ever been suspended or ex-
pelled, and are involved in other kinds of problem behaviors are much more likely
to drop out of school than others. Potential dropouts have low expectations for
future schooling, are not involved in school activities, and have friends with sim-
ilar patierns of behavior. Potential dropouts spend more time dating and, in the 3@
suburbs, riding around in cars. Early childbearing .or marriage is a significant =2
antecedent of dropping out (but dropping out is also an antecedent of early child- -3
bearing). Young people who do not finish high school may also have higher rates -
of depression. : _

School quality is an important factor affecting whether or not a child will stay -
in school. Students have higher dropout rates in segregated schools, public voca- 3
tional schools, schools with low teacher-pupil ratios, large schools with large classes,
and schools with emphasis on tracking and testing. Students who feel shut out of 5
school activities, powerless in adversarial teacher—student relationships, and bored
and uninvolved often leave. One survey of dropouts found that 70 percent of ¥
leavers might have stayed ‘‘if teachers paid more attention to students’” and *‘if
we were not treated as inmates.”’ *® These kinds of schools are most likely to be
located either in high-density urban poverty areas or low-density rural areas (not
in suburban areas). Urban communities with high employment rates may have 3
higher dropout rates because of the pull of jobs. In light of the miserable condi- 3
tions in the schools, some young people who drop out have much higher academic .
potential than those who stay in, but they are unwilling to continue t0 €Xposé b
themselves to the daily ‘‘hassles,” humiliations, and dangers they would have 10 -
endure by continuing in school. g

Summary

Millions of young people in the United States are having problems in school
Ample data exist to document that at least 7 million young people are behin
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grade in school and about 14 percent of every class does not graduate from high
school. As a result, the pool of dropouts continues to grow. At the same time,
employment opportunities are more limited than ever before for nongraduates.
And even among graduates, many have such low basic skills that their employ-
ment prospects are also limited.

The facts about school dropout rates are well known, but the measurement of
actual rates at the local level is very inconsistent. It is becoming increasingly
evident that certain schools in inner cities (and possibly in remote rural areas)
have dropout rates that are extremely high—as high as 80 percent. Almost no one
graduates.

Children who have a high probability of falling behind in school, receiving
low grades, and eventually dropping out are most often from disadvantaged fam-
ilies living in poverty communities. Some of their families can offer them little in
the way of support or enrichment. Their parents are too intimidated by the school
bureaucracy to interfere. Thus, the children are dependent on the quality of the

_schools, the same schools that may place their students in jeopardy of failure.

Some young people, often those with the most potential, leave these schools be-
cause they are too dangerous and alien.

This negative picture of youth at high risk of school failure should not be
construed as a picture of all schools in inner cities or disadvantaged rural com-
rpunities. As we will see in Chapter 12, there are excellent schools and educa-
tional programs in all parts of the country that work well to promote achievement
among high-risk children. Children who have previously failed in school, or who
have low test scores or poor grades, can be kept in school and assisted to gradu-
ate. Alpert and Dunham have produced a unique comparison of *‘marginal’’ stu-
dents who stayed in school and dropouts from the same schools.?” They identified
five independent variables that explained the differences: the “‘stayers’’ had avoided
misbehavior in school, believed that their school experience had relevance to their
future jobs, had experienced success in school, had parents who monitored their
school performance, and were insulated from peers who had dropped out. We will
see how these same variables are addressed in prevention interventions.
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The Overlap in High-Risk Behaviors

The previous four chapters have reviewed the consequences, antecedents, and
numbers of adolescents at risk of behaviors in four distinct fields of study: delin-
quency, substance use, teenage pregnancy, and school failure. It should be appar-
ent that these fields are interrelated since the same variables have emerged time
and time again as consequences or antecedents of the diverse behaviors. In this
chapter, the commonalities among these fields are analyzed and synthesized. First,
we address the question of common antecedents or predictors of behavior. Then,

we focus on the overlap in high-risk behavior. How many young people ‘‘do il :

all,”” and how many don’t do any of it? From the wealth of data presented in the
preceding chapters and from studies that look at the co-occurrence of these behav-
lors, a ‘‘synthetic estimate’’ is created that quantifies target groups for compre-
hensive interventions.

The Common Characteristics of High-Risk Youth

"

Chapters 3 to 6 presented summaries of the antecedents of the separate problem

behaviors (see Tables 3.7, 4.7, 5.7, and 6.7). A large number of variables were ¥

identified in each category. However, some of the antecedents or predictors _,‘f

plied only to one or two of the behaviors. A summary of the four diverse ﬁelds:'

1ors:

1. Age:
volvement in the behavior and more negative consequences.

2. Expectations for education and school grades:
and expecting to do poorly in school are associated with all of the problem
behaviors.

Early initiation or occurrence of any behavior predicts heavy in-'13

of study yields six common characteristics that predict each of the problem behav-.

Doing poorly in school b
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3. General behavior: Acting out, truancy, antisocial behavior, and other
conduct disorders are related to each of the problem behaviors.

4. Peer influence: Having low resistance to peer influences and having friends
who participate in the same behaviors are common to all of the behaviors.

5. Parental role: Having insufficient bonding to parents, having parents who
do not monitor, supervise, offer guidance, or communicate with their chil-
dren, and having parents who are either too authoritarian or too permissive
are all strongly associated with the behaviors.

6. Neighborhood quality: Living in a poverty area, or an urban, high-density
community is predictive of these problems.

The research is somewhat ambiguous on several of the variables. Males appear

t act out more than females and get into more trouble in school and out, but

; females have higher rates of smoking and, obviously, pregnancy has more nega-
tive consequences for females. In regard to race, the data on early initiation of
sexual intercourse, early childbearing, school failure and dropping out are clear:
minority youth have much higher rates than white youth. This seems to be the
case for arrest rates in the delinquency field, but not for self-reported delinquent
behaviors. Substance abuse rates are higher for whites, but this may reflect an
inadequate data base rather than actual behavior.

Household status is typically measured by whether or not the youngster is
g being brought up in a household with both parents, one parent, or some other
¥ arangement. Much attention has been given to single-headed female households.

B The relationship between this variable and delinquency, substance abuse, and
' dropping out is not clear: the research suggests that it is more the quality of the

parenting than the composition of the family. Thus, one nurturing parent of care-
taker can be a more significant influence and guard against high-risk behavior than
wo nonnurturing parents. The family bonding variable is very strong in all the
research. Parental practice of high-risk behaviors is a frequent antecedent of prob-

¥ _lem behavior in children and suggests the importance of parents as role models.

i

) ’ Low ‘‘religiosity’’ (infrequent church attendance) is related to unstable family

patterns, and predictive of most, but not all, of the problem behaviors.
© Some of the ambiguity in the substance abuse literature about social class
£ variables may reflect greater interest on the part of the researchers in psychological

than in social variables. Poverty status and low parental education—two important
g components of measuring SES—are specific predictors of delinquency, teen child-

: , bearing, and school failure. The confusion about the effects of being in a single-

__" parent family stem from the fact that mother-only households are much more

B likely to be poor. Thus, when controls are added for SES, other variables, such

as household composition, have little or no effect. Studies that included indicators
k- of the availability of cultural enrichment in the home (e.g., encyclopedias, mag-

B azines, classical music, home computers) suggest an additional aspect of social
g class influence (and affluence). The more **culture,”” the less problem behavior.

School quality appears to be another important variable for the categories of

delinquency, substance abuse, and dropping out. No studies could be identified
B that related the quality of the school to teen pregnancy rates, although evidence is
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strong that the lack of basic skills is a significant predictor of adolescent child-
bearing. Studies did, however, link segregated school systems with high preg-
nancy rates as well as high dropout rates.

It is difficult to summarize the findings on psychological variables in relation-
ship to problem behaviors because of the wide range of variables (and testing
instruments) used. Depression is one primary diagnosis about which there is
agreement: depression and related stress are documented antecedents of school
dropout rates and substance abuse. Hyperactivity, aggressiveness, and other forms
of antisocial behavior at early ages often lead to delinquency. Alienation is related
to delinquency and dropping out. Lack of conformity and rebelliousness are as-
sociated with problem behaviors (except early childbearing). The evidence on ge-
netic predictors and congenital psychopathology suggests some association with
substance abuse and delinquent behavior. Boys with alcoholic fathers appear to
have a markedly higher prevalence of alcohol abuse. However, there is an ongo-
ing debate about the relative influence of biological versus social environmental
factors.

Low self-esteem is believed by many to be an important predictor of problem
behavior. The literature, however, does not support that hypothesis. Measures of
self-esteem and locus of control rarely reach significance levels in multiple vari-
able analyses. Low self-esteem has been related to substance abuse but found not
to relate to dropout rates. Externalized locus of control has been associated with
dropping out, but the findings on substance abuse are contradictory.

Each behavioral field employs specific variables that may not be included in
more general studies. Delinquency has been related 1o early conduct disorder and
handicapping conditions. Substance abuse is not only related to peer influences, it
is also affected by peer use. In this field, young people who do not believe in the
consequences of their actions are more likely to be heavy users. In the pregnancy
field, it is hypothesized that a low perception of life options is associated with
high rates of early childbearing. Girls who do not use contraception are more
likely to be in uncommitted relationships with partners (casual relationships rather
than going steady). Dropping out of school is specifically related to disliking school,
having a primary language other than English, being in a welfare family, moving
frequently, and living in communities with high rates of youth employment (ex-
ercising a pull away from school).

Many more common antecedents have been identified than uncommon ones.
School experience, family support, peer influence, general conduct, and neighbor-
hood quality appear to have a strong impact on the probability that a young person
will engage in any of the behaviors at early ages and experience negative conse-
guences.

Evidence of Overlap from Multivariable Surveys

To sort out the overlap in the behaviors of interest here, we return once again to
the major surveys that have been conducted which include at least two of the
behaviors. We want to know, in a given population, how often do behaviors co-
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occur. Ideally, one survey would tell it all: (1) the proportion who are simulta-
neously having trouble in school, delinquent, sexually active, and abusing drugs
and (2) the proportion who do some of these things occasionally. No recent survey
meets all of the requirements for this exercise. Therefore, it is necessary to extract
as much as possible from available data sources and then make some assumptions
about the target populations.

The Jessor conceptualization of the problem behavior syndrome dates back to
research on drinking behavior in a tri-ethnic community in the mid-1960s, fol-
lowed by the seminal longitudinal study begun in 1969 based on a sample of white
suburban junior high school students. In the sample of tenth to twelfth graders
(1972), Jessor found that 28 percent of the males and 16 percent of the females
were _problem drinkers,! and that there were significant relationships between problem
dnnklflg. marijuana use, nonvirginity, deviance (engaging in socially disapproved
behaviors like shoplifting or truancy), and low church attendance. For example,
virtually none of the alcohol abstainers were marijuana users comphred with 80
percent of the problem drinkers. Among males, 5 percent of abstainers were sex-
ually active compared with 52 percent of the problem drinkers, and for females,
the comparable measures were 4 percent and 73 percent. Among abstainers, 64
percent of males and 52 percent of females were high in church autendance com-
pared with 27 percent and 18 percent of the problem drinkers.

These interrelationships between high-risk behaviors have been corroborated
by Donovan and Jessor in analyses of more recent data based on more represen-
tative and larger samples. They conclude that there is a common factor underlying
al.l of these behaviors, and that is unconventionality (as measured by lower reli-
gnos.ity, tolerance of deviance, more liberal views, peer approval of deviant be-
havior, poor school performance, and so on).> Donovan and Jessor’s latest work
is based on the Adolescent Health Behavior Study, conducted in the seventh to
twe.lfth grades of one school district in Colorado with a sample of predominately
wl.ute, middle-class youth. They created a Problem Behavior Index (PBI) by sum-
ming up involvement with marijuana and cigarettes, heavy drinking, delinquency,
church attendance, and school behavior and demonstrated the correlation between
the PBI and health behaviors, health attitudes, and unconventionality. Using un-
pub_lished data from their survey, we can observe the distribution of problem be-
haviors and relate the numbers of problems to school performance (Table 7.1).
More than half of the students reported no problem behavior, about one-fourth
reported one such behavior, 18 percent reported two or three, and only 8 percent
reported four or five. The distribution of problem behaviors was strikingly differ-
ent according to school grades. Fully 27 percent of low achievers (with typical
marks of D or lower) reported four or five problem behaviors compared with only
4 percent of high achievers (with marks in the range of A and B). Only 19 percent
of low achievers reported no problem behavior compared with 61 percent of high
achievers.

_ Erickson and her colleagues have analyzed data from a sample of middle and
high school students in Los Angeles to show the distribution of multiple-risk be-
ha\fiors (sex; drugs, and alcohol).? In this group, 30 percent were neither sexually
active nor used substances frequently, 17 percent were at low risk, 31 percent
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TaBLE 7.]1. Distribution of Seventh to Twelfth Graders by Number of
Problem Behaviors and Schoo! Grades

Number of Percentage Distribution
Problem
Behaviors Total As and Bs Cs Ds and Lower
0 51 6l 40 19
1 23 23 23 23
2-3 8 12 25 31
4-5 8 4 12 27

Source: Unpublished cross-tabulations from the Adolescent Health Survey, the Adolescent Health
Behavior Study, 1985. Made available by J. Donovan, Institute of Behavioral Science, Boulder,
Colorado.

moderate risk, and 22 percent at high risk because they were both sexually active
and used substances frequently. In this sample, 19 percent have never had sex or-
used any substances. Peterson’s study of youngsters in suburban Pennsylvania
found that ‘“*more than half seemed to be almost trouble-free, and approximately
30 percent had only intermittent problems. Fifteen percent, however, did appear
1o be caught in a downward spiral of trouble and turmoil .4

More typically, in youth studies, one field is the center of research and other
behaviors are related to it. The review that follows tracks behaviors in that frame-
work.

Delinquency and Other Behaviors

Elliott has analyzed the National Youth Survey (NYS) to examine the relationship
between delinquency, drug use, sexual activity, and the timing of pregnancy.® The
relationship between delinquency and drug use is very strong: among 15- to 21-
year-olds in 1980, 5 percent were characterized as serious delinquents. This small

group accounted for 80 percent of all serious offenses, 94 percent used alcohol, -

85 percent used marijuana, and 55 percent used other illicit drugs. Among the
multiple illicit drug users (13% of the respondents), about one-fourth had been
involved in felonies and more than half in minor offenses. Adding sexual activity

as a variable shows the association between the three behaviors (Table 7.2). Among 3

those 11- to 17-year-olds classified as serious delinquents, 46 percent of males
and 36 percent of females were sexually active compared with less than 7 and 4
percent of nonoffenders. Young people who used multiple drugs had very high
rates of sexual activity, 67 to 71 percent if they were also delinquents and 50 to
43 percent if they were not.

Elliott used the NYS data to show the probabilities of pregnancy within a year

of initiation of sexual intercourse according to drug use and delinquency status at

the time of onset. For those using multiple and illicit drugs or who were serious

delinquents at the time of sexual initiation, the risk of pregnancy was substantially X

greater at ages 12 to 15.° Among those who had first intercourse at age 14, 27
percent became pregnant within a year. For heavy drug users, however, the rate
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TABLE 7.2. Prevalence Rates of Sexual Intercourse
among 11- to 17-Year-Olds According to Delinquency
and Drug Use, 1976 ’

Percentage Sexually

Active
Males Females
Serious delinquemnss 46 36
Multiple illicit drugs 67 7
Alcohal and marijuana 65 33
Alcohol only 35 33
No drugs 34 20
Nonoffenders 7 4
Multiple illicit drugs 50 43
Alcohol and marijuana 21 24
Alcohol only 10 9
No drugs 6 2

Sowrce: D. Elliott and B. J. Morse, *‘Drug Use, Delinquency and Sex-
ual Activity”* (Unpublished paper, Behavioral Rescarch Institute, Boul-
der, Colorado, undated), Table 2.

_ ; was 56 percent, and for offenders 40 percent. Serious delinquency and multiple-
+ drug use are not only related to high risk of pregnancy, they are also associated

with self-reported mental health problems. Among 11- to 17-year-olds in 1976,

. - 28 percent of serious delinquents reported mental health problems compared with
F 9 percent of nonoffenders; 26 percent of heavy drug users compared with 2 per-
8 cent of nonusers reported mental health problems.?

Using data from the NYS, it is possible to distribute the youth population

according to several risk groups.® Among 11- to 17-year-olds, about 11 percent
g were at very high risk—either of serious delinquency or heavy drug use; about 40
" percent were at moderate risk because they used marijuana or alcohol, had com-
¥ mitted a number of minor offenses, or were sexually active. The remaining half
were at virtually no risk: they did not report committing serious crimes or engag-
g ing in frequent delinquent behavior, they rarely used any substances, and they
B were not yet sexually active. Among the older cohort, ages 15 to 21, 15 percent

were at very high risk, 62 percent were at moderate risk, and less than a fourth

e were not at ri\?k. The differences in the two distributions reflect a combination of
-. aging and social trends between 1976 and 1980: more substance use of all kinds,
3 increased sexual activity, less serious delinquency, and fewer minor offenses.

From juvenile court records, one can get an idea of the relationship between

: delinqu?ncy and school failure: it is estimated that 85 percent of juveniles who
¥ appear in court are illiterate.® This extremely high rate may also reflect the differ-

% cntial between those who commit delinquent acts and those who are actually ap-
prehended.
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Substance Abuse and Other Behaviors

Barnes and Welte's study of New York State students found that school miscon-
duct (cutting class, being sent to the principal, elc..) and low school grades were
the most important predictors of alcohol consumption; of those slud.enls who had
10 or more misconduct events, 93 percent were drinkers comparec.i wuh .54 percent
of students who had no reported misconduct.'® Among students with fmllng grades,
82 percent were drinkers compared with 59 percent of A students. As in many
studies, the correlations between alcohol use, alcohol-related prob}ems, anc'l drug
use were very strong. The Michigan survey of high school seniors prgvxd.e_'s a
wealth of information about the attributes of drug users, showing the high inci-
dence of nonconforming behavior, delinquency, and school problems among users
(see Table 7.3). Clearly heroin users are deviant in alr.nost every respect (ba..‘:ed
on a small sample exclusive of dropouts who were not lpcluded in the survey).

The seniors who abstained from drugs, however, did not all .lead exemplary
lives. One in five self-reported a minor theft, a driving ticl_get, cutting c.lasses, and
heavy drinking. Marijuana users and those who only used other.llhcn.drugs on
three or less occasions appeared 1o report similar patierns of behavior, with almost
one-third reporting school and minor delinquency problems.' Almost one-half.of
those students who used illicit drugs but not heroin were cutting school and delin-
quent, as were up o two-thirds of the heroin users.

TapLe 7.3. Drug Use and Other Behaviors Among High School Seniors, 1985

Percentage Reporting Behavior

No Marijuana Few Heavy Ever Used 33

Item Use Only Pills Pills Heroin
School 2
Average grade C or less 1(6) ;51 l}i i(; -
Cut school in last four weeks 1
Cut a cluss 21 37 38 47 66
Delinguency
(during past 12 mos.) “
Trouble with police 11 23 _2); ;2 "
Serious fighting 10 16 ;0 » -
Theft <$50 l‘; 3; 4 o 0
Theft >3$50 z
Reckless driving, ticket 20 29 28 39
Social life " .
Heavy drinker 19 3 ;g o 5
Out more than four nmes per week 14 22
Da::e:;orc than four times per ; 0 3 " "
Personul
Get a kick out of doing things that -
4 61
are a litle dangerous 22 33 34 9

Sourc
Social Research, Umversity of Michigan, 1986), pp- 20, 22, 44, 100, 101. 108.

¢: L. Johnston, J. Bachman, and P. O'Malley, Monitoring the Future, 1985 (Ann Arbor, Mich.: Institute f“_;i .
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Scveral researchers have taken a *‘risk-factor’” approach to analyzing drug use
data, similar to Donovan and Jessor's Problem Behavior Index. Newcomb and his
colleagues have shown that the number of different risk factors (what we have
called antecedents) is a more important predictor of substance abuse than any
single risk factor. In his sample, 17 percent of the high school students abused at
least one substance; those with few risk factors were rarely involved in drug use;
however, 71 percent of those with seven or more risk factors abused at least one
substance.!' Based on this study, 40 percent of the students had zero or one risk
factor, 30 percent had two or three, 19 percent had four or five, and 11 percent
had six or more.

Weber and his colleagues produced an analysis from a sample of seventh and
eighth graders that clearly differentiated ‘‘types’’: Type I youngsters were ‘‘nor-
mally socialized” in their patterns of alcohol use and Type II youngsters were
*‘problem prone.’’ '? The latter group, who made up 20 percent of the respon-
dents, had early onset of alcohol use and frequent drunkenness. These youth were
characterized as having poor relationships with parents, school conduct problems,

and a psychological profile suggestive of *‘‘troublesome psychological function-
ing.”

Sexual Activity, Pregnancy, and Other Behaviors

The strong positive association between substance use of any kind and early sex-
ual activity has been well documented in the work of Elliott, Kandel, Jessor, and
others. Data from the 1981 National Survey of Children (age 15 and 16) shows
very strong associations between being sexually active and smoking, using alco-
hol, using marijuana, having shoplifted, and having run away.'> For example,
among white females, 2 percent who had never smoked and 1 percent who had
never used alcohol were sexually active compared with 39 percent who smoked
frequently and 27 percent who used alcohol. Marijuana users were nine times
more likely to be sexually active than nonusers. Only a small number of the
respondents reported ever shoplifting, but among those who did, they were three
times as likely to have been sexually active. Only 12 percent of those who had
never run away were sexually active compared with 51 percent who had.

Based on a study of Baltimore junior and senior high school students, Zabin
created an index of substance abuse and found that it related significantly to sexual
activity and being behind grade in school.'* Chewning showed that among elev-
enth graders, for the 47 percent of females who had sex, 45 percent smoked daily,
while for the 53 percent who had not had sex, 13 percent smoked daily. The same
patterns prevailed for males, and for the use of alcohol and drugs.'’

Using data from Mott and Haurin’s analysis of the National Longitutinal Sur-
vey of Youth (NLSY), another set of risk groups can be described (as above)

5 - based on sexual activity and substance use.'® Among this sample of 13- to 17-
- year-olds, about half were not at risk at all, even by the time they were age 17.
¢ The proportion involved in the highest risk behaviors (7 percent) was small, while
E: about 40 percent were involved in at least one of the behaviors. The Mott data
i suggested that if only one behavior was entered into, it was likely to be either sex

-
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or marijuana, and the most prevalent combination was sex, alcohol, and mari-
juana.

The **conventional wisdom'” has been that girls drop out of school because of
pregnancy; this has been described as the most deleterious consequence of early
childbearing. Recent analyses suggest that many girls who become mothers drop
out prior to the pregnancy. A seminar on this subject produced findings from
several national surveys: data from the High Schoo! and Beyond Survey (HS&B)
showed that of all those girls who both dropped out and had a birth, 28 percent
had dropped out prior to the conception; a survey of 20- to 29-year-old never
married women showed that among those who became both pregnant and drop-
outs, 61 percent of the pregnancies occurred after the dropout; a survey of very
young welfare mothers showed that 20 percent were already out of school before
the conception.'” These and other data led the author to produce a *‘ball park”
estimate that about one-fourth of the dropout—childbearing syndrome occurs prior
to conception.

The reasons that dropouts give for leaving school provide insights into these
behavioral interrelationships. Based on HS&B data, among girls, 62 percent gave
a family-related reason (31% marriage, 23% pregnancy, and 8% to support a
family). Bur, 82 percent cited a school-related reason, such as poor grades or
dislike of school (more than one reason could be reported). For boys, virtually all
cited school-related reasons and an additional 27 percent mentioned work.'® How-
ever, significant differences by race are apparent from the NLSY; when female
dropouts were asked the primary reason for dropping out, 41 percent of blacks,
15 percent of Hispanics, and 14 percent of whites said pregnancy. However, 4
percent of blacks, 15 percent of Hispanics, and 15 percent of whites said mar-
riage. School-related reasons were primary for 36 percent of white females, 29
percent of blacks, and 21 percent of Hispanics.'?

Two recent analyses of the national surveys produced substantial new evidence
about the association between school achievement and pregnancy. From the HS&B,
it was shown that sophomores in each of the three race/ethnic groups with low
academic ability (Jlowest third) were twice as likely to become unwed parents by
their senior year as those with high academic ability (highest third).”® The NLSY
data yielded more dramatic differences: females in the bottom quintile of a mea-
sure of basic reading and math skills were five times more likely (29%) to become
mothers over a two-year period than those in the top quintile (6%).%" (See also the
data at the end of Chapter 5.) In these analyses, racial differences are greatly
diminished when socioeconomic status (SES) measures are added to the measures
of basic skills.

An earlier analysis of substance use as a predictor of premarital pregnancy
found that current and former users of illicit drugs were twice as likely to become
premaritally pregnant; having dropped out of school and having poor grades had
equal effects.?> When the premarital pregnancy events were separately analyzed
by outcome, the probability of abortion was highly related to illicit drug use and
full-time, post-high-school attendance; the probability of having a premarital birth

was related to having dropped out of school; and the probability of having a

postmarital birth was related to not using illicit drugs.
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A unique data analysis of the NLSY investigated the interrelationship between
teen fatherhood and problem behaviors. Regardless of race and family income
the study demonstrated that the fathers were much more likely than nonfathers to,
have !_>een expelled or suspended from school, to have smoked marijuana, to have
been involved with the police within the past year, and to have been involved in
other forms of delinquency.?® Elster and his colleagues concluded that adolescent
fatherhood may represent a consequence of living in a *‘high-risk’’ social environ-
ment rather than being independently determined.

School Failure, Dropping Out, and Other Behaviors

cheated_studies have validated the fact that dropouts were not doing well in
school prior to the act of dropping out. Peng’s analysis of the HS&B variables
shows very large differences: 43 percent of sophomores with mostly Ds dropped
out compared with 3 percent with mostly As, and 15 percent of vocational school
attendees left compared with 4 percent of academic program attendees.* Dropping
out typically follows all kinds of trouble in school: cutting classes, truancy, mis-
behavior, suspension, and expulsion. '

Friedman found that illicit drug use was an important determinant of dropping
out among a sample of ninth to eleventh graders.?®> More than half of the heavy
drug users dropped out compared with one-fourth of those who used no drugs.
Tl:le heavy drug users (who were more likely to be males) were very dissatisfied
with, and doing very poorly in, school and came from disadvantaged families (low
maternal education, parents separated, large family size). The authors suggest that
drug. use should not be considered the cause of dropping out, but rather a **con-
comitant effect of the more basic state of dissatisfaction."’

Johnston et al. attempted to estimate the prevalence of drug use among drop-
outs (who were excluded from the University of Michigan Survey of high school
sen.lors), but concluded along with a National Institute on Drug Abuse (NIDA)
review corpmittee that the estimates of drug use were not substantially affected by
the exclusion. Thus, dropouts were not assumed to have significantly higher drug

.. prevalence rates than enrolled students, with the possible exception of heroin use,

which Johnston suspects may be higher among dropouts.?

- Mensch and Kandel analyzed data from the 1984 National Longitudinal Sur-
vey of Young Adults at ages 19 to 27 to explore the relationship between dropping
out of high school, drug involvement, and other problem behaviors.?” They found
s1g_n1fjcantly higher rates of substance use among dropouts and took issue with the
MJChxg@ survey findings because dropouts and absentees were not included. Their
analysis includes tabulations for dropouts who eventually obtained graduate equiv-
alency diplomas (GEDs); these respondents, about 27 percent of all dropouts,
were even more likely to have used drugs than either dropouts or graduates. The
carlier the involvement in drug use, particularly illicit drugs, and sexual activities
th.‘, more likely that dropping out occurred. Some 60 percent of males who use&
illicit drugs at age 12 or less dropped out compared with 29 percent of those who

B had never used drugs. For females, 69 percent of those who had experienced

intercourse at age 12 or younger dropped out compared with 6 percent who had

-
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never had intercourse (by age 19). The impact of alcohol use was not as marked
as drug use, although the early initiation of drinking was a predictor. In the words
of Mensch and Kandel,

[The] participation in a variety of activities in adolescence that are deviant because they
contravene general societal norms, such as delinquency or the use of marijuana and
other illicit drugs, or because they contravene age-related norms, such as sexual inter-
course, pregnancy or cigarette smoking, greatly increase the risk of dropping out of
school. . . . [EJach behavior creates unique risks of its own. The role of drug involve-
ment in early school leaving illustrates that participation in one class of deviant activi-
ties by itself . . . [significantly] increases the risk of participation in other deviant
behaviors and reduces the commitment to conventional institutions, one of which is the
school.?*

They conclude that prevention of drug use might increase the probability of high
school graduation.

Few surveys report on the behavior of rural adolescents. One unique study
looked at rural, white, low-income eighth- to tenth-grade girls and found that
those with high grades and heavy academic involvement were much less likely to
be sexually active than those with poor academic performance and low expecta-
tions for the future.?

Special Problems and Their Relationship
To Other Behaviors

Several special problems of today’s adolescents were mentioned in Chapter 2 that
also relate to the major topics treated here. Of particular importance are physical
and sexual abuse, homelessness, and suicide. About 13 percent of one high school
population reported that they had been maltreated (ever abused). Among those
who had been abused, their rates of sexual aciivity, pregnancy, and drug use were
significantly higher. Some 45 percent of those who had been maltreated had made
prior suicide attempts compared with 9 percent of those who had never been mal-
ireated.® Those who had made suicide attempts reported strikingly higher rates of
physical and sexual abuse, early pregnancy experiences, and substance abuse.

Homeless youth are typically depressed and under great stress. One study found
that almost one-half of homeless youth had ever tried to commit suicide, 29 per-
cent within the previous year.’' About one-fourth had run away from home be-
cause of parental alcohol abuse, and 13 percent had been sexually assaulted within
a year.

Summary of Interrelationships Between Problems

A large number of reports have been reviewed that document the strong interre-
lationships between the variables of interest. As one researcher attested, *‘It may
not come as a surprise to anyone to hear that a significant amount of drug use by
adolescents interferes with academic and career progress. Common sense would
suggest this. Nevertheless, it is useful to document carefully, by hard research
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findings, that this is in fact true.’’3 The weight of the evidence is substantial; a
large number of important studies document the relationships between the fac-
tors.® Unfortunately, no one study has analyzed how the various separate behav-
iors overlap, to give us the whole story. In aggregate, these studies confirm the
hypothesis that problem behaviors are indeed interrelated:

1. Delinquency is associated with early sexual activity, early pregnancy, sub-
stance abuse, low grades, and dropping out. -

2. Early initiation of smoking and alcohol leads to heavier use of cigarettes
and alcohol, and also leads to the use of marijuana and other illicit drugs.

3. Heavy substance abuse is associated with early sexual activity, lower grades,
dropping out, and delinquency.

4. Early initiation of sexual activity is related to the use of cigarettes and
alcohol, use of marijuana and other illicit drugs, lower grades, dropping
out, and delinquency.

5. Early childbearing is related to early sexual activity, heavy drug use, low
academic achievement, dropping out, and delinquency.

6. School failure leads to dropping out. Lower grades are associated with
substance use and early childbearing. Truancy and school misbehavior are
related to substance abuse, dropping out, and delinquency.

7. The number of risky behaviors that are engaged in is strongly related to the
seriousness of the problems that result from the behaviors.

These behaviors are interrelated in complex ways. Which of these behaviors, if
any, is the precipitating event? What is the sequencing? From this preliminary
review of the literature and from many obscrvations and discussions, it appears
that school failure begins to occur at very early ages, and that once failure occurs,
other events begin to take place. Doing poorly in school and minor delinquent
offenses seem to fit together, and as these high-risk children grow older, substance
abuse and sexual activity enter the picture, and the major negative consequences—
early childbearing, heavy substance abuse, serious delinquency, and dropping out
ensue. Obviously, patterns differ dramatically. However, these data appear to sub-
stantiate the hypothesis that a definable group of young people are at risk of the
full range of behaviors with the most negative consequences.

Numbers at Risk of Multiple-Problem Behaviors

Summary of Categorical Risk Estimates

Table 7.4 presents a summary of the numbers and percents of 10- to 17-year-olds
at risk of the various categories of behaviors. The top part of the table shows the
behaviors which evidence very negative short- and long-term consequences: fre-
quent substance abuse, any hard drug use, unprotected sexual intercourse, preg-
nancy, being two or more years behind in school, or having already dropped out,
and being arrested while a juvenile. From 2 to 9 percent of the youth population
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TABLE 7.4. Summary of Numbers and Percentages of 10- to 17-Year-
Olds in High-Risk Categories (numbers in thousands)

Percent
Number of
Behavior Aged 1010 17 Total

Number and Percentage at High Risk of Behaviors with Negative Consequences

Arresled 1,700 6
Heavy substance abuse

Cigaretles 900 :7!
Alcohol 2,000 ;
Marijuana 500

Cocaine, hard drugs 800 3

. Unprotected sexual intercourse
Females 1,400 5
(including pregnancies)

Males 2,500 9
Two years behind modal grade 1,400 5
Dropouts 700 3

Number and Percentage at High Risk of Behaviors with Moderate
Consequences that Can Lead 1o Higher Risk

Self-reporied delinquency

Index offenses 4,200 ;g
Truancy 7,200

Use substances occasionally .
Cigarettes 3,900 ;5
Alcohol 7.000 ;
Marijuana 2,500

Sexually active, with contracepiion

Males 2,500 2
Females 1,400

One yeur behind modal grade 6,000 22

Source: Adapted from Tables 3.6, 4.6, 5.6, and 6.6. Figures have been adjusted to elimi-
nate double counts.

has experienced one of these high-risk behaviors. However, the percentages are .

not cumulative because some youngsters are counted in several categories.

The bottom half of Table 7.4 summarizes the numbers and percents of young

people who are involved in behaviors that could eventually lead to higher risk

but they probably are not currently in danger of negative consequences. These

behaviors include occasional substance use, sexual activity (intercourse) amon,

males and females who make use of contraception, being behind modal grade by :38

one year, and self-reported delinquency that is not serious or not yet apprehended
The numbers are much larger in this grouping, ranging from 5 to 26 percent o
the population.
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Quantification of Overlap in Problem Behaviors

To produce an approximation of the number of youth with multiple-problem be-
haviors, we move into the area of simulated estimation. No actual data exist to
precisely quantify risk groups and target populations. Therefore, it is necessary to
extrapolate from what is known to estimate the unknown. This is a process in
which numbers are *‘forced”” into a cell based on knowledge of interrelatioriships,
assumptions, and intujtion. A matrix has been created in which the categorical
risk estimates are fitted into four risk groups according to the distributions sug-
gested by the data presented in the literature thus far reviewed. The research pro-
duced remarkably consistent groupings of populations.

The risk groups are labeled very high, high, moderate, and low risk. Very
high-risk youth, those with multiple-problem behaviors, make up about 10 percent
of the youth population. This group includes: those who have been arrested or
have committed serious offenses, have dropped out of school or are behind their
modal grades, are users of heavy drugs, drink heavily, regularly use cigarettes and
marijuana, are sexually active but do not use contraception. Some but not all teen
parents fit into this category. Most but not all of the highest risk youths “*do it
al.”

High-risk youth include another 15 percent of the youth population who par-
ticipate in many of these same behaviors but with slightly lower frequency and
less deleterious consequences. They commit less serious delinquent offenses, but
are also heavy users of alcohol, cigarettes, and marijuana, mostly engage in un-
protected sexual intercourse, and are behind in school. This group of high-risk
youth may be engaged in two or three problem behaviors.

Moderate-risk youth make up about one-fourth of the 10- to 17-year-olds.
They are the experimenters: they commit minor delinquent offenses, use sub-
stances occasionally but not hard drugs, have sexual intercourse and use contra-
ception, and may be one year behind in school. Most of these moderate-risk youth
are only involved in one of these risk behaviors.

About half of all young people are in the low-risk category. They do not
commit any serious delinquent acts, do not abuse substances at all, and are not
yet sexually active. A small proportion drink occasionally and a few are one year
behind their modal grade in school because of their birth dates or for developmen-
tal reasons, but their risk of any negative consequences is minimal.

Tables 7.5 and 7.6 show the distribution of the 28 million 10- to 17-year-olds
B: according to the simulated estimate of risk groups. Almost 3 million young pedple

> are in jeopardy of major negative consequences from their behavior, and another
4 million are at high risk. About 7 million young people are at moderate risk of
consequences; they probably will not be in trouble unless their current behavior
leads to more dangerous behaviors. Some 14 million 10- to 17-year-olds are prob-
ably not currently at risk of negative consequences. They appear to be conducting
 themselves in patterns that will lead to high school conclusion with relatively high
evels of achievement and relatively low levels of risk from problem behaviors.
We return to the statistics to get a better fix on who and where the 7 million

L,
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TaBLE 7.5. Distribution of Youth Popul.ali.on
According to Risk Status (numbers in millions)

Total
Status Number Percentage
Very high 2.8 10
High 4.2 15
Moderate 7.0 25
Low risk 14.0 50
TOTAL 28.0 100

highest risk children are. While we do not know the exact demographic make.-up
of the highest risk youth, available data about each of the separate bc?hav.lqrs
suggest that more are males than females. They are more likely to live in cities
than in suburban or rural areas. Their families are more likely to be poor and have
low educational levels. '

The percent behind modal grade in school is a powerful measure of risk status
for all the problem behaviors. Extrapolated from the distribution .of. 10- to 17-
year-olds who are two or more years behind in school (Table 6.3), it is estimated
that among high-risk youth, 44 percent are white males, 25 percent white females,
20 percent black males, and 11 percent black females.** Some 13 percent are

TabLE 7.6. Distribution of Categorical Problem Behaviors According to Risk Groups
(numbers in millions)

Very L(fw
Behavior Total High High Moderate Risk
Delinguency
Arrests 1.7 1.7
Other delinquency* 7.2 1 4.2 1.9
Substance abuse s s
Smoking 4.8 1.5 . .
Drinking 9.0 2.0 25 2.5 2.0
Murijuana 3.0 1.6 1.4
Hard drugs 0.8 038
Euarly sexual intercourse
Unprolected
(no contraception) 39 2.0 1.9
Protected 39 0.5 3.4
School failure and dropout
Dropped out 0.7 0.7
Behind
2 years 1.4 1.4
2 years
| year 6.0 0.7 3.0 1.6 0.7 .
ToTraL 28.0 2.8 4.2 7.0 140 .

2 Assumes overlap between index offenses and truancy.
Source: Numbers from Table 7.4.
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Hispanic males and 10 percent Hispanic females (most of whom are counted as
white). Among all 10- to 17-year-olds, 81 percent are white, 15 percent are black,
4 percent are *‘other’’; 10 percent are of Spanish origin (white or black). Thus
minority children are overrepresented in this high-risk group: 31 percent of those
who are two or more years behind in school are black compared with 15 percent
in the population, and 23 percent are Hispanic although they make up 10 percent
of the population. Black and Hispanic youth have higher rates of school failure,
early unprotected intercourse and early childbearing, and certain categories of de-
linquency. However, the numbers of white children aged 10 to 17 who are high
risk far exceed the numbers of black and Hispanic children. In round numbers, of
the 7 million high-risk youth, we could expect that about 4.8 million are white
and about 2.2 million are black. Roughly 1.6 million of the total would be of
Hispanic origin. In terms of rates, 21 percent of white 10- to 17-year-olds fall into
the group as do 52 percent of black and 59 percent of Hispanic youth. These
estimates help clarify the fact that problem behavior is not at all an exclusive
attribute of minority children. Given the proven links between poverty and school
failure, poverty and early childbearing, poverty and serious delinquency, it is clear
that most of these children live in severely disadvantaged households and neigh-
borhoods and, in fact, roughly 10 percent are homeless or living on the streets

¥ because their homes are not viable.

Conclusions from Part [ r!

In many diverse ways, delinquency, early initiation of smoking and alcohol use,

~ heavy drug use, unprotected sexual intercourse, early childbearing, school failure,

and dropping out are interrelated. Every young person who has sex at 12 does not
become a drug addict or a felon, but most drug addicts experienced early sexual

g, encounters and some form of delinquent behavior. As already stated in the intro-
. duction, the goal of interventions is to assist children to pursue a life path that

leads to responsible adulthood.
We can visualize the life histories of the various risk groups in this way. A
train is leaving a station. Some children are born on the train and stay on until

% they grow up. They have supportive parents and live in a healthy community with
p. 2 good school. Some children who are born on the train fall off of it because their

* families fall apart, or the school fails, or other stressful events occur. Some chil-
2 dren are not born on the train and never get on it. They lack parental suppor, live
g in a poor social environment, drop out of terrible schools, and are surrounded by

hopelessness. Some children are not bomn on the train but they manage to climb

- on it. These are the children that Rutter and others call “‘invulnerable’ and *‘re-
B silient.””3* Almost always these children have had access to a caring individual
_who assisted them (not necessarily a parent). One prominent black male described

how this process worked in his family, ‘‘My mother told me when [ was very
tle that I would have to work twice as hard as white kids in order to make it,
and she was always right there by my side helping me to do that.”

Many of the researchers mentioned here have produced models and path anal-
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yses that show the differential effects of family, peers, environment, school, and
other factors on these outcomes. Six variables emerge as characteristics of those
young people who exhibit all of the four behaviors we examined: starting any of
the behaviors early, doing poorly in school, acting out, going around with friends
who act out in the same ways, having inattentive parents, and living in a disad-
vantaged neighborhood. Minority status and low SES appear to compound these
behaviors in some, but not all, cases.

The objective of this work is 1o move away from the traditional categorical
approaches to intervention and begin to design a more comprehensive approach.
The emergence of common predictors of multiple-problem behaviors lends force
to the argument that interventions should focus more on the predictors of the
behavior than on the behavior itself. Another criterion to consider in prevention
programs is the extent 1o which predictors are amenable to intervention. And if
there is a developmental progression, it is also necessary 10 identify signal events,
for early intervention. These requirements lead to the conclusion that enhancement
of early schooling and prevention of school failure should receive high priority
not only from those interested in lowering the dropout rate but also from those
interested in preventing substance abuse, pregnancy, and delinquency. William
Pink posits that

early in a student’s school career, decisions are made about ability and educability that

mesh commonplace organizational practices of schools, that is, ability grouping, track-

ing. and special education, that in tum serve, over time, to solidify both in-school and
out-of-school identities for students that finally govern options in both career and life
choices.*

The director of one of the most *‘high-powered’” substance abuse programs,
located in one of the highest SES counties in the country, stated that, of ail the
students who became substance abusers in his large school system, at least three-
fourths could be identified as high risk in the second grade because they were
already having school-related problems. He went on to say that by the time they
turned to drugs and alcohol in the middle-school years, it was very difficult 1o
help them. The remaining fourth of the abusers were achievers, with problems
arising in high school, but much more amenable to counseling, peer pressure, and
treatment.

Early identification is not without hazards. We do not want to stigmatize chil- :‘-;
dren who are doing poorly by labeling them as “‘high risk.”” However, children :3

who are already a year or two behind their peers perceive that something is wrong.

What has been clarified here is the high probability that school failure will signal

other problem behaviors. Clearly, school behavior derives from a set of circum-
stances, either personal or within the family or within the school system. *‘Acting
out” in school often is a precursor to school failure and other problems. But not
all nonconformity is destructive. It should not be our intention to change all non-
conformists into conformists at early ages, but rather to make sure that institutions
can facilitate growth that produces acceptable nonconformity, such as creativity
and leadership, rather than nonacceptable nonconformity that leads to delin-
quency.

AtSeN 15

o

The Overlap in High-Risk Behaviors 111

In Part I of this book, we have reviewed many statistics and research findings
about the behavior of young people. In Part II, we take a look at the programs
lhat have been organized to deal with these problems. We will examine interven-
tions to see if they work to prevent the problem behaviors and, particularly, whether
they reduce the negative consequences.
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4§ Classification and Organization
4 of Programs |

Simulated risk estimates (Tables 7.5 and 7.6) provide a quantitative framework
for addressing the need of a significant number of children in the United States
who are in dire straits: failing in school, delinquent, taking drugs, and having
unprotected intercourse. Of the 28 million girls and boys aged 10 to 17, it is
estimated that 1 in 10 (almost 3 million) are in critical situations. Another group
* of 4 million (15%) have excessively high prevalence rates for some but not all of
_ ~ the high-risk behaviors. Thus the future of 7 million youth—one in four in this
£ & country—is in jeopardy unless major and immediate changes are made in their
‘B school experiences, in their access to opportunities for healthy adolescent devel-
opment, and in the quality of life in their communities. The children and their
~ families require intensive support services to ameliorate their problems. The school
i Systems must undergo rapid reorganization to respond to the needs of the families
. in these communities.

Another 25 percent of youth (7 million) are at moderate risk, because of school
problems, minor delinquencies, light substance use, and early, but protected, in-
lercourse. These young people would make up the target population for congcen-
trated prevention approaches including school remediation, counseling, and com-
E- prehensive services. About half of the nation’s youth (14 million) experience few
' problems and are probably at low risk of negative consequences from their behav-
- ior, but they too require general preventive services and health promotion pro-
3 grams. And, of course, effective schools are a social necessity for everyone.
From these rough estimates, it may be possible to conceptualize a more logi-
. cal, less fragmented strategy for implementing programs aimed at reducing prob-
K lem behaviors. It is apparent that some children need a great deal of help, others
¥ alittle, and some not any. Interventions aimed at the common predictors or ante-
£ cedents of behaviors may have a better chance of success than those that are
g focused on only one behavior, such as drugs or sex. It seems reasonable to con-
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clude that fewer children would be failing to achieve if the separate categorical
interventions of the past had been more successful.

Classification of Interventions

The next question to be addressed is: What can we learn from these separate

categories of interventions that would be useful in builuing a more integrated 3

system of youth services? We start by examining the ‘‘what works™ literature in

substance abuse; prevention of pregnancy (early childbearing); and prevention of
school failure and dropping out. Each chapter (9 through 12) includes a brief
overview of the *‘state-of-the-art’’ of program development in the particular field;
examples of successful models of prevention; discussion of approaches that have
not proven successful at changing behavior; and a summary of concepts that emerge

from the overview. The exemplary programs are classified (loosely) into three

categories of interventions: early childhood and family (parents), school-based,
and communitywide/multicomponent. Table 8.1 outlines the classification scheme
in more detail. Each program element is not represented in each field, but there is
considerable conformity to the outline, demonstrating the range of programs of all
kinds. Part Il presents a synthesis of the common themes that arise from the
diverse prevention fields and discusses the implications for designing more effec-
tive programs.
1" ngid scientific eritena Tidd been applicd for inclusion of program models,
Part 1] would be very short indeed. As will become upparent, 4 recurring theme

TabLc 8.1. Classification Framework
for Reviewing Exemplary Prevention
Programs in Fields of Delinquency,
Substance Abuse, Teen Pregnancy,
and School Failure/Dropping Out

Early childhood and family interveniions
Preschool/Head Start
Parent training/support

School-based interventions
Curmricula
Organization of school
Teacher training
School team
Alternative school
Special services
Counseling and mentoring
Health services
Volunteer work

Community-based andlor multicomponeni
School-community collaborations
Community education

Multicomponent comprehensive programs

3

4

each of four program areas: prevention of juvenile delinquency; prevention of .-i_'_

.3

-
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from the various literatures is the absence of proof that programs are effective.’
Many evaluations show changes in knowledge or attitudes, but these are not suf-
ficiently predictive of behavioral change to accept as evidence that a program
“works.”” Nevertheless, more than 100 programs were identified with proven re-
sults, and many more could have been included. The programs described in Chap-
ters 9 to 12 were selected as examples of successful programs currently operating
in the various fields of prevention. All of the programs considered here are di-
rected at some form of behavioral change. As the result of an intervention, the
client/student/participant is supposed to stop some negative behavior (smoking,
having unprotected intercourse, ‘‘acting out’’) and adopt some positive behavior
(doing homework, getting higher grades, using contraception). '

The evaluation of the program should demonstrate that, in aggregate, more of
the participants changed to the desired behavior than matched controls who were
not recipients of the intervention. Random assignment to experimental and control
groups is an important component of evaluation methodology but often difficult to
implement in social programs. Program operators are resistant to the idea of with-
holding services from someone because it might interfere with the research design.
As Menard has pointed out, evaluation research is expensive and time-consuming,
and we cannot always wait for results before implementing programs.? The usual
research approach relies on pre- and post-tests that measure self-reported behavior
(substance use, use of contraception). However, school programs can also rely on
grades and teachers’ reports. It should be acknowledged at the outset that few
programs meet all of the criteria set by evaluation methodology.

This book presents a first *‘cut’’ in a giant on-going task, which requires sort-
ing through countless references und weighing evidence Trom personil estinony
and observations to accumulate meaningful and powerful perceptions about the

. “state-of-the-art’’ of prevention programs. New books, articles in journals and the
popular press, organization reports, and presentations at various annual meetings
are issued at an increasingly rapid pace, making it difticult to keep abreast of an

ever-changing scene. An attempt was made to focus on programs that were no

" more than a decade old, because life situations for young people have changed so
dramatically during the past decade. Since it takes at least five years for program

- evaluation to enter the literature and some of the most important experiments are

" longitudinal (15 to 20 years of tracking), this criterion could not always be met in
selecting successful program models. Certain important program models may have
been missed, but enough material is available to gain an understanding of the
current stages of program development in the United States. The primary goal
here is to create a framework for devising a workable and effective strategy for
assisting high-risk youth between the ages of 10 and 17 to gain equal access to
responsible adulthood.

Organization and Funding of Categorical Programs

[ The landscape covered here is vast. Literally thousands of diverse programs are
fi directed at youth in the community setting. Efforts in’ four different fields (delin-
# quency, substance abuse, teen pregnancy, and school failure) are summarized in
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the chapters that follow. Before we turn to the actual program models, however,

it may be uscful to review briclly the organization of each of the ficlds by looking

at the legislative underpinnings. Each of these areas is in essence a **categorical’’

program, an initiative, or a group of initiatives, designed at the federal level to .
respond to a specific social need. It helps to understand the complexity of the ;
local program delivery' systems (or nonsystems) if one has a knowledge of the :
sources of financial support and how that money is transmitted to communities -
from Washington or the state capitols.” With high-quality programming for young )
people, money isn't everything. But it is an essential component. As a result, :
organized advocacy for appropriations and policies plays an important part in the

youth services scene.

For those unfamiliar with the bureaucratic jungle, a few concepts need to be"
explained. Federal funds may be forwarded to state and local programs through

several channels. Formula grants are awarded to states solely on the basis of
population characteristics, such as population size or numbers of children or num-
bers of low-income families. Block granting is a mechanism that has been used to
consolidate categorical funds (e.g., mental health with drugs and alcohol) and
allow states more leeway to decide how to use the funds without federal direction.
Project grants (discretionary funds) are awarded directly to local programs on the
basis of their proposals to meet certain requirements, such as serving runaways of
treating drug abusers. In some cases, entire states are treated as projects and re-
ceive project grants, and they may in tumn award the money to local agencies as
delegates. Contract funds are awarded by federal agencies (o unjversities, noo-

profit research *‘think tanks,” and other organizations for research, technical as-#

sistance, and other services. Reimbursement payments are used by Medicaid whereby
a service provider establishes the eligibility of a client and then bills the state for
services rendered. States then collect Medicaid from the federal program on the
basis of arrangements for maiching funds—the amount of money put up by a staté
or a local agency in order to qualify for federal reimbursement. For example, the
federal share for family planning services is 90 percent.

Federal expenditures in 1988 surpassed the 1 trillion dollar mark, and the
combined expenditures of state and local governments was around $700 billion;
Programs that impact directly on youth receive only a small portion of that hug
sum. It is impossible to comb through the federal budget and extract items thal
apply only to high-risk youth aged 10 to 17. Dollar figures are reported here, but

that is just for the purposes of rough comparison. Unless otherwise indicated, the 3

expenditures are for 1988.4

Delinguency Prevention Programs

Al the national level, the responsibility for delinquency prevention programs rests;)

with the Department of Justice.5 In 1974, as part of a massive reform of
juvenile justice field, the Juvenile Justice and Delinquency Prevention Act w

passed. The theory was that delinquency would be diminished by removing juvo__-_
niles from the jurisdiction of adult courts. The purposes of the federal program3

were to divert youth from the adult court process, to deinstitutionalize juvenile
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 offenders, and to develop model prevention programs. In 1980, an Office of Ju-

venile Justice and Delinquency Prevention (OJJDP) was created to carry out the
mandates of the legistation.

The major provisions of the act call for formula grants to states (based on the
size of the population under 18) for planning and operating prevention, deinstitu-

. tionalization, and diversion projects. Some states have created very successful
§ community-based interventions that resulted in reducing juvenile incarceration in
B adult jails and in discontinuing the detention of status offenders (youth arrested
3 for crimes related to their age, such as running away). Admissions to some statc
4 training schools have decreased. But in other states, there is growing evidence of
8. ““cracking down on crime,”” with an increased reliance on correctional institutions
resulting in severe overcrowding and reports of mistreatment.

OJJDP also provides grants and contracts to public and private agencies for

3 creating demonstration program models including funds for program evaluation.
g 'I“he first grants went to school-based programs that hoped to provide ‘‘alierna-
E tives” to crime. OJIDP made funds available to the Alcohol and Drug Abuse
E Education Program then in the Office of Education to develop a program for the
reduction of school crime. The School Team Approach (described in Chapter § as
. @ program model) was seen as a promising method of dealing with broader school
B crime problems. Increasingly, the grants are being directed toward more compre-
® hensive programs emphasizing prevention of substance abuse and enhancing em-
ployment opportunities among youth at high risk for delinquent acts. in 1988, 21
F new demonstration grants were made, many with a focus on developing commu-

ity strategies for reducing gang behavior and violence.
Another part of this program gives support to the Runaway and Homeless

E Youth effort, although the grants are actually administered by the Office of Hu-
® man Development Services of the Department of Health and Human Services
(DHHS). Funds for the runaway program are allocated by state according to the
size of their population under age 18. There are more than 300 centers around the
§ country that shelter 85,000 youth and provide services to a total of 300,000 an-
_‘nually. These shelters are reported to be seriously overcrowded.
1. Although the juvenile justice reform legislation was authorized at $200 million
Fannually, the funding appropriation has never reached that level. In fact, it has
.___been decreased each year since 1980. The Reagan administration tried each year
E 10 omit the juvenile justice program from the budget, claiming in recent years that
¥ it had achieved the goals of deinstitutionalization and diversion from crime. The
{ expenditure level in 1988 for juvenile justice was $68 million, most of which was
E passed on to states through a block grant. Another $26 million was earmarked for
¥ the Runaway program.

Advocates in the voluntary sector have been successful in keeping the funding

P in the budget through intense direct lobbying efforts. The National Council on
E Crime and Delinquency (founded in 1907) has 11,000 members. It provides tech-
nical assistance to state governments and promotes community-based programs.
g An Ad Hoc Coalition for Juvenile Justice and Delinquency Prevention and the
‘National Crime Prevention Council bring together the combined forces of major
B organizations with an interest in youth, welfare, education, and juvenile justice.
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Juvenile justice at the state level is generally the responsibility of a Department
of Youth Services. Most of the activities are centered on corrections systems and
other control issues rather than prevention.

Substance Use Prevention Programs

Since the mid-1970s, substance use prevention programs have been the responsi-

bility of the Alcohol, Drug Abuse and Mental Health Administration (ADMHA) =

in the Public Health Service of the Department of Health and Human Services
(DHHS), operating with two separate strands: the National Institute on Drug Abuse

(NIDA) and the National Institute of Alcohol Abuse and Alcoholism (NIAAA).]
States received block grants and were required to spend a small percentage on &

prevention services (20%), but the bulk of the funding went for treatment and law

enforcement. State prevention coordinators were appointed to oversee the grants.
It was estimated in 1985 that about $43 million of the ADMHA block grant was

expended in states for prevention as well as $114 million in state-generated pre-
vention funds.

In 1986, the passage of the Anti-Drug Abuse Act brought about s}gnilﬁcant
changes in organization and funding. An Office of Substance Abuse Prevention

(OSAP) was created to absorb and integrate the prevention responsibilities from -

NIDA and NIAAA leaving these agencies to concentrate on treatment and re-

search. OSAP was established with the ‘‘understanding that prevention can only
be as effective as the efforts undertaken at the state and community levels.”® Its
functions include policy review, grants management, workshops, coordination of 3

research in the Public Health Service, training, development of literature, and
working with the Centers for Disease Control to reduce the risk of AIDS in intra-
venous drug users. In its first year, OSAP made 132 project grants, distributing

$24 million for model programs to serve high-risk youth. Another $20 million

was awarded to contractors for a National Clearing House, Parent Youth Com- E
munity Programs, Model Community-Based Prevention Programs, and Ethnic- gl
Minority Programs. Technical assistance and evaluation contracts were also given S
out. At the same time (1986), the bulk of new prevention funds (3200 million) '

authorized under the Anti-Drug Abuse Act went to the Department of Education

for grants to states and local schools for drug abuse prevention programs. OSAP *
is supposed to coordinate with the Department of Education in training and eval- i
vation of programs funded under the Drug-Free Schools and Community Act of 4

1986.

A new Anti-Drug Abuse Act of 1988 expanded the scope of OSAP with a E i
proposed budget increase to $79 million for 1989. In addition to continuing grants 3

for high-risk communities, program evaluation, and a Clearinghouse, OSAP ini-
tiated new demonstration grants for preventing abuse among women of childbear-

ing age, mobilizing community youth activity programs, and setting up a national :

prevention training system. The Department of Education was authorized to re
ceive $250 million to continue its work with state agencies, governors, and local
districts. However, not all that money is being spent, since many states have
failed to use the previous grants for substance abuse prevention in schools.

i
£,
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Advocacy groups play a major role in the substance use prevention field. The
National Federation of Parents for Drug Free Youth is credited with raising con-
sciousness throughout the country about the importance of parental involvement
in community programs. Other national advocacy groups include Parents’ Re-
source Institute for Drug Education, Inc. (PRIDE), Mothers Against Drunk Driv-
ing (MADD), and Students Against Drunk Driving (SADD). The National Coun-
cil on Alcoholism is one of the professional organizations in the substance abuse
field concerned with policy, treatment, and medical issues. !

A number of programs at the state level involve both public and private sec-
tors. In Massachusetts, the Alliance for Drugs includes representatives from the
departments of health, education, public safety, media, business, sports organi-
zations, and community representatives. In Missouri, the Division of Alcohol and
Drug Abuse has set up regional offices that conduct institutes, training, and pro-
vide technical assistance around the state. States are required to have a lead agency
on substance abuse to receive block grants from ADMHA largely for treatment.
Either a separate Office or Division of Substance Abuse has been organized or the
responsibility has been assigned to the State Departments of Health, Mental Health,
or Human Services. The grants are awarded by the states to designated regional
coordinating agencies (e.g., a mental health agency) in county regions that fund
local delegate agencies to provide treatment services.

Pregnancy Prevention Programs

The Adolescent Health Services and Pregnancy Prevention and Care Act of 1978
was the first federal legislation to focus solely on the issue of teen pregnancy.’® It

created an Office of Adolescent Pregnancy Prevention Programs (OAPP) in the

Office of Population Affairs (OPA) in the Public Health Service (DHHS). The
goal of primary prevention was rapidly restricted by the bureaucracy and, for a
short period, the limited funds were granted to local ‘‘teen moms’’ programs to
improve the outcomes of teen parenting. By 1981, the appropriation was folded
into the Maternal and Child Health Block Grant (MCH). Next came the Adoles-

cent Family Life Act (Title XX), the Reagan response to the problem of teen
B8 pregnancy. A limited amount of grant funds ($10 million) were awarded to OAPP

demonstration projects for promoting abstention among nonsexually active teens,

g fostering family-child communication, and promoting adoption among pregnant

teens. No provisions were included for contraceptive services for those who were
sexually active but not yet pregnant. New legislation is currently being introduced
to replace the Adolescent Family Life Act.

The main public funding for pregnancy prevention derives from the Family
Planning Services and Population Research Act (Title X) of 1970 which helps
support some 4,000 family planning clinics around the country. Since 1978, grant
recipients have been required to serve teenagers. Early in the Reagan administra-
tion the Title X program was moved out of the Public Health Service along with
OAPP and put directly under the Office of Population Affairs. About $138 million
was appropriated by Congress in 1988 for Title X and distributed around the
country to county health departments, Planned Parenthood Affiliates, community
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health centers, hospital outpatient departments, and a few community-based youth
centers. Local agencies generally receive their project grants through the auspices
of State Health Departments. A few states also have put line items in health bud-
gets for family planning services and community education. About 1.5 million
teens (a third of the caseload) use family planning clinics every year. An unknown
amount of Medicaid and Social Services Block grant funds are collected by local
family planning clinics and private physicians to subsidize the care of teenagers.
The use of Medicaid by teenagers requires the establishment of eligibility through
the family’s income status and requires special arrangements to ensure confiden-
tiality.

A number of states have initiated task forces or coordinated teen pregnancy
prevention initiatives.!? In a few, special funds have been committed to this pur-
pose, but most of the interest has been in programs for teen mothers and their
babies. [llinois's Parents Too Soon program represents a unique model, combining
public and private resources to implement a statewide multiagency program (see
Chapter 14).

With the exception of *‘saying no™’ programs funded by the OAPP, there are
no categorical federal funds earmarked for sex or family life education. States
have mandated sex education to be part of the curriculum in 17 states and the
District of Columbia, but in no states, except for New York, are special funds
availuble for the implementation of the curriculum at the local level. A few state
offices of family planning do fund curriculum development and teacher training in
family life education and may offer technical assistance to local districts for im-
plementation. Local school districts are expected to use their general funds (which
they may get from the state) to purchase curricula and pay for teacher training.

j’ A recent survey documented that states were much more likely to be involved
in

AIDS education than sex education.!' More than 30 states and the District of
Columbia mandate that school districts provide their students with information
about AIDSYFederal funds are available for this purpose through grants 1o states
from a newly created Division of Adolescent and School Health (DASH) in the
Centers for Disease Control (CDC).

The family planning field has a long tradition of advocacy. The provision of
federally subsidized contraception to low-income women resulted from an ex-
tended battle over 50 years. The Planned Parenthood Federation of America main-
tains 2 Washington office to coordinate congressional monitoring, and The Alan
Guttmacher Institute provides continuing research on issues related to reproduction
among adolescents. The Center for Population Options is focused solely on teen-
agers and operates a Support Center for School-Based Clinics. The National Or-
ganization on Adolescent Pregnancy and Parenting coordinates state groups con-
cerned with programs for teen parents and babies as well as pregnancy prevention.

School Remediation and Dropout Prevention Programs

Education in the United States is a vast enterprise, with a total annual expenditure
al the federal, state, and local levels of about $260 billion (including higher edu-
cation).'? At the federal level, the Department of Education (DOE) line-item bud-
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get is relatively small, $17.8 billion, and only $7.4 billion of that is for elemen-
tary, secondary, and vocational education. Other government departments fund
programs in the schools such as school lunches and nutrition (Agriculture), Head
Start (Health and Human Services), and job preparation (Labor). In 1986, a total
of $146 billion was spent in the United States on public elementary and secondary
schools. (Private elementary and secondary schools spent about $13 billion.) Of
the public funds for elementary and secondary schools, only $10 billion came from
federal sources (including funds from agencies other than the DOE)—$71 billion
from states and $65 billion from local sources, largely through property taxes. In
the United States as a whole, the annual expenditure per child in school was
$3,677, but there are significant differences in state levels ranging from $5,616 in
New York to $2,305 in Mississippi.!> New York relies heavily on local property
taxes for support, while Mississippi receives a higher proportion of its funds from
the federal and state governments.

The relative contribution of federal, state, and local sources to education in-
dicates where the decision-making authority lies. School budgets and teachers’
salaries (the largest item in budgets) are tightly controlled at the local level by
school boards, and curriculum, licensing, and graduation requirements are closely
regulated at the state level by regents or education commissioners. In recent years,
states have assumed an increasing proportion of the education bill and have as-
serted more control over quality issues.

Federal funds are targeted dollars for special interventions, such as teacher
training, remediation for disadvantaged students, and services for handicapped
children. Emerging differences in educational achievement among children from
rich and poor communities led in 1965 to the passage of the Elementdry and
Secondary Education Act (‘‘Toward Full Educational Opportunity’) known as
Tide 1.' It provided federal funds to local school districts for new approaches to
meeting the special needs of educationally deprived children. In 1981, early in the
Reagan administration, the program's name changed (now called Chapter 1) and
local districts were given more autonomy (for example, parent involvement was
no longer mandatory). In 1988, about $4.3 billion was expended on Chapter 1 in
almost every school district in the country, and almost 5 million school-aged chil-
dren were served. Chapter 1 is the largest government program that seeks to re-
duce the inequities between advantaged and disadvantaged children. To be eligible
for Chapter 1 services, a student must live in the attendance area of an eligible
school, usually an area with a higher proportion of poor students than the district
average. If the school qualifies, the student is selected only for certain grades and
only if he or she is a low performer. The funds are used primarily for basic
instructional services in reading and math, provided by specially trained teachers
(see Chapter 12). In addition, in 1988, states received block grants (Chapter 2
grants) of $478 million for school improvement programs, $71 million for magnet
schools and $24 million for dropout prevention.

Beginning in 1975, after the passage of the Education for All Handicapped
Children Act (Public Law 94—-142), schools were required to ensure that every
handicapped child between 3 and 21 had the right to a free and appropriate edu-
cation in the least restrictive environment. In 1988, grants equaling about $1.9
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billion were given to states for Special Education, to serve the needs of handi-
capped children. The Bilingual Education Act provided $192 million for a wide
variety of programs. The education budget also included $888 million for voca-
tional education, $86 million for migrant education, and $66 million for Native
American education. After the passage of the Drug Free Schools and Communities
Act of 1986, funds have been made available through the Department of Educa-
tion to provide state and local grants for substance abuse prevention programs. An
additional $200 million was made available for this purpose in 1988.

It falls to the state departments of education to administer the many different
granting mechanisms from which funds must be passed on to localities. A recent
account from the New York State Department of Education documented 11 federal
and 41 state categorical programs directed toward at-risk children and youth that
could be utilized in local initiatives.' The largest amounts of state funds were
available for compensatory educational services for pupils with low basic skills,
special services in the five biggest city school systems, pre-K social and educa-
tional programs, bilingual education, school breakfast and lunch programs, drop-
out prevention, magnet and demonstration schools. Federal funds that were being
administered by the Department of Education included Chapters 1 and 2, other
bilingual programs, services for migrants and refugees, vocational education, job
training, and drug abuse and alcohol prevention education.

The history of organized advocacy for public education mirrors the history of
the United States. The never-ending battles around the role of the schoolhouse in ;
the quality of life have involved generations of advocates. Currently, educational 3
advocucy is also a vast enterprise. The National Education Association, founded 3§
in 1857, is a powerful group in Washington representing 1.6 million members 3
(mostly teachers) who belong to 10,000 local chapters around the country. The - :

American Federation of Teachers represents more than half a million members.
Almost every community has a Parent Teachers Association; there are 26,000
local affiliates with more than 6 million members.

Youth Employment Programs

Prevention of unemployment has not been treated as a specific categorical issue in %
this book because the focus is primarily on the prevention of high-risk behaviors ¢
among younger adolescents (aged 10 to 17).'¢ Few of the target population iden-
tified are in the labor force or even trying to enter it. The areas covered in this
volume are, however, highly relevant to improved occupational opportunity; al-
most all youth employment initiatives start with school remediation. Several models
that are included in Chapters 9 to 12 rely on funds from youth employment pro-
grams.

The Employment and Training Administration of the Department of Labor
administers youth services funds through the Job Training and Partnership Act
(JTPA) of 1982. A total expenditure of $4.7 billion was reported in 1988, but
only a small portion of that involved services for teenagers. Funds reach commu-
nities through block grants to states that get passed on to 630 local Service Delivery
Areas that are governed by Private Industry Councils (PICs), with heavy represen- .

of adolescent health with
relate to AIDS.
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::jtion from local b.usinesses. The services may include classroom training in basic
'I}'::C;tIl';f\' l:)::gzjob training, jot.;‘ search skills, and subsidized work experience.
0 e s s b n‘ ‘cnucwed for ﬁreannng," allowing substantial sums of money
o r the easy-to-reach_. The Department of Labor has been encour-

g .do promote more ou}x:each in high-risk communities. A separate program
sgz\lriln.e; fun::}lls tc; iorgmumues for the Summer Youth Program and another entity

1sters the Job Corps Centers. The Job Corps recruits 16-

mosﬂ; of whom reside at the 107 centers around mrg country. 0 2hyearolds,
work:c I?&pmlh ent of Labor is involved in a number of collaborative projects. It
works wi e Df:partment of Education on literacy and the Office of Human

¢velopment Services on coordinated projects to serve teen parents and provides

demonstration funds to proj ini
jects such as the Su i
o on fu Chaptar 11y oo 28 the mmer Training and Education Pro-

Cross-Cutting Programs

ffarly chxlc?hood 'education and parent training probably fit best under the category
preventing fa}lure and dropout; however, as we will find, these kinds of ro-
}g{r:rgssiould !oglgally be placed in every category. The primary program—Pro?ect
ad Start—is administered by the Administration for Chj
H : th ildren, Youth and -
:jhes (ACYF) in the DHHS. Initiated in 1965, Head Start has had itsarlljpsFZrnnd
g?:]?:ésc(:l;i::;yh thtzl pSrogram receives about $1.2 billion annually. Some 1300
' €ad Start programs in 2000 communities ac
serving ab(?ut a half million children. The programs provide a n;isi)fm;;;l:f“ry
health services, parent involvement, and social services. o
am’l’hz::n ;’){{ﬁce of Human Development Services (DHHS) administers the Run-
e {) e omc_less Youth gm.nts (mentioned under juvenile delinquency), a num-
por O Aol: er ch:jldeellfare services including Foster Care, Adoption As;istance
use and Neglect, and a special t program i i :
the same as the Indian Health Service). s pro for Native Americans (nor
It would be so much easier to unders i
v < ] tand the multilayered b ies |
ev'erythlng f.it u{lq 'ne'at little boxes, but in the course of {'espond?;zal:gri‘::iil:sf
;rllls)e;, fundmg m§uauv?s get put into agency budgets for idiosyncratic reasons
A l;])revenuon 1s an important case in point. Funds have been made available:
roug one agency for AIDS education in the schools and through another for
;tr)::du:?txc;n: Treatment of intravenous drug users (a major component of AIDS
ention) 1s apparently being covered by a third a i
information component is under the directi Sivisio of Adolesan 2nd
rection of the Division of Adol
Ez:ool ;I]eal'th d(DASH) of the Centers for Disease Control (CDC) 03;‘:;‘}1_; i;]ﬂa(si
n authorized to distribute project grants of more than $3 il
. ct g 0 million to Stat
Departments of Education and to city school systems that qualify for funds. TZE

coordination item is small ($1.6 million) and is the responsibility of the Public

Health Service. DASH has also undertaken the administration of annual surveys

particular emphasis on knowledge and behaviors that

In late 1988, Congress approved a new Omnibus Anti-Drug Abuse Act which

-
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created an enlarged Alcohol, Drug Abuse and Mental Health (ADMHA) block
grant, incorporating the Emergency Drug Treatment Block Grant and a new block
grant to reduce the transmission of AIDS by users of illegal intravenous drugs.
About $805 million has been appropriated for these purposes, of which $240 mil-
lion is designated for mental health services allotted to the states by a formula
bused on state population and per capita income. The AIDS efforts appear to be
entirely separate from either substance abuse prevention or teen pregnancy preven-
tion. This is also true of other sexually transmitted diseases. CDC has responsi-
bilily for operating the Sexually Transmitted Diseases (STD) program in the Pub-
lic Health Service; they give $65 million in block grants to states, which is used
primarily for surveillance and tracking cases.

Much of the new morbidity in adolescense is related to increasing rates of
depression and stress. Thus mental health services are an important adjunct of a
comprehensive prevention strategy, but they do not fall into any of the four cate-
gories of prevention programs described in this book. Mental health services in
the United States at the federal level, as we have seen, have been lumped in with
the drug and alcohol services. Beginning in 1984, the National Institute for Mental
Health (ADMHA) initiated a grants program, Child and Adolescent Service Sys-
tem Program (CASSP), specifically to address service delivery for emotionally
disturbed children and adolescents.'” Eligibility includes all children up to age 18
who are not functioning, require multiagency services, and have been diagnosed
with a psychological problem. States have been encouraged to strengthen their
. focus on this target population by developing cross-agency (mental health, juve-
nile justice, child welfare, education, and primary health care) systems of services
and stimulating demonstration programs in selected communities, with a particular
emphasis on parent involvement. Currently 42 states have grants totaling $7.4
million dollars.

School-based clinics (SBCs) have received a great deal of media attention
because some of them include family planning. However, they are primarily com-
prehensive services and work at preventing all of the problem behaviors catego-
rized here. Several attempts have been made to introduce legislation that would
provide funds for SBCs, but none of the bills has been voted out of committee.
Currently, SBCs and other community-based youth service agencies are supported
by a mix of federal and private funds. The main sources of public funds are state
Maternal and Child Health block grants and Medicaid; foundations (e.g., Robert
Wood Johnson) have been instrumental in providing start-up funds in high-risk
communities. The Early and Periodic Screening, Diagnosis and Treatment Pro-
gram (EPSDT) of Medicaid is theoretically available for providing medical ser-
vices to any poor child up to the age of 21.

In addition 1o food distribution programs, the Department of Agriculture sup-
ports the Cooperative Extension Service 4-H program. The Extension service, tied
into state land-grant universities, has local offices in most counties. The 4-H youth
development program is reported to reach 4.8 million youth, mostly in rural areas.
A major national 4-H Youth At Risk initiative was launched in 1988 to focus
more on troubled urban communities. '®
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Most comprehensive community-based programs do not fit into just one cate-
gory of prevention. There are thousands of youth-serving organizations, such as
Girls Clubs, Boys Clubs, Y's, and 4-H, that look for support for their wide array
of programs in all of these fields. The Children’s Defense Fund, the National
Collaboration of Youth, and the National Govemors Association are examples of
national organizations that advocate for a broad array of youth issues.

Implications for Prevention Fields

Each field has a major federal e
down to communities, generall
ulations. However, there are al
to communities. The complex
different state governments.

gislative base with money and regulations flowing
y through state agencies according to various reg-
50 grant and demonstration projects that go directly
ity of the federal bureaucracy is reproduced in 50
Each state has its own idiosyncratic structure with its
own set of agencies that are not necessarily coordinated or organized to function
efﬁcien.tly in the best interests of high-risk youth. For each public effort, signifi-
cant private voluntary efforts are at work, keeping legislatures informed about
th'cxr Issues and monitoring administrative performance to ensure that the appro-
priated funds are spent according to law. Advocacy groups are often positioned in
competition with each other to get the attention and support of the legislators,

In addition to the government agencies, nonprofit service agencies, and advo-
cacy groups, other important institutions shape the way services are organized and
dehv.ered. Foundations (e.g., Carnegie, Ford, MacArthur, Grant) play a major
role in creating model programs in all areas. They have been willing to initiate
large-scale, multisite interventions and support the longitudinal research required
to measure effects. Much of the thrust for innovation and change has resulted
from foundation-created commissions and task forces. The products of university
a.nd *‘think tank’' research (with support from both the government and founda-
tions) have been instrumental in guiding the nation about the behavior of youth
and the institutions that affect their behavior.

. The organization of delinquency, substance abuse, teen pregnancy, educa-
tional, and other relevant programs addressed to youth has been reviewed briefly
Fo set the stage for understanding the complicated status of program development
in the United States. The programs described in the four chapters that follow
reflect the diversity of categorical legislation, funding, policies, and leadership at
the local, state, and federal levels. One central question emerges: Are the needs
of youth being well served by these arrangements? If not, what should and can be
changed to develop a more comprehensive approach to these issues?

Notes

1. Many program research reviews comment on the paucity of valid evaluation studies.
For example, a review of 5,000 reports on Title 1 and other educational programs
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found only 28 with valid evaluations that included achievement test results and pro-
gram costs (Phi Delta Kappan 64{1983]): 339-47); a U.S. Government Accounting
Office (GAO) review of dropout prevention programs found only 20 rigorous evalua-
tions out of 452 programs surveyed (School Dropouts: Surveys of Local Programs,
July 1987); 6,000 abstracts on delinquency prevention yielded only 96 with empirical
evaluation (Journal of Research in Crime and Delinguency 14{1977): 35-67).

. S. Menard, personal communication, 1989.
A number of sources have been consulted to try to determine the most current status

of federal programs that impact on youth aged 10 to 17. It is almost impossible to get
an accurate picture of the federal budget situation at any point in time because of
definitional problems on target populations, inaccurate reporting, and differences be-
ween appropriations and expenditures. See J. R. Reingold and Associates, Current
Federal Policies and Programs for Youth (New York: William T. Grant Foundation,
1987); Children's Defense Fund, A Children’s Defense Budget, FY 1989 (Washington,
D.C.: Children's Defense Fund, 1988); T. Ooms and L. Herendeen, "*The Unique
Health Needs of Adolescents: Implications for Health Care Insurance and Financing"'
(Background Briefing Report, Family Impact Seminar, Washington, D.C., 1989). The
monthly publication Youth Policy provided added insights.

. Budget of the United States, 1990 (Washington, D.C.: U.S. Govemnment Printing Of-

fice, 1989).

. 1. Schwartz, **Emerging Trends and Promising Strategies in Juvenile Crime Control in

the U.S.,”" Youth Policy 10(1988): 3-8.

. B. Krisberg, The Juvenile Couri: Recluiming the Vision (San Francisco: National Council

on Crime and Delinquency, 1988).

_ J. Kushner, **Historical Perspective on Alcobhol and Drug Abuse Prevention,’’ in Pro-

ceedings of the First National Conference on Alcohol and Drug Abuse Preveniion:
Sharing Knowledge for Action, U.S. Department of Health and Human Services,
Washington, D.C., August 36, 1986.

_ Office of Substance Abuse Prevention, OSAP, Alcohol, Drug Abuse and Mental Health

Administration, DHHS (Summer 1988).

. C. Hayes, ed., Risking the Future: Adolescent Sexuality, Pregnancy, and Childbear-

ing, Vol. I (Washington, D.C.: National Academy Press, 1987).

_ See a detailed description of the efforts in California in C. Brindis and R. Jeremy,

Adolescent Pregnancy and Parenting in California (San Francisco: Center for Popula-
tion and Reproductive Health Policy, University of California, 1988).

. A. Kenney, S. Guardado, and L. Brown, *'Sex Education and AIDS Education in the

Schools: What States and Large School Districts are Doing,” Family Planning Per-
spectives 21(1989): 56-64.

. Expenditure figures for education are derived from the Bureau of the Census, Statisti-

cal Abstract of the United Stiates, 1988 (Washington, D.C.: U.S. Government Printing
Office, 1988), tables 186, 215.

. In the village in Westchester County, New York, where the author resides, the current

annual public school expenditure per child is approaching $13,000.

_ Office of Educational Research and Improvement, The Current Operation of the Chap-

ter I Program (Washington, D.C.: U.S. Department of Education, 1987).

. The State Education Department, Current Education Department Programs Serving

At-Risk Children and Yoush (Albany: The University of the State of New York, May
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_ For recent information on employment opportunities for youth, see William T. Grant

Foundation, The Forgotten Half: Pathways to Success for America’s Youth and Young
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Families (Final Report of the Commission on Work, Famil d Citi i
el . y, and Citizenship, Novem-
. Family Impact Scm'inar. *‘Integrated Approaches to Youths' Health Problems: Federal,
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Prevention of Adolescent Pregnancy

{

The literature on prevention of adolescent pregnancy has a somewhat different
tone than the two sets of literature we have just reviewed on delinquency and
substance abuse prevention. While those fields were dominated by psychiatric studies
(delinquency) and psychologically oriented school-based interventions (substance
abuse), the discussion of teen pregnancy tends to focus much more on broader
sociological and moral issues. During the past decade, a great deal has been said
in the press and on TV specials about preventing teen pregnancy; the subject has
been aired at endless conferences and in Congressional Committee hearings.! A
number of books have been published on the subject, typically collections of pre-
viously published articles or chapters provided by authorities.? In this literature,
certain strategies appear to have been accepted among most of the commentators:
that the major focus of prevention should be sex education in the schools and
access to contraceptive methods, with little mention of evaluation of these ap-
proaches.’

It would be a gross overstatement to imply that there is a consensus in the
United States about what to do about adolescent pregnancy. As in every other
facet of American life, there is a significant difference between *‘liberals” and
“‘conservatives’ about appropriate interventions. The conservatives take the po-
sition that only abstention will solve the problem, and it is up to families to
produce the moral climate necessary to help their children maintain their virginity
until marriage. Mosbacher, in a report for the Family Research Council of Amer-
ica, calls for molding children to *‘reflect virtue, self-control, and self-sacrifice in
services to others.”"*

Clearly, when sex enters the scene, the situation becomes complicated. Schol-
ars may be frightened away. Universities do not have departments and big names
associated with the evaluation of pregnancy prevention interventions. There is,
however, extensive ‘‘population research,”’ focusing on demographic studies of
changes in vital rates, with some work on the determinants and consequences of
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adolescent pregnancy (see Chapter 5). Evaluations of family planning programs
are mostly being conducted overseas in developing countries.

This lack of attention to evaluation was highlighted in a recent report (1987)
by the National Academy of Sciences. After two years of intensive study, an
expert Panel on Adolescent Pregnancy and Childbearing observed a significant gap
between what people believed to be solutions to the problems of adolescent preg-
nancy and the ‘‘state-of-the-art’” of evaluation of the effectiveness of these inter-
ventions.> Nevertheless, they concluded that adequate knowledge existed on which
to base recommendations. Their report stated **because there is so little evidence
of the effectiveness of the other strategies for prevention, the panel believes that
the major strategy for reducing early unintended pregnancy must be the encour-
agement of diligent contraceptive use by all sexually active teenagers.”’ The panel
also concluded that, even though substantive proof of ‘*what works’’ is lacking,
two other strategies should be pursued: delaying the initiation of sexual intercourse
and enhancing *‘life options’" for teenagers.

The concept of ‘‘life options’” has been proposed in light of the seeming in-
tractability of teen pregnancy rates, despite prolonged efforts to expand sex edu-
cation and contraceptive services.” The association between social disadvantage
and teen parenthood (documented in Chapter 5) gives evidence that changes in the
social environment are a necessary precondition to opening the opportunity struc-
ture for deprived youngsters and giving them a reason for wanting to prevent early
childbearing. To use Schorr’s words to describe the impact of this perception of
the teen pregnancy problem:

Across a wide ideological spectrum, there is a new commitment to finding ways to
combat early childbearing that go beyond making contraception more available. The
rhetoric and action implied by this new commitment . . . have been given new life and
new meaning by civil rights activists, child advocates, social reformers, and profession-
als who work directly with teenagers.®

Marion Wright Edelman, president of the Childrens’ Defense Fund, has been fre-
quently quoted: '‘The best contraceptive is a real future.”?

To produce scientific evidence about the effectiveness of an intervention in the
pregnancy prevention field, it is necessary to measure changes in adolescent preg-
nancy rates and attribute those changes to some program, or even a specific cur-
riculum or type of counseling, offered by a specific agency.'® While information
about births is relatively easy to collect in a given population, abortion rates are
elusive because of underreporting. Few of the available studies of programs have
included comparable experimental and control groups; in some instances, the re-
sults were contaminated because control group members gained access to services
during the study period.!' The complexity of evaluation is even further com-
pounded by the demands of testing the effects of life options interventions. In
light of these methodological shortcomings, our understanding of *‘what works’"
to prevent pregnancy must be informed by using ‘‘surrogate’” measures of effec-
tiveness, such as delay in the initiation of sexual activity and the use of contra-
ception at initial intercourse and thereafter. Table 11.1 shows the measures used
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%TABLE 11.1. Measures of Success in Prevention of Adolescent Pregnancy

Behavior to Prevent Measures of Success Sources of Data
Early initial intercourse Percent not sexually active Self-report survey
Unprotected intercourse Percent using method of Self-report survey

contraception
Unintentional pregnancy Reduction in Self-report survey
unintended pregnancy
" abortion Vital statistics
Early childbearing Reduction in early births - Self-report survey
Vital statistics

for evaluating pregnancy prevention programs and the sources of data. As in the
other fields, much of our knowledge derives from self-reported behavior. Many
questions have arisen about the reliability of self-reports on sexual activity. Are
the figures for males overestimates and for females underestimates? Most analysts
believe that their questionnaires are designed to elicit valid responses.

Successful Models

Early Childhood and Family Interventions

As we have seen in the previous chapters on prevention programs, research during
the past 20 years on the effects of early childhood education has yielded a number
of positive outcomes experienced by children who attended Head Start type pro-
grams: better grades, less failure, higher probability of completing high school
and going on to higher education, reduction in welfare dependence, and improve-
ment in students’ self-confidence and self-esteem.'? It seems like a reasonable
assumption that Head Start participation because of its direct effect on school
achievement would indirectly lower the probability of teen parenthood for high-
risk children. In fact, the Perry Preschool participants had significantly lower
pregnancy rates at age 19 (64 per 1000) than the control group (117 per 1000);
however, this finding was based on a very small sample of females (n = 49)."
Only one other early childhood education program has reported data on pregnan-
cies. The Early Training Program in Murfreesboro, Tennessee, found no effect on
pregnancy rates, but it did find that among those who attended the early training
program and became childbearers, 88 percent completed high school compared
with only 30 percent who had not attended preschool.™

The Office of Adolescent Pregnancy is strongly committed to the theory that
improved parent-child communication will help children improve their decision-
making skills and delay the initiation of intercourse. A number of family com-
munication programs have been initiated with OAPP grants, but no models have
been identified with evaluation data.
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School-Based Interventions

CURRICULA

*h has been well documented that sex education courses improve knowledge, but
there is little conclusive proof that behavior is influenced by taking courses. The
rate of sexual activity does not appear to change as a result of information, nor
does the efficacy of contraceptive use.'s There is no evidence that pregnancies
have been prevented as an outcome of any specific sex education curriculum.'®
Sex educators have responded to these disappointing research results by develop-
ing and incorporating new approaches into their courses, such as decision-making
skills and life planning."’

Life Skills. Schinke and Gilchrist have used their Life Skills Counseling meth-
odology to teach problem solving and assertiveness skills as they are related to
sexual behavior.'® Their ‘‘cognitive—behavioral group work’’ approach involves a
four-step process:

1. Access to information on which to base decisions and behavior.

2. Accurate perception, comprehension, and storing of this information, using
rehearsal, quizzes, and social reinforcement.

3. Personalizing and using the information in making effective decisions.

4. Behavioral skills, to implement these decisions in social situations, and role
playing.

For a very small sample, they were able to show improved knowledge, more
positive attitudes toward family planning, and better use of contraception. Com-
pared with a control group, participants had fewer incidences of unprotected in-
tercourse a year later. Schinke et al. provide an important insight into a significant
component of successful interventions: ‘‘One young man wanted to get hold of
reliable birth control. He and his partner settled on condoms and foam and decided
he would pick them up within the week. Mission accomplished, he called in a
report and brought his purchases to the next group.”*'® Cognitive changes were
translated into direct action.

)%/Life Planning. This approach combines materials on vocational guidance with
exercises designed to lead to less risk-taking behavior and more rational decisions
in school, social, and family settings. Extensive worksheets produce personalized
planning guides for careers, based on course materials, research, interviews, and
individual preferences. Several curricula are available to schools and community
groups including Life Planning Education, which was developed by the Center for
Population Options in Washington,® and Choices, developed by the Girls® Clubs
of Santa Barbara, California.?! A high degree of student and teacher satisfaction
has been reported by users of these materials; research on the impact on behavioral
outcomes is under way, but not complete.

Life Skills and Opportunities (LSO). A component of a comprehensive school
remediation Summer Training and Education Program (STEP), LSO was designed
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and implemented by Public/Private Ventures (PPV) in five urban communities
(and currently is being replicated in many more).2 PPV is a nonprofit research
and program development agency in the area of youth services. Other STEP com-
ponents include two summers of school remediation and job placement, as well
as one winter of school remediation and personal counseling (see Chapter 12).
The Life Planning Education curriculum has been revised specifically for a low-
income, largely minority population. The focus is on the world of work and issues
of sexual and reproductive development, feelings, and behaviors. An informa-
tional visit to a clinic is part of the curriculum. Evaluation results from the use of
the LSO curriculum show significant gains in knowledge of contraception and
sexuality. Participants were more likely to use contraceptives if they were sexually
active than youth in the control group, but the differences were not large enough
to achieve statistical significance in a follow-up survey. PPV believes that the
results of the demonstration project confirm the critical need for increased and
intensive interventions such as LSO, aimed at enhancing sexual responsibility among
high-risk youth, along with educational enrichment and job training.

George Mason High School, Falls Church, Virginia. The Falls Church school
system offers a family life and sex education program to all sixth to ninth and
eleventh and twelfth graders.?® Mary Lee Tatum, a trained sex educator who cre-
ated much of this course, is employed full time by the school district to teach it.
As the nation’s most respected *‘hands-on’’ sex educator, she also trains teachers
in the Virginia school system and in many other parts of the country.

The sixth-grade component, taught by classroom teachers, is included as part
of the general Family Life and Health Education course and focuses on puberty
and social relations. The core course taught by Tatum is divided up over seventh,
eighth, and ninth grades as part of the Life Science curriculum and students re-
ceive one credit in general science. It includes communication and problem-
solving skills; basic biology and genetics; fetal development, childbirth, and the
reproductive system; and psychological development. For the last two years of
high school, a quarter-long elective Seminar in Human Sexuality is offered that
includes a history of sexual attitudes, the role of the family, more on psychosexual
development, decisions about life goals, and cultural and religious views on gen-
der, contraception, and abortion.

These courses have received high ratings from students, their parents, and the
school administration. One measure of satisfaction has been that 100 percent of
the student body elect to take all of the courses offered. An evaluation of the
ninth-grade course indicated significant success in the areas of knowledge, com-
munication, and decision making; the twelfth-grade seminar students were shown
to be much better users of contraception.® These courses have the strong support
of the Family Life and Sex Education Council, appointed by the School Board to
review the family life program.

Saying No Programs. The prototypical ‘*Saying No’’ to sexual intercourse pro-
gram, developed by Marion Howard at Emory University, was designed to pro-
vide eighth-grade youth with information and decision-making skills to help them
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resist peer pressure. In the ten-session Postponing Sexual Involvement curriculum,
human sexuality issues are covered by nurses and counselors while the skill-building
component is presented by older teen leaders.? Preliminary evaluation found that
only 5 percent of low-income eighth-grade girls had initiated sex by the end of
the school year compared with 15 percent who did not take the course.?® No long-
term effects have been reported.

SPECIAL SERVICES AND COUNSELING

Fifth Ward Enrichment Program. A school-based program focused on teaching
sexual responsibility to 11- to 13-year-old-boys has been organized as part of the
Urban Affairs Corporation, a school-based clinic program in Houston, Texas. Cre-
ated and operated by Emest McMillan, an all-male staff works with high-risk
youth using a system of positive reinforcement, intensive counseling, daily tutor-
ing sessions, field trips, life skills workshops, and academic guidance. The pro-
gram, which includes the full services of the health center, functions in the sum-
mer as well as during the school year. Preliminary evaluation suggests that the
participants are doing better in school and display a lower incidence of conduct
disorder than nonparticipants.?” Staff report increased recognition among the boys
that **they won’t have children if they can’t support them.”’

Teen Qutreach Project. Started by the Junior League of St. Louis, this after-
school program is being replicated in 75 schools around the country. The Ameri-
can Association of School Administrators is now a co-sponsor. The model in-
cludes group classroom and counseling sessions and weekly volunteer community
service assignments. Small group discussions are held using a specially developed
curriculum, which emphasizes life planning and goal setting. Most participants
are aged 14 to 16 in grades 9 and 10.

According to a three-year evaluation, young people in Teen Outreach had fewer
pregnancies, fewer live births, and were less likely to fail, drop out of school, or
get suspended than comparison students.?® (The evaluation is not based on random
selection, and the comparison group is largely made up of friends of participants.)
An analysis of each year of data substantiates these impacts on students who start
out with many markers of high risk (more than half had failed a grade in the
previous year). The success of the program is attributed to measurable inputs,
such as number of volunteer hours worked and attendance rates, as well as intan-
gibles, such as the growth in self-esteem and self-awareness that the program
seeks to develop.

+ wood House (a voluntary social service agency) in the New York City public
schools uses specially trained professional social workers who staff three compo-
nents of the program: small groups, individual counseling (and referral), and
classroom dialogues.?® The small groups meet once a week for a semester and
cover sexuality issues, birth control, values clarification, peer pressureamong

7{[ een Choice. A pregnancy prevention/sex education program operated by In-

other things. The workers are assigned to a school and are on site 3 to 5 days per
T ————
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week in seven schools. The most common problems that arise in counseling ses-
sions include pregnancy scares (25 percent of cases), birth control, relationship
and family issues, and general mental health evaluation.

A recent evaluation showed that Teen Choice students were generally at high
risk of pregnancy.® In addition to positive changes in knowledge and attitudes,
participants were shown to have significantly improved their use of contraception
following their group experiences and maintained these practices over time. Strengths
of the program cited by the evaluators included that the program was school based
and thus convenient, students are respected and although abstention is encouraged,
contraceptive use is recommended for those who choose not to abstain.

SCHOOQL-BASED CLINICS

The search for more effective interventions to prevent pregnancy has led to the
promulgation of comprehensive school-based health clinics. Early reports from a
school-based program in St. Paul, Minnesota, first drew attention to the potential
of this model for preventing pregnancy.3' Currently, the St. Paul School Health
Program, operated by Healthstart, Inc., provides primary and preventive services
during school hours in four public schools; over 70 percent of the student body is
enrolled in the clinics.*? Services include athletic physicals, emergency care, im-
munizations, mental health, nutrition, and social work counseling as well as fam-
ily planning. Healthstart reports that birth rates in the schools have dropped from
79 per 1000 in 1972-73 to 35 per 1000 in 1985-86. We do not know how this
significant decrease compares with either a control group or the population as a
whole in that area, nor do we have any information about abortion rates.
The staff attribute the success of their program to the following factors:

1. Clinics are accessible, available, and confidential. f

2. The program is ‘‘adolescent-focused’’; no problem is too minor to be taken
seriously by the staff.

3. A unique combination exists between education in the classroom and clinic
services (staff provide sex education in the school).

4. Because the clinic has a primary-care focus, no stigma is attached to pre-
ventive reproductive health services.

5. Staff is linked to school and community through school nurses, faculty
meetings, and parent advisory meetings.

6. One individual in each clinic is always there, known to students and ap-
proachable.

The effect of school-based clinics on the reduction in birth rates has been
reported by several other programs, including the West Dallas Youth Clinic and
the Muskegon, Michigan, school-based program. Mention of similar findings in
Jackson, Mississippi, and rural Colorado and North Carolina have not been sup-
ported with documentation.

Numerous studies of the impacts of school-based clinics are now under way,
but the results at this stage are preliminary. Controlled studies that encompass
changes in pregnancy rates are difficult to conduct in every setting; pregnant girls
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may drop out of school and be hard to track, or they may stay in school and have
abortions that are unknown to the staff. One problem with school-based clinics is
the small number of users of the family planning services component (10 to 20
percent), which reduces the effect in aggregate statistics.*’

Research on the question of the effect of clinics on the incidence of sexual
activity among the students has yielded no evidence that the rates increase after
the clinic opens. A two-year follow-up survey in Kansas City revealed almost no
change in reported sexual behavior.** Following the three-year school-clinic dem-
onstration project in Baltimore (see the next section, Self-Center), Zabin et al.
found a postponement of first intercourse that averaged seven months among pro-
gram participants.*®* A survey of students in a school that is part of the Houston
school-based clinic program showed that school clinic attendance was an impor-
tant determinant of the frequency of contraceptive use.>® Clinic users were more
than twice as likely to use contraception every time they had sex as compared
with those who had not been to the clinic, and they were less than half as likely
never to use contraception.

Among students who were already sexually active, clinic patients in Kansas
City showed higher rates of contraceptive use than nonpatients as well as a strik-
ing increase in use of condoms among males. In Baltimore, younger female stu-
dents and males in the experimental schools were much more likely to use birth
control than those in the control schools. And in St. Paul, female contraceptive
users had an extremely high rate of continuation; 91 percent were still using the

method (mostly the pill) after a year, and 78 percent after two years of use.’”.

(Free-standing family planning clinics report a 12-month program dropout rate of
close to 50 percent.’8)

These preliminary evaluation and monitoring results produce evidence of heavy
use of clinics for a wide range of adolescent health needs. There is no evidence
that making contraception available through school clinics increases the likelihood
of early sexual activity. Among students who are sexually active, those who ob-
tain birth control services appear to improve their use of contraception. The evi-
dence that all of these factors lower pregnancy or birth rates is still inconclusive.
Experience to date suggests that evaluation of the impacts of school-based pro-
grams on pregnancy rates presents large methodological problems. It is difficult
to conduct surveys in schools, random assignment is not possible, students are a
highly mobile population, and abortion is underreported.

Self Center. One program that demonstrated reductions in pregnancy combined
sex and contraceptive education, as well as individual and group counseling in the
schools, along with family planning services in a nearby clinic site.*® The staff, a
social worker and a nurse practitioner, worked in both places. Considerable effort
was made to involve parents, but none showed up for informational meetings.
Research had a high priority. At the end of the three-year demonstration period,
pregnancies among students in the experimental schools decreased 26 percent
compared with a substantial increase in the control schools (from 32 to 51 per-
cent). The evaluation also showed a significant postponement of first intercourse
and very high utilization of the clinic and of contraceptives, especially among
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junior high school students. Zabin and her colleagues attribute the success of the
program to the amount of attention the students received from the staff and the
clinic.

Community-Based Programs

FAMILY PLANNING CLINICS

The National Academy of Sciences Panel was persuaded by the survey research
base that established the connection between the use of contraception and the
nonoccurrence of unintended childbearing to teenage females.*’ Data from the
1979 Johns Hopkins Survey of Young Women showed that only 7 percent of those
sexually active teens who always used a medical method had experienced a pre-
marital pregnancy compared with 62 percent of those who had ?ever used a
method.*!

Family planning clinics are the primary sites used by 1.5 million teenagers
annually to obtain medically prescribed contraception. However, no controlled
studies have been conducted that compare matched samples of clinic users with
nonusers to demonstrate the efficacy of a specific program model. Repeated stud-
jes of family planning services for teenagers have concluded that convenience,
confidentiality, and lack of *‘hassle’’ are important predictors of utilization, while
special teen sessions and *‘rap groups’’ are appealing to only very young clien}s.
And yet, in many clinics half of the patients fail to make a return visit. Contin-
uation on a method (typically the pill) is often related to satisfaction with the
method.

Nathanson and Becker have shown that in those clinics where teenage patients
expect that the nurses will give them *‘authoritative guidance’' about con(r?ceptive
methods, and where nurses expect to give that kind of service, contraceptive con-
tinuation rates were significantly greater.*> The authors cite this style of staff-
patient interaction as evidence that young women initiating sexual activity may
want and need more direct personal guidance about contraception than they cur-
rently receive.

MANTALK

This program for teen males, operated by the County Health Department in Winston-
Salem, North Carolina, at two community sites and two alternative schools took
as its goals to promote positive life-styles and to encourage responsible sexual
decision making.* Skills training is offered in career development, parenting,
academic goal achievement, self-esteem, and job marketing. Issues such as sexism
and racism are addressed, and adult male volunteers are used to facilitate discus-
sions at meetings, share their life experiences with the boys, and arrange cultural
and social activities. Community support is provided through the donation of tick-
ets for local events, provision of transportation, arrangement of on site job visits,
and the promotion of the program in the local media. Program evaluation based
on over 200 males shows an increase in knowledge and awareness, improved
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contraceptive use, and no known cases of paternity. In the school-based programs,
the participants had improved attention and grades. The staff believe that the pro-
grams in the alternative schools (one a middle and the other a high school) were

more effective because participation was facilitated and outreach and recruitment
unnecessary.

MULTICOMPONENT/MULTIAGENCY PROGRAMS

School/Community Program for Sexual Risk Reduction among Teens, South Car-
olina.*® This demonstration project in a poor, rural school district involves var-
ious segments of the community in a comprehensive adolescent pregnancy preven-
tion program. It is located in a portion of one county with comparison populations
in the other half of the county and three similar counties. The program was initi-
ated in 1982 by staff from the School of Public Health of the University of South
Carolina. The hypothesis to be tested was whether the high pregnancy rates could
be reduced following an intensive saturation of the community with large quan-
tities of pregnancy—prevention messages. Prior to implementing programs, a com-
munity/school assessment of needs and resources was undertaken and advisory
groups organized.

The project started out with two major objectives: to delay the initiation of
sexual intercourse and to promote the use of consistent contraception. It 'was rec-
ognized that such factors as decision-making skills, interpersonal communications,
self-esteem, and knowledge of reproduction and contraception had to be incorpo-
rated into all approaches. The first step was to educate the adults in the target
community. School district teachers were provided with tuition-free graduate level
courses related to sex education, and these trained teachers, assisted by project
staff, then implemented K through 12 sex education in integrated courses (e.g.,
units of sex education were added to biology, science, social studies, and other
courses). At the same time, clergy, church leaders, and parents were invited to
attend minicourses (10 hours) that would help them improve their skills as parents
and role models for the youth in the community. Some of the churches initiated
appropriate classes and special events.

Program staff utilized local media and a speaker’s bureau to promote messages
about pregnancy prevention. Community awareness activities focused on National
Family Sexuality Education Week. Attention was given to broad-based health is-
sues, beyond those that were sex related, with an emphasis on problem solving,
nisk taking, and personal responsibility.

After several years, pregnancy rates in the school district appeared to drop
significantly, even when compared with neighboring areas. The estimated preg-
nancy rates for 14- to 17-year-olds in the target area dropped from 61 to 25 per
1000 during the project period (1981-85), while in comparison areas, the rates
rose from 35 or higher to around 50 per 1000. The researchers attribute success
to the involvement of the community at large, including parents, teachers, and
clergy. This model! is heavily influenced by the availability of professional staff
from a school of public health and funds from outside the community.
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Planned Parenthood of East Central Georgia, Jasper County, Seuth Caro-
lina.* The Planned Parenthood agency received a foundation grant in 1985 to
develop a comprehensive pregnancy prevention program in a poor rural county in
South Carolina. The intervention began with the development of a K through 12
health education curriculum and an advisory committee of parents, teachers, and
local agency representatives. The model implemented focused on life skills, in-
cluding health, nutrition, substance abuse, and decision ma_king.

During the second phase of the program, teen peer counselors were trained to
work in junior and senior high schools. In 1987, the third phase of the program
initiated a Family Life Center on the school grounds. Services include health ed-
ucation, referral, treatment, vocational training and job placement, and support
group services for troubled teens. The County Departments of Health, Social Ser-
vices, and Youth Services participate along with a private nonprofit youth-serving
agency. Preliminary data suggest that pregnancy rates for 14- to 17-year-olds (both
births and abortions) decreased from 54 to 42 per 1000, while in a similar county
with no services they increased from 62 to 75 per 1000.

IMPACT 88: Dallas's Countywide Plan for Reducing Teen Pregnancy.*’ This
broad community intervention grew out of earlier work by the Community Coun-
cil of Greater Dallas's Coalition on Responsible Parenthood and Adolescent Sex-
uality (CORPAS). With a strong push from the mayor’s wife, a new Task Force
on Adolescent Health and School Age Pregnancy brought together in 1984 some
175 representatives from business, government, media, religious organizations,
civic groups, health and social services, and the teen population (including differ-
ent racial, ethnic, and socioeconomic groups). Nine subcommittees were formed
to study the problem from various viewpoints:

1. Adolescent and Family Organizations: compiled a list of all services for
adolescents and identified gaps and needs.

2. Business: addressed the issue of economic impact of teen parenthood; de-

veloped child-care strategy and a plan to meet employment needs.

Education: increased awareness regarding needs.

4, Community Service Organizations: surveyed volunteer groups about ser-
vices and strategy to match agencies with adolescent needs.

5. Media: developed public awareness campaign to inform the community about
the problems of teen pregnancy.

6. Medical: compiled a list of health services for adolescents and identified

aps.

7. glicil)igious: focused on ways to reach adolescents and their families through
church and to increase spiritual education relative to adolescent sexuality.

8. Political and Legislative: gathered information on current legislation and
made plans to increase awareness of legislators on issues.

9. Funding: explored ways to secure funding for implementing the plan.

w

These committees worked for almost a year and drafted a 40-page comprehensive
three-year IMPACT 88 Plan outlining eight areas for concerted attention: recrea-
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tion, health education and care, housing for teen parents, a countywide commu-
nity awareness campaign, family and peer support systems, employment oppor-
tunities for youth, sex education, and child care for teen parents.®® A detailed
statistical report documenting the problem of adolescent pregnancy in Dallas was
simultaneously released by CORPAS. The IMPACT 88 Plan was endorsed by 36
local organizations, and one group (Southwest Osteopathic Physicians) funded the
establishment of an IMPACT office at the Community Council.

Many activities have resulted in Dallas stemming from this comprehensive
fact-finding and planning process: a large-scale countywide public information and
awareness campaign; the establishment of a TEENLINE information and referral
system; creation of a more centralized referral and clearinghouse office; develop-
ment of an interagency case-management system for teen moms; establishment of
a voucher program for providing child care; increased programming on sex edu-
cation in some of the school districts and in the community; United Way funding
for pregnancy prevention services; establishment of volunteer mentors and sum-
mer youth employment programs for teen parents; among other activities.

Sandoval attributes the success of the project to making enough room in the
process for people with different viewpoints and ensuring that varied approaches
were taken at the community level to address the overall problem.*® He also points
1o the importance of the data base that allowed the community to gain understand-
ing that teen pregnancy was not only a problem among minorities but affected all
groups. Another obstacle to overcome was the perception that teen parent pro-
grams might make life too easy; videotapes of the plight of these young people
were used to document their critical needs.

No formal evaluation has been conducted of the statistical effects of this proj-
ect. However, teen birth rates in the Dallas area have decreased and the IMPACT
project believes that it had some influence here. Given the breadth of the ap-
proach, it is hard to imagine that it had no impact. The three-year planning cycle
is now completed and the project is no longer funded. However, CORPAS contin-
ues to function as previously and the central office will now be moved to a joint
project of the YMCA and the YWCA.

An important outgrowth of IMPACT 88 has been the development of a model
Youth Impact Center, a neighborhood-based, multiservice program in a high-risk
area. The design of the model center builds on the collective knowledge gained
from the planning experience of the program. At least 16 public and nonprofit
health, social, and youth-serving agencies have signed on to co-locate services at
the center where case management, educational, and social services will be of-
fered and referral coordinated. Target youth will be involved in center manage-
ment as part of the decision-making training.

PROGRAMS WITH MULTIPLE GOALS

Programs that include educational enhancement, job preparation, and family plan-
ning are being initiated in response to the more general objective of helping high-
risk youth. These approaches view early childbearing as only one symptom of
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disadvantage and assume that more comprehensive treatments are necessary 1o
help children achieve their educational, career, and ultimately, family goals.

The Children’s Aid Society Adolescent Pregnancy Prevention Prograr.n.‘ . A pro-
gram that encompasses a multiple-goal approach has recently been initiated by
Michael Carrera in New York City and the Children’s Aid Society as the lead
agency.® There are eight *‘Primary Prevention Programmatic Dimensions’":

1. On site primary health services: Complete physical exams, contraceptive
counseling, and prescriptions; weekly follow-up counseling of contracep-
tive patients.

2. Self-esteem enhancement through the performing arts: Weekly workshops
with parents and teens led by professionals from the National Black The-
ater. Issues include conflict resolution, school experiences, job problems,
family roles, gender roles, and racism. o

3. Skills training in individual sports: Squash, tennis, golf, and swimming—
skills that emphasize self-discipline, self-control, and a precise mastery.

4. Academic assessment and homework help program: Complete educational
needs assessment and prescriptions for individual and group tutorials, given
by volunteers and educational experts. o .

5. College admission program: Every teen and parent participant receives a
certificate at the beginning of the program guaranteeing a place as a fresh-
man at Hunter College with all costs subsidized, following teen pregnancy
prevention program and graduation from high school. . .

6. Family life and sex education unit: A 15-week program, Wll!l scpal.'ate units
for parents and teens, that present a holistic view of sexuality, using read-
ings, films, role playing, and lectures.

7. Job club and career awareness program: Weekly session conducted by em-
ployment specialists to explore career possibilities, secure a social security
card, complete working papers, and apply for jobs. Each teen secures a
paid job or takes part in an Entrepreneurial Apprenticeship Program. Each
participant opens a bank account and contributes to it monthly.

8. Individual counseling: The focus is on decision making, family, peer, and
school issues. Serious problems are handled by clinical staff or referred to
the Children’s Aid Society mental health program.

Only descriptive evaluation results are available to date. Since the program
began five years ago, of 250 clients, five girls have become pregnant and, accord-
ing to the staff, one of the boys has fathered a child. Fewer than }0 percent of
the participants have dropped out of school, a much lower rate than in the Harlem
community where the program is located. A number of graduates are enrotled at
Hunter College (8 teens and 7 parents).

Other Comprehensive Programs. There are numerous interesting and innovative
comprehensive youth-serving programs that include pregnancy prevention among
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their goals. Multiservice centers such as the Door, the Hub (both in New York
City), Aunt Martha’s (5 centers and 2 group homes in the Chicago area), and the
Bridge (in Boston) provide medical, educational, social, and recreational services.
The Summer Training and Educational Program (STEP; see previous discussion)
involves low-income underachieving 14- and 15-year-olds in two summers of ed-
ucational remediation and paid part-time work which includes life-planning work-
shops.' During the intervening school year, mentor-counselors offer guidance and
referral.

Recent recognition of the interrelationships between problem behaviors, partic-
ularly early unprotected intercourse and school failure, has led many youth orga-
nizations to move in new directions. The national Girls” Clubs of America has
initiated a research project testing the efficacy of four alternative pregnancy pre-
vention programs to identify models to add to its roster of afterschool activities.
The National Urban League has initiated a program through the black fraternity
Kappa Alpha Phi, combining school remediation, recreation, community service
activities, and counseling on responsible sexual activity.>?

PROGRAMS TO ASSIST TEEN PARENTS AND THEIR CHILDREN

When people talk about ‘‘adolescent pregnancy programs,’’ they often mean pro-
grams directed toward ameliorating the consequences of teen parenthood rather
than prevention. However, prevention of second pregnancies is often a goal of the
program, since the consequences of first births are greatly compounded by subse-
quent births.3> Many organizations and agencies focus their attention exclusively
on ‘‘teen moms.'” Services may include prenatal and postpartum care, infant care,
remedial education, counseling, job preparation and placement, and case manage-
ment. A number of these comprehensive programs have been evaluated and have
shown varying degrees of effectiveness in influencing outcomes, such as repeat
pregnancies, retention in school, and employment. This knowledge of *‘what works"’
to remediate is relevant to prevention of first pregnancies. The question has been
raised whether programs of the same complexity and intensity currently directed
toward reduction of subsequent pregnancies might be more cost beneficial if they
were focused on preventing first pregnancies. One interesting observation is that
the price of entry into these comprehensive health and social service programs is
1o have a baby. In some of the teen mother programs, the high repeat pregnancy
rate is attributed to the fact that the only time disadvantaged girls get any attention
or caring is when they first become mothers. And in fact most programs only
provide the services during the prenatal period and for one year after the birth of
the child.

One of the most thoroughly researched programs was Project Redirection, a
multisite comprehensive intervention for mothers under age 18, on or eligible for
welfare. The Manpower Demonstration Research Corporation (MDRC) tracked
participants over a five-year period and found that they were doing better than a
comparable group in employment, in getting off of welfare, and in parenting skills,
but they were still very disadvantaged and living in poverty.>* The researchers
concluded that:
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I. The comprehensive approach had the most effect on those \yho were most
disadvantaged at the beginning of the program, on those in 2 long-term
welfare situation, and on those who had low basic skills. ‘

2. The program was least successful in education and fami}y planning. 'Ijhe
education component was probably inadequate, since it did not offer w@e
choices or individualized attention. The family-planning message was 10
competition with the parenting message and was probably weakened by
community women who acted as mentors and may not have been strongly
committed to pregnancy prevention. '

3. Services located in central facilities, particularly parenting and employabil-
ity skills, were the most successful and the most popular. Thu§, lhey were
specifically tailored by the staff to the needs of the clients, while the deliv-
ery of the services by outside agencies were not.

The Teen Pregnancy and Parenting Project (TAPP), a comprehensive program
with 30 participating agencies in San Francisco, demonstrated succcssfgl out-
comes in school attendance and prevention of repeat pregnancies.” A variety of
approaches were used (single site and multiple sites for service.s) to ensure access
to needed services. All clients received case-management Services for three years
(or until age 19) from Continuous Counselors who acted as the primary contacts
between clients and service networks. This model program prodt'xccd strong evi-
dence of the efficacy of case management in working with high-risk yqut.h.

A summary of teen parent programs found a number of characteristics com-
mon to the most effective programs:*®

1. A full range of comprehensive services under one roof, including educa-
tion, job preparation, and parenting education.

Long-term support. o

_ Assertive outreach to encourage participation.

Involvement of significant others, such as partners and family.

_ Staff that can offer strong emotional support.

. Integration of pregnancy prevention into programs.

Potentially Successful Models

The criteria for selecting the program models for inclusion in this chapter required
that they had demonstrated positive outcomes (see Table 11.1). There are many
programs offered that have never been substantively evaluau?d and yet ‘lzale'very
highly in the opinion of experts in the field and surveys whilch report sau'sﬁed
customers.”" Several sex education programs are frequently cited as outstanding.

POSITIVE IMAGES: A NEW APPROACH
TO CONTRACEPTION EDUCATION

This program is oriented toward reproductive knowledge and contraceptive use
unlike most school-based sex education curricula.’” The teaching manual created
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by Peggy Brick includes 17 lessons on the history of contraception, development
of sexuality, understanding of parental attitudes, training in decision-making in-
volving contraception use, and skills for acquiring birth control. The lessons in-
volve role playing and skills development.

FAMILY LIFE EDUCATION, IRVINGTON BOARD OF EDUCATION,
[RVINGTON, NEW JERSEY

One of the few communities in the United States that offers family life education
beginning in the earliest grades and continuing through high school, this program
is part of the school system’s commitment to sex education. All participating
classroom teachers receive in-service training on school time. The curriculum was
developed out of a long community process, starting with New Jersey's mandate
that sex education be provided, and is being implemented by a full-time Family
Life Education Coordinator.

In the early grades, emphasis is put on the family; in grades 4 to 6 content
includes decision-making skills, peer relationships, the nature of sexuality, and a
unit on child abuse, sexual assault, and incest. Grades 7 to 9 concentrate on a
deeper understanding of the same issues, with more emphasis on dating, preg-
nancy, family planning, abortion, and self-esteem. In the high school curriculum,
more consideration is given to relationships, life-planning issues, and parenting.
Parents have been included on advisory committees from the outset, and almost
all parents have consented for their children’s participation. No evaluation data
are available.

THREE-FOR-FREE

One of the few large-scale programs that distributes condoms has been initiated
by the Maryland State Health Department. In an attempt to decrease the barriers
to condom use, free condoms and instructions are made available for anonymous
pick-up.*® In addition to local health department sites, the **Three-for-Free'’ pro-
grams have expanded to drug and alcohol counseling centers, community mental
health centers, and other social agencies. Local health departments advertise with
fiyers and public-service announcements. Many condoms are being distributed un-
der this program, but the possibility of evaluating the impact of a mass-distribution
program, beyond numbers, is extremely limited. In recent years, there has been
an upsurge of interest in programs for males, but most of the results have been
too insignificant to evaluate.® Despite innovative outreach efforts, young males
are reluctant to use family-planning clinics because they perceive them to be
“*woman-oriented”’ programs. One of the programs uses videotapes of neighbor-
hood sports events as a lure to an all-male clinic that employs medical students as
mentors. Programs designed to reach young males typically conduct outreach on
the **street,”” utilizing older males as role models or peer outreach workers.

TEEN-LINK

According to Mary Vemon, the director of the program, Teen-Link provides com-
prehensive preventive and primary health care to disadvantaged 10- to 18-year-
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olds who live in the community. This four-year demons?ratio.n proje:cfsO in the Lin-
coln Community Health Center in Durham, North Carolina, includes:

1. General health services. o o '

2. Group meetings on nutrition and fitness, family hfc' educau-on (including
contraception and STDs), strategies for healthy living, risky business (truancy,
drugs, elc.), teen parenting and child care, and parents of teens.

. Peer health educator program (training and o'utrcach).. ) '

4. Community Youth Councils, in participating public housmg' projects,
churches, and schools, who elect representatives to County-Wide Teen-
Link Advisory Council. .

5. Activity groups which feature karate and cosmetics workshops, cultural and
sports activities, and a Black Manhood Wakening Clul?. .

6. School outreach program with on site health promotion and services on
school premises provided by Teen-Link staff in four middle schools and
two high schools. .

7. Community outreach including forums, workshogs, work with volunteers,
and sponsored Teen's Health Nite Out for recreation.

8. The Church Connection Project involves a training program for church
members in adolescent health problems.

Teen-Link expects to produce outcome data on heal.th indif:afors and to show
reductions in pregnancies and STDs. At this stage, service statistics show that the
program is being used by the target population. A very high numbt?r of g_onorrhea
cases have been identified as well as abnormal Pap smears. Teen.-Lmk clients who
chose contraception are staying with their method of contraception longer on av-
erage than those who did not receive counseling. A very high number of preg-
nancy tests have been completed at the center.

w

URBAN MIDDLE SCHOOLS ADOLESCENT PREGNANCY
PREVENTION PROJECT (UMSAPP)

Eight large urban school districts were awarded grants in 1986 to fievelop pro-
grams in middle schools in collaboration with one or more community agencies.
Planning and technical assistance has been provideq by the Ac_ad.emy for Educa-
tional Development (AED). Each district produced its own variation of a life oa;;}
tions approach to pregnancy prevention. Funds. were used for teacher .and.st'
development of a sex education program; establxshmfant of schqol teams; training
of young men in decision-making skills; life-pl.anmng education in the mld'dl'e
schools; development of and support for mentoring programs; afterschool activi-
ties for high-risk youth in a drop-in center; and link.mg issues related to adolescent
pregnancy with dropout prevention. Most projects included several of these com-
ponents. ' -
While each project was required to develop a data collection c'orr}ponen't, it is
unlikely that outcome data will be forthcoming. I-_lowever, AED in its rev'l'ew of
the demonstration projects has produced inform.atwn' on ‘‘lessons lcarqed'—for‘
example, about dealing with community controversy m_regard to sexuahty' issues;
the difficulty of designing meaningful programs that will be utilized by high-risk

-

| B
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youth; difficulties in recruiting staff and identifying leaders; and the ‘‘over-
whelming nature of many problems in big city schools such as lack of supplies,
limited security, competition from gangs and other forces pulling on youngsters,
and constant staff changes.”’ ¢!

Most important, UMSAPP has proven that middle schools are ready to get
involved with the issue of pregnancy prevention, and school systems are ready
and willing to work with other community agencies to develop collaborative pro-
grams. A wide array of agencies have been involved in these projects, including
colleges, health departments and centers, Planned Parenthood affiliates, Urban
Leagues, the March of Dimes, Y's, and others. Clearly, none of these projects
handed out contraceptives in the schools, but they moved school systems much
further along toward meeting the needs of middle school children who will require
skills to become sexually responsible.

Building on these collaborative models, the American Association of School Ad-
ministrators is developing a similar multischool Primary Prevention of Adolescent
Pregnancy initiative. This project will offer middle school students a number of
coordinated activities over the span of the middle school years including summers.
Two or three urban school districts will be selected to implement a module of
services to be staffed by a full-time coordinator in every participating school.

Other Promising Programs

Several other comprehensive programs are currently being developed that appear
to be based on an accurate understanding of the potentially successful models
described here. However, they have not yet produced outcome data to indicate
whether or not they will really be able to achieve their goals. One of the most
significant undertakings is the New Futures Initiative sponsored by the Annie Casey
Foundation. Five cities have been awarded large grants to develop comprehensive
programs that will address multiple goals, including prevention of pregnancy,
dropping out, and unemployment (see Chapter 12). These collaborative projects

will involve an array of community agencies and various approaches to pregnancy
prevention.

What Doesn’t Work

The delinquency and substance abuse literatures are full of examples of what doesn’t
work, but this is not true in the pregnancy prevention field. The sense here is that
we don’t really know what will work. We have already reviewed a number of
programs that have given some evidence of success, and others that show great
promise. We can only make some assumptions about what doesn’t work based on
very partial evidence or hearsay.

As mentioned previously, researchers have not found that sex education pro-
grams increase contraceplive use or prevent unplanned pregnancy.®? While it is
true that sex education courses per se have never been proven to have had any
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direct effect on pregnancy rates, it is probable that the knowledge base they pro-
vide is an important element in pregnancy prevention. Stout and Rivara conclude
from their review that it is unreasonable to expect a classroom course alone to
change sexual behavior and compete with the adolescent’s sexual world as shaped
by the media. o

Media campaigns are very popular, but there is no direct evidence linking
posters that *‘Just Say No" to any effect on behaviors. And yet posters and TV
and radio ads that include a hotline number or another source of care can dramat-
ically increase requests for contraceptive services.*

Peer counseling approaches and teen theater groups are also popular, but there
are no recent data to show their impacts. Talbot et al. summarized the experience
in over 50 peer programs around the country and found a wide range of functions
that teens performed, such as assisting in clinics, counseling peers, and out-
reach.% In general, it appears that those who are trained to become peer counsel-
ors benefit most from the experience. There is no evidence that programs that only
attempt 1o raise self-esteem have been successful in this prevention area.

Much attention has been paid to involving families in communication pro-
grams and clinic services. There is some evidence that parent-child communica-
tion programs helped parents and their children talk about sex, but these programs
did not encourage parents to discuss birth control.% Moreover, these kinds of
programs have not involved high-risk youth. One evaluation fpund that pa.re.nls of .
teenagers visiting family-planning clinics were almost impossible to recruit into a
family counseling model.®” The evaluators were unable to document a link pe-
tween sex-related communications in the family and more effective contraceptive
use among adolescent clients. . )

Although many practitioners are interested in involving males in family plmg,
there has been little success in recruiting males as patients of family-planning
clinics.%® A recent intervention at a comprehensive health center with an existing
teen male caseload showed little impact on sexual behavior or condom use, al-
though there was a slight improvement in pill use among the partners of .Lhc ex-
perimental group.® Great interest has been expressed in enforcement of 'Chlld sup-
port regulations as a pregnancy prevention intervention; however, no evnde'nce l_las
been forthcoming that it is possible to track down the absent fathers of h{gh-nsk
teen mothers. Some practitioners feel that it is more important to try to involve
the young fathers in parenting than to try to extract payments from a largely
unemployed population.

General Concepts of Teen Pregnancy Prevention [

The concepts presented here represent a consensus among those who share the
position that the goal of adolescent pregnancy prevention programs should be to
promote responsible decision making about the timing of sexual mtcrcourse,‘the
use of effective contraception, and the prevention of negative outcomes, particu-
larly early unintended childbearing. General points of agreement include the fol-
lowing:
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% 1. Early intervention is essential, no later than the middle school years.

2. No one program component will be sufficient. In every community, young
people should have access to a package of services that include both
capacity-building and life-option components. This can be ensured through
communitywide planning that includes provider agencies, schools, decision-
makers, media, parents, and youth.

3. There must be a public commitment to pregnancy prevention by local
officials and community leaders.

4. Males need to be included in these efforts.

5. Pregnancy prevention cannot be effective without ensuring confidential
access to contraception. Programs may need greater intensity and sharper
focus on outreach, counseling, and other aspects of birth control services.
Many teenagers do not use pills or condoms because of myths and fears.
Follow-up of contraceptive users is essential to be sure that they maintain
their chosen methods.

6. Access to pregnancy testing, counseling, and abortion services is essen-
tial. _

7. Parents should be involved if possible, but this is a very difficult task.
Where this is an unrealistic goal, some form of nonparental mentoring
should be substituted.

8. The role of schools in pregnancy prevention is critical and can include not
only sex and family life education, but social skills training, counseling,
educational enhancement and, in some communities, act as the locus for
clinics.

9. Recently developed sex and family life education curricula that include
attention to social skills and life planning should be implemented. To do
$O requires extensive teacher training in workshops and in-service ses-
sions.

10. Outside organizations should be encouraged to come into schools to offer
sex education, general health and mental health services, individual and
group counseling, and family planning. Collaborative arrangements can
be worked out for space, staffing, funding, and maintenance.

I'1. Crisis intervention and referral mechanisms must be in place. The system
should include a 24-hour hotline and formal arrangements to provide ser-
vices in referral agencies.

12. Young people at high risk of early childbearing may need an array of
comprehensive services, including alternative schools, preparation for em-
ployment, job placement, and case management.

A number of programs have been identified as models for pregnancy preven-
tion; however, with rare exceptions, these programs can demonstrate only that use
of contraception improved among sexually active youngsters or that the initiation
of sexual intercourse was delayed., Very few programs could document reductions
in teen birth rates. These outcomes are sufficiently positive to claim some success
in this field, but it should be understood that our knowledge is limited about
whether they prevent the pregnancies that are terminated by abortions.
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The successful models fall primarily into three categories: school curricula,
special services in schools, and communitywide multicomponept programs. 'I_‘he
model curricula combine an interest in life skills and life planning, with training
in social skills and decision making. Some utilize peer instructors. anﬁdex}ﬁal
counseling with individuals is important, as is group counsgling and discussion.
The multicomponent programs encompass a range of services and approaches.
Most actively link school and health services—for example, class.‘rctom.scx edu-
cation with contraceptive counseling in school-based or nearby clinic sites. Co!-
laborative arrangements are made to bring staff into schools from ou}mde organi-
zations or to provide training for teachers and youth workcr§ on a variety of issues
including sexual development. Parent involvement is sought, in some cases, through
home visits, and parents may serve on advisory boards along with yquth, school
personnel, and community representatives. Volunteer and peer rpentonng, as well
as tutoring, is often offered, with the linking of dropout prevention and pregnancy
prevention.
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Prevention of School Failure
and Dropping Out

At least three different kinds of interventions are suggested in discussions of schools
and high-risk children: preventing school failure, preventing school dropouts, and
finding and reinstating students who have already dropped out. The first set is
touched on in the effective schools literature, assuming that improving the quality
of education will result in higher achievement for all children. Thus, the interven-
tions are primarily aimed at school reform and organization. The second set is
described in the dropout prevention literature, with much more attention to indi-
vidual needs and support services, along with alternative school structures. Be-
cause official dropout statistics are generally calculated only for high schools,
most of the interventions are directed toward older students, although there is
increasing recognition of the need for early intervention. Reinstating students in
school is approached largely through employment and ‘‘recovery’’ programs for
young people over the age of 18. Because this book is focused on 10- to 17-year-
olds, the third set of interventions relating to job placement and programs for older
youth will not be included. That subject has been thoroughly addressed by the
Grant Foundation Commission on Work, Family, and Citizenship and other sources. '

The public has been deluged with studies focusing on the crisis in American
education. The rationale for intensified concem is that unless the quality of edu-
cation is improved we as a nation will not be able to compete with foreign coun-
tries (the Japanese educational system is most often cited as a model). One source
reported that more than 275 education task forces had been organized in the mid-
1980s and *‘reform literature [has become) a cottage industry among scholars.”’?
States enacted more than 700 pieces of legislation between 1983 and 1985, mostly
stressing a return to basics.> Most recommendations directed toward raising qual-
ity call for higher standards for graduation from high school, higher college ad-
mission standards, teacher competency tests, and changes in teacher certification
requirements. Some experts believe that the educational reform movement ‘‘may
exacerbate the problem instead of alleviating it . . . and may adversely affect
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Common Concepts of
Successful Prevention Programs

The review of four major fields—prevention of delinquency, substance abuse, teen
pregnancy, and school failure (in Chapters 9 to 12)—yielded about 100 different
programs that appear to have potential for changing behavioral outcomes.! Most
of the selected programs reported evaluation data that showed improvements in
social behavior or school achievement or reductions in substance abuse or unpro-
tected sexual intercourse.? However, 20 of the programs were included as ex-
amples of new interventions based on proven theories of behavioral change but
with incomplete evaluations. These programs represent a cross-section of thou-
sands of efforts to change the lives of children and youth in all parts of the coun-

In each chapter, the programs were loosely categorized by type. Ameng all
the models discussed, about 10 percent fell into the category of early child or
family intervention, 60 percent were school-based interventions, and 30 percent
community-based or multiagency programs. Among the school-based programs,
one-third involved specialized curricula, one-third provided nonacademic services
in schools, and one-third dealt with school organization or were altemative schools.

As we will see, the successful programs share a number of common elements,
more than might be expected given the extensive differences in size, complexity,
goals, and level of documentation. Among the program models are those directed
at very small groups of selected high-risk children and those directed at an entire
school or community. Some of the programs had a single purpose (smoking pre-
vention), while others had multiple goals (dropout and pregnancy prevention).
Some were offered at one site, while others were multisite. The criterion of pri-
mary prevention was loosely applied; some of the most successful models com-
bined identification and counseling or teaching of potential high-risk children with
treatment of those who already had the problem.

The evaluation of some of the programs accepted here as models was admit-
tedly less than ideal, demonstrating only short-term effects with imperfect control
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groups. However, for other models, the evaluation meets scientific standards. More
than half of the evaluations were carried out by the ‘‘designers’” of the programs,
typically testing their own curricula in schools. Other evaluations were conducted
by outsiders from universities, government agencies, and research organizations.
In sum, what we have here is an assortment of diverse programs that appear to
work, at least better than other programs.

What are the lessons that can be learned from this exercise? We can examine
two sources of information, first the actual successful models and then the con-
cepts of the experts about successful interventions, as outlined at the end of each
of the program chapters (Chapters 9 to 12).

Common Components of Successful Prevention Programs

Lessons from the Models

To analyze the 100 programs of interest, an effort was made to extract from each
of the program descriptions the specific items that characterized the intervention.
For some programs, information about components was compiled from mono-
graphs or site visits and was rich in detail. For other programs, information was
compiled from the literature, organization reports, or responses 1o telephone quer-
ies (see references for Chapter 9 to 12). What follows therefore is definitely not
an operational evaluation but rather an impressionistic overview of available data.
Many diverse program components were identified in the program descriptions
that fell into categories such as timing, staffing, participants, program operations,
personal support, specific skills, and incentives. Each program was characterized
by four to six items. Those components that were most prevalent in each of the
four different fields conclusively surfaced to the top and are described in the fol-
lowing discussion as the common components of successful programs. The most
significant finding from this exercise was the remarkable co-occurrence of specific
components in each of the diverse fields of prevention. _

Some 11 common program components emerged from an analysis of the re-
ported practices in successful intervention programs. Of these, the first two ap-
peared to have the widest application: the importance of providing individual at-
tention 10 high-risk children and the necessity for developing broad communitywide
interventions. These items represent two points at either end of a wide spectrum
that extends from individual one-on-one support to institutional changes in the
community. This finding supports the view that the needs of high-risk children
must be met at the personal level within the context of broader changes in the
social environment.

I. INTENSIVE INDIVIDUALIZED ATTENTION

In successful programs, high-risk children are attached to a responsible adult who
pays attention to that child’s specific needs. This theme was operationalized in
each of the fields in several different kinds of programs. In substance abuse pre-
vention, a student assistance counselor was available full-time for individual coun-
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seling and referral for treatment. In delinquency prevention, a family worker from
the alternative diversion project gave ‘“‘intensive care’’ to a predelinquent and the
family to assist them to make the necessary changes in their lives to avoid repeat
delinquent acts. In pregnancy preveation, a full-time social worker placed in the
school system was available for individual counseling and referral. In school re-
mediation, a prevention specialist worked with very high-risk children and their
families to improve school attendance.

Various techniques were used, including individual counseling and small group
meetings, individual tutoring and mentoring, and case management. Both profes-
sionals (psychologists, social workers, counselors, teachers) and nonprofessionals
(community aides, volunteers) were utilized in these efforts. Personal counseling
and support were offered in preschool settings, school classrooms, ‘‘time-out’’
rooms, school-based clinics, alternative schools, afterschool programs, commu-
nity agencies, and through home visits and outreach.

2. COMMUNITYWIDE MULTIAGENCY COLLABORATIVE APPROACHES

The operating hypotheses of these communitywide programs is that, to change the
behavior of young people, a number of different kinds of programs and services
have to be in place. This theme was exemplified in the substance abuse prevention
field by a communitywide health promotion campaign that used local media and
community education in conjunction with the implementation of substance abuse
prevention curricula in the local school. In the delinquency prevention field, the
neighborhood development program involved local residents in neighborhood
councils, working with the schools, police, courts, gang leaders, and the media.
A successful model in pregnancy prevention concentrated on community educa-
tion through media and a speaker’s bureau, training of parents, clergy, and other
community leaders, and development and implementation of a comprehensive sex
and family life education program in the schools. The problem of dropping out of
school was addressed by an all-out community effort involving the schools with
local businesses, local government agencies, and universities in planning, teacher
training, and student training and job placement.

The multicomponent methodology builds on significant successes among com-
munity programs for heart disease prevention.? Experience with collaborative pro-
grams appears to be growing in all fields of prevention. Partners in the models
included schools, community health and social agencies, businesses, media, church
groups, universities, police and courts, and youth groups. The composition of the
coalition depended on the particular ‘“‘crisis’’ to which the community was re-
sponding (e.g., drugs, dropout rates, teen pregnancy, crime, suicide, etc.). Typi-
cally, multiagency efforts have representative advisory councils and use volunteers
from the community for various tasks (e.g., planning, community information,
grants), as well as for personal mentoring. Cooperation with local media is gen-
erally used for gaining access to channels through which education and
consciousness-raising efforts can be brought to the community. Local businesses
offer mentors, equipment, and incentives, act as role models for career education,
and help with job training and placement.
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3. EARLY IDENTIFICATION AND INTERVENTION

Reaching children and their families in the early stages of the development of
problem behaviors demonstrated both short- and long-term benefits. One well-
documented preschool program (Perry Preschool) served as a model for delin-
quency, pregnancy, and substance abuse prevention, as well as for school achieve-
ment. (In this case, careful longitudinal tracking of a very small sample produced
significant results.) Other successful programs were directed toward preschoolers
living in disadvantaged neighborhoods or elementary school students who were
acting out in early grades or falling behind in achievement. Early needs assess-
ments and computerized systems for tracking high-risk students over time are uti-
lized in several programs.

4. LOCUS IN SCHOOLS

Many of the successful prevention models are physically located in schools. We
would expect that most school remediation and much of the substance abuse pre-
vention would take place on school sites. However, it is of great significance that
so many of the delinquency prevention and pregnancy prevention interventions
were also located in schools. Of course, the goals of the interventions are inter-
related, with the acquisition of basic skills as the bottom line for most high-risk
children. The idea that a healthy, safe school climate and effective school orga-
nization contribute to prevention of negative behavior extends beyond the educa-
tion field to the other prevention fields as well. Programs in which the principal
is considered one of the key elements of success may be found across the various
fields—for example, in school reorganization, on school teams for delinquency
and substance abuse prevention, as facilitator for school-based clinics, and as li-
aison with student assistance counselors. Alternative schools and schools within
schools have demonstrated improved behavioral as well as educational outcomes
for high-risk youth.

5. ADMINISTRATION OF SCHOOL PROGRAMS
BY AGENCIES OUTSIDE OF SCHOOLS

In each of the fields, agencies or organizations outside of the schools carried the
major responsibility for exemplary programs that were implemented within the
schools. Four types of arrangements were exemplified among the models: (1) the
program was designed by a university-based researcher (e.g., James Comer at
Yale or Cheryl Perry at Minnesota) who obtained a grant to implement the pro-
gram and conducted evaluation research in the school or community agency; (2)
the model was designed by a nonprofit youth services and research organization
(e.g., Public/Private Ventures or the Academy for Educational Development) and
implemented in multiple demonstration projects in schools or communities with
support from foundations or government agencies; (3) a model was initiated by a
foundation (e.g., Robert Wood Johnson, Annie E. Casey) or a government agency
(e.g., Office of Substance Abuse Prevention, New Jersey Department of Human
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Services) which issued a Request for Proposals calling for comprehensive collab-
orative programs in schools; (4) a program was developed by a local health or
youth service agency in collaboration with a school (Adolescent Resource§ Cor-'
poration in Kansas City) and obtained funds from a state health agency (Missoun
Health Department) and foundations. In these types of interventions, project .st.aff
may work for the outside agency or be responsible for training and supervising
on-site staff. Curriculum materials are usually created by program developers who
also are available to provide technical assistance. In all cases, research is con-
ducted by the outside agency. Schools typically provide space, maintenance, and
coordination between outside agency staff and school personnel.

6. LOCATION OF PROGRAMS OUTSIDE OF SC?HOOLS

Not every successful program is located within a school. The staff of certain
program models believe they are more effective because they are community rather
than school based. Young people who are *‘turned off”” by the school system
were reported to have participated in programs in community and church centers,
businesses, and a large array of youth service programs. Community-based yquth-
serving agencies appear to have greater latitude in offering controversial services,
such as family planning, and can facilitate weekend and summer programs. Youth
programs located outside of schools were able to offer a very wide range of ser-
vices; for example, many community centers ‘had extensive arts programs with
theater groups and painting classes. Others were geared up to serve the most hi.gh-
risk populations, such as homeless and runaway youth, often providing overnight
shelter.*

7. ARRANGEMENTS FOR TRAINING

Many of the successful programs employ special kinds of staff, professional or
nonprofessional, who require training to implement a program. Often they are
called on to use a certain protocol (behavioral therapy) or a new curriculum (Life
Skills training). School reorganization entails complex concepts such as school-
based management, team teaching, and cooperative learning. These approaches
require extensive in-service training and ongoing supervision. A number of the
model programs have established school teams, generally made up qf the _support
personnel (social worker, psychologist, counselor), the school priqcnpal,' in some
instances parents, and occasionally students. These teams also require training and
orientation to carry out the mandates of the intervention. Several model programs
employ full-time staff to coordinate teams, curriculum development, treatment
services, and referrals, as well as to expedite research protocols.

8. SOCIAL SKILLS TRAINING {

A number of variants of personal and social skills training have emerged in ﬂ.liS
review (and more exist than have been discussed). The approach generally in-
volves teaching youngsters about their own risky behavior, giving them the skills
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to cope with and, if necessary, resist the influences of their peers in social situa-
tions, and helping them to make healthy decisions about their futures. Techniques
such as role-playing, rehearsal, peer instruction, and media analysis are typically
employed. While much of the impetus for these curricula emerged from successes
in smoking preventian, curricula currently in use are designed to prevent a range
of behaviors with negative consequences. Examples have been given that resulted
in delaying initiation of alcohol and marijuana use, delaying initiation of sexual
intercourse, improving use of contraception, and improving behavior in school.
Few of the social skills programs have demonstrated positive effects with high-
risk children. What the research has documented is significant changes among
participants that are maintained over a few years, especially if they are exposed
10 booster (repeat) sessions in subsequent years of school.

9. ENGAGEMENT OF PEERS IN INTERVENTIONS

—;f([’rogram designers in every field are aware of the importance of peer influences

on adolescent behavior. Research on the efficacy of using peers in prevention

interventions has produced mixed results. However, several successful models
emerged from this review. The most successful approaches use older peers to
influence or help younger peers, either as classroom instructors (in social skills
training) or as tutors and mentors. In some programs the peer tutors are paid. The
training and supervision of the students are important aspects of this component.
Students selected to act as peer mentors gain the most from the experience, prob-
ably because of the intensive individual attention and enrichment they receive.

10. INVOLVEMENT OF PARENTS

While programs report less success in involving parents than they would like, a
number of models across the various fields have demonstrated that programs di-
rected toward parents can be successful, Two approaches have shown documented
results: home visits that provide parent education and support, and employment of
parents as classroom aides. Outreach to the homes of high-risk families has proven
effective for adolescents as well as for preschool and other age children. Parents
have also been recruited as members of school teams and advisory committees. It
appears that the more defined the expected role for parents, the more likely that
participation will occur. Invitations to attend meetings and workshops have failed
to recruit the parents of high-risk children. Parent-lraining programs have been
shown to be effective with selective groups.

11. LINK TO THE WORLD OF WORK

Programs in a variety of fields use innovative approaches to introduce career plan-
ning, expose youngsiers to work experiences, and prepare them to enter the labor
force. Successful models offered various components: combining life-planning
curricula with school remediation and summer job placement; creating opportuni-
ties for volunteer community service; and paying high-risk youth to become tutors
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for younger children. These components were most often combined with group
counseling and seminars to help students interpret and integrate the experience.

Recommendations from the Experts

A list of concepts at the close of each of the prevention chapters (Chapters 9 to
12) was based on the ideas and recommendations by experts about what to do
about the specific problem. In general, the experts’ opinions confirm the lessons
learned from the models. This is not unexpected when one considers that a num-
ber of the experts are responsible -for the theoretical constructs that shape the
models. There is an overlap between those who conduct the research and create
the literature and those who are on the panels of experts that make recommenda-
tions to commissions and task forces. What is more important here than chicken-
and-egg questions (Does the theory drive the practice or does the practice shape
the theory?) is the significant agreement among the four diverse fields about con-
cepts. Again, there is a striking consensus among experts from widely divergent
disciplines about what needs to be done to help high-risk children.

Common Concepts among Experts

Six major points surfaced in each of the problem areas, demonstrating the high
level of agreement about solutions among the experts from different fields. These
theoretical concepts strongly support the lessons learned from successful pro-
grams.

1. THERE 1S NO ONE SOLUTION TO THIS PROBLEM

There is no single program component (no *‘magic bullet’”) that by itself can alter
the outcomes for all children at high risk for delinquency, substance abuse, teen
pregnancy, and school failure.

{
2. HIGH-RISK BEHAVIORS ARE INTERRELATED

Prevention programs should have broader, more holistic goals. Interventions should
be directed at risk factors rather than at categorical problem behaviors.

3. A PACKAGE OF SERVICES IS REQUIRED WITHIN EACH COMMUNITY

The package must contain multiple components that respond to the particular needs
in that community. Communitywide planning is a requisite for bringing all the
institutions together to determine what must be done.

4. INTERVENTIONS SHOULD BE AIMED AT CHANGING INSTITUTIONS : ; E
RATHER THAN AT CHANGING INDIVIDUALS

The main thrust of prevention should be in the schools because low achievement
is a major risk factor for each of the problems. The acquisition of basic skills is
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fundamental. Furthermore, schools should be the locus for nonacademic interven-
tions that deal with health, welfare, and support because that's where the children
are located, at least in their earlier years.

5. THE TIMING OF INTERVENTIONS IS CRITICAL

Preschool and middle school periods are significant transition points in a child’s
life when major setbacks can occur. The middle school years have received the
Jeast attention in the past. Most interventions start too late to have any effect.”

%(ONTINU!TY OF EFFORT MUST BE MAINTAINED

booster curricula are necessary to insure that whatever changes take place are
maintained.

7 "*One shots’” do not have any effect. Follow-up services, staff supervision, and

Do Components of Successful Models Differ
From Experts’ Opinions?

The differences between the theory of what works and the practices in exemplary
programs are not substantive. The experts’ opinions are more general than the
specific program components extracted from reviews of model programs. The
strongest area of agreement is in the efficacy of collaborative communitywide
multicomponent programs using a variety of approaches. Exemplary programs
demonstrate that large-scale interventions that combine school and community
agencies are feasible.

This review suggests that actual programs adhere to the concept of intensive
individualized attention but that this focus has not often been articulated by the
experts. Although many reports mention the importance of ‘‘caring,”” few rec-
ommend the specific approaches that are being used in some of the most success-
ful programs.

The experts appear to place more emphasis on the concept that prevention
programs should focus heavily on high-risk children and deal simultaneously with
multiple problems. The program designers tend to start with a specific problem
behavior and, in addressing that problem, come to understand the importance of
a broader, more holistic approach.

The experts recognize the importance of communitywide interventions and
broader youth-at-risk programs, but their recommendations do not encompass op-
erationalizing these practices. Few experts view the solution to *‘their’’ categorical
problems as a joint responsibility of several agencies from different fields, reflect-
ing the *‘tunnel vision’’ syndrome in categorical programs. Experts tend to con-
centrate narrowly on what their categorical colleagues should do and focus less on
broader social issues. For example, conferences on substance abuse prevention
rarely include experts on school remediation or poverty. Task forces on school
remediation rarely pay attention to pregnancy prevention. Schools of education

rarely train administrators or teachers to acquire the necessary skills to understand
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and cope with the ‘‘new morbidities."”” Meetings of researchers on adolescent be-
havior almost never include program practitioners.

The importance of training, highlighted by many of the models, gets short
shrift in experts’ recommendations. Although most recommendations call for com-
mitted and sensitive teachers, social workers, community aides, and other staff
and volunteers, little attention is paid to giving them the necessary orientation,
skills, and supervision to activate their commitment.

Unresolved Issues

The area of agreement about what works in the four diverse fields is substantial.
We can gain important insights that will help us design more effectivel strategies
for the future. But this exercise still leaves a number of issues that are unresolved.

““‘Comprehensiveness’’ Is Not a Magic Bullet

Although this review produces strong support for the concept of comprehensive
multicomponent approaches to high-risk children, each field has its own) impera-
tives that must be met. It is important to recognize the limitations of comprehen-
sive thinking, as well as the advantages. Important categorical program compo-
nents can be eliminated in the quest for more holistic approaches to children. The
most obvious and controversial area is pregnancy prevention.

Experts in the adolescent pregnancy field generally agree and several of the
models demonstrated that access to contraception in school and community clinics
is an essential component. In addition, sexually active teenagers who do become
pregnant need access to confidential pregnancy testing. If they opt to continue the
pregnancy, they need access to prenatal care and other services; and if they make
a decision to terminate the pregnancy, access to safe abortions. Commitment by
public officials and community decision makers to the concept of prevention of
pregnancy and early unintended childbearing is considered a fundamental require-
ment for successfully launching communitywide efforts. This principle was not
given high priority in the recommendations made by experts in any of the other
fields, though there was acknowledgment that the problems of teen pregnancy,
delinquency, school failure, and substance abuse were interrelated. Concern has
been expressed that folding family-planning programs into broader community-
wide efforts will reduce visibility and, possibly, effectiveness.

Recommendations in the education field included many unique elements, rang-
ing from systemwide school reorganization and school-based management to self-
paced instructional materials, cooperative learning, team teaching, and opportu-
nities for personal evaluation based on individual progress rather than standardized
test scores. Many of the interventions in the other ficlds incorporated educational
enhancement as the major program component. In fact, the prevention of delin-
quency appears to be embedded in the prevention of school failure. Whether de-
linquency prevention is actually a field in itself or whether it should be subsumed
under the rubric of educational remediation is an unresolved issue. To a great
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degree, this may be true of prevention of substance abuse and teen pregnancy as
well. The acquisition of basic skills at appropriate ages appears (o be a primary
component of all prevention. One might ask, based on this analysis, if school
failure were eliminated, and all children were achieving well in school, would the
other categorical interventions become obsolete?

The “War on Drugs’’ as a Political Football

The whole direction of the substance abuse field appears to be an *‘unresolved
issue.” Currently, a ‘*war on drugs’” is being launched in the political arena with
heightened rhetoric on the scourge of drugs and how this is the *‘number one’’
problem in this country. Recent reaction to increasing drug wars and inner-city
homicides have led to proposals about harder punishments, including the death
penalty. The evidence presented in this book suggests that almost none of the
proposed measures will have much effect on the abuse of drugs, particularly crack
cocaine, among high-risk adolescents.

The drive toward abstention as a goal has resulted in the massive use of re-
sources on low- and no-risk youth. Perceptions are slowly changing about priori-
ties for program development, but the major activity out in the field is heavily
weighted with **saying no'’ interventions that bypass potentially alienated youth.
Unlike the other fields, substance abuse prevention must deal with two sides of a
complex equation: supply and demand. Some experts believe that it is a waste of
time to foster prevention efforts unless very strong measures are taken to contain
the supply. Eliminating subsidies for tobacco growers and placing high taxes on
cigarettes and alcohol have been proposed, as well as heightened efforts to stop
the ficw of hard drugs at our borders. Measures to enforce laws on drinking age
and drunk driving have proven effective at lowering rates of motor fatalities among
teenagers. At the same time, some experts believe that the only solution to the
drug problem is the legalization of drugs.

Targeting of High-Risk Children

This overview of program models and expert opinion has not resolved the question
of targeting high-risk children. The two disparate positions are: (1) changing so-
cial institutions, particularly raising the quality of education in the nation, should
impact on all children; and (2) resources are so scarce they should be rationed to
focus on the needs of high-risk and disadvantaged children. We can gain an over-
view of current targeting practices from the reviews of successful interventions.
Programs to prevent delinquency and school failure were most likely to focus on
high-risk children, or at least on schools or neighborhoods with many disadvan-
taged families. Programs to prevent substance abuse focus largely on all children
in certain school grades who are offered 5 to 20 sessions of a prevention curricu-
lum. However, a few exceptional programs concentrated services on identified
high-risk youth or known drug neighborhoods. School-based sex and family life
education programs to prevent pregnancy were also offered to all children in a
grade, clinic programs were available to all potential users of contraception, but
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more recent comprehensive interventions were aimed at high-risk youth or com-
munities with high pregnancy rates.

Many of these differences spring from interpretations of who is at risk of what.
School failure is easily measured and, in fact, every student from kindergarten to
wwelfth grade carries markers of risk status right on his report card. It is not so
easy to identify those who are at high risk of negative consequences of spbstance
abuse, unprotected intercourse, and acting out. However, new techniques for needs
assessments make identification feasible in early grades.

In any case, concern is often expressed about the effects of stigmatization
resulting from targeting high-risk youth. Classification systems in general, such as
ability grouping in classrooms, have produced negative effects on learning as well
as lowered self-esteem among all but the highest achievers. Some experts believe
that school reorganization that allows all children an equal opportunity for cogni-
tive development and mastery of essential skills and areas of knowledge (Sizer
model) should be the goal. Others believe that the only solution to the problems
of high-risk youth lies in social and economic changes involving state and federal
educational, employment, housing, and welfare policies. Although there is no
consensus on this matter, the majority of those concerned with high-risk youth
seem to take the position that resources should be targeted on high-risk neighbor-
hoods and school districts, but not on specific high-risk children.

Special Cultural Considerations for Different Ethnic Groups

An issue related to targeting is whether it is necessary to develop special programs
(curricula, skills training, and so on) for specific racial or ethnic groups in this
heterogeneous society. The key phrase here is ‘‘sensitivity to cultural diversity.”
This perception has led to the development of Black Heritage clubs for young
boys, social skills training that is built around Hispanic concepts (e.g., ‘‘digni-
dad” = self-worth), the use of Native American instructors for Native American
students, contraceptive education that assumes Hispanic males are ‘‘macho,”” and
there are many other examples. The related (but not the same) issue of bilingual
education is, of course, exceedingly controversial. There is enormous tension be-
tween those who believe in separate language classrooms and those who believe
in total immersion in English. In any case, the deleterious effect of the absence
of black and Hispanic teachers and administrators in disadvantaged school districts
has been well documented.’

To assist high-risk youth, some experts believe that the primary issues to be
dealt with are social and economic disadvantage. They believe that if school sys-
tems, social systems, and the economy dealt with all communities equally, racial
and ethnic differences in achievement would be reduced. They maintain that so-
lutions must involve allocations of massive resources for the problems of the dis-
advantaged, not just the development of special programs for racial groups. This
does not mean that they oppose affirmative action, but it does mean that they
believe in large inclusive coalitions that will advocate legislatively for broad-scale
interventions in education, employment, housing, and welfare.

As for sensitivity, the model programs demonstrate conclusively that this is an
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essential attribute no matter who the client is. Programs that pay attention to cul-
wral diversity and life-style as well as individual diversity are more likely to
succeed.

Continuation of Programs that Have Proven Not to Work

A brief summary of the kinds of programs that were reported as ineffective for
changing behavior was included in each of the prevention chapters. Common themes
emerged about what doesn’t work as well as what does. The universal experience
is that no one intervention appears to have much impact on high-risk behavior
unless it is accompanied by other interventions. For example, information alone
and media alone have no proven effect on behavior. Thus, posters that ‘‘Just Say
No'' may be a wasted effort. Affective programs that tried to raise self-esteem
and make young people **feel better’” about themselves were not successful in any
of the fields. ‘*Scared Straight’’ programs produced poor results among delin-
quents and substance users. Basic skills training or job training without personal
attention had little positive effect. Many school practices and policies, such as
ability grouping, grade retention, suspensions, and expulsions, were found to have
negative effects. Family involvement programs that tried to get high-risk parents
to come to meetings or workshops at schools, clinics, or community centers were
not successful. '

The most discouraging field appeared to be delinquency prevention where some
of the programs that were effective with nondelinquents, such as intensive case
work, community interventions, and behavioral therapy, did not seem 10 work. It
was hypothesized that most programs aimed at delinquency were initiated much
too late in the young person’s life to change the trajectory. It was also pointed out
that programs that group delinquents together with their peers probably reinforce
delinquent behavior. One of the successful models focused on working with indi-
vidual high-risk youth in their home settings in order to avoid the influence of
delinquent peers.

In the substance abuse field, the concept of *‘treatment integrity’’ was empha-
sized. This issue was raised in two ways: concerm about replication of prevention
programs based on evaluated curricula that were being implemented without ade-
quate teacher preparation and training (which therefore had no effect), and the
massive marketing and utilization of unevaluated curricula. While marketing prac-
tices are most obvious in the substance abuse field, the same problem applies to
sex education curricula, school remediation curricula, computer programs, and
many other products that are sold without any testing or certification.

It is important to reiterate that no program, no matter how well designed it is,
works equally well for all participants. None of the successes reported on here
changed behavior for everyone, they were able at best to show greater positive
changes among experimental groups than control groups. Despite Father Flana-
gan’s assertion that “‘there is no such thing as a bad boy,"”" the experience of even
the most skilled practitioners is that a few children (and their families) just seem
to be irremediable.
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ﬁe term *‘charismatic leader’’ has not worked its way into any of the prevention
literature. Yet most of the successful programs mentioned are associated with an
individual. This person is often a researcher who designed a curriculum and then
administered its implementation. We cannot discern from the literature how much
of the positive effect may have derived from the personality of the individual and
ho».v m.uch can be attributed to the actual program. This is, of course, why repli-
c'auon is so important, and why the phrase *‘treatment integrity”’ is so often men-
tioned in regard to curricula.

Several of the most successful educational and cultural programs are directed
by truly charismatic individuals. They have great sensitivity to children. Often
one -observes them “laying on hands,”” coming into a roomful of youngsters,
distributing hugs, and knowing each of them by name. However, these people do
more than *‘loving.”” They have high expectations for the children and work very
hard to impart the skills and the knowledge that the children will need in order to
“rpake it.”” Many of them also appear to have mastered the art of ‘‘grantman-
ship>’; they know how to appeal to funders and are exceptionally articulate about
their programs.

Training administrators, teachers, nurse-practitioners, counselors, and others
who work with children to develop the qualities of the program innovators is
rare!y addressed. Yet the need for adequately trained managers and other person-
ne! is substantial. If programs are expected to recruit enough personnel to initiate
and maintain the agenda implicit in these findings, problems such as low salaries,
“burn out,”” and lack of prestige must be dealt with.

Incentives

The idea of offering financial or other rewards as incentives for achievement is
certainly not new. The most highly publicized approach involves a wealthy spon-
sor who offers high-risk children college tuition if they stay in school. Another
comprehensive program guarantees college admission and tuition for youth who
don’t drop out and don’t become parents. While the incentive approach seems
more relevant to dropout prevention, elements are also found in the substance
a.bL.15e field. Schools are given recognition for being drug free, and program par-
ticipants who sign a pledge of abstinence are awarded tee-shirts and banners.
Pregnancy prevention programs have offered records and other merchandise in
exchange for continued visits. In a current highly publicized effort, young women
are being offered one dollar for every day they do not become pregnant, collecti-
ble weekly at a family-planning agency. In delinquency prevention, we find the
concept of the ‘‘token economy,’* accumulating points for good behavior.

_ Given the documented successes of some of the incentive programs, why does
it appear here as an unresolved issue? The problem is twofold. First, it is difficult
to determine whether the intervention is really the material reward or the amount
of social support made available along with the incentive. It may be that young
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people would respond equally well to intense individual attention. The second
concern has to do with the incorporation of fiscal incentives in public programs,
particularly educational systems. If large amounts of funds are available, it may
be more effective to use them to reorganize the system rather than to pay a small
number of youngsters to cope with the system.

Evaluation Problems

A frequently reiterated point bears mentioning here: there is a shortage of accept-
able evaluations of interventions in the various fields. Of the thousands of preven-
tion programs, only a few in each field have been rigorously evaluated. Many of
the evaluations that meet scientific standards were conducted by university-based
researchers who devise theories, design curricula or other interventions, and then
submit them to fairly limited testing. The available literature on program effects
is weighted by the university system. College professors have to *‘publish or per-
ish,”" which accounts for the endless production of articles in learned journals,
particularly in regard to substance abuse and educational psychology, document-
ing changes in attitudes and knowledge, but not in behavior. Much of the univer-
sity research is supported by government grants from categorical agencies that are
looking for specific effects (such as the Office of Adolescent Pregnancy’s interest
in abstention programs and the earlier National Institute on Drug Abuse’s interest
in delaying initiation of first substance use). One impression gained from this
exercise is that the more involved the researcher is in demonstrating a positive
outcome, the more likely a success. Thus, programs that have an on-site research-
ers who can suggest program improvements over time have shown better results.
A small number of the most impressive programs have been designed and oper-
ated by nonprofit research and program development companies, generally with
support from foundations. Large-scale demonstration projects involving multiple
sites, control groups, and longitudinal design are very expensive, but the evidence
gathered here suggests that these kinds of experiments are necessary to yield that
quality and quantity of data necessary to make judgments about what works.

Many programs with a great deal of potential have not been evaluated because
they are operated by administrators whose priorities are elsewhere. Unless their
funding requires evaluation, there is no incentive to conduct research, which is
often perceived as intrusive and time consuming. Not until program evaluation
research receives the requisite attention and support from both the public and
private sectors will we have sufficient data to fine tune some of the program
components outlined here.

Media

The impact of media is very difficult to evaluate. The literature suggests that, as
a single approach, media has little effect. Yet, in combination with other ap-
proaches, it can be effective. For example, posters and TV commercials can en-
courage certain behaviors, such as using condoms to prevent AIDS. However, if
the ad does not contain any information about where to get the services being
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promoted, it provides little opportunity for the viewer or listener to act to change
behavior.

Summary; What Works

Information on about 100 different successful programs has been compiled from
the fields of delinquency, substance abuse, teen pregnancy, and educational re-
mediation. A number of important lessons and concepts have been extracted from
the model program descriptions and from the opinions of experts in these fields.
The level of consensus between the different disciplines about what works to pre-
vent high-risk behavior is remarkable.

The program experience documents the importance of early and continuous
intensive individualized attention. And many models exist that link responsible
professional and nonprofessional adults to high-risk children. At the same time,
the context of community is strongly reinforced by this review. There is solid
agreement that effective communitywide prevention programs must include an ar-
ray of program components and involve multiple community agencies in collab-
orative arrangements, with a view toward changing institutional roles. The partic-
ular package of services required in any one community can be determined by a
process of planning that identifies who needs what services and how resources can
be allocated to meet priorities.

School failure is increasingly recognized as the common marker of high-risk
status. Schools are viewed as both the primary institution that impacts on the lives
of the children and the locus for other supportive services. Many models exist that
demonstrate successful academic remediation in disadvantaged communities. The
principles underlying effective school organization are well known. Other model
programs rely on outside health and social service agencies and local universities
to bring nonacademic services, staff, curricula, and technical assistance into schools.

Other components of successful interventions include attention to staff training
and development; use of personal social skills training in teaching students coping
mechanisms; engagement of high-risk youth in peer interventions; involvement
of parents through home visits and in specific defined roles; and linkages to the
world of work through curricula, job experience, and volunteer community service.
While many of the model programs are school based, significant models are com-
munity based, reflecting the importance of addressing the diverse needs of high-risk
youth. :

It would be nice if the comprehensive framework that emerges from this analy-
sis could incorporate all prevention concepts from the extensive array of efforts
and experience and wrap them up in a neat package. However, there are clearly
some loose ends. We cannot put all of the categorical efforts out of business, at
least not for a long time. Because there are so many special cases, attention has
to be focused by program developers and advocates on the specific requirements
in these different prevention efforts: sexually active young people need contra-
ception, children of alcoholics need support services, runaways need shelter, and
sO on.
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Although many model programs pay attention to training and supervision, the
lack of additional personnel sufficiently trained to implement replications of these
models, or create new ones, must be addressed (probably by academic institutions
responsible for graduate programs). Additional evaluation research is clearly needed
to further define what works. We have mentioned uncertainty about the impact of
media and incentives. Many other questions about evaluation have been raised
throughout this review and elsewhere. Much of the ongoing research does not
address what seem to be compelling issues, such as whether or not an intervention
results in behavioral changes. And, as we have seen, even when programs have
been shown to be ineffective (e.g., information alone), they continue to be imple-
mented.

It is interesting at this juncture to compare these findings about what works
(and what doesn't) with those of others who have attempted comparable analyses
across disciplines. Schorr extracted lessons from successful programs that reached
and helped disadvantaged children and families (maternal and child health ser-
vices, child care, family services, and teen pregnancy) and came out with a sim-
ilar list.® Her key words for success were intensive, comprehensive, and flexible
(in contrast to ineffective programs that were fragmented, meager, and uncoordi-
nated). As in the model prevention programs described in this book, Schorr found
that effective interventions had caring staffs and provided convenient and acces-
sible services. She placed particular emphasis on the importance of flexibility in
professional roles, pointing out that there was a **fundamental contradiction be-
tween the needs of vulnerable children . . . and the traditional requirements of
professionalism and bureaucracy.” In the most successful interventions, profes-
sionals were willing to step out of their bureaucratic molds and were guided by
the needs of their clients (e.g., helping families with household problems, not
imposing eligibility criteria for services). None of the programs identified by Schorr
was a product of the *‘normal functioning of a large public or private system’’;
instead, they operated in unusual constraint-free conditions with unusually gifted
leaders (what we have called charismatic leaders).

Another analysis of prevention programs has been conducted by the Task Force
on Promotion, Prevention and Intervention Alternatives of the American Psycho-
logical Association (APA). In a search for model prevention programs, 300 inter-
ventions were reviewed, 52 met the stringent criteria including evaluation, and 14
were selected and described in a casebook for practitioner (psychologists’) use.’
Five of the programs were early childhood interventions, five were directed at
youth (social skills, social supports), and the other four were for adults and the
elderly. According to Price and colleagues, the model programs shared certain
characteristics. All of them were based on strong theoretical frameworks and
knowledge of risk behavior. They were targeted toward altering the life trajectory
of the participants and expected that the resultant changes would be long term.
These models offered new skills for coping more effectively and provided social
support in the face of life transitions. These findings overlap with our program
review and, in fact, several of the APA models are described in this text.

Another comprehensive view of what works comes from the National League
of Cities. In an effort to provide city officials with practical descriptions of effec-
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tive programs that have potential for replication, a number of experts compiled
descriptions of 30 local programs (child care, youth employment, homelessness,
and teen pregnancy).? In summarizing the experiences of communities in address-
ing the needs of children and families, Kyle identified critical elements of suc-
cessful programs: strong leadership, often one person (the charismatic leader again);
a strong data base; collaborations between the public and private sectors; coof-
dination between service agencies; involvement of the target community in poli-
cymaking and program development; crucial role of schools; and the importance
of evaluation. Again, the findings are substantially the same as from our program
review.

Finally, we turn to the Funders’ Guide Manual from the Amherst Wilder foun-
dation, a report on prevention programming in human services directed toward
helping other foundations evaluate proposals. With an approach similar to that
found in this book, Mueller and Higgins conducted extensive reviews of the lit-
erature in four problem areas: child abuse and neglect, poor school performance
and school failure, teen pregnancy, and teen substance abuse.® They found a num-
ber of common factors that influence the effectiveness of prevention programs,
including the ability to identify and target high-risk youth; appropriate timing (early)
and sufficient intensity; involvement of parents (but they are skeptical about fea-
sibility); availability of well-trained and highly skilled staff; incorporation of ex-
periential learning and personal social skills training; and integration or coordina-
tion with other efforts in the community. They recommend broader more generic
interventions for younger children but believe that, as specific problems emerge
in early adolescence, programs should have a more narrow focus (e.g., explicit
education on birth control). The Mueller-Higgins study, covering much of the
same territory as this book, confirms many of the concepts and conclusions found
here—that the highest priority should be given to developing comprehensive, mul-
tifaceted prevention efforts within communities. In these authors’ words, *‘ideally,
prevention programs should address risk factors across the multiple environmental
levels that surround the at-risk individual—i.e., the personal or psychological level,
the family level, the school and community level and the broader social level.’" '

It should be clear by now that, despite shortcomings in program evaluation,
enough is known to greatly improve the potential life course for high-risk children
in the United States. In Chapter 14, this knowledge of common (and uncommon)
concepts is used as a framework to develop strategies for building stronger, more
intensive programs that will be effective at making substantive changes in chil-
dren’s lives and in their communities.

Notes

1. Many more programs were identified than could be included. !

2. It should be kept in mind that many of the program descriptions are based on secondary
sources and the results could have been overstated. The author did not have access to
the actual evaluation data in most cases.

3. For a review of three major comprehensive communitywide prevention programs, see
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Strategies for Preventing
High-Risk Behavior

This book began with the hypothesis that a definable segment of America’s youth
is so disadvantaged that this group will not be able to grow up into productive
adults unless they receive immediate attention. An analysis of successful preven-
tion programs has documented that enough information is now available to launch
the necessary interventions to change the prospects for many of these young peo-
ple. In Chapters 3 to 7, the prevalence and overlap in high-risk behavior were
described and quantified; Chapter 8 reviewed the organizational structure that de-
fines categorical programs; and Chapters 9 to 13 compiled extensive information
on successful prevention programs. In this final chapter, we build on those find-
ings to outline specific procedures that may lead to the development of more
rational and effective strategies for changing the life trajectories for millions of
children. These strategies rely heavily on the concept of centralized Youth Devel-
opment Agencies, at the local, state, and federal levels. Such structures would be
empowered to package the various program components so that they would have
greater impact and efficiency.

Who Is At Risk?

It should be well understood by now that approximately one in four children of
the 28 million aged 10 to 17 are in dire need of assistance because they are at
high risk of engaging in multiple problem behaviors—in other words, of being
substance abusers, having early unprotected intercourse, being delinquents, and
failing in school. Based on current population estimates, this means that 7 million
young people living primarily in disadvantaged neighborhoods are in the target
population for intensive care. Minority youth have higher prevalence ratgs and are
more visible in densely populated urban areas; nevertheless, the majority of these
multiproblem youth are white (and male). Another 7 million young people—25
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percent—practice risky behavior, but to a lesser degree, and are therefore less
subject 10 negative CONSEqUENCEs. And, it is estimated that about half of the youth
population, 14 million, are not currently involved in high-risk behaviors and ap-
pear to be moving through .the educational system at expected levels. However,
their problem-solving skills need sharpening and they need access to a higher
quality of education, as do all children.

What Are the Underlying Antecedents
of High-Risk Behavior?

The evidence that the different problem behaviors have many common antecedents
is substantial (see Chapter 7). Six characteristics were shown to be associated with
each of the problem areas:

Early age of initiation.

Poor achievement in school and low expectations for achievement.

Acting out, truancy, antisocial behavior, and conduct disorders.

Low resistance to peer influences.

. Lack of parental support.
. Living in a deprived neighborhood.

IRl

Other variables that frequently predict multiple problem behaviors include re-
belliousness and nonconformity, low religiosity (infrequent attendance at religious
services), low socioeconomic status, parental practice of high-risk behaviors, lack
of cultural enrichment in the home, segregation in school and community, and
poor performance in school. Clearly, there is some redundancy in this analysis
(poor school achievement predicts school failure), but this reflects the time se-
quence of most studies (early failure predicts later failure). Studies that include
psychological variables such as self-esteem and locus of control present inconsis-
tent findings with regard to problem behaviors. However, the few studies that
have included depression and stress as variables show a consistent relationship to
high-risk behavior.'

The antecedents of delinquency and of school failure are the most highly cor-
related. Factors leading to early childbearing and school failure are also highly
correlated. The data on substance abuse yield lower correlations with some of the
variables of interest. This may reflect shortcomings in the data sets. The national
studies of substance use do not elucidate the characteristics of very high-risk youth
(for example, they don’t include school dropouts). Yet repeated studies of incar-
cerated youth show that almost all of them were on hard drugs.? However, it is
important to understand that, while most delinquent youth may be substance abus-
ers, not all substance abusers are delinquents. All sexually active youth are not

failing in school. All those behind their modal grade do not engage in precocious
sex. In every statistical analysis, we are looking at probabilities that behaviors
will co-occur; this probability is never 100 percent.
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Which of These Factors Can Be Changed,
and What Works to Change These Behaviors?

In Chapter 1, a framework was presented to convey th i i
should be responsive to the factors that put <:hilc)i,rt:ne ;:torx:'csiplrau:;;rmt:ar;e?: 2;115
problem behaviors themselves. Table 14.1 shows the most important antecedent:
matched to the concepts derived from successful prevention programs (Chapter
13). The match between the risk factors and the intervention concepts is S[I‘ikiF:l
For each of the six common antecedents of problem behaviors, there are types cg;f
progsram§ thaft have been proven to change behavior. ' >
tarting from the top of the list of common antecedents of high-ri i
we cannot chmge the age of an individual, but lowering the agfl:g:tr:ll:i}:);hi?i:fé:
fication and intervention occur has a striking effect on life trajectories. A stron
case h?.s been made for preschool education such as Head Start and. enhanceg
parenting skills through home-visiting by trained parent educators. Low school
a‘chlevemgnt and low expectations for schooling were shown to be l'lighly redic-
tive of helghtgned risk of all problem behaviors. Many models exist that cfemon-
strate thg.', fefxsxbility of changing the effectiveness of schools—for example, school
reorganization, school-based planning, individual tutoring, team teachi;:g and
cooperative learning. Experiential education, including community sex;vic; and
part-time job plac_ements, has proven effective at upgrading school performance
as well as preventing other high-risk behaviors. Intensive individual attention and
support has been shown to be a requisite for helping children improve perfor-
mance and succeed. This component is essential as a basic *‘right’’ for high-risk
children. The consensus among all the fields of research and practice is far-rciching'

TasLE 14.1. Framework for Developing Strategies for Prevention of High-Risk Behavior

ANTECEDENTS—— >  SUCCESSFUL INTERVENTIONS
FOR PREVENTION OF
HIGH-RISK BEHAVIORS !

Demogr.aphic

Age Early interventions

Personal

Expectations for education School reorganization
Experiential education

School grades ) Basic skills remediation

Cond}lct, general behavior Intensive individual attention

ll:eer influence Personal social skills training

eer use Engagement of peers in programs

Family

Parental role, bonding: Involvement of parents or parent surrogales

Community

Neighborhood quality Communitywide planning

Provision of comprehensive health, social, and support services in
Scbool quali schools and other community agencies
0ol quality School reorganization
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every child needs to be antached to a responsible adult who pays attention to that
child’s individual needs.

Children can learn how to resist the negative influences of their peers through
social skills training; these new curricula have demonstrated improvements in so-
cial competency and decision making. High-risk youth can gain strength from
programs that engage peers in defined roles—for example, as tutors for younger
students and as classroom instructors. Parents of high-risk children can become
more supportive if they are involved in programs that also give the parents defined
roles; for instance, involving parents as paid classroom aides or as participants on
school teams give them real decision-making responsibilities. School reorganiza-
tion planning requires the participation of parents as well as teachers and admin-
istrators.

Neighborhood quality can be addressed through multicomponent community-
wide planning and programming. Implicit in this approach is the targeting of
disadvantaged neighborhoods rather than disadvantaged children whereby social
institutions, particularly schools, become the focus of interventions. Increasingly,
communities are developing collaborative approaches o provide the range of health,
educational, social, and support services that are needed to improve the quality of
life in these neighborhoods. This reflects the growing understanding of the concept
that there is no one solution to any of these problems. A package of services is
required. Each community has its own configuration of needs and existing ser-
vices that must be considered in developing the package. Collaborative arrange-
ments between schools, social agencies, businesses, media, and community-based
organizations can facilitate the process.

While our knowledge base on the prevalence of high-risk behavior is far from
complete, our understanding of the characteristics of high-risk children and the
components of successful prevention programs is surely adequate to use as a
framework to develop strategies. How would one go about applying this knowl-
edge to implement changes at the community, state, and federal level?

The Focus of Strategy

Past experience suggests that changes in youth policy and practice only come
about through a lengthy and complicated political process. As pointed out in Chapter
8, many of the programs in youth services are bureaucratic responses to crises,
epidemics, and campaigns. It is not within the scope of this study to resolve the
debate about whether interventions have to start from the “‘bottom up'’ in the
community or from the *‘top down’” in the White House. The descriptive material
presented about current systems for addressing youth issues leads to the conclu-
sion that changes must take place at every level. It is also clear that changes do
not take place overnight; there are no miracle cures for social ills.

Modern American history gives us several instances in which national prob-
lems were effectively addressed by the exercise of strong national leadership. Franklin
Roosevelt assumed office in 1933 by galvanizing the nation with his assertion that
“‘one third of this nation is ill fed, ill housed and ill clothed.”” Thus began the
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New Deal, an era of federal action on economic and social policy that used th
power of central government to put in place the safety nets under the vast arme
?‘f the unemployed and the poor. The brief Kennedy years opened with the call tg
Ask n?f what your country can do for you. Ask what you can do for your
lclc'yuntry.' We. cannot knowt the full impact of a Kennedy presidency, but he used
is pulpit to inspire Americans, particularly the young, to serve national goal
rathle‘r d:ian personal and parochial ones. ’ 8
yndon Johnson’s assumption of the presidency br i
on 'nauonal solutions and called attention ‘t)o the neeyd toozg:;i:a::ni:l:?:lixﬁe;lliﬂazﬁ
racism. The Great Society and the War on Poverty used some of the same rhetori
9f t’lze Roosevelt years. The federal poverty program, labeled as *‘social engineer<E
;r;glh:ty [;dleu'acmllz, worked to empower the disadvantaged at the community level
o Self_eszfgc:em.plan and operate programs that would help them to become

Since the 1960s, we have seen a growing disenchan i i
reaucracies. Despite the efforts by a few leg%slators anduz‘:lr:;r“:::tlio[::ls Stlivfxrl:sl-
.there ha§ been little leadership in Washington that could direct new lar eg-scal '
interventions tl.mt would help deprived communities gain a real share in thf Ame:
?c;n dream. S‘l‘nce vote‘z’rs appear to reject the old rhetoric and are miich more
in| genced by me first’” concerns, aspiring politicians avoid any mention of broad
social programming and funding for disadvantaged families. Thus, issues that a
peal to the m.iddle classes, such as the ‘‘drug war’* and child ca,ue for workinp-
fnothers, receive most of the attention. Education demands are now bein hraseg
in the rhetoric of *‘what’s good for business.”’ .

As mefmoned in Chapter 8 with regard to the organization and funding of
youth services, more and more responsibility is being shifted to states, es igall
for that bxg—tu?ket item—education. States are gaining more authority m;ougll)le(l:)loci
grant mechanisms that allow them to decide what to fund and where. This situa
tion is exacerbated by the historical *‘downstate—upstate”’ conflicts be'tween urba:;
and subu.rban—rural interests; often large cities with major problems are short-
changed in the process. State governors can and do exert a great deal of influenc
on be}'lalf of th‘cir constituents. As we will see, certain states have moved ahea;
in the.u' commitment to youth-at-risk issues. Yet there is no uniformity in the
effecn_vengss of state governments. The average annual educational expenditure
per child is twice as high in the more advantaged states as in the less advanta e;
states. The same is true for welfare subsidies and Medicaid payments. Althofgh
::eidci?‘ :eOtu-. l:::v::1 a g;:sdg of tota_l expenditures for youth in each state, there is clear
el sopon inc al:, omerosl" t:t ;i.lsadvantagcd child in one state will not be met with

What happens in communities reflects to a certain degree the level of commit-
mt.’.nt.of state and local govemments to youth programs. In fact, the organizin
pr'lnCIpl.es for developing youth policies are similar at every lcve'l. But ai excmg-
gilﬁed in several Qf the mod_el' programs, there is an additional human element

a_t mu§t be considered. Individuals in communities can have large impacts b
articulating problems and solutions, offering leadership, and bringing e,; le ty
gether to deal with their own neighborhoods. Even without outside :ssisptanc:
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some communities are able to pull themselves together to reorganize schools, pro-
mote recreational and cultural events, fight drugs and crime with neighborhood
watch programs, promote ‘‘fair’’ housing, and beautify their streets. However,
community leaders and residents can do even more if they have the necessary
resources to rebuild their schools and other social institutions, to pay the people
who work in them, to refurbish their housing and subsidize rentals or purchases,
{0 create the job opportunities and make sure they are filled.

Implications at the Community Level

This is such a vast and heterogeneous country that it is admittedly foolhardy to
try to generalize.> There are, nevertheless, particular common characteristics of
communities that impact on the lives of children. Neighborhoods in cities are
similar in many ways to small towns in rural areas and villages in suburbia. Every
community has public schools. Just about all have churches, usually more than
one. Almost every area is covered by a police department and some form of public
health and social services, generally under county jurisdiction. Every citizen, the-
oretically, gets to vote for a local governing body, a mayor and council, or county
commissioners. The array of official youth-serving agencies offering local pro-
grams is impressive: Scouts, Girls and Boys Clubs, Y's, 4-H Clubs, Lions Clubs,
public recreation and cultural programs, among others. Many communities have
their own home-grown variety of community-based organizations that take an in-
terest in their own youth: ethnic pride groups, church social groups, fife and drum
corps, sports teams, and so on. Today, children in every community are exposed
10 national network radio and TV and an array of local networks.

On the other hand, there are significant differences between communities be-
cause of social stratification and geography. A common attribute of inner-city
neighborhoods and rural communities is the dwindling number of social institu-
tions: no local groceries or candy stores or medical facilities or library branches.
The only business that is left is the corner bar. Legitimate jobs for youth are hard
10 find. The economy has gone **underground,’” where drug selling is the best job
going. Gang warfare and homicide, long a hazard of inner-city life, have been
further exacerbated by the crack industry. The absence of adequate housing has
reached crisis proportions. Inner cities that began to decay years ago have never
been rebuilt, and whatever once flourished, is rapidly disappearing. Social ‘agen-
cies have moved out to the malls because they are safer and busier. Poor rural
communities, often slighted in these discussions, have always had fewer re-
sources; their population is moving out, and the people left behind have to travel
farther and farther to gain access to needed services. Suburban areas, the enclaves
of achievers, have many resources for children. Schools in suburban areas are the
most heavily supported and financed; failure and dropout rates are consequently
lower. But in the suburbs, high-risk children with nonfunctioning parents are often
overlooked. They too lack access to cultural and educational enrichment programs
and need attention just as the children in poverty areas.

The picture in high-risk neighborhoods is grim. The social conditions here are
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not _conducive to achievement, and children are growing up with no hope of ever
getting out. Whatever resources exist are fragmented and uncoordinated. Programs
directed toward youth are invariably categorical, not surprising given the fundin
a:ran‘g?ments (see Chapter 8). Legislatures seem to respond only to crises; oni
year it’s school reform, the next year drugs, and this year it's AIDS,; Social a,x en-
cies tend to protect their turf and their fiefdoms, an operating principle thatgis a
direct consequence of intense competition for funding. As a result, there is little
communication 'befw_een agencies within the same community. Ax;d this lack of
T:;:::]igl;iauon is intensified in rural areas where distance creates barriers to col-
Despm? all these problems, in all parts of the country one will find dedicated
and committed petoPle, working under difficult conditions with little emotional or
ﬁ.sc.:al support, gaining few *‘points”* from society. In the most troubled commu-
nities, one will find effective parents who are rearing successful children. The

goodwill and readiness for change are there waitin i
' to be ta
into a more effective strategy. ’ Pped snd organized

Comprehensive Communitywide Multicomponent Programs

A very strong case can be made for multicomponent programs that address broad
objectives. Catcggrical programs that focus on only one behavior, such as sub- -
stance ab.use, delinquency, or pregnancy prevention, are important, but unless
th'ey are l_mked together into a more rational approach to reach young ,people the
will continue to have limited effects. The quality of education emerges fror;x tlu);
stud)f as the veritable bottom line. Early school failure is the signal event that
_predlcts almost insurmountable barriers to life’s opportunities. Whatever package
is put fogether. the primary institution has to be the local public schools. At tlgle
same time, categorical programs that aim only at improving basic skills will not
.work ux}less other components such as individual attention and a structured learn-
Ing environment are included. The package, in a kind of parallel thrust, has to
encompass 'bfnh educational services and services that focus on the critical' health
:;cxal, familial, and cultural needs of high-risk children in poor neighborhoods.'
hat may emerge are school-centered community interventions that link all the
necessary components together so that they are both effective and accessible for
disadvantaged children and their families. The outcome of implementing these
xt::(:\;d[;og;ir: r::;];::r:aches may look like new institutions with broader goals and
'l?ascd on the knowledge gained from the model programs an '
opinions summarized in Chapter 13, as well as past ezpe%'ience wi?htzzrrz&crfilts
planning and program development,* a number of concepts are outlined here tha);
are known to produce changes at the community level and that should help achieve

::1(:, ltgoal of assisting every child to grow up into a responsible and productive

1. Formal adr'mmstrative arrangements are required to assure coordination of
youth services.
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A comprehensive approach to the prevention of high-risk behavior implies that
a whole package of services, such as those displayed in Table 14.1, have to be
obtainable, but not necessarily under one roof. This concept requires a central
administrative structure that makes sure adequate services are in place. To assem-
ble a comprehensive delivery system, existing services may need upgrading or
new services added where they are nonexistent, of low quality, or inaccessible.

Many communities already have committees and task forces that bring to-
gether agencies to discuss common problems. However, arrangements between
agencies tend to fall apart unless agreements are contractual. For reasons already
cited, colluboration is an *‘unnatural act’ in an environment where agency hege-
.mony has to be protected. Until recently, school systems operated in an entirely
separate environment from other social agencies. Fragmentation of youth services
is such that two separate noncommunicating agencies—one for prevention of drug
abuse and the other for prevention of alcoholism—may operate in the same com-
munity. Even though family-planning programs may see more high-risk teenage
clients than many of the other agencies, they are rarely invited to meetings about
coordination. A comprehensive system involves the participation of schools, com-
munity centers, social service agencies, health agencies, youth-serving agencies,
employment programs, and other relevant institutions. '

2. A designated lead agency is required to perform organizational functions.

A system for developing a comprehensive youth program requires that a central
administrative structure be located in one agency in a community, in an agency
that has the strengths required to coordinate the work of other agencies. This lead
agency would have to have a broad view of program goals and not be limited in
scope to only one or two of the program areas. For example, youth employment
agencies have little interest in family planning; family-planning agencies have lit-
tle experience with school remediation; public health programs do not deal with
social supports; and so forth. School systems, while inextricably involved in all
of these efforts, are generally not willing to take on large-scale noneducational
projects. The lead agency would have to have the confidence of the target com-
munity and represent parents, children, and local community organizations, and
be acceptable to them.

Few existing agencies meet the lead agency criteria (comprehensiveness,
community-based). For this reason, in some communities a new entity would have
10 be created to serve as a Youth Development Agency (YDA), which would be
governed by a representative board. A YDA could be freestanding, nonprofit, and
voluntary. It could also be connected to an agency such as a community council,
a United Way, the Urban League, or an existing social planning agency. It could
also be chartered by the mayor or county executive as a public commission, or it
could be a unit of government, created by a mayor's office or city council. In
some communities, Youth Bureaus were created to coordinate juvenile justice pro-
grams.

The purpose of the YDA approach is to enable the development of a multi-
service program targeted to assist youth with educational, social, and health prob-
lems. This agency would have the capacity to assess needs, plan the necessary
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package of services, receive funds, allocate funds, provide technical assistance,
and monitor compliance. It would be constituted to serve the youth of the com-
munity at large, not to promote the interests of any one particular program, and
to set priorities objectively on the basis of needs.

3. The frame\tvork for a communitywide prevention program is a plan based
on the particular needs of the community and the existing service systems.

The first major function for a YDA or any communitywide prevention program is
planning. Communities must gain a better understanding of who is at risk of what.
As we have seen, many current interventions have little effect because they are
not focused on the problems in high-risk communities where the needs are the
greatest. The most flagrant example is in the area of substance abuse prevention
where millions of dollars are being poured into curricula for suburban schools
»yhile inner-city children using crack are not reached at all. In pregnancy preven:
tion, scarce resources are being used to promote ‘‘saying no’’ to young people
who are already sexually active and at high risk of pregnancy and STDs. Few
resources are being used for early mental health interventions, least of all in rural
areas where mental health needs among adolescents are significant.

As observed in model programs, the program-planning process starts with needs
assessment and quantification, even if it produces very crude estimates. Most
communities have access to official records on juvenile arrests, drug-related ar-
rests, emergency room visits, school achievement scores, and births to teens. All
schools could compute the number of children who are behind modal grade in
each class (an excellent surrogate measure for high-risk status since being older
fhan other students is the strongest predictor of school failure, and school failure
is a predictor of other problems). In addition, measures of poverty by neighbor-
hood are available from the U.S. Census. Anecdotal accounts from school coun-
selors, youth workers, police, local reporters, and the children themselves can
enrich an overall description of what is going on.

The point here is that putting together the available facts in any community
can produce enough information to begin to assign priorities 10 interventions.’
Addition_al local surveys of the prevalence of substance abuse, low educational
expgctatlons, unprotected intercourse, and other risk behaviors may increase reli-
ability of needs assessments. However, individual patterns of behavior do not
differ that markedly from one disadvantaged community to another. Although it
is a difficult concept for most Americans to accept, the prevalence of poverty is
the overwhelming statistical fact that differentiates the quality of life in the neigh-
borhood.

In. addition to developing estimates of the numbers of high-risk yguth and
targeting neighborhoods for attention, the planning process requires some under-
sta.nd-ing of what programs are curmrently in place. Annual reports, budgets, and
ex.lsung studies can be compiled. A careful look at the quality of the schools
might entail comparisons with state and national standards. Social, health, and
oll}er agency programs could be reviewed in detail to determine what they are
doing, whqm they serve, how they are financed and governed, and their capacities
for expansion. An appraisal of unmet needs and service gaps can then be pro-
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duced, documenting the approximate numbers of high-risk children who are not
getting what they need. The job of the planning body is then to identify existing
institutions with the capacity to meet the assessed needs of the community, or to
document the necessity for new institutions.

4. The planning process should define the package of services required to
meet the needs of high-risk children and their families.

Many community groups go through all of the work of gathering data about the
needs of high-risk youth, but after the results are compiled, get bogged down in
figuring out what to do next. A planning group would systematically address the
questions: What are the actions this community must take in order to assure that
all children are allowed to grow up into responsible and productive adults? What
actions have the highest priority?

The answers are not a mystery. Many ideas were presented in previous chap-
ters about successful programs and summarized in Chapter 13, and there are many
sources for ideas about other approaches.® The common components of successful
prevention programs that have been identified imply a heavy focus on schools.
The package of services required in most disadvantaged communities would prob-
ably include some form of school reorganization and institutional change. In ad-
dition, schools can be the setting for many of the other important components:
Head Start and prekindergarten classes, experiential education, social skills train-
ing, peer engagement programs, parent involvement, and training programs. We
have seen successful models of school-based health clinics and mental health pro-
grams, where services are located in schools but are operated by other community
agencies. However, in some communities, services may also be needed in com-
munity-based settings or in alternative schools for children and their families who
feel alienated from the schools.

Finally, based on the findings from this research, the package must include
arrangements for attaching a responsible adult to every high-risk child to ensure
adequate individual attention. In some programs, this component is called ‘‘case
management,”” but that phrase does not adequately express the quality of caring
required. Disadvantaged children should not be stigmatized as ‘‘cases’’ that need
‘‘treatment.”” The role of the adult can be compared with a *‘Sherpa’ who will
guide the child over the rough spots and run interference against the barriers to
personal success, such as an insensitive school system or overwhelming family
problems. Existing models show that this component can be implemented through
school systems, starting with personal needs assessments conducted at entry to the
earliest grades. Some models use teachers as volunteers to act as mentors for small
groups or *‘families’’ of students. Or a community-based agency could be respon-
sible for recruiting, training, and supervising adult mentors (community aides,
social workers, volunteers) and matching them with children, similar to the Big
Brothers-Big Sisters approach.

An important emerging program model is the school-community center that
encompasses many of the concepts presented here. We have referred to it as the
parallel thrust: strengthening the educational system so that disadvantaged chil-
dren can achieve and, at the same time, addressing the major social environmental
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barriers that otherwise would prevent the children from benefiting from the sys-
tem. In this model, a whole range of services are co-located in or next to the
school, so that the child and the family do not have to shop around for health
programs and services, afterschool recreation, intensive counseling, the welfare
office, or whatever else they need. The school building remains open afternooans,
weekends, and summers. Children know that there is a safe place to go where
someone will look out for their interests.

The package of services that fits with a community's needs is the backbone of
a comprehensive plan for a communitywide multicomponent program. The com-
munity dialogue should lead to the designation of institutional responsibilities and
the setting of priorities. The plan should spell out in detail how agencies will
interrelate and the formal arrangements needed to enhance collaboration.

5. The community must make a commitment to obtain funding for imple-
menting its plan.

The lack of funds is universally cited as the barrier to creating a system that
addresses the needs of high-risk children. It is true that budgets are very tight in
every one of the fields reviewed; the only new money in recent years has been
appropriated for substance abuse prevention and AIDS education (see Chapter 8).
School systems in many communities have to bear the brunt of tax resistance since
their budgets are voted on locally. State budgets for education and health are
subject to the vagaries of legislatures.

One of the most important functions for a YDA would be to assist with the
development and coordination of funding proposals. A community with a docu-
mented comprehensive plan might stand a better chance of securing funds from
foundations, local and national, than an individual agency. The YDA could also
take the responsibility for seeking categorical grants for communitywide projects
and distributing the funds to constituent agencies according to the plan. A major
function could be facilitating the use of Medicaid within local agencies to subsi-
dize health and counseling services for eligible children. Common management
information and accounting systems would greatly enhance the efficiency of many
small agencies. New sources of state and federal funds may begin to materialize
as the nation becomes more committed to the idea of comprehensive programs for
high-risk youth. Increasingly, local businesses are willing to contribute funds or
services to communitywide interventions that show promise of improving the quality
of the future labor force.

In addition to serving as a fiscal agency, a YDA could be responsible for
monitoring agencies to ensure that services are provided; for offering technical
assistance and training to constituent agencies; for developing advocacy for youth
in the community; and for bringing program resulits to state and federal legislators
to keep up the demand for support.”

Precedents for the Youth Development Agency Model

In the descriptions of categorical program models, a number of exemplary com-
munitywide multicomponent efforts were cited, including Neighborhood Improve-
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ment in Philadelphia (prevention of school failure), Impact '88 in Dallas (preven-
tion of teen pregnancy), and Midwestern Prevention Project in Kansas City
(prevention of substance abuse). They all include planning, recruitment of lead-
ership from the important local decision makers, broad community involvement,
a package of services, and the ability to document impacts on target populations.

Today an increasing number of interventions are being designed and imple-
mented that are aimed simultaneously at multiple behaviors, typically dropout pre-
vention, teen pregnancy prevention, and enhancement of employment opportuni-
ties. The Annie E. Casey Foundation's New Futures program has created large-
scale demonstration projects in five middle-size cities to test the validity of com-
prehensive planning and program development that may lead to institutional change.®
The five selected programs differ, but they all encompass collaborations between
schools, employment programs, health and child welfare providers, and local gov-
ernment. Each community was required to designate a lead agency (for one a
school district, for another the city commission, the third chose a public 4uthority,
and two new nonprofit agencies were formed by the two other programs) to as-
sume the responsibility for planning and administration as well as organizing case-
management systems.

Many of the new wave of comprehensive programs for prevention of high-risk
behavior are focused on elementary and middle school populations. The Edna
McConnell Clark foundation has launched a Middle Grades Initiative that encour-
ages communily involvement in the personal and educational development of dis-
advantaged students. The Institute for Responsive Education has implemented a
“*Schools Reaching Out’’ program in two inner-city elementary schools, to in-
crease community and parental involvement by using laboratory schools to pilot
approaches that will build up the roster of community resources available in schools.®
Staff of the on-site parents’ center will coordinate the work of paid parent outreach
workers in the community and will enlist social and mental health agencies to
bring services into the schools. A recent study by the National Center for Educa-
tion Statistics gives evidence of the increasing numbers of collaborative arrange-
ments between schools and other institutions. According to their figures, 40 per-
cent of public schools participated in partnership agreements in 1988, compared
with only 17 percent five years earlier. 10 The study projected that a total of 140,800
agreements were in effect last year in 30,800 public schools—half with busi-
nesses, about one-fourth with civic groups, and under 10 percent with either gov-
ernment agencies or colleges and universities.

" One community, Indianapolis, is working toward the creation of a mayorally
appointed commission responsible for comprehensive coordination of youth ser-
vices in the metropolitan area.'’ A task force study of youth services determined
that there were over 300 organizations and more than a dozen school systems
operating in six very separate and fragmented delivery systems: education, em-
ployment, health, mental health/social services, juvenile justice, and recreation.
No one agency could be identified that could draw all these forces together to
organize youth services in a more rational way. A lengthy and ‘‘tortuous’’ com-
munity process organized by the local Community Service Council resulted in a
proposal for a new body, the Greater Indianapolis Commission on Youth (GICY),
composed of representatives from the six service delivery systems, local govern-
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ment, major funding bodies, local experts on youth services, youth advocacy groups,
parents, and youth. GICY's major functions will be to develop plans and establish
Pohcnes.refgarding the coordination of services; provide a community forum,; facil-
itate training programs; foster interorganizational relationships; and develop new
sources of funding and joint funding approaches. The commission will require a
full-.tin_xc staff, funded jointly by the city, United Way, and local foundations. The
preliminary planning body recommended that the mayor’s office act as the lead
agency for implementation. The local city council appears to be divided over the
requested initial funding appropriation ($75,000), and commission staff have not
yet been hired. ’

As we will see, several states have taken the initiative in encouraging com-

fnunilies to develop collaborative programs for serving high-risk youth in low-
income communities.

Implications at the State Level

Much of the fragmentation in youth services derives from the way programs are
funded. States rely primarily on federal grants to support human services, and
their policies for allocation are often determined by federal regulatiohs about eli-
gibility. In the past, states were rarely held up as models for program innovation.
People who worked in state health and education departments in the 1960s and
1970s gave the impression that they didn’t want to ‘*make waves.’’ Several major
federal funding efforts (Community Action Programs, Neighborhood Health Cen-
ters, Family Planning Programs, Runaway Centers) were designed specifically to
bypass state governments by using the project grant mechanism to get funds di-
rectly to communities. Advocates in and out of Congress did not trust state gov-
ernments to use categorical funds for the designated purpose and, in fact, were
fearful that state funds would not get out to the communities most in need.

The ‘‘Reagan Revolution’’ with its ‘‘new federalism’’ has had a large impact
on state governments. As the federal role diminished and funding was withdrawn
from human services, states began to become much more responsive to the needs
t:)f low-income populations. The quality of state government administrators greatly
!mproved. as young people who were interested in public administration and pol-
icy were recruited by state agencies. A number of governors have offered out-
standing leadership in their commitment to solving the problems of high-risk youth,
mostly in the field of educational reform. (Most states define risk status on the
basis of educational achievement.) Nevertheless, bureaucracies are slow to change
and, in most states, key agencies still do not communicate with each other.

The focus of this book has been on local programs. To gain an overview of
states, we now turn to a number of different studies that document that states
differ widely in their responses to the problems of high-risk youth. In a recent
study prepared for the Charles Stewart Mott Foundation, a research organization
(MDC, Inc.) found that about half of the states have recently issued policy state-
n'lents calling for attention to the educational problems of at-risk youth; yet no
single state had an *‘overarching”’ policy.'? MDC estimated that 30 percent of all
students were at risk of not receiving an adequate education; yet only 5 percent of
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state education funds were being used specifically for services to at-risk children.
They found no state where the governor had vested responsibility to a single cabinet-
level agency or arm of the state government to implement and coordinate the
recommendations that were coming out of the large number of investigative com-
missions and task forces.

The implications at the state level for developing a large-scale initiative to put
together a service system capable of helping high-risk children are that a state
counterpart to the local Youth Development Agency is necessary. Appointed by
the govemor, a statewide Youth Development Commission (YDC) would be broadly
representative of the public and private sectors. To ensure comprehensiveness, the
commission would have to be quasi-independent or placed in one agency that
would act as the lead (e.g. one agency with the major responsibility). Its goal
would be to foster the development of multicomponent communitywide programs
that were responsive to local needs. The commission would foster collaborations
between schools and other social and health agencies. Moreover, such a commis-
sion would need legislative assurance that its tenure would outlast the current
gubernatorial term.

To implement its tasks, the YDC would require the commitment by the gov-
ernor and the state legislature of funds for the statewide initiative on youth devel-
opment. Additional funds could be put together from state agency budgets; for
example, health, education, mental health, labor, *‘drug money,”” and juvenile
justice funds could be assembled for collaborative demonstration projects. These
funds could be distributed to communities through an RFP (Request for Proposals)
process. (This involves the issuance by the state-funding agency of a call for
proposals with specific goals and criteria; a review committee sclects the most
responsive proposals for funding.) Just as at the community level, statewide plan-
ning would be a high priority for a statewide Youth Development Commission. It
could also stimulate community education about the problems of high-risk youth;
offer conferences on effective strategies; develop manuals, resource directories,
and training programs for practitioners; and set up arrangements for monitoring
and evaluation. As effective communitywide models are identified, the YDC could
work with communities on replication.

Even without the formal organization of a commission, state agencies could
be working together to pool their resources for serving high-risk youth. The de-
partments of education, health, mental health, labor, and justice have many areas
of overlap. Less fragmentation of services at the local level would result from
better integration at the state level. As we have seen (Chapter 8), statewide vol-
untary groups and advocacy organizations are very important because they serve
as watchdogs to ensure that programs are implemented and budgets renewed.
However, few statewide advocacy groups have been identified that cross categor-
ical lines and advocate services for the whole child.

Precedents for the Youth Development Commission

Few states have been identified with commissions or youth development agencies
that have policies, funds, and legislation enabling the crossing of categorical lines
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of education, social services, and health.'® Most statewide initiatives are centered
on educational policies and program development, but in several states, the initia-
tive has started on the health and human services side. The MDC study asserted
that there were four stages in the process that leads to collaborative state programs
for school reform in the interest of high-risk children: (1) awareness of the prob-
lems of youth at risk; (2) action in the form of plans or policies; (3) consolidation
tl.lrough legislation and funding of comprehensive programs; and (4) implementa-
tion of program development, including restructuring of schools and equalization
of funding. They identified 14 states that were at least at stage two in regard to
school reform (efforts in five of these states are described here).'* A number of
states have Commissions on Children and Youth, but none has been identified that
has the authority to integrate educational and support services. Oregon and Mas-
sachusetts have developed the most comprehensive initiatives to address the prob-
lem of fragmented services. In Wisconsin, a state with few children at risk, the
govemnor is currently attempting to initiate a Children at Risk Program. States with
programs initiated by health or human services departments are more likely to
focus on direct program services in schools and in the community, such as in
Illinois, New Jersey, and New York.

Oregon’s governor started his administration in 1987 with a strong commit-
ment to lowering the state’s dropout rate from 25 percent to 10 percent by 1992.
Two concurrent initiatives have been launched—one directly aimed at dropouts,
the other at younger high-risk children. The statewide Student Retention Initiative
(SRI) brings together resources from federal drug and alcohol programs, dropout
prevention, employment and training, the Juvenile Services Commission, and Or-
egon General Fund dollars for a community grant program administered by the
De'partmcnt of Human Resources.'® A Youth Coordinating Council with represen-
tauve§ appointed by the governor reviews proposals and advises on awards. SRI
planyung grants were awarded to 35 core groups in most of Oregon's counties. To
receive §upport, the groups were required to demonstrate that educational, job
training, juvenile court services, alcohol and drug programs, and other social agencies
were going to work together. State-level SRI staff were available for technical
assistance and information on models; for example, they produced a manual, ‘‘Low
Cost No Cost Models for Preventing Dropout.”’

A Children's Agenda Office was also created in Oregon for planning services
for younger children.  The culmination of this community planning process has
resulted in a statewide proposal for a Great Start program, including Head Start,
parent education, and other services for the age group from infancy to 6 years. In
addition to these efforts, an extensive Partnership Program has been implemented
in 16 communities. Businesses supply mentors to school systems with a view
toward keeping children in school. Also, the Oregon State Health Department
funds 12 school-based clinics and has the intention of expanding these services
when funds become available.

Qregon is clearly a state that is moving toward a comprehensive approach to
_solvmg the problems of high-risk youth. Many state agencies are involved in an
intricate pattern that reflects the particular bureaucratic realities in that state. In
the 1989 legislature, a bill has been introduced to create the Oregon Youth Ser-
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vices Commission that would pull all the pieces together. The governor would
appoint commission members (none of whom would be state employees) as well
as representative advisory committees for special projects, including Great Start,
juvenile justice services, and the Student Retention Initiative. In addition to mak-
ing grants available for juvenile services and the SRI, the commission and its
advisory committees would be responsible for initiating new grants to counties for
Great Start projects, including programs for child care, early childhood education,
prenatal and health care, teen pregnancy prevention, child abuse prevention and
treatment, and parent education and support. The commission would be charged
with evaluating the effectiveness of the various state agencies administering youth
services and reporting biennially to the govemor and the legislature.

Massachusetts’s governor launched the Commonwealth Futures program in 1987
as the principal strategy for dropout prevention.'® Supported with a line item in
the education budget ($1 million a year), 13 communities have been assisted to
develop integrated plans for working with high-risk youth and to implement the
plans through a coordinated funding process. After receiving technical assistance
from state staff, participant communities submit a single application for funds
from five different state sources (employment, school reform, dropout prevention,
teen pregnancy, and the Commonwealth Futures state appropriation). The state
agencies (employment, education, health, and the governor’s staff) have to work
together to respond to the applications.

The Futures strategy, passed on to communities through workshops, confer-
ences, and on-site training, focuses on the development of interagency community
teams, use of case-management and information systems, a combination of advis-
ory boards from categorical programs, and techniques for leveraging coordinated
policies and funding."”

Wisconsin’s governor recommended funding to establish a formal Children at
Risk Program.'® This new initiative involves collaborative demonstration pro-
grams co-sponsored by the Department of Public Instruction and the Department
of Health and Human Services to integrate social service and school programs
designed to address the problems of at-risk children. This initiative builds on the
legislated goal of reducing the annual dropout rate (from 3.5 to 2.0 percent by
1992) by adherence to 20 educational standards.'® By statute, in Wisconsin, each
school board must identify children at risk in the district, develop and implement
a plan of programs and activities to serve their needs, notify each child in writing
of being identified, and on request of the child or parent, enroll the child in the
district’s at-risk program. Each district has received a grant to implement the plan
and to appoint a children-at-risk coordinator. An Education to Employment Pro-
gram also has been implemented statewide with business partnerships, and state
funds are used to support preschool programs and yearround academic assistance
to minority students.

llinois has pioneered the concept of pooling public and private resources at
the state level. In 1983, a State of Illinois Teenage Pregnancy Prevention Initiative
was launched by Governor Thompson with the creation of the Parents Too Soon
(PTS) program. Funds from several state agencies were pooled to develop more
than 100 diverse community-based health, educational, and social services pro-
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grams targeted at high risk 10- to 19-year-olds, either teen parents or young peo-
ple at risk of pregnancy. The major funding agencies are the Departments of
Public Health, Public Aid, and Children and Family Services, with coordination
provided by the Department of Public Health. The Departments of Education,
Commerce and Community Affairs, Alcoholism and Substance Abuse, Mental
Health and Developmental Disabilities, Employment Security, and Services for
Crippled Children are involved at the state level in planning and coordination. A
major PTS grantee, the Qunce of Prevention Fund, a statewide nonprofit agency
jointly created by the Department of Children and Family Services and a private
foundation (Pittway Corporation), has also stimulated program development in 40
community agencies for services to teen parents and primary pregnancy preven-
tion, including three school-based health clinics. The Illinois experience demon-
strates that it is possible to pool state agency funds and use them to develop
comprehensive community-based programs.

Some state initiatives directed toward high-risk youth are centered in one agency.
In New Jersey, the Department of Human Services has created the School-Based
Youth Services Program to provide adolescents, especially those with problems,
the opportunity to complete their education, obtain employment skills, and lead
physically and mentally healthy lives.?® This initiative has led to the development
of 29 projects, at least one in every county. The concept is ‘‘one stop shopping’’
to consolidate existing services needed by high-risk youth ‘‘under one roof’; 16
of the centers are placed in schools and 13 nearby. The centers are open during
and after school, weekends, and summers. All of the centers must provide mental
health and family counseling, health and employment services. All do provide
information and referral, substance abuse counseling, and recreation. Many pro-
vide family planning, child care, transportation, and a 24-hour hotline. The actual
mix of services was left up to applicant communities, but each project was re-
quired to demonstrate collaboration of the schools with one or more community
agencies. Community advisor groups were also obligatory. Funds ($6 million)
have been placed in the Human Services budget to fund these centers (which must
also demonstrate a 25 percent in-kind contribution to the budget). About half the
managing agencies are schools. Medical schools and local agencigs, including
mental health, health departments, a Private Industrial Council, an Urban League,
and a community development organization operate the rest.

New York State also has an extensive School Health Demonstration Project
that funds 80 elementary, middle, and high school clinics. The State Department
of Health is the lead agency, in cooperation with the Departments of Education
and Social Services, but the funds all come out of the Health budget. The New
York State Department of Education in conjunction with the State Department of
Social Services recently developed a Community Schools Project that will fund
10 demonstration schools.?! The project is based on the assumption that, in dis-
tressed communities, a wide array of social, medical, recreational, and other hu-
man services should be brought together to address the diverse needs of children
and their families, and that this can best be accomplished through partnerships
between school-based and nonschool organizations and individuals (e.g., service
providers, parents, business and industry, unions, etc.). Each community school
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must remain open nights, weekends, and during the summer. New York State also
has a Governor’s Council on Children and Families charged with coordinating and
planning the many diverse initiatives.

Implications at the Federal Level

What happens in the White House and in Congress has a significant effect on state
and local activities. One crucial element is money, and with the exception of
education, most of the money needed for youth services flows from Washington
on down. These have been lean years for local programs. Neighborhood health
and family planning clinics, emergency rooms, drug treatment programs, and af-
terschool recreation programs are shutting down or cutting back staff and hours
from lack of support. Welfare families are expected to get along with less and less
subsidy relative to the cost of living. Edward Fiske depicted what happened to
education during this era.: *‘The Reagan Administration, in its efforts to trim
domestic spending, went to great lengths to disparage the notions that quality in
education is a function of spending and that more Federal aid would assure better
schools and a more secure nation.’’ %

The Reagan administration did acknowledge the problems of high-risk youth
and the interrelationship between problem behaviors. A program was launched in
the mid-1980s called **Youth 2000,”" combining funds from the Department of
Labor and the Department of Health and Human Services to promote social and
economic self-sufficiency among disadvantaged youth by motivating youth to
“‘believe in themselves.’” Secretary of Labor Brock asserted that ‘‘communication
and coordination between agencies which serve the same segment of the popula-
tion are minimal and often non-existent.”' 2 In 1987, 16 grants were funded jointly
by these two agencies (demonstrating that co-funding is possible). Ten states re-
ceived support for policy analysis and planning, workshops, and conferences on
the needs of high-risk youth. Oregon’s Partnership Project and Hawaii’s Schools
to Work Transition Centers for career and life employment training were also
supported under the Youth 2000 program. A number of other grants were made
by the Administration for Children, Youth and Families (DHHS) in the name of
the Youth 2000 Initiative, for the prevention of substance abuse, assistance for
runaways, and other high-risk youth, but these grants did not represent any special
new funding. The Youth 2000 effort also stimulated (but did not fund) a number
of national organizations to join the movement toward helping youth to become
more economically self-sufficient. The National Alliance for Business established
the Compact Project, based on the Boston Compact model (see Chapter 12} to
develop school-business projects in other communities. ASPIRA, long involved
with the problems of Hispanic youth, launched a Public Policy and Leadership
Program to foster Latino leadership through training and internships. The National
Assembly/National Collaboration for Youth, representing the major youth-serving
organizations, developed the Making the Grade program, involving a National
Report Card on major youth issues utilized in telecast conferences held in more
than 200 cities.

I
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The Youth 2000 Initiative never obtained enough visibility or funding to move
beyond the planning stage. It relied heavily on public relations techniques and
slogans to try to stimulate states and communities to measure up to goals for the
year 2000 that would demonstrate reduced high-risk behavior. As of 1989, in a
new administration, the Youth 2000 Initiative appears to be heading toward a
phase out at the federal level. However, some states have picked up the funding
for the Youth 2000 coordinators appointed during the brief period when federal
grants were available.

President George Bush says he wants to be the ‘‘education president” and
'makc this into a *‘kinder and gentler’’ nation. During his campaign he pledged to
increase the Head Start Program, provide monetary awards to National Merit
Schools, encourage states to support magnet schools, create a voucher system for
child care, redirect family-planning funds toward adoption services, and get tough
with crime. The president also proposed the creation of the YES (Youth Entering
Service) to America Foundation, a public/private grant venture to stimulate youth
community service. President Bush has made a number of speeches encouraging
local reforms of education and promoting locally supported strategies for youth
§ervices. Few concrete proposals have been forthcoming. It may be too early to
Jjudge, but as the Bush administration enters its second year, strong presidential
!Ezlxdership to develop comprehensive services for high-risk children is not yet vis-
ible.

What should the federal government do to create a large-scale youth develop-
ment ini.tiative to prevent high-risk behavior? How could the government help
communities and states set up and maintain comprehensive Youth Development
Agencies? To specify a more rational structure for coordinated youth services, it
may be useful to review the current placement of programs for prevention of high-
risk behavior throughout the government (see details in-Chapter 8). Delinquency
prevention rests entirely in the domain of the Department of Justice. However,
services to runaways and homeless youth, many of whom are considered status
offenders (e.g., commit acts that are illegal only if performed by a juvenile), are
administered by the Youth Bureau of the Administration for Children, Youth and
Families of the Office of Human Development Services (DHHS), the same agency
that administers Head Start and the Children’s Bureau. Substance abuse preven-
tion is supposed to be coordinated by the Office of Substance Abuse Prevention
(OSAP) of the Alcohol, Drugs and Mental Health Administration (DHHS). How-
ever, the Department of Education is currently administering most of the govern-
ment’s ‘‘War on Drugs’’ through funds for drug prevention curricula in schools
and ‘‘saying no’’ media campaigns. The Department of Education is responsible
for specialized programs for educationally disadvantaged children, primarily through
Chapter 1 funding. (Most funds for public education derive from state and local
§ources.) Teen pregnancy prevention has virtually no categorical support, except
in terms of the services provided to all low-income women through the family-

planning program administered out of the currently isolated Office of Population
Affairs (DHHS). Other DHHS agencies that fund family-planning clinics, adoles-
cent health clinics in hospitals, and school-based health clinics include the Office
of Maternal and Child Health, Medicaid, and Social Services block grants. School
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sex education programs are not federally funded, but a minimal amount of support
is being provided by the Office of Adolescent Pregnancy for abstention education.
The Centers for Disease Control (CDC, part of the Public Health Service located
in Atlanta) operates a Division of Adolescent and School Health that provides
grants for demonstration projects and surveys which cut across prevention behav-
iors. CDC also has a Division on Sexually Transmitted Diseases that provides
funds mostly to states for epidemiological purposes. The Department of Labor
supports the major youth-training and employment initiatives.

It is clear that the major categorical youth programs are embedded in different
bureaucratic structures. Even those in the Department of Health and Human Ser-
vices are in separate offices, administrations, and centers. Adding up the 1988
federal expenditures presented in Chapter 8, roughly $9.2 billion were used in
programs that had some prevention components geared to high-risk children aged
10 to 17.2* Of that amount, 80 percent was under the control of the Department
of Education, and 13 percent was used for Head Start (DHHSD). As clearly evi-
denced, what is left for prevention of delinquency, substance abuse, and teen
pregnancy is so minimal, fragmented, and uncoordinated that, as national initia-
tives, they are showing only marginal impacts. Although the Department of Edu-
cation has the bulk of the funds that are directed toward the problems of high-risk
youth, neither that agency nor any of the others currently appear to have the clout
or the inclination to act as the lead agency for youth.

One approach to creating a sharper, more centralized focus on youth might be
to create an independent federal agency, a National Youth Development Adminis-
tration (NYDA) to launch a major program to ensure that all American youth
would gain the skills and support they need to grow into responsible and produc-
tive adults (to make the United States competitive with other nations in its ability
to produce effective workers).?> A precedent for such an agency might be the
National Aeronautics and Space Administration (NASA). NASA has its own line-
item budget and is not part of any department. The primary purpose of NASA
was to rapidly create a space launch and make the United States competitive with
other nations in its ability to land on the moon and explore other planets. As with
NASA., NYDA would be charged with the challenge of bringing together the
technical expertise and the most knowledgeable practitioners to move as quickly
as possible toward solutions. As with NASA, Congress would have to indicate its
commitment to youths’ futures by appropriating money to create the necessary
structure for an effective agency. However, categorical funds from agency budgets
could be pooled and transferred to NYDA to develop coordinated and comprehen-
sive programs at the state and community levels (e.g., Chapter 1, Head Start,
drug prevention and treatment, educational remediation, juvenile justice, child and
adolescent health services, mental health services, adolescent family life funds).
NYDA could include functions such as creating demonstration projects in com-
munities and states, conducting research and evaluation, and providing technical
assistance and training. Having a special administration of this nature would lend
an urgency to this cause and give visibility to its leadership.

The concept of NYDA is presented here as a tool for sorting out how the
country might respond to its youth crisis, if it really wanted to move rapidly. One
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could easily quibble with the notion of creating yet another bureaucratic agency
to make up for the shortcomings of the multiagency confusion that already exists.
One must also recognize that NASA has encountered many organizational prob--
lems that should be avoided. One reason for taking this new route, however, is
that none of the other existing agencies has the capacities required to impact si-
multaneously on both the educational system and the support systems that will
need to be part of what was described earlier as the parallel thrust. No existing
entity is in place to lead this kind of collaborative initiative. As we have seen in
Chapter 8, the Department of Education has little power to influence state and
local operations and, by reputation, limited sensitivity to issues stirrounding dis-
advantaged communities. While many of the federal youth-serving programs are
located in the Department of Health and Human Services, they have low visibility
within that large agency and have no relationship to the educational reform move-
ments.

Short of designating a lead agency for a national youth development initiative,
the federal govemment can stimulate many kinds of collaborative approaches within
the current administrative framework. The Youth 2000 project at least showed
that joint funding of youth-at-risk programs is possible. There are precedents for
pooling federal agency funds and reorganizing programs to have greater impact;
for example, the Office of Substance Abuse Prevention (OSAP) was created out
of separate drug and alcohol agencies and co-funds projects with the Departments
of Justice and Education. Many of OSAP’s 132 community projects are focused
on mental health services and counseling for economically disadvantaged high-
risk youth. The major federal departments that work with youth (already men-
tioned) formed an ad hoc committee to oversee the implementation of the Anti-
Drug Abuse Act of 1986. Increasingly, federal adminstrators at the program level
are acknowledging that it makes no sense to treat ‘‘their’’ problem in isolation.
For the first time, DHHS is considering as a health objective for the United States
the reduction of the number of ‘‘high-risk’’ youth, based on the data presented in
Chapter 7. Thus, public health officials are promoting the improvement of aca-
demic achievement and attachment to school as a strategy for improving health
outcomes. The goal of collaboration could be furthered by revising grant guide-
lines to require the joint participation of schools and other community agencies in
youth programs.

Michael Kirst and Bernard Gifford believe that more government help for chil-
dren will be forthcoming in the future because ‘‘the needs of a burgeoning capi-
talist economy and the needs of disadvantaged children may coincide.’’? As they
point out, because of federal budget deficits, the current fashion is to talk about
low-cost programs and partnerships with business and private agencies. However,
this will not pay for expanding Head Start nor will it provide the necessary ser-
vices that at-risk children need. Kirst and Gifford call for the creation of a national
spokesperson for children to address the problems of fragmentation, coordination,
and monitoring. One approach might be for the White House to develop a chil-
dren’s policy and coordinate its implementation through the Domestic Policy Council
in the Executive Office of the President. Kirst and Gifford would also give federal
incentive grants to states and communities that integrate their children’s services
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and use the Education Department to *‘broker™ these services, including alliances
with private groups.

Congressional leadership on youth issues is, of course, essential. During re-
cent sessions of Congress, there has been some action on legislation that affect
youth. In 1987, a Young Americans Act was introduced (but not passed).?” This
act called for the establishment of a Commission on Children, Youth and Fami-
lies, which would be advised by a federal council and informed by a White House
Conference on young Americans. Block grants would be made available to states
to coordinate planning of services to prevent young people from **failing through
the cracks’ by setting up ombudsman programs to oversee children removed from
their homes, in foster care and juvenile correction facilities. More recently, the
expansion of Head Start and provision of child care have received a great deal of
attention,

Other new initiatives have centered on the issue of youth service. As of the
summer of 1989, six bills had been introduced to encourage student participation
in volunteer community work. The most comprehensive legislation called for $100
million to support part-time student community service beginning in elementary
school through college.?® This bill promotes the ethic of service as an expected
part of the educational experience and requires strong local community links in
planning and implementing service. Youth Service America, the major nonprofit
advocacy group in the youth service field, supported this legislation but recom-
mended establishing a Trust of the United States as the administrative mechanism
rather than relying on the federal and state education bureaucracies. Other bills tie
the concept of higher education benefits to youth service, creating a requirement
that will place a new burden on low-income youth.

And, as always, there is endless discussion about the crisis in education but
few new dollars to support programs. This administration and several governors
are very supportive of the concept of “‘choice,’" allowing children to cross school
district lines within a state in order to atiend whatever schools they select (and
can gain admission to). They expect that this approach will stimulate school sys-
tems to compete for students, raise test scores, and increase the level of commu-
nity support. To some observers, this appears to be a concept similar to educa-
tional vouchers, giving parents coupons to purchase their children’s education
wherever they want. Concern has been expressed that inadequate schools, as they
lose students and funding, will not disappear; they will further deteriorate. Also,
transporting children from cities 10 distant suburbs would create even larger bar-
riers to parental involvement than presently exist.

Almost every major national organization that brings together highly placed
officials and representatives of business has produced recommendations about ini-
liatives to alter the course of youth-at-risk, including the National Governor’s
Association, the Council of Chief State School Officers, the Committee for Eco-
nomic Development, the National Association of State School Boards, and many
others. One of the strongest recommendations (from the Council of Chief State
School Officers) calls for legislation that guarantees alt students a high quality
education. According to David Hombeck (the council’s past president), the new
legislation must create an entitlement accorded to all children to attend a success-

ful school as well as a system of rewards and sanctions that can be aPplied. This
approach relies on the availability of measurable outcomes t0 determine whether
school systems are succeeding or failing.?

A National Commission on Children has been appointed that includes repre-
sentatives from many of these national organizations and Congress, as well as
leaders from business and the media. Its mission is to develop a policy agenda
“‘to improve the opportunities for every American child to achieve her or his fu}l
potential and to enhance the capabilities of families to care for and nurture their
children.”” This group will report to the president and Congress in the spring of
1990.%

Last Words

If the findings from the four prevention literatures have been interpreted correctly,
the strategy for assisting high-risk young people can be constructed on sev.cral
solid principles: the interrelatedness of problems; the need for early, sustained
interventions; the importance of one-on-one intensive attention; and the impor-
tance of basic educational skills, social skills, and experiential education for gain-
ing the necessary competencies to function in the adult world. More global con-
cepts shared in common among successful programs focus on broad, comprehenswz?,
communitywide approaches with a heightened focus on schools. Conse.nsu:s is
powerful that attention must be paid to basic school reform and re_orgamzanon,
alternative ways to retain students in school, and schools as locations for non-
educational programs operated by outside agencies. '

The prevention strategy that emerges from this analysis is centered in schools
for many reasons: educational failure appears to be a signiﬁcant_ common marker
for many behavioral problems (and it is a problem in itself). Children are located
in school, at least nominally, and therefore interventions can be targeted more
readily. Community agencies are being allowed to bring their services into schools.,
especially in needy areas. School administrators increasingly ackn.owledge their
roles as ‘‘surrogate parents,’”’ a role they are forced to assume if they are to
educate children with multiple problems and overburdened parents. Putting all
these factors together, the strategy calls for the parallel implementation of_ schgol
reform and support services. Based on the study of the antecedents of hlgh—n;k
behaviors, this approach addresses the need for a quality education, so that ct‘ul-
dren can learn, and the provision of various kinds of support—health, intensive
counseling, family welfare, cultural and recreational services—so that children
can take advantage of the quality education.

These common concepts lend support to the youth-at-risk initiatives that are
being promulgated by state and local govemnments, foundations, and school sys-
tems. A number of independent appraisals of the status of high-risk youth in the
nation, states, and communities have led to conclusions that are similar to the
common concepts from the prevention literatures. The new wave of p'rogmm grants
call for programs to achieve multiple rather than single goals (i.e., dropout pre-
vention, pregnancy prevention, and improvement in job placements).
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This is one book that is not going to conclude with the statement that more
research is needed before interventions can be initiated. Enough is known about
the lives of disadvantaged high-risk youth to mount an intensive campaign o alter
the trajectories of these children. Enough has been documented about the inability
of fragmented programs to produce the necessary changes to proceed toward more
comprehensive and holistic approaches. Enough is known about the inadequacies
of the educational system to give the highest priority to school reform. The com-
prehensive multicomponent framework appears 10 make sense, linking educational
enhancement with social supports of all kinds. Money and commitment are the
bottom lines. The funds have to be located and redirected toward a giant rescue
operation. ™'

All in all. prevention practice is probably way ahead of prevention research,
especially if school reform efforts are included in the aggregate. An extraordinary
amount of energy is being expended at the local level by teachers, counselors,
health workers, and other practitioners. These are highly committed people who
work for low salaries and under difficult conditions. Since we have the know-
how. we should use these encrgies in more productive ways that will vastly im-
prove the quality of life for young people. Clearly, further work must be under-
taken to refine this framework with a view toward integrating research and prac-
tice. We can proceed with the research we have, but more focused operational
and evaluation research could produce more efficicnt methods for working with
disadvantaged children and families.

There are compelling reasons why our attention should focus on the commu-
nities where the highest risk children live. In the growing literature on youth at
risk. cost-benefit arguments are usually presented as the rationale for action. The
very influential Children in Need report of the Commiuee for Economic Devel-
opment says it all in the subtitle: Investment Strategies for the Educationallv Dis-
advantaged. The message to business is that if you don’t invest now in improving
the outlook for the *‘educational underclass™™ it will cost you more later. The
figure cited in that report is $240 billion in lost lifetime earnings and taxes result-
ing from each year's class of dropouts. A recent New York Times headline gives
further evidence of the current thinking: "*Business Sees Aid to Schools As a Net
Gain."" There is a growing awareness of the cost-benefits derived from investing
in prevention now lo save remediation costs later.

Aside from the cost-benefit arguments, it would be much better for this society
if it could be moved by a sense of moral obligation 1o ensure equal opportunity
for all its people. The situation calls for a collective revuision against the despair
and alienation in inner cities and the apathy in rural areas that have become the
environments for high-risk youth. Of course, disadvantaged children also live in
suburban areas, on the social fringes, with less visibility than in urban areas. Any
observant person must by now be aware of the plight of children in this country,
and the almost impossible conditions in which they are expected to survive. The
statistics presented in the earlier chapters should be understood as symbols of this
critical problem.

This country and its people have a great capacity to respond to crises and to
launch large-scale interventions to rescue the victims of disasters. The time for
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handwringing about the status of youth has passed and now communities, with
support from the states and the nation, have to get down to the hard work of
creating a viable system for the future.

Notes

1. This may reflect differences in the way questions are posed, for example, ‘‘How do
you feel about yourself?'* in comparison with ‘Do you feel distressed or worried?”’.

2. A recent report showed that 83% of male arrestees in New York City in 1988 tested
positive for cocaine.

3. There are 39,000 local governmental units in the United States; 3,041 are country
governments, 19,000 municipal, and 17,000 towns. In 1980, there were 2,205 cities
in the U.S. with populations over 10,000. Of these, only 169 (15%) were over 100,000,
but they contained more than half of all city dwellers. Bureau of the Census, Staristical
Abstract of the United States, 1987 (Washington, D.C.: 1987), Table 445, p. 266,
Table 38, p. 33.

4. The author was Director of Planning and Research at The Alan Guttmacher Institute
from 1969-1978 and produced local plans for comprehensive family planning services
in 10 metropolitan areas and four rural areas.

5. One local health official described the planning process as useful because it gave peo-

~ ple "*something tangible to fight about’’ rather than personalities.

6. In addition to reports cited previously, sec Research for Better Schools (RBS), Na-
tional Reports on Young Children at Risk (Philadelphia, undated summary of many
reports). RBS also is summarizing national reports on students at risk in middle school
and high school. See also AMA National Congress on Adolescent Health, Adolescent
Health: Charting a Course Through Turbulens Waters (Chicago: American Medical
Association, 1988), and other materials which form AMA’s Initiative on Adolescent
Health. Also D. Both and L. Guardique, eds., Social Policies for Families: A Review
of Selected Reports (Washington, D.C.: National Academy Press, 1989).

7. See Public/Private Ventures, A Practitioner’'s Guide: Strategies, Programs, and Re-
sources for Youth Employability Development, rev. ed. (Philadelphia: Public/Private
Ventures, 1988), 64—88, for an excellent outline of the steps involved in building a
coordinated delivery system for youth services.

8. The Annic E. Casey Foundation, A Strategic Guide for the New Futures Initiative
(Prepared by the Center for the Study of Social Policy, Washington, D.C., July 1987).

9. Institute for Responsive Education, Schools Reaching Out (Boston: Institute for Re-
sponsive Education, 1989).

10. Study cited in **Education’s Partners,’’ Education Week, May 10, 1989, 3.

11. Community Service Council of Central Indiana, Inc., A Model for Comprehensive
Coordination of Youth Services in Greater Indianapolis, Vol. I (Indianapolis, Ind.:
Youth Services Project, March 1988).

12. MDC, Inc., America’s Shame, America’s Hope: Twelve Million Youth at Risk (Pre-
pared by MDC, Inc., Chapel Hill, N.C., for the Charles Stewart Mott Foundation,
1988).

13. See E. Rodriguez, P. McQuad, and R. Rosauer, Communities of Purpose: Promoting
Collaboration Through State Actions (Denver, Colo.: Education Commission of the
States, 1988).

14. States listed as moving ahead with school reform that deals with issues related to high-
risk youth: California, Connecticut, Florida, Illinois, Maryland, Massachusetts, Min-
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nesota, New York, Oregon, Pennsylvania, Rhode Island, Texas, Washinglon, Wiscon-
sin. MDC, Inc., America’s Shame, p. 26.

- State of Oregon, Governor's Student Retention Initiative: A Report Card (February

1989).

MDC, Inc., America’s Shame, pp. 4748,
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