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PREVENTING SCHOOL FAILURE, DRUG USE, AND
DELINQUENCY AMONG LOW-INCOME CHILDREN:
Long-Term Intervention in Elementary Schools

Julie O'Donnell, Ph.D., J. David Hawkins, Ph.D., Richard F. Catalano, Ph.D.,
Robert D. Abbott, Ph.D., L. Edward Day, Ph.D.

il

A six-year, school-based prevention program, which modified classroom teacher
practices, offered parent training, and provided child social skills training, was
evaluated for its effects on school failure, drug abuse, and delinquency among
low-income urban children. Compared to a low-income control group, children
in the intervention group showed enhanced school commitment and class partici-
pation.The girls in the group also evidenced lower rates of substance use initia-

tion, while the boys exhibited increased social and school work skills.

verty places children at risk for school

failure (Goodlad, 1984) and school
dropout (Wittenberg, 1988), for serious de-
linquency and crime (Blumstein, Cohen,
Roth, & Visher, 1986, Elliott, Huizinga, &
Menard, 1989), and for alcoholism and
other drug problems (Robins & Ratcliff,
1979). The problems facing children in
poverty are particularly pressing now that
onc-fourth of America’s students in grades
onc through 12 live in poverty, and they
will become more pressing by the end of
the decade when it is estimated that one-
third of students in American schools will
live in poverty (Jennings, 1988). Evidence
suggests that American society is failing to

provide adequate schooling or skills to
low-income students. Over half of poor stu-
dents do not graduate from high school
(Bastian, Fruchter, Gittell, Greer, & Hask-
ins, 1985). :
Significant federal and state investments
have been made in programs aimed at
counteracting the educational disadvantage
of poverty-(Jennings, 1988; Kober, 1989).
Head Start, for example, costs about $1.2
billion annually in federal funds, although
it reaches only 20% of poor preschool chil-
dren each year (McGeary, 1990). Chapter |
of the Elementary and Secondary School
Improvement Act supports special com-
pensatory services for low-achieving stu-
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dents in schools with high concentrations
of poor children and, although there are no
recent data on the proportion of recipients
wno are poor (McGeary, 1990), these ser-
vices have been estimated to reach about
25% of all school-aged children at some
potnt during their school careers (Kennedy,
Birman, & Demaline, 1986). The Hawkins
Stafford Elementary and Secondary School
Improvement Amendments of 1988 (PL
100297) authonized the expansion of Chap-
ter 1 services so that all eligible children
would be served by 1993; they raised spend-
ing ceilings, concentrated more money on
the. poorest schools, strengthened parental
involvement, and added a number of new
service programs (Kober, 1989; Riddle,
1989).

The success of Chapter | programs has
been mixed, whether offered through pull-
out (removing children from their regular
classrooms) or in-class programs (Archam-
bault, 1989, Slavin, 1989), and several lim-
itations have been ideatified. For one, the
focus of Chapter 1 interventions is strictly
on the individual when, in fact, other fac-
tors may contribute to academic under-
achievement. Another limitation is that, al-
though Chapter | programs may accurately
target problems of academic underachieve-
ment, they commonly do so only after a
child has been identified and assessed as
having a problem that warrants special ser-
vices. Support services are generally pro-
vided only after some history of under-
achievemnent and consist of strictly reme-
dial educational services. This lack of a
preventive aspect may make the problem
more difficult to counteract.

Numerous studies have identified relation-
ships among types of problem behavior.
School failure, dropout, and misbehavior
have been found to be closely related (Gold
& Mann, 1984). Similarly, school failure
and delinquency (Goufredson, 1981), as
well as substance abuse and delinquency,
have been correlated (Blumstein, Cohen.
Roth, & Visher, 1986; Donovan & Jessor,
1985). Substance abuse has also been
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linked to failure to graduate from high
school (Weng, Newcomb, & Bentler. 1988).
Whether these types of behavior are part of
a “deviance syndrome” (Donovan & Jes-
sor, 1985 Jessor & Jessor, 1977) or repre-
sent more distinct behavior patterns (Gifl-
more, Hawkins, Catalano, Day, Moore, &
Abbort, 1991), studies of overlap in such
behavior have found correlations among
school failure, school misbehavior, drop-
out, delinquency, and substance abuse. The
existence of interrelationships among types
of problem behavior suggests promise for
preventive interventions that seek to reduce
shared risk factors for adolescent problem
behavior (Hawkins, Catalano, & Miller,
1992).

It seems probable that a preventive ap-

proach delivered to schools with a high
proportion of low-income children might
be more effective in reaching and counter-
acting the effects of poverty. Such an ap-
proach would seek to ensure that those al-
ready routinely involved in the education
and socialization of children—teachers and
adult caregivers—used effective teaching
and family management skills to prevent
learning and behaviorai problems.
Considerable advances have been made
over the past two decades in effective
teaching (Brophy & Good, 1986; Slavin,
1989) and parenting skills (Bank, Pat-
terson, & Reid, 1987). There is evidence
that classroom interventions can reduce
risk among children without the limitations
of pull-out programs (Gottfredson, 1990).
More recently, the idea of intervening si-
multancously in multiple social units to re-
duce risks for academic failure and prob-
lem behavior has been supported (Comer,
1988; Hawkins, Von Cleve, & Catalano,
1991; Slavin, Madden, Karweit, Livermon,
& Dolan, 1990). Although there are differ-
ences in specific approaches, several pro-
grams have begun to incorporate muitiple
interventions that attempt to influence indi-
viduals, families, and schools in a positive
way. It is important to determine the extent
to which strategies combining teacher and
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parent training can reduce academic fail-
ure, drug abuse, and crime among children

of poverty.

SEATTLE SOCIAL DEVELOPMENT PROJECT

The Seattle Social Development Project
(SSDP) (Hawkins, Catalano, Jones, & Fine,
1987) is a long-term intervention that uti-
lizes a risk-reduction strategy based on the
premise that academic failure, delinquen-
¢y, and drug abuse can be prevented by re-
ducing, eliminating, or mitigating the ef-
fects of precursors or risk factors for these
problems.

Theoretical Basis

The theory that guides the SSDP, the so-
cial development model (Caralanoc &
Hawkins, in press), expands upon Hirschi's
(1969) social control theory, which hy-
pothesized that delinquent behavior was
prevented by high levels of social bonding
to conventional others. The expansion con-
sists in specifying the processes of social
leaming (Akers, Krohn, Lanza-Kaduce, &
Radosevich, 1979; Bandura, 1977) that are
thought to determine children’s levels of
social bonding. Strong bonds to family and
school are thought to be protective factors
against drug abuse and delinquency; pro-
tective factors are influences or processes
that modify, ameliorate, or alter response
to risk exposure (Garmezy, 1985; Rutter,
1985, Werner, 1989). The Seattle project
sought to reduce or eliminate the effects of
exposure to risk by developing preventive
interventions that primarily targeted the risk
factors of academic failure, low commit-
ment to school, early conduct disorders,
family management problems, and in-
volvement with antisocial others. Each in-
tervention was designed to increase protec-
tive factors while reducing risk.

Social Development Model

In the social development model, an in-
dividual’s level of bonding to a social unit
is determined by the amount of opportunity
for involvement available in that social
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unit, by the skills the individual applies in
participating in the social unit, and by rein-
forcements provided by the unit for the in-
dividual's behavior (Cartalano & Hawkins,
in press; Hawkins, Catalano, Morrison et
al., 1992; Hawkins & Weis, 1985). The
model also accounts for the importance of
antisocial peers in influencing antisocial
behavior (Elliont, Huzzinga, & Ageton, 1985;
Henggeler. 1989), since opportunities for
involvement in such behavior, interactions
with others involved in antisocial behavior,
and perceived reinforcements for such be-
havior are hypothesized to increase the
likelihood of antisocial behavior.

The social development model proposes
that positive social bonds to school and
family, and belief in family and school val-
ues, develop when students have opportu-
nities for active involvement in the class-
room and family, when classroom and family
experiences lead to skills for successful
participation, and when the classroom and
family environment provide consistent re-
inforcement for productive involvement
(Hawkins, Doueck, & Lishner, 1988; Haw-
kins & Weis, 1985). Teaching and family
practices that maximize these conditions
should promote successful experiences, en-
hance social bonding, and, when paired
with risk reduction activity, lessen involve-
ment in such problem behavior as aca-
demic failure, delinquency, and substance
use among students.

INTERVENTION DESIGN

The SSDP is following a group of multi-
ethnic urban students who entered the first
grade in cight Seattle public schools in
1981. At that time, two schools were as-
signed to be full-control or full-experi-
mental interventon sites. In the remaining
six schools, entering first grade students
were assigned to intervention and control
classrooms randomly (Hawkins, Von Cleve,
& Catalano, 1991). During grades one
through four, newly entering students to
project schools were assigned randomly to
experimental and control classrooms and
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added to the panel. In 1984, when the initia
subjects entered the fifth grade, the panel
was expanded to include all fifth-grade stu-
dents in 18 Seattle elementary schools.*
This modification led to the recapture of
some intervention students and the addition
of more control children to the study, re-
suiting in a quasi-experimental design.

The project tested an intervention aimed
at reducing the primary risk factors of
school failure, early conduct disorders,
family management problems, and invoive-
ment with antisocial others by combining
modified teaching practices in mainstream
classrooms, child social skills training, and

developmentally adjusted parent training. -

The strategies were designed to enhance
opportunities, skills, and reinforcements
for children, both in the classroom and in
family settings. It was hypothesized that
there would be positive effects on student
attitudes, achievement, and behavior.

Classroom Intervention

Teachers of children in the intervention
group were trained in instructional meth-
ods with three major components: proac-
tive classroom management, interactive
teaching, and cooperative leamning (Haw-
kins, Doueck, & Lishner, 1988; Hawkins &
Lam, 1987). Project staff and school princi-
pals were trained to observe intervention
teachers in the classroom and to provide
feedback on.use of the project teaching
techniques. Intervention teachers were ob-
served and given feedback approximately
once every three weeks. First-grade teach-
ers were also trained to provide cognitive
problem-solving instruction using a curric-
ulum developed by Shure and Spivack
(1988).

Teachers of control students did not re-
ceive training in instructional skills from
the project. However, they were observed
for a series of four class periods on differ-
ent days in the fall and spring each year to
document their teaching practices.
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Management. Proactive classroom man-
agement secks to establish an environment
conducive to leamning, pfomotion of ap-
propriate student behavior, and minimiza-
tion of disruption in classroom activities,
Intervention teachers were trained to estab-
lish classroom routines at the beginning of
the year to create a consistent pattern of ex-
pectations. Teachers were taught to give
clear and explicit instructions for student
behavior and to recognize and reward at-
tempts to comply. Teachers were also taught
methods for keeping minor classroom dis-
ruptions from interrupting instruction and
decreasing opportunities for learning. An
integral part of proactive management is
the frequent, appropriate use of encourage-
ment and praise, thus identifying desirable .
behavior and reinforcing it (Brophy, 1987;
Brophy & Good, 1986; Cummings, 1983,
Emmer & Everston, 1980; Martin, 1977).

Interactive teaching. Intervention teach-
ers were also trained to use interactive
teaching methods based on the premise
that, under appropriate instructional condi-
tions, virtually all students can develop the
skills necessary to succeed in the class-
room,; it has resulted in improved learning
in a variety of classroom situations. It re-
quires mastery of specified learning objec-
tives before proceeding to more advanced
work, and grades are determined by de-
monstrating mastery with improvement
over past performance. Interactive teaching
also emphasizes frequent monitoring of
students to assess their comprehension of -
material as it is presented (Block. 1971;
Bloom, 1976; Brophy, 1987; Brophy &
Good, 1986; Cummings, Barber, & Cuer-
vo, 1982; Hawkins & Lam, 1987, Peter-
son, 1972; Stallings, 1980). The compo-
nents of interactive teaching used in this
project were assessment, mental set, objec-
tives, input, modeling, checking for under-
standing, and remediation.

Cooperative learning. Intervention teach-
ers were also trained to use cooperative

* A complete description of assignment to intervention or control condition is available from the second author.
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learning methods involving small groups
of students with different abilities and
backgrounds as ieaming parmers. Students
work in teams to master curriculum mate-
rial and receive recognition as a team for
their group's academic performance. Stud-
ents are dependent on each another for pos-
itive rewards, and team scores are based on
each student’s academic improvement over
past performance, thus allowing cach stu-
dent to contribute to the team’s overall
achievement. The cooperative leamning tech-
niques used in this experiment were Stu-
dent Teams Achievement Divisions and
Teams-Games-Toumnaments (Slavin, /989,
1991). Research has shown that coopera-
tive learning methods that incorporate team
rewards, individual accountability, and
equal opportunity for success are more ef-
fective than traditional instructional meth-
ods in improving student achievement, atti-
tudes toward school, and mutual concem
among students across racial groups (Sla-
vin, 1991; Slavin & Madden, 1989). '

Teacher training procedures. Teacher
training was sequenced across the aca-
demic year, beginning in August with two
days of proactive classroom management
training and introduction to interactive
teaching before school began, interactive
teaching training in October, and training
in cooperative learning methods in Febru-
ary (Hawkins, Catalano, Morrison et al..
1992). This schedule of training was de-
signed to allow sufficient guided and inde-
pendent practice in cach method before the
introduction of new methods. In addition,
introduction of cooperative leaming in
midwinter appeared to generate an atmo-
sphere of change and innovation in the
classroom that helped keep the focus on
leaming during an educational season often
described as the winter doldrums.

Goals. These classroom interventions
targeted academic failure and early con-
duct disorders. Proactive teaching methods
were expected to provide increased oppor-
tunities and reinforcement for classroom
involvement, while mteractive teaching and

3

cooperative leamning were expected to pro-
mote opportunities, skills, and reinforce-

“ment for classroom involvement. This set

of teaching practices was hypothesized to
enhance the protective factors of attach-
ment and commitment to school.

Child Intervention

Children in the intervention group re-
ceived cognitive and social skills training
in the first and sixth grades. The first-grade
training program, Interpersonal Cognitive
Problem Solving (Shure & Spivack, 1980,
1988), teaches communication, decision-
making, negotiation, and conflict resolution
skills. It seeks to increase problem-solving

- ability as a means of improving social ad-

justment (Shure & Spivack, 1980). First-
grade teachers were instructed in the use of
this curriculum to teach children how to
think through alternative solutions to prob-
lems.

Sixth-grade students in the intervention
group received four hours of refusal skills
training that taught them to recognize trou-
ble, to identify the legal name of the trou-
ble, to name a number of consequences for
engaging in the trouble, and to generate
and suggest positive alternatives for stu-
dents to stay out of trouble while retaining
friends.

The child skills training component tar-
geted the risk factors of early conduct
disorders, peer rejection, and involvement
with antisocial others. This intervention
sought to develop skills for conventional
involvement so that children could accom-
plish their goals without resorting to prob-
lem behavior.

Parent Intervention

Parent training classes appropnate to the
developmental level of their children were
offered on a voluntary basis during first,
second, third, fifth, and sixth grades. Pro-
fessional project staff of mixed ethnicity
provided parenting workshops in coilabo-
ration with local school and parent coun-
cils.
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Child behavior managemeni. The first
component, ‘Catch 'Em Being Good” (Haw-
kins et al., 1987), is a seven-session parent
training cummiculum that was offered to par-
ents of first- and second-grade intervention
students. The curncutum teaches parents
how to observe and pinpoint desirable and
undesirable behavior in their children, teach
expectations for behavior, and provide pos-
itive reinforcement for desired behavior
and moderately negative consequences for
undesired behavior in a consistent and con-
tingent fashion (Hawkins et al., 1987).

Academic support. The second compo-
nent of parent training was an academic
support curriculum, “How to Help Your
Child Succeed in School” (Hawkins et al,
1987), offered in the spring of the chil-
dren’s second grade and again in the third
grade. This four-session curriculum is de-
signed to improve positive parent-child
communication and involvement by teach-
ing parents how to help their children de-
velop reading and math skills (Hawkins et
al, 1987). Analyses of the project at the
beginning of fifth grade showed positive
cffects on bonding to family (Hawkins,
Catalano, Morrisonet al., 1992).

During the first three years of the pro-
ject, parents of 19 low-income intervention
students attended at least one of the parent-
ing classes. The mean number of sessions
of Catch "Em Being Good attended was 3.2
(45%); the mean number for How to Help
Your Child Succeed in School was 3.4
(85%).

Antisocial prevention. In the fifth and
sixth grades, parents of intervention stu-
dents were offered training in “Preparing
For the Drug (Free) Years” (Hawkins,
Catalano, Brown et al., 1988; Hawkins, Cat-
alano, & Kent, 1991), a five-session risk-
focused skills training cumculum. The
goals were to ay establish a family position
or policy on drugs on which all members
could agree; 4) teach parents to train their
children in social influence resistance skills
so they could stay out of trouble while
maintaining peer friendships; c) teach par-
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ents self-control skills to reduce family
conflict: and d) create opportunities for
children to contribute and learn through ac-
tive involvement in new familial roles as
they approached adolescence. Parents of
ten low-income students attended the
Preparing for the Drug ‘(Free) Years
classes. The mean number of sessions at-
tended for both grades was 2.7 (54%).

Goals. These parent training interven-
tions focused on reducing the risk factors
of poor and inconsistent family manage-
ment, family conflict, academic failure and
low commitment to school, norms favor-
able to substance use, and association with
antisocial peers. The classes sought to in-
crease the level of bonding to the family
and thus enhance protective mechanisms.

Parents of students in the control group
did not receive training in parenting skills
from the project but were surveyed to doc-
ument their parenting practices.

This article investigates the effects of the
SSDP on the basis of a set of hypothesized
intervening variables and on the outcome
measures of achievement, drug use, and
delinquency for low-income urban chil-
dren at the end of grade six.

METHOD
Data Collection

Data were collected from students during
the fall of 1985, when normaily progress-
ing students entered fifth grade, and in the
spring of 1987 when they completed sixth
grade. A self-report survey administered to
all study participants measured perceived

" opportunities, skills, and reinforcements in

the classroom, peer interactions, and prob-
lem behavior, including drug use and
delinquency. Student questionnaires were
administered in classrooms. Project per-
sonnel read each question and its response
categories aloud and instructed students to
record their answers. Students were as-
sured of confidentiality and monitored to
ensure independent response. In addition,
teachers compieted the Teacher Child Be-
havior Checklist (Achenbach & Edelbrock.



O'DONNELL ET AL

1986) for each student in the spring of sixth
grade.

Treatment status. The independent mea-
sure was treatment status. For the analyses,
low-income students were divided into two
conditions: control group (students who re-
ceived no intervention in grades one
through six) and full intervention group
(students exposed to at least one semester
of the combined intervention in grades one
through four and to at least one semester of
intervention in fifth or sixth grades). Stud-
ents enrolled in either intervention or con-
trol classrooms for less than a semester
prior to the fifth grade or during the fifth
and sixth grades were classified as not hav-
ing been fully exposed during these periods
and excluded from the analyses.

Subjects

High-risk subsample. A high-risk sub-
sample based on socioeconomic status was
drawn from the larger general population
sample. It included all low-income students
(defined as those eligible for inclusion in
the National School Lunch/School Break-
fast Program in the fall of fifth grade) from
the control and full intervention groups. At
the beginning of fifth grade, this yielded a
subsample of 177 (42%) low-income sub-
jects (54% female, 46% male) from the
fifth-grade sample of 424 subjects in the
intervention and control conditions. Of this
subsample, 102 were in the control group
and 75 were in the intervention group. Eth-
nic differences in the sample were assessed
by comparing proportions of European-
Americans, African-Americans, Asian-
Americans, and Other. No significant eth-
nic differences between the groups were
observed in either the male or the female
sample.

At the end of the sixth grade, 60%
(N=106) of the fifth-grade low-income
subsample completed sixth-grade surveys.
Of these, 54% (N=57) were female and
46% (N=49) were male, yielding an inter-
vention group of 44 (27 female, 17 male)
and a control group of 62 (30 female, 32
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male). Twenty-five (24%) were European-
Amenican, 44 (42%) African-American, 27
(25%) Asian-American, seven (6%) Natve
American and three (3%) identified as
Other. Once again, no significant ethnic
differences were found between the condi-
tions in either the male or female sample.
General population sample. At the end
of the sixth grade, of those in the general
population sample, 314 (52%) were male
and 294 (48%) were female; 284 (49%)
were European-American, 129 (22%) were
African-American, 111 (19%) were Asian-
Amencan, 31 (6%) were Native American
and 21 (4%) were identified as Other. No
sigmficant gender difference was evident
between the low-income and the general
population samples. However, there was a
significant ethnic difference between stu-
dents in the low-income subsample and
Lhc;sc in the general population sample
(X =42.33, p<.0S). Students in the former
were less likely to be European-American
(24% vs. 55%), and more likely to be Afni-
can-American (42%) or Asian-American
(24%) than students in the general popula-
tion sample (19% and 22%, respectively).
Attrition. To test for attrition biases, an
attrition analysis (ANOVA) on fifth-grade
measures compared children for whom
sixth-grade data were available to those
who had been lost from the sixth-grade
data collection. As in previous longitudinal
studies (Brook, Cohen, & Gordon, 1983),
the students for whom data were not avail-
able in the sixth grade were found to be
less conventional than those who were fol-
lowed successfully. Among boys, lost sub-
jects reported less attachment to conven-
tional peers (p<.05) as well as more sus-
pensions from school (p<.05) in the fall of
the fifth grade. Among girls, lost subjects
were less committed to school (p<.05) in
the fall of the fifth grade. There were no
other significant differences between the
two groups at the beginning of fifth grade.
Although these findings may limit the ex-
ternal generalizability of the outcomes to
low-income youth who do not move, the
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internal validity of the study was not com-
promised since attrition reflected the de-
parture of low-income students from par-
ticipating schools and is not, with one ex-
ception, confounded with intervention. At-
trition analyses by condition found no evi-
dence of differential attrition by condition
in the male sample and a single instance of
differential attrition in the female sample
as discussed in the results section.

Measures

Teacher instructional practices. Class-
room instructional practices of both inter-
vention and control teachers were assessed
annually through use of a structured obser-
vational recording system (Kerr. Kent, &~
Lam, 1985). The observations were then
transformed into summary scores as an im-
plementation check of teaching practices in
classrooms. As predicted, intervention teach-
ers utilized intervention teaching strategies
significantly more than did control teachers
in five of the six years of the study. These
findings support the use of the treatment
classification measure in this study by de-
monstrating that the project teaching prac-
tices varied significantly between interven-
tion and control conditions.

Construct measures.* The social devel-
opment model constructs and outcome
measures were composed of conceptually
grouped items, as listed in the first column
of TABLE 1. Reliability for all composite in-
dexes was estimated separately for boys
and girls, using Cronbach's alpha. Esti-
mates for almost all the items fell within
the .92 to .60 range for both genders. How-
ever, they were found to be in the low
range for boys on the items of substance
abuse refusal skills and bonding to the fa-
ther (.35 and .30 respectively).

Analysis
Analyses were conducted separately for
low-income boys and girls to identify sixth-
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grade mean differences on intervening ang
outcome measures between students in the
control and full infervention conditions
Except as noted, mean differences were
evaluated using independent group r-tests.

Analyses were conducted separately for
females and males in light of evidence that
involvement in certain problem behavior
such as delinquency is greater for males
than for females (Elliott et al., 1989; Far-
rington, 1987). Such analyses allowed in-
vestigation of the possibility of different
patterns of intervention effects for low-
income males and females.

Intervention effects on each of the mode|
¢onstructs hypothesized as affected by the
intervention were examined separately for
several reasons. First, the intervention was
theory-driven and it was thus important to
ascertain the effects of the intervention on
cach potentially affected construct in the
model. Second, analyses revealed rela-
tively low correlations between constructs
and, even within constructs, across scales
that measured each of them in different do-
mains. For example, among low-income
boys, the correlation between attachment
to school and attachment to the father was
.06. The use of multivariate analytic tech-
niques is less appropriate, however, when
inter-item correlations are small (Stevens,
1986). Since it is difficult to affect change
in children who are experiencing a number
of risk factors, each comparison was tested
at the .05 level. While this approach in-
creases the experiment-wide alpha level, its
ability to detect intervention effects is

greater.

RESULTS

At the end of sixth grade, a number of
statistically significant differences were
found between the high-risk (low-income)
intervention and control groups in both fe-
male and male samples, as can be seen in
TABLE |.

* A complete description of the Seattle Development ftem and Scale Dictionary for the Fifth, Sixth, and Seventh

Grades is available from the second author.
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Table 1
INTERVENTION AND OUTCOME MEASURES: LOW-INCOME GIRLS’AND BOYS
GIRLS 80Ys
INTERVENTION CONTROL INTERVENTION CONTROL

VARIABLE M SO N M 30 N M SO N M SO N
Conventonal

Class J4a4 0S8 27 313 o088 30 300 063 16 303 o082 32
Peer 355 074 26 333 097 30 332 075 16 325 0891 30
Outside dassroom 263 108 27 245 133 29 280 118 15§ 2688 112 32
Famly 307 o061 27 288 070 30 285 059 17 262 060 N
Opportunrbes -

Qutside dlassroom 315 099 7 337 072 0 308 077 18 308 0986 31
Classroom 338~ 049 27 297 082 321 038 17 314 065 32
Team leaming 3.83™ 058 27 3.10™ 092 30 318" 0239 17 2.61° 1.01 AN
Skills

Social 178 038 16 180 035 27 198 005 10* 163 050 31
Schootwork 167 050 18 162 050 27 1.90™ 0.17 10* 142" 050
Cal. Achievement Test 525 048 27 $18 048 20 38 044 17 509" 047 32
Grades 001 071 27 015 084 29 0.09" 083 17 061" 084 28
Substance abuse refusal 231 049 28 217 043 28 232 043 17 217 033 32
Famty management 354 045 27 352 054 30 J41 044 17 335 055 N
Rewards

Classroom participaton 298~ 062 27 2.58" 0.75 30 3.01° 043 17 268° 065 232
Peer reinforcement 281 092 27 272 096 28 269 070 18 281 0.8 21
Posrtive feedback from .

parents 352 058 27 343 0683 30 33 070 17 316 097 N
Bonding

Aftachment to school 319" 076 27 269" 093 30 310° 048 17 272 081 232
Commtment to school 0.59"™ 070 27 0.15" 0.78 30 0.18"™ 0.67 17 020" 088 32
Bonding to mother 300 081 27 275 091 28 279 061 117 255 0803 232
Bonding to father 281 092 22 250 084 20 244 073 16 260 084 W
Belie! in moral order st 088 27 340 056 29 338 0585 17 358 043 N
Attachwnent (0 friends 265 08 27 282 083 28 259 0.8t 17 233 097 W
Antisocial

Peers, student report 072 107 25 089 123 28 113 140 15 092 121 28
Peers, taacher report 031 070 16* o022 o051 27 020™ 063 10* 055" 077 N
Opportundies

To get manuana 028" 070 27 014~ 072 29 020 080 18 010 070 N
Naghborhood 265 116 28 269 111 P 247 101 17 245 108 N
Antisocial rewards 129 042 27 149 058 29 147 043 17 148 085
Substance Uses Noms

Percerved nik 144 074 27 338 084 30 3132 092 17 383 072 32
Acceptatuity (peer group) 391 - 020 26 Js0 042 0 1g4 024 17 388 030 2
Expocted adult gicohol use 348 0.70 27 357 o068 30 359 062 17 362 068 32
Drug Use

Alcohol 019* 040 27 0.39° 050 28 024 044 17 023 043 231
Cigarettes 0.07 0271 7 0.38" 049 28 008 024 17 0.11 0231 28
Manjuans 0.04* 019 27 Q17° 038 29 008 024 17 008 025 32
Detinquency

Initiation 058 051 27 067 0S50 30 041" 05t 17 067 048 30
Runawsy 0.04 019 27 003 0.8 30 008 024 17 0.13 035 3

*Orop in N is due to fewer T-CBC completons by interventon teachers (addional analyses showed no systematc
buss between interventon students with and without T-CBC scores).

*p .10 (two-taded); **p .05 (two-tased).

Conventional Involvement and Interaction
No significant differences in conven-
tional involvement and interaction were
found between the intervention and control
groups for low-income boys or girls.
Opportunities. As hypothesized, girls in
the high-risk intervention group reported

significantly greater classroom use of co-
operative team learning methods than did
their counterparts in the control group,
1(55)=2.53, p<.05. High-risk intervention-
group boys reported slightly more class-
room use of cooperative methods, {46)
=1.80, p<.10, than did control-group boys.
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This indicates (here from the student’s per-
spective) that teachers in intervention
classrooms were more likely than their
control counterparts to use the teaching
techniques prescribed for increasing op-
portunities for prosocial classroom inter-
action

In addition, girls in the high-risk inter-
vention group reported significantly more
opportunities for classroom involvement,
#(55)=2.34, p<.05, than did giris in the
high-risk control group. Boys’ perceptions
of such classroom opportunities, on the
other hand, did not differ between the inter-
vention and control groups at the end of
sixth grade.

Skills. No significant differences in con- -

ventional involvement and interaction
skills were found between the intervention
and control conditions for high-risk girls.
However, teachers rated high-risk inter-
vention-group boys as significantly more
socially competent, n(39)=4.18, p<.05, than
high-risk boys in control classrooms. Boys’
study skills and persistence in working on
schoolwork were also rated by teachers as
significantly better in the intervention
group than in the control group ¢(39)=4.02,
p<.05. Further, significantly higher grades
were reported for high-risk boys in inter-
vention classrooms than for those in the
control group, (43)=2.02, p<.05. Perhaps
most important, high-risk intervention-
group boys scored significantly higher on
the combined math, reading, and language
arts standardized batteries from the Califor-
nia Achievement Test (/(47)=2.32, p<.05)
than did thetr counterparts in the control
group.

Rewards. As predicted, girls in the inter-
vention condition reported significantly
more reinforcement for classroom partici-
pation than did their control counterpars,
1(55)=2.03, p<.05. Intervention-group boys
also reported more reinforcement for class-
room involvement, (47)=1.85, p<.10, than
did control-group boys, although the dif-
ference only approached significance.

Bonding. As hypothesized, high-risk girls
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in the intervention condition were signifi-
cantly more attached, #(55)=2.28. p<.05,
and more committed =2.13, p<.0S, to
school than were their control counterparts,
High-risk boys in the intervention condi-
tion were somewhat more attached to
school, ((47)=1.73, p<.10, and significantly
more committed, (47)=2.01, p<.0S, than
were their control counterparts.

Anusocial Involvement and Interaction

No significant differences were found in
the degree of antisocial interaction reported
by high-risk intervention and control girls.
In contrast, as predicted, teacher reports of
¢hild interactions with antisocial peers
were significantly lower for high-risk boys
in the intervention group, #(39)=2.75,
p<.05, than for those in the control group.

Opporitunity and rewards. Low-income
intervention girls reported significantly
fewer opportunities to obtain marijuana,
1(54)=2.17, p<.0S; however, this difference
is probably due to differential attrition ef-
fects, F=3.18, p<.05, inasmuch as giris
leaving the intervention group reported
more opportunities for antisocial involve-
ment than did those who remained, where-
as girls leaving the control condition re-
ported fewer opportunities for antisocial
involvement than did the remaining control
girls. No significant differences were found in
boys’ perceptions of opportunities or re-
wards available for antisocial involvement
and interaction.

Substance use. No significant differences
were found on variables pertaining to
norms on substance abuse between the in-
tervention condition and the control condi-
tion for either high-risk girls or boys.

As hypothesized, high-risk control giris
were significantly more likely to have
smoked cigarettes, (53)=2.51, p<.05, and
somewhat more likely to have tried alco-
hol, #(53)=1.70, p<.10, and marijuana,
n(54)=1.68, p<.10, than were their counter-
parts in the intervention group.

In contrast, no significant differences in
drug use initiation were found between
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high-risk boys in the intervention and con-
trol groups.

Delinquency. No significant differences
on delinquency measures were found be-
tween girls in high-risk intervention and
control groups. However, as predicted,
boys in the controi group were somewhat
more likely to report prior delinquency ini-
tiation, /(45)=1.89, p<.10, than were those
in the intervention group, although the dif-
ference only approached significance.

DISCUSSION

The longitudinal intervention described
in this article sought to change the oppor-
tunity, skill, and reinforcement structures
of mainstream elementary-school classrooms
and of their students’ families in order to
achieve positive effects on low-income stu-
dents at risk for academic failure, delin-
quency, and substance use.

An advantage of the current research
over previously reported studies is that it
explored the cumulative effects of six years
of intervention. It also intervened with
teachers, students, and parents in both
school and home environments. Few con-
trolled studies have reported the effects of
simultaneous intervention in school and
family contexts as a preventive interven-
tion for academic failure, delinquency, and
drug abuse. In fact, few studies have sought
to prevent such problems by addressing
precursors or risk factors common to these
types of behavior.

The results, nevertheless, were some-
what mixed. Girls from low-income fami-
lies in the intervention perceived more op-
portunities and reinforcements for involve-
ment in the classroom, expressed stronger
bonding to school in both the attachment
and commitment dimensions, and were sig-
nificantly less likely to initiate the use of
tobacco than were girls in the control
group. Low-income girls in the interven-
tion group were also less likely than those
in the control group to have initiated alco-
hol or marijuana use, although these differ-
ences only approached significance.
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These findings for low-income girls are
consistent with several hypotheses of the
social development model. Perceptions of
greater opportunities and reinforcements
for school involvement have been theo-
rized to create greater bonding to school.
This bonding should, in turn, serve as an
internal control against behavior perceived
as deviant, such as substance use initiation.

Among low-income boys, the pattern of
findings suggests that the intervention af-
fected both social competencies and aca-
demic skills and efforts. The latter appear
to have yielded higher scores at the end of
sixth grade on standardized achievement
tsts in math, reading, and language arts for

~{ow-income boys in the intervention condi-

tion. Intervention-group boys also per-
ceived slightly, though not significantly,
greater reinforcements for classroom in-
volvement than did their control-group
counterparts and exhibited more attach-
ment and significantly greater commitment
to school. They tended to initiate delin-
quency at significantly lower rates than
was the case with their control-group coun-
terparts, but their rates of drug use initia-
tion were not significantly lower.

The positive outcomes hypothesized in
the social development model include re-
duction of academic failure, substance
abuse, and delinquency among low-income
children through modification of classroom
teaching practices and parent training.
However, it is important to note that some
of these constructs were not significantly
influenced by the present intervention.
Family bonding, management practices,
and involvement showed no significant dif-
ferences in ecither the male or the female
sample between intervention and control
groups. The lack of findings in the family
domain may, in part, be attributed to low
attendance for parenting classes. Despite
several strategies (Hawkins, et al., 1987) for
parent recruitment (including personal in-
vitations from teachers to those considered
most in need of training, free child care and
transportation, and periodic lotteries), few
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of the eligible low-income caretakers at-
tended. More effective methods of engag-
ing low-income caretakers in parenting
classes need to be developed in future
replications so that effects of family van-
ables may be more fully explored.

The pattern of results suggests possible
differences in the processes through which
the interventions affect girls and boys.
Low-income girls exposed to the interven-
tion perceived changes in teaching prac-
tices as well as increased opportunities for
classroom involvement. Low-income boys
did not perceive differences in classroom
opportunities. Rather, their social and aca-
demically focused skills as rated by teach-

ers were affected. These findings may re- -

flect social or developmental differences in
the perception and behavior of boys and
girls in late childhood. In spite of these dif-
ferences, the interventions, as hypothe-
sized, affected girls’ (and, to some extent,
boys') perceptions of rewards in the class-
room and this, in turn, affected their attach-
ment or commitment (bonding) to school.
Few investigations of the effects of preven-
tive interventions have looked separately at
females and males or investigated the inter-
action of intervention and gender. The pres-
ent results suggest that such analyses may
be important both to elucidate theory and
to inform practice.

The intervention resulted in significantly
lower levels of tobacco use and in tenden-
cies toward less alcohol and marijuana use
by low-income girls. This occurred even
though the project did not produce signifi-
cant effects on norms for the use of these
substances across conditions for low-
income girls or boys. It is likely that the ob-
served cffects on drug use initiation re-
sulted from increased bonding to school, as
hypothesized by the social development
model. For girls, school measures of attach-
ment and commitment (bonding) were both
significantly negatively correlated with drink-
ing, smoking, and marijuana initiation.

The interventions also tended to lower
the initiation into delinquency of low-in-

PREVENTING SCHOOL FAILURE

come boys, as shown by significant nega-
tive correlations between bonding-to-school
measures and delinquency initiation. These
results. combined with the findings of en-
nanced success and bonding to school. sug-
gest that the intervention was effective in
changing attitudes, skills, and behavior
among boys. The absence of similar find-
ings regarding drug use initiation (no sig-
nificant reductions in early drug initiation
were observed among low-income boys) is
not consistent with these changes. How-
ever, it is possible that, as these boys ma-
ture, less frequent substance use wiil fol-
low these earlier positive effects on their
s¢hool and delinquent behavior.

The findings of this study are prelimi-
nary and suggestive. Clearly, attrition, the
absence of baseline data and multiple com-
parisons, and the small numbers of low-
income students available for outcome
analysis all suggest caution in interpreting
or generalizing the resuits. However, the
findings provide limited support for such
recent federal education policy as the 1988
Hawkins-Stafford Amendments to the Ele-
mentary and Secondary Education Act,
which allocates funding for teacher train-
ing and innovations, in-classroom pro-
grams for schools with high proportions of
low-income students, and parental invoive-
ment and training. The resuits suggest the
potential of comprehensive school-based,
risk-reduction strategies in affecting chil-
dren from low-income families. Interven-
tions in mainstream school classrooms may
well benefit children exposed by poverty to
greater risk for school failure, crime, and
drug use.
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Preventing Serious, Violent.

and Chronic Juvenile Offending

Effective Strategies From Conception to Age 6

J. David Hawkins
Richard F Catalano

Devon D. Brewer

Violem juveniie crime is rampant in the
United States and has become an epidemic
infecting nearly every community in the na-
tion. In comparison to other industrialized
countries. the United States has the highest
homicide rate tor males age 15 to 24. which is
more than four times greater than the second
highest national homicide rate and many times
more than rates in other nations (Fingerhut &
Kleinman. 19901. Youth violence in the United
States aiso has been increasing in recent dec-
ades. and in the past few vears. the increase
has been especially dramatic {Allen-Hagen &
Sickmund. 1993). Between 1965 and 1991. the
violent crime arrest rate for juveniles tripled.
and between 1987 and 1991. the rate increased
30%. which was twice the increase for adults.
During the same period. the juvenile murder
rate rose 85%—more than four times the 1n-
Crease for persons age 18 and older. Further-
more. assaultive violence 1s most prevalent in
teenagers. Officiaily reported violent crime
Peaks atage 18 (Federai Bureau of Investigation.
1991 ). Self-reporteq vioient behavior climaxes
atage 17 formates anaatage 1510 16 for fernajes

(Elliott. 1994). In 1991. juveniles accounted for
17% of all violent crime arrests ( Allen-Hagen &
Sickmund. 1993). Thus. violent juvenile crime
in the United States is a problem demanding
urgent attention. :

In response to this cnsis. the Office of Ju-
venile Justice and Delinquency Prevention
(OITDP) has developed a comprehensive strat-
egy for senous. violent. and chronic juvenile
offenders. A small munority of juvenile offend-
ers are responsible for the large majority of all
juvenile offenses. including serious and violent
crimes (Shannon. 1988: Wolfgang, Figlio, &
Sellin. 1972). This chapter presents the early
preventive intervention component of the com-
prehensive strategy. To reduce vouth violence
and crime. a multifaceted, coordinated ap-
proach is needed. and early intervention is a
critical first step (U.S. General Accounting Of-
fice (GAOQ]. 19921. The comprehensive strategy
is a practical and feasible plan because it in-
cludes prevention. early intervention. and
graduated sanctions for dealing with offenders
10 a coherent approach that can be imple-
mented in communities.
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The evidence is ciear: Prevention ap-
proacnes appiied from conception througn age
6 that seex 1o reauce risk and enhance protec-
tion can De etfecuive in prevenung crime. vio-
lence. and substance abuse* in adolescence and
voung adulthooa. This chapter describes the
risk-focused prevention approach and outlines
a comprenensive prevention strategy during
the developmental period from conception to
age 6 based on this evidence. In Chapter 4. we
review preventive interventions in childhood.
adolescence. and the community for prevent-
ing delinquency and violence.

This chapter first summarizes the risk-
focused approaci to prevention. Then. risk and
" protective factors tor violence. crime. and sub-

stance abuse are briefly described and a theo- .

retical framework for reducing risks and
enhancing protective tactors—the social devel-
opment strategy—is outlined. Subsequently,
tested and promising preventive interventions
for the developmental period from conception
through age 6 are reviewed. Many interven-
tions in this period focus on families. which un-
derscores their role in prevention. The final
section of the chapter outlines a model for im-
plementing a comprehensive community pre-
vention strategy through creating community
prevention boards that assess local risks and
program resources and implement promising
preventive interventions to address the unique
nisk and resource profile of the community.

RISK-FOCUSED PREVENTION

Risk-focused approaches to prevention
were pioneered bv public health professionals
and have peen successful in preventing prob-
lems as diverse as cardiovascular disease and
traffic-related injuries (lustitute of Medicine,
1994}. Risk-focused approaches to prevention
aim to interrupt the causal processes that are
responsible for producing a problem (Coie et
al.. 1993; Hawkins & Catalano, 1992). Risk-
focused approaches to the prevention of cardio-
vascular disease seek to reduce idenufied nisk
factors. such as smoking and a diet high in fat.
and enbance protective factors, such as regular
exercise. Risk-focused approaches to preven-
tion of crime. vioience. and substance abuse ad-
dress 1actors that predict the risk of developing
these problems auring adolescence and voung
adulthood. Risk factors predict increased risk
‘or developing a problem or disorder. Protective

:actors. on the other hand. are conditions that
counter risk Iactors or increase resistance to
them and thus innibit the development of prob-
lems even in the face of risk exposure. Risk and
protecuve factors predict increased or de-
creased probabilitv of developing problem be-
haviors but. just as actuarial tables do not pre-
dict theindividual's life experience. thev do not
guarantee the development or lack of develop-
ment of the problem behaviors. Preventive ef-
forts seek to reduce risk factors and promote
protective factors to foster healthy develop-
ment and avert heaith and behavior problems.

Risk and protective factors stabilize as pre-
dictors of violence. crime. and substance abuse
at different points in development. If risk and
protective factors are addressed at or slightly
before the developmental point that they begin
to predict later violence. crime. or substance
abuse, it is likely that risk reduction efforts will
be effective. The following section reviews risk
and protective factors that emerge from concep-
tion through age 6 and predict adolescent and
young adult crime, violence, and substance
abuse.

RISK FACTORS FOR CRIME,
VIOLENCE, AND SUBSTANCE
ABUSE FROM CONCEPTION TO AGE 6

Extensive research has identified risk fac-

" tors for crime {cf. Yoshikawa. 1994), violence

(cf. Amencan Psychological Association. 1993:
Reiss & Roth. 1993), and substance abuse (cf.
Hawkins. Catalano. & Miller. 1992; Kandel.
Simcha-Fagan. & Davies. 1986) from concep-
tion to age 6. In early childhood. these risk fac-
tors for crime. violence. and substance abuse
can be grouped into three developmental sub-
stages: pre-/perinatal. birth to age 4. and ages 4
to 6. Some of these risk factors can be changed.
and some cannot. [t is important to know about
factors that cannot be changed because they
help define populations that should receive
preventive interventions that enhance protec-
tion in the face of risk exposure. Unless other-
wise noted. the risk factors discussed here pre-
dict cnme. violence. and substance abuse.

Pre-/Perinatal

Perinatal difficuities {including preterm.de-
‘iverv. iow birthweight. and anoxia), mnor
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phvsical cbnormafities. and brain damage e g.,
from iniectious disease. traumatic head injurv.
or pre-spostnatal exposure to toxins such as
heavv metals. alconol. tabacco. or cocaine) pre-
dispose children to later violent and aggres-
sive behavior and substance abuse (Brennan.
Mednick. & Kandel, 1991: Michaud. Rivara.
Jaffe. Fav. & Dailev. 1993). It is plausible that
some of these conditions. such as brain dam-
age, impair reasoning and impulse control,
which mav lead to increases in crime, violence.
or substance abuse when an individual is in
stresstul situauons.

Birth to Age 4

In this developmental period. risk factors
are primarily found in the family environment.
Children who are reared in a family with a his-
torv of aicoholism are more likely to engage in
alcohol abuse themselves than are children
who have no such family history (Institute of
Medicine. 1994). This factor has a genetic or
biological component (Gurling, Clifford. &
Murray, 1981; Hrubec & Omenn, 1981).

Poor ramiiv management practices increase
children s risk for heaith and behavior prob-
lems. Familv management problems include
parents’ failure to set clear expectations for
children’'s behavior: tailure to supervise and
monitor children: and excessively severe.
harsh. or inconsistent punishment (including
child maitreatment or neglect). Children ex-
posed to such poor familv management prac-
tices are at increased risk for substance abuse
and crime {Kandel & Andrews. 1987: Yoshi-
kawa. 1994).

Ramilv contlict also increases risk for cnme.
violence. and substance abuse. Children who
grow up in an environment of conflict among
familv members. regardless of familv structure.
are more likelv to exhibit problem behaviors
than are children raised in families without sig-
aificant contlict iHawkins et al.. 1992; [nsutute
of Medicine. 1994: Yoshikawa. 1994).

In addition. parental attitudes toward and
invoivement in cnme and substance abuse af-
fect the attitudes ana behavior of children.
Children whose parents engage in cnme and
abuse substances are more likely to engage
in crime and abuse substances themseives
(Hawkins et al.. 1992). Children whose parents
are aggressive and who witness or are victims
of vioience 1n the home are more likelv to be-
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:ome aggressive and violent themselves in ado-
lescence and voung adulthood (Farrington.
1991: McCord. 1988: Patterson. Capaldi. &
Bank. 1991: Salzinger. Feldman. & Hammer.
1993). Parents who involve their children in
their substance use. such as allowing them to
pour alcoholic drinks. put their children at
even higher nisk for substance abuse (Ahmed.

.Bush. Davidson. & lannotti. 1984},

Ages4to 6

The previously described risk factors con-
tinue to predict later health and behavior prob-
lems. if present during this period. In addition.
early anusocial behavior in this period predicts
later criminal behavior. violence. and sub-
stance abuse. Children who display antisocial
behavior during this period. such as aggression.
negative moods. and temper tantrums, are more
likely to engage in crime, violence. and sub-
stance abuse in adolescence and adulthood
(Farrington, 1991; Institute of Medicine, 1994:
Robins. 1978).

Academic failure is a risk factor for crime.
violence. and substance abuse that stabilizes as
a predictor just after this stage (Hawkins et al..
1992; Yoshikawa. 1994). Studies show that
from about Grade 4, academic achievement sta-
bilizes as a predictor far later health and behav-
ior problems. However. it appears that a num-
ber of efforts to promote cognitive development
from ages 4 to 6 havelasting effects onacademic
performance. Thus. efforts to promote aca-
demic readiness at ages 4 to 6 are worthy of con-
sideration for their risk reduction potential.

Community Risk Factors

Risk factors for crime. violence. and sub-
stance abuse exist in the broader community
context as well. These can atfect children from
birth. Children who live in economicallv de-
prived areas charactenized by extreme povertv.
poor living conditions, and high unemplov-
ment are more likelv to engage 1n crime and
violence (Farrington. 1991: Yoshikawa. 1994}
In addition, children who reside in disorga-
nized neighborhoods with high rates of crime
and violence. high population density. phyvsical
deterioration. lack of natural surveillance ot
public places. and low leveis of attachment to
the neighborhood are at elevated risk for crimi-
nal and violent behavior and substance abuse
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‘Sampson. 1994: Yosnikawa. 1994). Recogni-
tion of these risk factors suegests that preven-
live Interventions rom conception througn age
6 shouid reach famiiies and children in eco-
aomicailv distressea and disorganized neigh-
horhood environments.

There are other factors that atfect risks com-
munitvwide—~—inciuding laws and norms favor-
able to crime. weapons. and substance use
{Hawkins et al.. 1992: Reiss & Roth. 1993);
avaiiabilitv ot weapons. alcohol. and other
drugs {Hawkins et al.. 1992: Reiss & Roth,
1993]; transitions and mobility (Hawkins et al..
1992); and exposure to media violence {Eron &
Huesmann. 19871—that are not specific in their
effects during the period from conception to age
6 and that are not specifically addressed by the
early prevenuon interventions described here.
These and other risk factors (lack of commit-
ment to school. alienation and rebelliousness.
association with peers who engage in delin-
quency and violence. favorable attitudes to-
ward delinquency. and early initiation of delin-
quency and violence or substance abuse) that
affect risk in later developmental periods are
addressed in Chapter 4 that reviews delin-

. quency and violence prevention programs in

childhood. adolescence. and the community.

Conclusions About Risk

The following generalizations regarding
risks for crime. violence. and substance abuse
have 1mportant implications for risk-focused
prevention. Risks atfecting children from con-
ception through age 6 are found in the 1ndivid-
ual. the family. and the community. Moreover.
exposure to a greater number of risk factors in-
creases risk of crime. violence, and substance
abuse exponentially (Institute of Medicine.
1994: Newcomb. Maddahian. Skager. & Bentler.
1987: Rutter. 1980). These findings suggest that
prevention programming must use multiple
strategies to reduce muitiple risk factors. Agen-
cies that traditionallv administer categorical
tunds will need to find ways to collaborate 1n
reducing a varietv of risks at multiple levels if
1 nsk-focused prevention approach is to reach
its full potenual.

Because common risk factors during the pe-
riod from conception througn age 6 predict di-
verse problem behaviors. including crime. vio-
lence. and substance abuse. generic prevention
strategies that aadress these common nsk fac-

‘ors auring eariv geveiopment should have
Sroaa-ranging erfects on a range of heaith and
behavior prooiems. Thus. comprenensive. risk-
focused prevention initiatives shouid not be
concerved or evaiuated from narrow categor-
ical perspectives but shouid be designed and
implemented to reduce overail levels of risk ex-
posure at the individuai. family, and commu-
nity leveis. Effects on a broad range of heaith
and behavior problems. including substance
abuse. dropping out of school. teen pregnancy,
violence. and crime. should be evaluated.

PROTECTIVE FACTORS FOR
CRIME, VIOLENCE, AND SUBSTANCE
ABUSE FROM CONCEPTION TO AGE 6

Research with populations exposed to mul-
tiple risks has identified subgroups of individ-
uals who negotiate risk exposure successfullv.
escaping relatively unscathed. This research
has led to studies of the factors that protect
against risk exposure. Protective factors predict
successtul outcomes even in the face of risk ex-
posure.

Three classes of protective factors have been
identified: factors inherent in the individual.
factors related to the development of social
bonding, and healthy beliefs and clear stan-
dards for behavior (Hawkins et al.. 1992}. In-
dividual protective factors include female
gender, high intelligence, a positive social ori-
entation. and a resilient temperament. Social
bonding includes warm. supportive, affective
relationships or attachments with family mem-
bers or other adults. It also includes the devel-
opment of commitment to the lines of action
valued by a social group such as family. Healthv
beliefs and clear standards include family and
community norms opposed to drug use. crime.
and violence and supportive of educational
success and heaithy development. '

THE SOCIAL
DEVELOPMENT STRATEGY

The social deveiopment strategy is a pre-
vention approach for reducing 1dentified risi
factors by enbancing known protective factor:
against health and behavior problems (Hawk
ins & Catalano. 19921. The social deveiopmen
strategy is derived from maior ciminologica
theornies. including social learning theorv. dit
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:erential association theorv. and sociai controi
theorv 1Catalano & Hawkins. 19961. The strat-
egy specifies how protecuve factors can be 1n-
troduced to work together to protect chiidren
exposed to risk.

The goai of the strategy 1s healthy children.
Healthv beliefs and clear standards for behav-
ior 1n the family and communitv promote
healthy behavior in children. To illustrate.
epidemiological studies have documented the
impact of changing beliefs about the social ac-
ceptability and perceived risks of marijuana
and cocaine use on the prevalence of use of
these drugs among high school seniors in the
United States. Increasing social disapproval of
use and an increased perception of risk associ-
ated with these substances was followed bv a
reduction 1n the prevalence of marijuana and
cocaine use by high school seniors through the
early 1990s (Johnston. 1991). More recentlv. a
decrease in the percetved harmfulness of man-
juana use in 1992 was followed by an increase
in the prevalence of marijuana use in 1993 in
the Monitoring the Future epidemiological
study. Healthy beliefs and clear standards have
just begun to be discussed as they apply to vio-
lence in families. neighborhoods. and com-
munities. We are only starting to question the
hitting of children as a family discipline tech-
nique, sav publicly that fighting and violence
are not acceptable ways to solve problems. and
communicate that entertainment that models
violent solutions to problems should not be
sponsored. We need to set clear standards about
what is acceptable behavior in the United
States in the 1990s and bevond.

We must also re-create a sense of commu-
nity, of bonding in the United States. Despite
the change in norms. thousands of young peo-
ple in the United States each vear use tobacco.
alcohol. manjuana. cocaine. and other drugs.
These voung people are unaffected by the new
norms against drug use because theyv have no
investment 1n the groups that are communicat-
ing the healthy beliefs and clear standards
about drugs. In part as a result of risk exposure
in their families. schools. and communities.
these voung people ignore the messages that
some ol these groups may be seeking to com-
municate. For this group to acceot these mes-
sages, we must first help them to deveiop the
motivation to live by healthv standards for be-
bavior. The social development strategy sug-
gests that those whno are bonded to individuais
and institutions that promote healthy beliefs
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ind clear standards wiil adopt simiiar beiiefs
and standards. Bonaing can provide the moti-
vation that vouth need to protect them from ex-
posure to risk. Children wno are bonded to
those who hold heaithv beliefs do not want to
:hreaten that bond by behaving 1n ways that
would jeopardize their relationsnips and in-
vestments.

To build bonding to a social unit. three con-
ditions must be met. Children must be provided
with meaningful. challenging opportunities to
contribute to their family. schooi. peers. and
community that help them feei responsible and
significant. Children aiso must be taught the
skills needed to take advantage etfecuively of the
opportunities they are provided. If children do
not have the skills necessarv 1o be successful.
they experience frustration and/or failure. Fi-
nally, children must receive recogmition for
their efforts. Recognition and acknowiedgment
give children the incentive to continue to con-
tribute and reinforce their skillful performance.
Individual protective factors affect one’s ability
to perceive opportunities. develop skills. and
perceive recognition. For example. ifa child has
a positive social orientation. he or she is more
likelv to see a child care setting as an opportu-
nity to make new friends. A child with high in-
telligence may have an easier time iearning to
read in the classroom of a mediocre teacher
than do other children.

PREVENTION PRINCIPLES

An understanding of the evidence on risk
and protective factors for crime. vioience. and
substance abuse suggests a set of principles that
should guide prevention programmung. '

1. -To be effective. prevention efforts must
address known risk factors tor crime. vio-
lence. and substance abuse.

2. Prevention efforts must make a clear con-
nection between the program activities
and the goal of risk reduction. To illus-
trate. familvy management problems have
been identified as a risk factor for health
and behavior problems in children. Fam-
ilv management problems mav emerge
from different sources. if. for exam-
ple. familv management proolems are
thought to occur because parents who
work need more effective wavs to moni-
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‘or their caildren s behavior. czild care
Zenters. scnoois. and latchkev programs
zould summarize children s daiiv benav-
:or tor parents to assist them 1n montor-
:ng their cnildren s behavior when they

- are not present. Alternativeiy. family

management proolems may arise from a
‘ack of knowiedge of effective discipiine
techniques. In this case, providing par-
ants with opportunities to learn and
practice a variety of discipline tech-
niques may be effective. The iink be-
tween prevention activities and the risk
reduction objective should be ciearly
specified.

. Prevention programs shouid seek to

strengthen protective factors waile re-
ducing nsk.

. Risk reduction activities should address

risks at or before the time they become
predictive of later problems. Intervening
early to reduce risk is likely to minimize
the effort needed and maximize the out-
come. For example. interventions to im-
prove family management practices
prenatallv and in infancy are likely to be
more effective than waiting to initiate the
intervention until after a referral for
abuse and neglect.

. Interventions should target individuals

and communities that are exposed to
muitiple risk factors. Because there 1s
evidence that those exposed to muitipie
risks are at much elevated risk. efforts to
prevent chronic and serious proolems of
crime. violence. and substance abuse are
most likelv to be effective if focused on
these populations. Working with whole
communities has advantages in that in-
dividual children are not labeled at verv
early ages as potential problems. Famu-
lies at risk include those headed by sin-
zle. poor. and/or teenage mothers. Com-
munities at nsk include poor and
disorganized neighbornoods with high
leveis of crime. viclence. and substance
abuse. A communitvwide approach al-
‘ows higher- and lower-risk famiiies i1n
1 neighbornood to work ana learn to-
zether. moaeling. supporting. and rein-
torcing etrforts to strengthen protective
factors and processes.

. Because muitiple risks present in muiti-

~la damainc nredict £erious crime. vio-

ience. ind suostance abuse. multi-
stranded prevention approacnes shouid
be used that aadress kev risk factors ar-
fecting a neighbornood or community.

. Prevention programs must be designed
and impiemented to reach and be accept-
able to the diverse racial. cultural, and
socloeconomic groups to be included.

EFFECTIVE
EARLY INTERVENTIONS

This section summarizes the evidence on
prevention program effectiveness in reducing
risks and enhancing protective factors for vio-
lence. crime. and substance abuse. Hawkins
and Catalano (1992), Hawkins et al. (1992), In-
stitute of Medicine (1994), Olds and Kitzman
(1993). and Yoshikawa (1994} have extensively
reviewed rigorously designed evaluations of
preventive interventions targeting risk factors
for delinquency, violence, and substance
abuse. The reader is referred to these sources
for more complete descriptions of programs
and their effects.

The programs described here have demon-
strated their ability to reduce risks and enhance
protective factors against crime. violence, and
substance abuse. Some of these programs have
demonstrated long-term preventive effects on

* crime. violence. and substance abuse as well.

Only programs that provide services to indi-
viduals and/or their famiiies are included here.
Community activauon., community develop-
ment. community policing, changes in laws or -
regulations. and other communitywide inter-
ventions aimed at affecting broad communitv
risks are discussed in Chapter 4 ondelinquency
and violence prevention programs 1n child-
hood. adolescence. and the community.

It should be noted that the preventive inter-
ventions discussed here nave been tested ex-
tensivelv for their effects on reducing risks
among children porn to singie (often teen!
mothers 1n povertv. Preventve initiatives using
these eariv intervenuons should be designed
and impiemented toreacn those children at risk
by virtue of low pirthweignt; preterm birth:
and/or an unwed. poor. or teenaged mother. The
interventions discussed here are organized
developmentally from the prenatai period
througn age 6.
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Pre-/Perinatal

Routine pre- and peninatal medical care de-
creases the incidence of pennatai difficuities
and minor physical abnormaiities (Institute of
Medicine. 1994). Interventions should use the
broad definition of prenatal care recommended
by the U.S. Public Health Service Expert Panel

on the Content of Prenatal Care (USPHS, 1989)-

and inciude education for the mother regarding
the physiological and emotional changes of
pregnancy. fetal growth and development. and
psychosocial preparation for childbirth. Fur-
thermore. home visitation by health profes-
sionals during pregnancy that includes inten-
sive heaith education for the mother improves
high-risk mothers’ (e.g., smokers. teens) heaith-
related behaviors and reduces the rates of pre-
term deliveries and low-birthweight babies
(Olds & Kitzman. 1993). Health education can
decrease the pregnant mother's use of alcohol

and other drugs. which helps to prevent brain-

damage in the 1nfant. Community-level efforts
to prevent head and other injuries (see U.S. De-
partment of Health and Human Services. 1992)
also should be part of a comprehensive strategy
to reduce the occurrence of injuries resuliting
in brain damage.

Birth to Age 4

Three tvpes of interventions in this devel-
opmental substage address risk and protective
factors for crime. violence. and substance
abuse. These are immunizations. home- and
family-based interventions. and educational
day carerpreschool. The length and timing of
the interventions in this developmental sub-
stage vary from program to program. and in
practice. several tvpes of interventions are
typicallv combined into one multicomponent
program. Manv interventions that begin in this
period also can be continued in the develop-
mental substage from ages 4 to 6. '

Immunizations

All children. regardless of individual cir-
cumstance. snould be immunized against such
infectious diseases as poliomvelitis. diph-
theria. pertussis. tetanus. measles. mumps. ru-
bella. meninaitis. and hepautis B. Protection
against many of these diseases helps to prevent
associated brain damacge. a risk factor ror later
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crime. violence. and suostance abuse 1Insutute
ot Medicine. 19941

Home- und Familv-Based Interventions

Home- and family-based interventions usu-
ally invoive a protessionai or trained parapro-
fessional service provider visiting the family at
home. The content of these interventions has
differed among programs. and multicompo-
nent programs have used different combina-
tions of interventions. Therefore. each type of
intervention is mentioned here separately. al-
though most evaluations have documented the
effects of combinations of several of these in-
terventions.

Parent training serves to reduce the risks of
poor family management practices and a
child's early aggressive behaviors and con-
duct problems (Hawkins et al., 1992; Olds &
Kitzman. 1993). Parent training typically en-
tails instructing parents on how to set clear
expectations for behavior. monitor children’s
bebavior. reinforce positive behavior. provide
consequences for inappropriate behavior, de-
velop and use effective communication skills.
and nurture children. Parent training inter-
ventions can be successfully implemented
individually through videotape instruction
(Webster-Stratton, 1984, 1992), parent groups.
and home visitors.

Programs that are designed to enhance par-
ent-child interaction promote a child’'s bonding
to family (Hawkins & Catalano. 1992: Olds &
Kitzman. 1993). Many interventions of this
tvpe involve structured activities. such asa par-
ent and child plaving games together. that mav
be monitored by a home visitor. The use of in-
fant carriers (such as the Snugli) that are
strapped to the parent also increases the
amount and qualitv of parent-child interaction
and therebv strengthens a child's attachment to
the adult caretaker {Anisfeld. Casper. Nozyce.
& Cunningham. 19901.

Child cognitive development activities may
be carried out by a home visitor or a parent
(Olds & Kitzman. 1993). These activities often
emphasize language development and may in-
volve interactive reading to children as weil as
structured play sessions with tovs.

Farmlyv support interventions also address
-isk factors of poor tamiiv management. paren-
‘al drug use and crime. extreme eCOnNomic dep-
sivation. and academic failure. and the protec-
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‘Ivetacter of narent-child bonaing. eaith edu-
~euon 1or mothers or voung cnildren mav neip
reduce mothers substance use (Olds & Kitz-
man. 19931 Home visitors promotion or sociaj
sefvice use ana assistance (o mothers 1n achiev-
ing educauonai and occupational goais both
counter nigh-risk famiiies” economic depriva-
tion {Olds & Kitzman, 1993; Yoshikawa. 1994).
Home visitors can act as advocates for the famn-
ily. helping family members obtain needed so-
cial services and encouraging the mother to
pursue her educational and occupationai
plans. such as returning to high school to com-
plete a GED. Furthermore. provision of instru-
mental support to mothers. such as child care.
offsets some of the hardships caused bv eco-
nomic depnivation (Olds & Kitzman. 1993).
Transportation to heaith clinics and early edu-
cation centers is another example of insttumen-
tal support that can be necessarv if families are
even to receive intervention services. A tov
and/or book lending library, which is intended
toaid in children’s cognitive development, also
may be offered in conjunction with home visi-
tation services or an early education program
(Olds & Kitzman. 1993). Home visitors' provi-
sion of soctal support to mothers helps engage
parents in an intervention and can reinforce
parents’ learning and behavior changes (Olds
& Kitzman. 1993). By becoming a friend of the
family who cares and listens. the home visitor
is in a good position to educate and influence
family members in positive ways.

The Prenatal/Early Infancy Project is an ex-
ample of a comprehensive program that in-
cludes manv of the intervention components
from both the pre-/perinatal period and the
birth to age 4 developmental substage (Olds.
Henderson. Chamberlin. & Tateibaum. 1986:
Olds. Henderson, Tatelbaum. & Chamberlin.
1986). This program targeted a semirural Ap-
palachian region of New York State that had
high rates of poverty and child abuse. Most of
the mothers in the sample were unmarried and
from the lowest socioeconomic group. and
neariv half were teenagers. In the full impie-
mentation of the program. home wisitation bv
a nurse began during pregnancy and continued
until children were 2 years old. These nurses
provided mothers with heaith education. par-
ent education. job and education counseling,
heaith and social service iinkage via referrai
and advocacy. and emotional and social sup-
port. The nurses also encouraged close friends
and famiiy members of the mothers to paruci-

cate 1n the home \1sits and assist mothers with
‘aeir needs. inciuding child care and house-
~0id responsibilities.

The prolect was evaiuated using a random-
:zed clinical trial design. The evaiuation dem-
onstrated significant reductions in severai risk
‘actors. Program participation decreased peri-
natal difficuities for teenage mothers and moth-
ers who smoked. In addition. 24 months arter
the end of the program. the rate of venfied child
abuse and neglect was 19% in the control group
but only 4% for program participants. Further-
more. of the mothers who had not finished high
schooi at the beginning of the study. program
participants were twice as likely as controtis to
graduate high school or be enrolled in an edu-
cational program. Program participation alsc
increased employment for single. poor. olde:
mothers and delayed subsequent pregnancie:
for single. poor mothers.

Parent-Child Interaction Training is anothe:
example of a program during this period tha
effectively reduced risk factors such as poos
family management practices and early antiso
cial behavior (Strayhorn & Weidman. 1991)
This program targeted low-income parents whc
had complained that their preschool childre:
(ages 2 to 5) exhibited at least one behaviora
or emotional problem. Most parents wer
unmarried and experiencing depressive symp
toms, and the sample was predominantly Afri
can American. In the program, parents partic:
pated in 4 to 5 two-hour, small group session
wath instruction and role-playing on parentin
skills. including behavioral management. Pas
ents also were trained to play construcuvei
with their preschool children and conducte
individual playv sessions with them. attendin
sessions until they reached a criterion levei. .
randomized trial showed that at the 1-year fo
low-up, program children improved signit
cantly more than did controls in terms «
teacher-rated attention-deficithyperacuve. a
gressive. and anxious behavior.

Although it has not been rigorously evai:
ated. the Heaithy Start program in Hawaui is
promising example of a statewide. polic
driven. early intervention program. Heaitl
Start 1s an ongoing service project that aims

prevent child abuse and neglect through reau
ing nisks of poor family management ana ac
dernic failure and enhancing the protective f2
tor of parent-child bonding (Breakey & Pra
1991). Healthyv Start screens mothers wio a
admitted to hospitals for childbirth and uses
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indicators for determuning at-risk status. The
screening procedures are etfective in 1dentifv-
ing those famulies at high and low risk for child
abuse and neglect (Hawaii State Department of
Health. 1992). Families determined to be at risk
are offered comprehensive early intervention
services. and approximately 95% of the fami-
lies accept the otfer for services. The program
serves families beginning postpartum and con-
tinues until children are age 5. Healthyv Start
provides linkage to a “medical home."” which
emphasizes preventive health care. and com-
prehensive home visitation by trained para-
professionals. which includes parent training/
education. family counseling, enhancement of
parent-child interaction. child development
activities. health and social service linkage and
coordination. and emotional and social sup-

port. Home visits are weekly in the beginning,.

but the level and intensitv of services varies
over time with the needs and risk level of the
families.

Educare

Structured educational dav care, or edu-
care, and preschool programs that emphasize
language development (including teacher-
directed. student-centered. and student-initi-
ated programs) advance children’'s cognitive
and social deveiopment (Yoshikawa. 1994). Dif-
ferent structured programs seem about equally
effective in reducing these risk factors and en-
hancing children's bonds to school and home
(Hawkins & Catalano, 1992).

Three major controlled studies of early
childhood education and home visitation have
followed up participants well 1nto adolescence
and have shown these interventions to predict
lower rates of violence and crime. The Perrv
Preschool program is one example (Berrueta-
Clement. Schweinhart. Barnett. Epstein. &
Weikart. 1984). The program used the High/
Scope Cognitively Oriented curriculum to fos-
ter social and intellectual deveiopment in chil-
dren age 3 to 4 vears. The program targeted chil-
dren with below average Qs from low-income
African American famlies in a poor neighbor-
hood in Ypsilant. Michigan. Nearly half of the
children 1n the studv were from single-parent
families. In the program. the preschool teacher
divided the classroom into language-oriented
learning centers that encouraged children to
use. experience. and discover language through

(S]]
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activities and plav. The teacher and child
jointlv planned and initiated activities. In ad-
dition to eariv education. the program bhad a
home visitation component in which teachers
met with each mother and child weeklv. The
teacher encouraged the mother to engage the
child in activities in a manner consistent with
the classroom curriculum. :

In a randomized trial, the Perrv Preschool
program showed significant reductions in risk
factors as well as criminal and violent behavior
(Berrueta-Clement et al., 1984). Program par-
ticipants attached greater importance to school
and displaved higher academic achievement
than did controls as indicated by standardized
tests and grade point averages in high school.
high school completion rates, and literacy lev-
els at age 19. By age 19. only 31% of program
participants. as compared with 51% of con-
trols, had ever been arrested or charged with a
crime. Program participants also self-reported
approximately 50% less violent behavior than
did controls. The Perry Preschool program also
had other positive impacts, including better
employment and a lower likelihood of receiv-
ing public assistance by age 19 for program par-
ticipants in comparison with controls.

Two other programs that emploved early
education and home and family interventions
are the Houston Parent-Child Development
Center and the Syracuse Family Development
Research Project. During the first vear of the
child’s life. the Houston Parent-Child Develop-
ment Center program consisted of home visita-
tion services that focused on enhancement of
parent-child interaction and child cognitive de-
velopment activities. The second stage of the
program began when the child was age 2 and
consisted of center-based educational nursery
school and center-based parent training. Par-
ticipants in the Houston Parent-Child Develop-
ment Center program displaved less teacher-
rated fighting and disruptive. impulsive. and
restless behavior than did control children at 5
to 8 vears tollow-up when children were ages
8 to 11 vears (Johnson & Walker. 1987). The
Family Deveiopment Research Project included
a home visitation component with parent train-
ing. enhancement of parent-child interaction.
child cognitive development activities. social
support. promotion of social service use. and a
tov and book lending librarv. The other com-
ponents of the program were center-based edu-
cational child care and a parent orgamization.
A follow-up evaluation showed that onlv 6%



°1 the program partictoants had veniie re-
coras by age 15. in comparison to 22% ot the
controis iLallv. Mangione, & Honig, 19881

“oreover. program parucipants wio had iuve- -

2uie records commutted less serious and fewer
olfenses than did controf subjects who had ju-
venuie records.

Ages 4 to 6

As children prepare to enter elementary
scnool. the preventive interventions imple-
mented in the eariier developmental periods
shouid be supplemented with social compe-
lence curncula. A social competence curricu-
lum may be delivered at preschool centers or
at home by parents. These curricula aim to
counteract and prevent early antisocial be-
havior by teaching basic interpersonal skills
(Hawkins et al., 1992). )

Two examples of programs of this tvpe are

the Interpersonal Cognitive Problem-Solving

(ICPS) and the PATHS curricula. The ICPS cur-
ricuium seeks to decrease impulsivity and in-
hibition (Shure & Spivack. 1980: Spivack &
Shure. 1989). The program format consists of
daily lessons in the form of games. Early lessons
focus on simple word concepts, such as “not.”
“or,” “same." “different.” and “because,” that
are essential for understanding later problem-
solving skills. The rest of the curriculum em-
phasizes alternative solutions to interpersonal
problems. consequential thinking, and recog-
nition of and senstitivity to others’ feelings. In
presciool. kindergarten. and home implemen-
tations of the ICPS curriculum with children
from low-income, urban families. the social
competence training produced significant and
durable effects on behavioral adjustment. in-
cluding aggressive and socially inappropriate
behaviors. and problem-solving skills when
children exposed to the program were com-
pared with controls (Shure & Spivack. 1980.
1982. 1988).

PATHS (Providing Alternative THinking
Strategiesl is a more recently developed social
rompetence curriculum that seeks to reduce
=any anusocial behavior by 1ntegrating emo-
fional. cognitive, and behavior skill deveiop-
ment 1n voung children (Greenberg & Kusche.
19931. The PATHS curriculum begins wath kin-
derearten children and has four main obiec-
tives: 1a} control arousal and behavior througn
seif-reguiation 1”stop and calm down '}: (b) de-

"o
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~eiop atfective vocabularv and emotion pro-
‘essing to nelp unaerstand self and others: (c)
‘ntegrate atfective. cognitive. and linguistic
skills tor erfective social problem soiving; and
‘d) promote positive self-esteem and effective
peer reiations. Lessons are developmentally se-
quenced and include dialoguing, role plaving,
modeling by teachers and peers. social and self-
reinforcement. attribution training, and verbal
mediation. The program has been evaluated
and found to be effective in reducing behavior
problems of deaf children (Greenberg & Kusche.
1993). Although evaluations are ongoing with
hearing populations. the approach represents
an advance over earlier social competence cur-
ricula because it integrates skills to recognize
and regulate emotions with cognitive and be-
havioral skills training, an element missing
from earlier skills training programs.

PLANNING AND
IMPLEMENTING EARLY
PREVENTIVE INTERVENTIONS

The overall effectiveness of a community's
prevention efforts will be determined by the
processes used to decide on the prevention
strategies to be included. by the specific pre-
ventive interventions-used. and by the methods
used to implement these interventions. Preven-
tion programs should address the highest prior-
ity nisk factors to which children in the commu-
nity are exposed. Communities are likely to
have different profiles of risk. The greatest ef-

“fects will result from interventions that address

those factors that put children in a particular
community at most danger of developing sen-
ous criminal. violent. or substance-abusing be-
havior. Each community needs to assess its
unique risk factor profile as a foundation for
selecting and designing preventive interven-
tions that address the risk factors most noxious
in that community.

Interventions must be able to reach and
communicate effectivelv with the population at
risk. This is a critical element of intervention.
To be etfective. prevention programs must be
designed to address diverse populations. Pre-
ventive interventions must empower people to
take ownership of the intervention techniques.
Without this ownership, it is difficult for even
the most potent intervention to be applied with
sutficient vigor to change a neighborhood. fam-




Effective Prevenuon Strategies

1y, or chiid. Compining knowiedge ot etfective
nsk- and protecuve 1actor-focused prevention
programs with local ownersnip or prevention
imtiatives wull resuit 1n the best outcomes.
Intervenuons should be iong term for the tuil
preventive benefits to be reaiized. Sustained ef-
forts are required to change and shape nehavior
patterns. To illustrate. 1n programs using nome
visitors to deliver services. long-term interven-
tion increases the likelihood of the mother and
visitor developing a trusting relationship. ana
consequentlv. the mother forging a lasting com-

mitment to her own and her child's deveiop-

ment (Olds & Kitzman. 1993). “Quick fixes " are
unlikely to have enduring erfects in preventing
cnme. violence. and substance abuse.

Prevenuve intervenuons require a service de-
liverv system that is unufied in its vision of nsk-
focused prevention and employs personnei
trained for specific intervention tasks to be suc-
cessful (cf. Gomby, Larson. Lewit, & Behrman.
1993). Those who control social. health. legai.
and educational resources in a community as
well as service providers should be guided by
a shared understanding of the risk-focused ap-
proach to prevention if adequately funded.
well-coordinated. and comprehensive risk re-
duction efforts are to be implemented. Beyond
this, service providers. whether professionals
or paraprofessionais. must be given thorougn
training in the preventive methods they are ex-
pected to implement. All statf require reguiar
inservice traiming. supportive supervision. and
sufficient compensation i1n order ta provide
quality services. engage families and children
in the 1atervenuon. and alleviate job stress.
Special prevention-onented training and tech-
nical assistance mayv be needed to facilitate
these changes in a communuty's service deliv-
ery system.

Finallv. expectations about the magnitude of

intervention erfects should be realistic. Good
early intervention programs tend to show mod-
estto moderate benefits. and early intervention
alone 1s not a “silver bullet” to serve all preven-
tion needs. Larger reductions in crime. vio-
lence. and substance abuse are more likelv 1t
prevenuve etforts also include programs di-
rected at other developmental stages and in-
volve communitv-levei intervenuons (for de-
tails. see Hawkins et al.. 1992, [nstuitute of
Medicine. 1994. and Chapter 4. this voiume. on
delinguency and vicience preventon in child-
hooa. adolescence. and the communityt.

wt
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A MODEL FOR IMPLEMENTING
A COMPREHENSIVE EARLY
INTERVENTION STRATEGY

The foregoing considerations regarding
planning and impiementation suggest that a
comprebensive eariy intervention strategy 1s
best impilemented and coordinated at the com-
munity level. An example of an approach for
community implementation of a risk-focused
prevention strategy is the Commumties That
Care (CTC) strategy (Hawkins & Catalano.
19921. The strategy is a comprenensive. long-
term. communitvwide approach that allows
communities to tailor early intervention etforts
in response to epidemiologicai evidence onrisk
and protective factors in the communitv. The
strategy recognizes and builds on existing re-
sources and programs in the community to de-
velop a comprehensive system for risk reduc-
tion and enhancement of protective factors.

The Communities That Care strategy results
from more than 14 vears of research on delin-
quency and substance abuse prevention. It con-
sists of a planning phase and an implementa-
tion phase. The planning phase. which spans
1 vear. involves community mobilization. risk
and resource assessment. and strategic plan-
ning. This phase begins by orienting key com-
munitv leaders—including mayors: police
chiefs: judges: schoal supenintendents: and

- business. civic. and religious leaders—to the

risk-focused prevention approach. The orien-
tation assists kev leadersin assessing theircom-
munity's readiness for the approach. Involving
key leaders in the process makes 1t more iikely
that they will commit resources to prevention
once the community’'s strategic prevention
plan is completed. After the orientation. the
kev leaders appoint or identify a commumty
prevention board that is made up of diverse
communitv members, including kev informat
leaders: grassroots community leaders: and
educauonal. law enforcement. and heaith and
human service deliverv personnei. The preven-
tion board is established as a permanent 1nsti-
tution of the community. Once establisned or
:denufied. the communitv prevention poard is
:rained to assess 1ts community’s risks and re-
sources through coilecting data on risk tactor
:ndicators and assessing existing programs. Af-
ter assessment is completed. the community
board pnioriuzes risk factors that are eievated
or trending 1n unwanted direcuons. identities
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programming gaps. and learns about etfective
approacaes to address prionty risk factors. The
boara then creates a strategic prevention plan
that specifies prevention programs to address
high-priority risk factors in the community.
Existing programs that address high-priority
risk factors in the communuty are included in
the strategic plan. The plan includes a design
for process and outcome evaiuations of the
strategy.

The implementation phase begins at this
point. The board creates task forces for each
program element in the action plan. These task
forces oversee program pianning and imple-
mentation in that area. The board then imple-
ments the identified programs. On an ongoing
basis. the community board systematically
evaluates the implementation and outcomes of
the programs. completing a new risk and re-
source assessment at least every 2 years. As
changes in risk and protective factors occur in
the community, the community board can ad-
justits prevention plan toreflect these changes.
This allows the prevention board to redesign
its plan to meet changing conditions produced
by either the preventive interventions' effec-
tiveness or changing risk conditions.

To summarize, efforts to prevent crime, vio-
lence. and substance abuse should focus on re-
ducing risk factors and increasing protective
factors against these problems identified
through longitudinal and epidemiological re-
search. This chapter has outlined the risk and
protective factors for these problem behaviors
during the developmental period from birth to
age 6 and has reviewed promising interven-

_tions that reduce risk and enhance protection.

To implement these interventions. communi-
ties should own. design, and guide their own
comprehensive local strategies using the risk-
focused prevention approach. Communities
that find risk factors affecting children from
conception through age six to be major con-
tributors to overall levels of community risk
should consider the preventive interventions
reviewed in this chapter for inclusion in their
strategic prevention plans.

NOTE

1. The prevenuion of substance abuse 1s included
within the scope ot this comprenensive intervention
strategy because substance abuse requently contnb-
utes to violent and cnminal behavior. For example.

.n 1991. 67% ot the persons arrested in 24 urpan areas
were under the inrluence ot some arug {Nationai In-
stitute ot Justice. 1992). Noreover. etforts for prevent-
ing crime. violence. and substance abuse should be
combined. since all three problem behaviors are pre-
dictea bv a number of common risk factors.
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FIGURE 5.2 Age of onset of DIS/DSM-IIl Alcohol Abuse and Dependence
Population estimates are from 125 new cases (with 20th and 50th percentiles
marked). Source: NIMH Epidemiologic Catchment Area Study, Four Sites, 1978
to 1983.
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FIGURE 5.3 Age of onset of DIS/DSM-I1 Antisocial Personality Disorder.
Population estimates are from 46 new cases (with 20th and 50th percentiles
marked). Source: NIMH Epidemiologic Catchment Area Study, Four Sites, 1978
to 1983.
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FIGURE 5.4 Age of onset of DIS/DSM-III Major Depressive Disorder. Popula-
Hon estimates are from 148 new cases (with 20th and 50th percentiles marked).
Source: NIMH Epidemiologic Catchment Area Study, Four Sites, 1978 to 1983.
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FIGURE 5.6 Age of onset of DIS/DSM-III Cognitive Lmpairment. Populal'tion
>stimates are from 187 new cases (with 20th and 50th percentiles marked).
Source: NIMH Epidemiologic Catchment Area Study, Four Sites, 1978 to 1983.
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_TABLE7.1 [lustrative Preventive Intervention Programs Using Randomized Controlled Trial Design

Targeted
Population
Group/Sample Prindpal
Size When Qutcomes (for total intervention Investigator(s)
5 Project Began ~ Risk Factors Addressed group or subgroups) and Year(s)
Infants
PrenatalEarly Infancy Project  Selective/ Economic deprivation, maternal  Improved matermal diet and Olds, 1988, 1986
Ne=3%4 prenatal health and damaging reduced smoking during :
behaviors, poor family pregrancy, fewer preterm
management practices deliveries, higherbirthweight
: babies, less child abuse
Tactile/Kinesthetic Stimulation  Selective/ Preterm delivery, low birthweight  Better physical and mental Field, 1984
: N=40 development of infants
Early Intervention for Preterm  Selectve/ Teenage parenthood, low Better parenting behaviors and Field, 1980
Infants N=6&0 3000CCONOMIC status, preterm attitudes of mothers, better
delivery cognitive competence, better
physical development, better
. temperament of infants
Infant Health and Selective/ Low birthweight, poor family Better cognitive competence, Ramey, 1990
Development Program N=985 management practices, fewer behavior problems
: academuc failure, early behavior '
: problems
Carolina Abecedarian Project  Selective/ Academic failure, lack of Better cognitive competence, Horacek and Ramey,
: N=107 readiness for school, cconomic  * lower rates of retention in 1967
deprivation, low commitment grade in school
to school
Young Children .
Houston Parent-Child Selective/ Economic deprivation, academic  Better family management Johnson, 1991, 1990
Development Center N=~700 failure, early behavior practices, fewer behavior
problems, poor fanuly problems
management practices
Mother-Child Home Selective/ Academic failure, economic Better family management Levenstein, 1992,
Program of Verbal N=156 deprivation, poor farruly practices, better cogrutive 1984
Interacton Project franagement practices, earty competence
behavior problems
Parent-Child Interaction Indicated/ Economic deprivation, early Lower rates of attention defiits  Strayhom, 1991
Training N=105 behavior problems, poor and conduct problems
family management practices,
materrul depressive
symptoms
Highv/Scope Preschool Selective/ Academic failure, early behavior  Better cognitive competence Weikart and
Cumculum Companson N=68 problems, economic Schweinhart, 1992,
Study (induding Distar) deprivation 1986
Perry Preschool Program Selective/ Aademu failure, economic Better cognitive competence, Weikart and
(using High/ N=123 depnivation. easly behavior greater achievement and Schweinhart, 1987,
Scope curriculum) problems, low commitment to school completion, better 1984
. school vocational outcomes, fewer
conduct problems and arrests
[ Can Problem Solve: Selective/ Econormuc deprivation, poor Better cognitive problem-solving  Shure and Spivack,
[nterpersonal Cognitive N=219 impulse control, early skills, fewer behavior 1982, 1979
Problem-Solving Program (N=60 in behavior problems problems -
pilot study)
Elementary-Age Children
Asseruveness Training Universal/ Early behavior problems, {mproved sodal asseroveness, Rotheram, 1982
Program (program 1) N=33 acaderuc failure improved acaderruc

performance -

(continued)



TABLE 7.1 (Continued)

Targeted
 Population _ o
Group/Sample o . S Pnnapal
Size When Outcomes (for total intervention  Investigator(s)
Project Began  Risk Factors Addressed group or subgroups) and Year(s)
ini ; i More assertive behavior, better  Rotheram, 1982
Assertiveness Training Indicated/ Early behavior problems, ’ .
Program (program 2) N=101 academic failure school achievement, fewer
Children of Divorce Selective/ Marital conlict and separation, * Lower anxiety, {ewcr‘d!umm' g Pedm-CamIlcow 1939md
i N=75 early conduct lems problems, better adjustment en, A
Intervention Program y probl | 1986, 1985
Family Bereavement Program  Selecuve/ Child bereavemnent, poor family  Lower levels of symptoms of Sandler, 1992
N=72 management practices, early deprmon and conduct
. - - iocti lm rqecuon, better Bierman, 1986
Social Skills Training Selective/ Peer rejection, early conduct peer
N=28 problems interpersonal skills
Sodial Relations Intervention  Indicated/ Early behavior problems Las.ag;peuon. less peer Loctuman, in press .
Program N=86 (aggression), peer rejection, rejection, more prosocial
impulsivity behavior
Montreal Longitudinal- Indicated/ Poor family management Less aggrmve behaviar, less Tremblay, 1992, 191
Experimental Study N=I72 practices, peer rejection, delinquent behavior, better
academic failure, early school achievement
behavior problems, violence
on television d
Comm Epidemiological  Universal Academic failure, aggressive ggressive 4
Prmu:\“d?c l;'\lmvtnum N=2314 and antisodial behavior, behavior, better COGN“"' 1992
Mastery Learning and concentration probkmssh com e ui;
’ symptoms, shy among those with e
Good Behavior Game dme ym eoeasive
Acdemic Tutoring and Selective/ Academic failure, peer rejection,  Better cognitive comy Coie and Krehbiel,
Soaual SldltI; Tﬂxml'!s ing N=40 earty behavior pmbmpccr lessc;egurqccuonm 1984
early depressive symptoms
Seattle Sogal Development Unsversal/ Poor farruly management Better family management Hawkins and
Project N=908 practices, early behavior practices and family bonding, Catalano, 1968
problems, low commitment to greater attachment to school,
school, academic failure lower rates of delinquency
’ and drug use initiation
Adolescents y
Changing Teaching Practices  Selecuve/ Low commitment to education,  Greater attachment and Hawkins, 1968
N=[166 academic failure, behavior commitment to school, lower
problems rates of school suspension for
musbehavior
Positive Youth Development  Unrversal/ Early drug use onset, favorable  Better coping skills, better stress  Caplan and
Program N=232 attitudes toward drugs, sodal ranagement strategies, better Weissberg, 1992
influences to use conflict resolution and
impulse contol, less
excessive alcohol use
Adolescent Alcohol Universal/ Attitudes favorable to the use of  Lower rates of tobaaco, akohol,  Hansen and
Prevention Trial N=3011 drugs, sodal influences to and marijuana use, lower Graham, 1991
use, ecarly onset of drug use prevalence of problem aloohot
use and drunkenness
ALERT Drug Preventon Uruversal/ Sodal influences to use, carly Lower rates of tobacro, alcohol,  Ellickson and Bell,
B
N=o527 onset of drug use, attitudes and marnijuana use 1990
favorable to the use of drugs
Alcohol Education Project Uruversal/ Favorable attitudes toward akohol  Less initiation of alcohol use, Perry et al., 1989
N=2536

consumption, early onset of
akohol use, assodation with
alcohol-consuming friends,
community norms favorable
toward alcohol use

increased knowledge about
aloohol, decreased use among
those drinking prior to study

(continued)



TABLE 7.1 (Continued)

Targeted
Population
Group/Sample . | Principal
Size When Qutcomes (for total intervention  Investigator(s)
Project Began  Risk Factors Addressed group or subgroups) and Year(s)
Midwestern Prevention Universal/ Sodal influences to use, eady Lower rates of tobacco, akohol,  Pentz, 1989
Project -N=5065 onset of drug use, attitudes and marijuana use
s favorable to the use of drugs
Behaviorally Based Indicated/ Academic failure, early behavior  Less conduct problems and Bry, 1992
Preventive Intervention N=80 problems, alienation from delinquency
family, low commitment to
school
Intervention Campaign Universal/ Aggressive behavior, poor Less bullying, less delinquent Olweus, 191
Against Bully-Victim © N=2400 family management practices, behavior, more attachment to
Problems favorable attitudes toward school
bullying/aggression
Adults : :
" Prevention and Relationship  Universal/ Couple relationship problems ~ Better marital adjustment, less  Markanan, 1992
Enhancement Program N=135 divorce, less physial violence
(PREP):An Empirically
Based Preventive
Intervention PProgram for
Couples
University of Colorado Selective/ Marital separatiorvdivorce, Fewer symptoms of anxiety and  Bloom and Hodges,
Separation and Divorce N=153 anudety, depression, depression, better vocational 1985, 1982
Program childrearing problems, outcomes .
economic problems
Perceived Personal Control Selective Caesarean delivery, depressive Lower levels of postpartum Tadmor and
Prevenuve Intervention for a N=70 symptoms depression, more rapid Brandes, 1988,
Caesarean Birth Population phy-u'nl and psychological 1964
PreratalEarly [nfancy Project  Selective/ Single parent status, school Bdt:rmnoml adjustment, Olds, 1968
Ne=3%4 dropout, economic hardships, fewer second pregnancies,
joblessness, subsequent better educational achievement
pregnancy
Caregiver Support Program  Selective/ Occupational stress, distress, Lower psychological distress, Heaney, 1992
for Coping with - N=u7 anxiety, depression better job satisfaction
Occupational Stress
JOBS Project for the Selective/ Involuntary job loss, anxiety, Fewer depressive symptoms, Vinokur, Price,
Unemployed: Michigan N=923 depression, akohol abuse, higher pay, cost-effective Gaplan, and van
Prevention Research Center muarital stress outcomes Ryn. 1992, 1991
San Franasco Depression Selective/ Depressive symptoms, medical ~ Lower levels of depressive Murioz, 1993, 1990,
Prevention Research Project N=150 problems, low income, symptoms 1987
A Randomized Trial with minority status in public
Medical Qutpatients primary care setting
Projecto Bienestar: An Selective/ Low income, imumigrant Fewer depressive symptoms Vega, 1990, 1987
Intervention for Preventing N=399 minority status, distress,
Depression in Hispanic depressive symptoms
Immigrant Women in the
Community
Peer- and Professionally-Led  Selective/ Caregiver burden, arudety, Lower levels of psychiatric Toseland, 1990, 1989
Groups to Support Family N=56 depression symptoms, induding anxiety
Caregivers and depression, better coping
skills
Elderly
Widow-to-Widow: A Mutual  Selectuve/ Widowhood, bereavement, Fewer depressive symptoms, Vachon, 1982, 1980,
Help Program for the N=162 depression, anxiety, sodal less soaal withdrawal 1979
Widowed isolation
Saurce: TOM (Institute of Mediciney (1909} Keduciny Rishs for A Testal Disorders  Froutiers for Pecocntioe [ntervention Kesearclr.
Paternaa | NMravek & Robert | Hage Washinetlon DC Natonal Academy Pross
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Communities That Care: An Overview

For more information contact Developmental Research and Programs, Inc.
130 Nickerson Street, Suite 107, Seattle, Washington 98109 « Phone (800)736-2630

There are three major phases of mobilizing a cant areas affecting young people’s lives:

- community to ensure the health-and safet'y parents, educators, government officials,
~of its young people and mstltutxonahze neighborhood residents, law enforcement
preventxon _ ) officers, religious leaders, juvenile justice

Phase One—Introduce and Involve

e Define the community-What are the
geographic boundaries and who are the
people who live in your community? The
answers to these questions are the first
step in educating and involving your
community. Your community may be
defined as a neighborhood or a school
catchment area.

Involve key leaders-These are the influen-
tial individuals in your community’s neigh-
borhoods, schools, government, law en- -
forcement, social services, juvenile justice
system, medical and mental health, child
and family services, religious organizations
and cultural groups, and businesses. Their
involvement is essential in providing cred-
ibility, accessing resources, removing barri-
ers and supporting community prevention.
Some of the key leaders may serve on the
community prevention board or team.
Others will appoint staff people to repre-
sent them. :

Create a community-wide positive
youth development board-This group
will be made up of concerned commu-
nity members representing all the signifi-

personnel, social service providers,
health and mental health care providers,
cultural leaders, business people, and
_young people- themselves. A diverse
group that is reflective of your commu- -
nity is critical to your success. This will
be the working group for implementing
positive developments to preventing
health and safety problems of young
people in your community.

o Assess community readiness-Is your
community ready to use the existing
research evidence to promote healthy
development and prevention of problem
behaviors? Are there groups who deny
the existence of adolescent problem
behaviors? Have they had any experi-
ence working collaboratively with
other agencies and organizations?
These obstacles must be identified and
overcome before you proceed with
your prevention efforts.

Introducing risk and protective factor-
focused prevention means educating the
community about 1) what research has
shown puts young people at risk for ado-
lescent health and behavior problems
including delinquency and violence, 2) the
protective factors and protective processes
that research has shown buffers the-effects

© 1996 Developmental Research and Programs, Ingn




Communities That Care

of risk exposure, promote resilience in
children, and .prevent health and
behavior problems, and 3)tested strate-
gies that reduce risk and enhance the
protective factors of bonding and clear
standards for behavior. The process of
building community support is as im-
portant to your success as the programs
you implement. Establishing broad-
based community support weaves
prevention into the very fabric of the
community.

Phase Two—Conduct Community
Assessments and Identify Gaps

. Conduct community assessments-In
this phase you will be collecting
archival and survey data on specific
risk factors in your community, using
the Conumunities That Care Data Work-
book and other community resources.
The data you collect will be analyzed
and compared to state, county or
‘national trends.

You will assess protective factors
through the use of the Communities
That Care Youth Survey. You will also
assess existing community activities,
programs, and services in order to
identify resources that are already
addressing risks and increasing pro-
tection for young people.

+ Identify community priorities and
gaps to be addressed-To build an
effective strategy, you need need both
an accurate picture of your
community’s specific risk profile and
information on resources and assets

- -
-—

already in place Collecting data; can -

. help reduce turf battles by demionstrat- -
ing which risks are a priority to ad-
dress. It will also provide baseline data
to help you evaluate the effects of your
efforts.

Phase Three—Plan and
Implement Promising Responses

* Learn about research-based strategles
that address risk factors and increase
protection-A number of effective
strategies involving families, schools,
communities and individual /peers
have been identified through will
controlled research studies.

* Develop a plan to address priority
risks and existing gaps with promis-
ing approaches-The next step is to -
develop and implement a plan of action
to respond to the risks you prioritized
as being critical for your community to
address, and the gaps in effective
resources that you found as a result of
your community assessment. -

* Implement the strategy-Subcommit- -
tees or task forces should be formed to
oversee each approach you decide to -
implement. Task forces will continue to
work with the entire board, as well as
the key leaders, as new efforts are
implemented.

* Evaluate the effectiveness of the strat-
egy-To assure ongoing success, you
will continue to collect information
about risk and protective factors, re-
sources and the effectiveness of the

u © 1996 Developmental Research and Programs, Inc.




prevention strategies you implement.

Institutionalizing prevention is a long-
term process for communities. Evaluation
and the resulting strategy enhancements
and developments will continue indefi-
nitely. Remember that you are not alone in

community are concerned about the
healthy development of young people.

this process. Many other members of your

Your task is to harness the energy and
commitment of all those who care about |
young people and channel that commit-
ment into a risk and protective factor-
focused prevention approach. By doing so,
you can move toward achieving the vision
of your community as a healthy, nurtur-
ing, safe place for all children to live.

Educate

Assess Effectiveness
of Implemented Programs

Choose and Implement
Promising Approaches

Prioritize Risks and
_Identify Gaps

Conduct

Learn About CTC

~ CTC Planning
| -Structu_re

Community

‘Recruit/Educate
Key Leaders

Build a Community §
~ Prevention Board

'Assess Community
Readiness

Community f

- Assessments ., -

" © 1996 Developmental Research and Programs, Inzn
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Adolescent Problem Behaviors
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' 2 5§88 28 @
Risk Factors a| Q|lFEdal 5
Community *
Availability of Drugs v
Availability of Firearms v v
Community Laws and Norms Favorable
Toward Drug Use, Firearms, and Crime vV | vV v
Media Portrayals of Violence v
Transitions and Mobility vV | vV v
Low Neighborhood Attachment and
Community Disorganization vV | vV v
Extreme Economic Deprivation vV | v | ¢V v

Family History of the Problem Behavior v |v v
Family Management Problems - - vViv v |v |V
Family Conflict = viiviv | iv|v
Favorable Parental Attitudes ..~ - 1+ 1.

and Involvement in the Problem Behawor V| vV v

Individual/Peer

Alienation and Rebelliousness

Early and Persistent Annsoclal Behavxorz - v v vV v |V
Academic Failure Begmmn in Latc & rahd o

Elementary School & viv |V vV | v
Lack of Commitment to School v v v

Friends Who Engage in the

v v v
Problem Behavior v (74 v v v
Favorable Attitudes Toward the
Problem Behawvior v v v v
Early Initiation of the Problem Behavior v v |V v | V
Constitutional Factors 4 v v

n © 1996 Developmental Research and Programs, Inc.
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- : Communities That Care ' '
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The Somal Development Strategy

- _- Healthy Behavmrs

Healthy Belicfs

& .
Clear Standards

Bonding
* Attachment
e Commitment

Opportunities ‘| | Skills || Recognition

Todividual
Characteristics
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~ Protective Factors -
. :.' Developme
3 OF AUC U U4y : onding Oppo priod
Availability of Drugs | Community/School Policies v v all ”
Availability of Firearms| Community/School Policies v _ . all”
_C6mmunity Laws Classroom Curricula for Social Competence | v . 6-14
‘and Norms Favorable — . _ —
Toward Drug Use, Community Mobilization . - LA B all ~
F _1_r:eax_ ms, and Crime Community/School Policies Ve | v all
o Policing Strategies: - ;. v all -
Media Portrayals ' .
of Violence .
Transitions and Mobility Organizational Change in Schools v | v 6-18
‘Low Neighborhood Community Mobilization v v all
Attachment Y .
and Community " Policing Strategies’ v all
Disorganization Organizational Change in Schools v v all
Classroom Curricula for Social Competence | ¢ 11-14
Extreme Economic Prenatal and Infancy Programs v v prenatal-3
Deprivation - - ) ‘
Youth Employment with Education v v all
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' Protective Factors -

Fa;ﬁly History of Prenatal/Infancy Programs v 4 prenatal-2
the Problem Behavior _ ,
Family Management Prenatal/Infancy Programs v v prenatal-2
1
Problems Early Childhood Education v v 3-5
Parent Training v v prenatal-14
Family Therapy v v 6-14
Fa'tﬁily Conflict Marital Therapy v v prenatal |
Lo Prenatal/ lnf_a:ic'y Programs v v prenatal-2
Parent Training v v prenatal-14
| Family Therapy = v K% 614
Favorable Parental Prenatal/Infancy Programs v v . prenatal-2
Attitudes and . : :
Involvement in the Parent Training v v prenatal-14
Problem Behavior - —
Community/School Policies v v all
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School Domain

RiSk_F-ac't_o-r Addressed

Early Childhood Education

Program Strategy

Healthy
Beliefs

. &Clear

Standards

Bonding Opport.  Skills Recog.

Protective Factors S

Developmental

_ Period

it | shanae

Early and Persistent v v 3-5
Antisocial Behavior Parent Training v v prenatal-10
Family Therapy v v 6-18
Classroom Organization, Management % v 6-18
and Instructional Strategies
Classroom Curricula for Social v v 6-14
Competence Promotion
School Behavior Management Strategies v 6:14
Afterschool Recreation Programs v v 6-10
Mentoring with Contingent Reinforcement 4 11-18 -
Academic Failure Prenatal/Infancy Programs v v B prenatal-2
Beginning in Late ) : :
Elementary School Early Childhood Education v v . © 356 .
' ' Parent Training v v
Organizational Change in Schools v 4 6-18
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Academic Failure
(continued)

Classroom Organization, Management
and Instructional Strategies

B Protectiveato

Classroom Curricula for Social
Competence Promotion

School Behavior Management Strategies

Youth Employment with Education

Lack of Commitment
to School

Early Childhood Education

Organizational Change in Schools

Classroom Organization, Management
and Instructional Strategies

School Behavior Management Strategies

Mentoring with Contingent Reinforcement

Youth Employment with Education

v v 6-18
v v 6-14
v 6-14
v v " 15-21
v Vv 3.5 .
v v 6-18 .
v v 6-18
v ! 6-14
v . 11-18
v v 2 15-21 :
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=3
2
=.
Q. :
=
5 i
R or Add o] Proq ' Bonding  Onoo oo e .f'” .;’._%
Sdill m
1
. ) = "
Rebelliousness Family Therapy v v 6-14 a
Classroom Curricula for Sodial v v - 6-14 = 3
Competence Promotion g
School Behavior Management Strategies v 6-14 % %
Aferschool Recreation v v 6-10 3 ;
— ~
Mentoring with Contingent Reinforcement v 11-18 - 9
Youth Employment with Education v v 15-18 g ' §
Friends Who Parent Training v v .6-14 LI §
Engage in the . ; . T =
Prgblgem Behavior glassroom Curricula for Social v v 6-14 a5 =
ompetence Promotion _ a I
ARerschool Recreation v v 6-14 c};: )‘ E
Mentoring with Contingent Reinforcement v 11-18 2 . g
. B m -
Favorable Attitudes Classroom Curricula for Social v v 6-14 N S
Toward the " | Competence Promotion - ‘ @
Problem Behavior L - a
*7 77 7 'Community/School Policies g
Early Initiation of the | Parent Training v v 6-14 L
Problem Behavior . ]
Classroom Organization Management v v 6-10 3.
and Instructional Strategy o
Classroom Curricula for Social Competence | ¢ 6-14 g ;l :
Community/School Policies v all _g P
- ¢
Constitutional Factors | Prenatal/Infancy Programs v v prenatal-2 B8
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e
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Addressing Risks and Protection With Effective Strategies

Risk Factor: Early and Persistent Antisocial Behavior

Domain e . '_Progr'a'rﬁ'Strétégy N 'g%?ilgf‘!Bonding
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Preventing Serious. Violent.

and Chronic Juvenile Offending

Effective Strategies From Conception to Age 6

J. David Hawkins
Richard F Catalano

Devon D. Brewer

Vioiem nvenie crime 1s rampant in the

United States and has become an epidemic
infecting neariv everv community in the na-
tion. In comparison 1o other industrialized
countries. the United States has the highest
bomicide rate tor maies age 15 o 24, waich is
rmore than four times greater than the second
highest nationai homicide rate and manv times
more than rates in other nauons (Fingerout &
Kleinman. 19901. Youth violence in the United
States aiso has been ncreasing 1n recent dec-
ades. and in the past few vears. the increase
has been especiailv dramauc {Allen-Hagen &
Sickmuna. 1993). Between 1965 and 1991. the
violent crime arrest rate for juvendes tnpled.
and between 1987 ana 1991. the rate increased
50%. which was twice the increase for adults.
Dunng the same pertod. the venile murder
rate rose 85%-—more than [our times the 1n-
Crease for persons age 18 and older Further-
more, assaultive vioience 15 most prevalent in
teenagers. Officiaijv reported violent crime
Peaksatace 18Foderal Bureau og Investgation.
19911 Self-reportea viojent behavior chimaxes
atage 17 tor matesanaatage 1510 16 tor femates

(Elliott. 1994). In 1991, juveniles accounted for
17% ot all violent crime arrests (Allen-Hagen &
Sickmund. 1993). Thus. violent juvenile crime
10 the United States is a problem demanding
urgent attention.

In response to this cnsis. the Office of Ju-
venile Justice and Deiinquency Prevention
(OJJDP) has deveioped a comprehensive strat-
2gy for serious. violent. and chronic juveniie
offenders. A\ smail munority of juvenile otfend-
ers are responsible for the large maijority of all
juveniie otfenses. including serious and violent
crimes (Shannon. 1988 \Wolfgang, Figlio. &
Sellin. 1972). This chapter presents the early
preventiveintervention comoonent of the com-
prehensive strategy. To reduce vouth violence
and crime. a multifaceted. coordinated ap-
proach is needed. ana eariv intervention is a
critical first step 1U.S. Generaj Accounting Of-
fice [GAQ]. 1992). The comprenensive strategy
is a practical and feasible pian because 1t in-
cludes prevennon, ear]v ntervention, and
Jracduated sanctions for dealing with offenders
‘0 a coherent approach that can be imple-
mented in communities.

+7
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The eviaence :s ciear: Prevenuion .4p-
proaciies appiea irom conception througn age
% that seek to reauce risk and ennance protec-
'l0n €Al De etfective 1n prevenuing crume. vio-
lence. anasuostance abuse’ tn aaolescence and
voung adulthoou. This cnapter describes the
risk-focused prevenuon approach and outlines
1 comprenensive prevention strategy during
the deveiopmental period from conception to
age 6 basead on this evidence. n Chapter 4. we
review prevenuve intervenuons in childhood.
adolescence. and the community for prevent-
ing delinquency ana violence.

This cnapter tirst summarizes the risk-
focused approach to orevention. Then. risk and
" orotective factors 1or violence. crime. and sub-
stance abuse are brieflv described and a theo-
retical framework for reducing risks and
enhancing protective tactors—the social devei-
opment strategy—is outlined. Subsequently,
tested and promising preventive interventions
for the developmental period from conception
through age 6 are reviewed. Manv interven-
tionsin this penod focus on families. which un-
derscores their role in prevention. The final
section of the chapter outlines a model for im-
plementing a comprehensive community pre-
vention strategy through creating commumty
prevention boards that assess local risks and
program resources and implement promising
preventive interventions to address the unique
nsk and resource profile of the communitv.

RISK-FOCUSED PREVENTION

Risk-focused approaches to prevention
were ploneerea by public heaith professionais
and have peen successtul in prevenung prob-
lems as diverse as cardiovascular disease and
tratfic-reiated injuries iInstitute of Medicine,
1994)}. Risk-focused approaches to prevention
aim to interruot the causai processes that are
responsible for producing a problem (Coie et
al.. 1993: Hawkins & Catalano. 1992) Risk-
focused approaches to the prevention ot cardio-
vascular disease seek to reduce 1dentified risk
factors. such as smoking and a diet high in fat.
4nd ennance protective tactors, such as regular
exercise. Risk-focused approaches to preven-
tion ot crime. viotence. and substance abuse ad-
dress tactors that vredict the rnisk of deveioping
these proolems aunng adolescence and voung
adulithood. Risk factors predict increased risk
‘ordeveiopine a proolem or aisoraer. Protective

RCEBOOK ON JUVENILE OFFENDERS

.actors. on thie other nand. are conditions that
‘ounter sk 1aclors Or NCrease resistance to
‘hemanathusinnibit the development of prob-
:ems even in the tace ot risk exposure. Risk and
arotective tactors predict increased or de-
creasea probability ot developing problem pe-
hawviors out. just as actuanal tables do not pre-
dicttheindividual's life experience. thev donot
guarantee the development or lack of deveiop-
ment ot the problem behaviors. Preventive ef-
forts seek to reduce nsk factors and promote
protective factors to foster healthy develop-
ment and avert health and behavior problems.

Risk and protective factors stabilize as pre-
dictors of violence. crime, and substance abuse
at different points in development. If risk and
protective factors are addressed at or slightly
before the developmental point that they begin
to predict later violence. crime. or substance
abuse. it is likely that risk reduction efforts will
be etfecuve. The tollowing section reviews risk
and protective factors that emerge from concep-
tion through age 6 and predict adolescent and
young adult crime, violence, and substance
abuse.

RISK FACTORS FOR CRIME,
VIOLENCE, AND SUBSTANCE
ABUSE FROM CONCEPTION TO AGE 6

Extensive research has i1dentified risk fac-
tors tor crime (cf. Yoshikawa. 1994), violence
(cf. American Psvchological Association. 1993:
Reiss & Roth. 1993), and substance abuse cf.
Hawkins. Catalano. & Miller. 1992; Kandel.
Simcna-Fagan. & Davies, 1986} from concep-
tion to age 6. In early childhood. these risk fac-
tors tor crime. violence. and substance abuse
can be grouped into three developmental sub-
stages: pre-/perinatal. birth to age 4. and ages 4
to 6. Some of these risk factors can be changed.
and some cannot. It is important to know about
factors that cannot be changed because thev
help cefine populations that should receve
prevenuve interventions that enhance protec-
tion in the tace ot risk exposure. Unless other-
wise noted. the nisk factors discussed here pre-
dict cnme. violence. and substance abuse.

Pre-:Perinatal

Pennatal difficuities (including preterm ue-
‘iverv. :ow pirthweight. and anoxial, munor
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anvsicalcbnormanties. and brain damace e 9.,
Tom Lilectious disease. traumatic nead 1NIUCY,
ar pre--postnatal exposire to toxins sucn as
heavv mertals. alconol. tebacco. or cocaines pre-
dispose children to later violent and aagres-
sive behavior and substance abuse 1Brennan.
Mednick. & Kandel. 1991: Michaud. Rivara,
laffe. Fav. & Dailev. 1993!. It 1s piausible that
some of these conditions, such as brain dam-
age, IMpair reasoning and impuise control.
which may lead to increases in crime. violence.
or substance abuse when an individuai is n
stresstul situations.

Birth to Age 4

[n this deveiopmental period. risk factors
are primariiyv tound in the family environment.
Children who are reared in a family with a his-
torv of alcoholism are more likely to engage 1n
alcohol abuse themseives than are children
who have no such famly history {Institute of
Medicine. 1994). This factor has a genetic or
biological component (Gurhing, Clifford. %
Murrav, 1981: Hrubec & Omenn. 1981).

Poor ramiiv management practices increase
childrens risk for heaith and behavior prob-
lems. Familv management problems inciude
parents failure to set clear expectations for
children’s benavior: tailure to supervise and
monitor c¢nildren: and excessively severe.
harsh. or inconsistent pumshment (including
child maitreatment or neglect). Children ex-
posed to sucn poor famiiv management prac-
tices are at increased risk for substance abuse
and cnime iKandel & Andrews, 1987: Yoshi-
kawa. 19941

famiiv contlict also increases nisk for cnme.
violence. and substance abuse. Children who
grow up 1n an environment ot contlict among
famiiv members. regardiess of famulv structure.
are more likelv to exhibit proolem vehaviors
than are chuldren raised in tamilies without sig-
nificant contlict tHawkins et al.. 1992. Lastitute
of Medicine. 1994: Yosnikawa. 1994},

In addition. parental atutudes toward und
Invoivement in cnime and substance abuse at-
fect the attitudes ana behavior ot children.
Children whose parents engage 1n crime and
abuse substances are more likelv to encage
in crime and abuse substances themseives
(Hawkins etai.. 19921 Children whose parents
are aggressive and who witness or are vicims
of vioience 1n the home are more likelv to be-

49

:ome aggressive and violent themseives in ado-
‘escence ana voung acuithood [Farnngton.
1991; McCora. 1988: Patterson. Capaidi. &
Bank. 1991: Salzinger. feldman. & Hammer.
1993). Parents whno invoive their children in
their substance use. such as ailowing them to
pour alcoholic drinks. put their children at
<ven higher nisk for substance abuse (Ahmed.
Bush. Dawvidson. & [annott1. 1984},

Ages 4106

The previousiv described risk factors con-
tinue to predict later health and behavior prob-
lems. if present during this peniod. In addition.
earlv anusocial behaviorin this penod predicts
later criminal behavior. violence. and sub-
stance abuse. Children who dispiav antisocial
behavior during this period. such as aggression.
negative moods. and temper tantrums. are more
likelv to engage in crime. violence. and sub-
stance abuse in adolescence and aduithood
(Farrington. 1991; [nstitute of Medicine, 1994:
Robins, 1978).

Academuc failure is a risk factor for crime.
violence. and substance abuse that stabilizes as
a predictor just after this stage (Hawkins et al..
1992: Yoshikawa. 1994). Studies show that
from about Grade 4. academic achievement sta-
bilizes as a predictor tor later heaith and behav-
ior problems. However. it appears that a num-
ber ot efforts to promote cogmitive deveiopment
from ages 4 to 6 have lastingetfects on academic
periormance. Thus. eiforts 10 promote aca-
demic readiness at ages 4 10 6 are worthv of con-
sideration for their nsk reduction potential.

Community Risk Factors

Risk factors for crime. violence. and sub-
stance abuse exist 1n the broader community
context as well. These can arfect children rrom
birth. Children who live 1n economicaily de-
prved areas charactenzed bv extreme poverty,
poor living conditions. and high unempiov-
ment are more likelv 1o engage 1n crime and
violence (Farrington. 1991: Yoshikawa. 13941,
In addition. children who reside 1n disorga-
aized neighborhoods with high rates of crime
and violence. high population densitv. phvsical
detertoration. lack of naturai surveillance of
public places. and low ievels of attachment to
the neighbornood are at elevatea risk for crimi-
nal and violent behavior and substance abuse
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Samnson. 1994 Yosinkawa. 9941, Recomni-
f1on ot these r1sk 1actors suggests tnat oreven-
Ve mterventions rom conception larougn age
1 shoutd reacn famiiies ana chiidren 1 eco-
nomucailv distressea and disorganized neigi-
hornood environments.

There are other ractors that atfect risks com-
mumitwide—:nciuding laws and norms favor-
able to crime. weapons. and substance use
tHawkins et al.. 1992: Reiss & Roth, 1993);
avatiabilitv ot weapons. alcohol. and other
drugs (Hawkins et al.. 1992: Reiss & Roth.
19931 transitions and mobility iHawkins et al..
1992); ana exposure (o media violence (Eron &
Huesmann. 19871—ihat are not specific 1n their
»tfects during the period from conceptionto age
% ana that are not specificailv addressed by the
eariv preventuion interventions described here.
These ana other risk factors (lack of commut-
ment to school. alienation and rebelliousness.
assoclatuion with peers who engage n delin-
quencv and violence. favorable attitudes to-
ward delinquencv. and early initiation of delin-
quencv ana violence or substance abuse) that
atfect risk in later developmental pentods are
addressed in Chapter 4 that reviews delin-
quencv and violence prevention programs in
childhood. adolescence. and the community.

Conclusions About Risk

The rollowing generalizations regarding
risks for crime. violence. and substance abuse
have umportant implications for risk-focused
prevenuon. Risks arfecting children rrom con-
~eption throueil age 6 are found in the individ-
ual. the tamiiv, and the communitv. Moreover.
2Xposure to a greater number of risk factors in-
creases risk of crime, violence. and substance
1buse exvonentially (Institute of Medicine.
1994: Newcomuv. Maddahian. Skager. & Bentler.
1987: Rutter. 19801. These tindings suggest that
preventuon programming must use muitiple
strategies to requce muitipie risk factors. Agen-
~ies that traditionailv administer categoricai
runds wiil neea to find wavs to collaborate 1n
reduciny a varietv of risks at multiple levels if
a risk-focused prevention approach is to reach
its tull potennal.

Because common risk factors during the pe-
r1od from conception throuen age 6 predict di-
verse proolem pehaviors. inciuding crime. vio-
fence. and substance abuse. generic prevention
strategies that address tnese cominon nsk fac-

OIS AULING eany develcpment shouid have
Hroaa-ranging ertects on « range of heaith and
sehavior nroviems. Uhus comprenensive. risk-
'0Cused Drevennon muanves snouid not be
onceived of evalualed IJom narrow categor-
wcal perspectives but shouid be designed and
impiemented to reduce overail levels of risk ex-
posure at the individuai. familv, and commu-
nity levess. Effects on a broad range of heaith
and behawvior problems. inciuding substance
abuse. dropping out of schooi. teen pregnancy.
violence. and crime. shouid be evaluated.

PROTECTIVE FACTORS FOR
CRIME, VIOLENCE, AND SUBSTANCE
ABUSE FROM CONCEPTION TO AGE 6

Research with popuiations exposed to mul-
tiple risks has identified suogroups of individ-
uals whno negotiate risk exposure successfully.
escaping relativelv unscathed. This research
has led to studies of the factors that protect
against risk exposure. Protectve factors predict
successtul outcomes even 1n the face of risk ex-
posure.

Three classes of protective factors have been
identified: factors inherent 1n the individual,
factors related to the deveiopment of social
bonding. and healthy beliefs and clear stan-
dards for behavior (Hawkins et al., 1992). In-
dividual protective factors include female
gender. high inteiligence. a positive social ori-
entaton. and a resilient temperament. Social
bonding includes warm. supporuive, affective
relationsaips or attachments with famiiv mem-
bers or other adults. It also inciudes the devel-
opment of commutment to the iines of action
valued bva social group suchas familv. Heaithv
beliets and ciear standards inciude famiiv and
community Norms opposed to drug use. crime.
and violence and supportive of educational
success and heaithv deveiopment.

THE SOCIAL
DEVELOPMENT STRATEGY

The social deveiopment strategy 1s a pre-
vention approaci for reducing identitied risk
factors ov ennancing known protective tactor:
against health ana bebavior problems 1Hawk-
ins & Catalano. 19921 The sociai deveiopmen
strategy Is derived [rom major crimunoiogica
‘heories. inciuding sociai learning theorv, dit
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‘erentiai assoc1anon tieory. and soctal Control
theorv 1Catalano &« Hawkins. 14961 The sirat-
=gy speciiles how nrotective 1actors can be in-
troduced to work togetner to protect ciulidren
2xposed 10 risk.

The goal of the stratery 1s heaithv cnildren.
Heaithv beliefs and clear standards for behav-
:or in the tamilvy and communitv promote
healthv behavior 1n children. To illustrate.
epidemiological studies have documented the
impact ot chanaing beliefs about the social ac-
ceptabilitv and perceived risks ot mariiuana
and cocaine use on the prevalence of use of
these drugs among high school seniors in the
United States. Increasing social disapproval of
use and an increased perception of nsk associ-
ated with these substances was followed by a
reduction 1n the prevaience of marijuana and
cocane use bv high school sentors through the
eariy 1990s (Johnston. 1991). More recently. a
decrease tn the percerved harmfulness of mart-
juana use in 1992 was followed by an 1ncrease
in the prevalence of manjuana use in 1993 in
the Monitoring the Future epidemiological
study. Healthv beliefs and clear standards have
just begun to be discussed as thev apply to vio-
lence in families. neighborhoods. and com-
munities. \We are oniv starting to question the
hitting of children as a familv discipline teci-
nique, sav publiclv that fighting and vioience
are not acceptable ways to solve problems. and
communicate that entertainment that models
violent solutions to problems shouid not be
sponsored. We need to set clear standards about
what 15 acceptable behavior in the United
States in the 1990s and bevond.

We must also re-create a sense of commu-
wity, of bonding in the United States. Despite
the coange 1n norms. thousands of voung peo-
ple in the United States each vear use tobacco.
alcohol. marnuana. cocaine. and other drugs.
These voung people are unatfected bv the new
norms against drug use because thev have no
investment in the grouos that are communicat-
:ng the heaithv beliefs and clear standards
about drugs. In part as a result of risk exposure
in their famiiies. schools. and communities.
these voung peopie ignore the messages that
some of these grouns mav be seeking to com-
Municate. For this group to acceot these mes-
sages. we must first help them to develop the
motivation to live bv healthv standards for be-
havior. The social deveiopment stratezy sue-
Zests that those whno are bonded to individuais
and insututions that promote healthy beiiers

1

:1a ciear standaras wiil adoot s:miiar netiers
ina stanaards. Bonding can proviae the mot-
auon that vouth needa to protect them rrom ex-
nosure to risk. Children wno are bonded to
those wio hold heaithyv beiiets ao not want to
‘hreaten that bona bv behaving 11 wavs that
would jeopardize their retationsnips and 1n-
vestments.

To build bonding to a social unit. three con-
ditions must be met. Children must be provided
with meaningful. challenging opporrunides to
contribute to their family, school. peers. and
community that help them teei responsible and
significant. Children also must be taught the
skills needed to take aavantage etfectivelvof the
opportunities thev are provided. It children do
not have the skills necessarv to be successful.
thev experience frustration and:or failure. Fi-
nally. children must receive recognition for
theur eiforts. Recognition and acknowiedgment
give children the 1ncentive to continue to con-
tribute and reinforce their skillful pertormance.
Individual protective factors atfect one’s ability
to perceive opportunities, deveiop skills. and
perceive recognition. Forexample. if achild has
a positive social orientation, he or she is more
likelv to see a child care setting as an opportu-
nitv to make new friends. A child with high in-
telligence mav have an easier time iearning to
read in the classroom of a mediocre teacher
than do other children.

PREVENTION PRINCIPLES

An understanding of the evidence on risk
and protective factors for crime. viotence, and
substance abuse suggests a setof principies that
should guide prevention programmung.

1. To be etfective. prevention etforts must
address known risk factorstorcrime. vio-
lence. and substance abuse.

2. Prevention efforts must make a ciear con-
nection between the program activities
and the goal of risk reaucuon. To illus-
trate. familv management problems have
been 1dentified as a risk factor for heaith
and behavior problems in coiidren. Fam-
ilv management problems mav emerge
from different sources. if. for exam-
ple. famiiv management proolems are
thougnt to occur because parents who
work need more etfective wavs to moni-
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‘or their cniidren s behavior. cziid care
:enters. scnoois. aid latchkev orograms
:ould summarnize catidren s daiuv benav-
:0r 10T parents to assist them 1n monitor-
:ng their cniidren s oenavior wanen thev
ire not present. Alternauvely. famiiv
Tanagement Drobiems mav arse [rom a
‘ack of knowiedee or effective discipiine
‘echniaues. [n this case. providing par-
2nts with opportunities to learn and
practice a varietv of discipiine tech-
aiques may oe etfective. The tink be-
lween prevention activities and the risk
reduction objective should be cieariv
specified.

Preventuon programs shouid seek to
strengthen protective tactors waile re-
dUCINg risk.

Risk reduction activities shouid address
nsks at or before the time thev become
predictive of later problems. Intervening
early to reduce nsk is likely to mmmimze
the etfort needed and maximize the out-
come. For example. intervenuons to im-
prove famiiv management practices
prenatailv ana in infancy are likeiy to be
moreetfective than waiting to initiate the
intervention until after a referral for
abuse and negiect.

Interventions should target individuais
and communities that are exposed to
muitiple risk factors. Because there 1s
wvidence that those exposed to muitipie
risks are at much eievated nisk. erforts to
prevent chronic and serious proolems of
crime. violence. and substance abuse are
most likelv to be effectuve 1if focused on
these populations. Working with whaole
communities has advantages in that in-
dividual children are not labeied at very
eariv ages as potential proolems. Famu-
‘ies at risk include those headed bv sin-
zle. poor. andvor teenage mothers. Com-
munities at nisk inciude poor and
isorganized neighbornoods with high
‘eveis of crime. violence. and substance
ipuse. 2\ communitvwide approachn al-
.ows higher- and lower-risk famuies in
1 neignbornood to work ana learn to-
zether. modeiing, supporting. snd rein-
‘orcing etforts to strengthen protective
ractors and Drocesses.

Because muitinle risks present in muiti-
“ladamains nreqaict €erious crime. vio-

[ence. 0 :unstance aouse. muiti-
stranaed prevenuon anproacnes soouid
be usea that aadress kev nisk factors at-
fecting a neignbornood or community.

Prevention programs must be designed
and impiementea toreact and be accept-
able to the diverse racial. cuiturai. and
SOC10ECONOMIC Croups to be inciuded.

EFFECTIVE
EARLY INTERVENTIONS

This section summarizes the evidence on
prevenuon program effectiveness in reducing
risks and enhancing protective factors for vio-
lence. crime. and substance abuse. Hawkins
and Catalano (1992), Hawkins et al. (1992), In-
stitute of Medicine (1994}, Olds ard Kitzman
(1993). and Yoshikawa (1994) have extensively
reviewed rigorously designed evaluations of
preventive intervenuons targeting nsk factors
for delinquency. violence. and substance
abuse. The reader is referred to these sources
for more complete descriptions of programs
and their effects.

The programs described here have demon-
strated their ability to reduce risks and enhance
protective factors against cnime. violence. and
substance abuse. Some of these programs have
demonstrated long-term preventive effects on
crime. violence. and suostance abuse as weil.
Onlv programs that provide services to indi-
viduals and/or their famiiies are 1nciuded here.
Community activauon. community develop-
ment. community policing, changes in laws or
regulations. and other communitvwide inter-
ventions aimed at affecting broad community
risks are discussed 1n Chapter 4 ondelinquency
and violence prevention programs 1n child-
hood. adolescence. and the communuty.

It should be noted that the preventive inter-
ventions discussed here nave been tested ex-
tensively tor their etfects on reducing risks
among children born to singie ioften teen!
mothers in poventv. Preventive tntiatives using
these eariv intervenuons snouid be designea
anaimplementeatoreacnthosechildrenatnsk
bv virtue of low oirthweient: preterm pirth:
and/oran unwed, poor. or teenaged mother. The
interventions discussed here are organized
developmentally from the prenatal period
hrougn age 5.
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Pre--Perinatal

Routine vre- 1nd pennatal medicai care ae-
creases (e incidence of perinatai difficuities
and minor pavsicai abnormaiities ([nstitute ot
Medicine. 1994). Intervenuons should use the
broad definition ot prenatal care recommended
by the U.S. Public Health Service Expert Panei
on the Content of Prenatal Care {USPHS. 1989)
and inciude eaucation for the mother regarding
the physioloeical and emotionai changes of
pregnancy, letal growth and development. and
psychosociai preparation tor childbirth. Fur-
thermore. home visitation bv heaith profes-
sionals during pregnancy that includes inten-
sive heaith educauon tor the mother improves
high-risk motners {e.g.. smokers. teens| heaith-
related behaviors and reduces the rates ot pre-
term deliveries and low-birthweight babies
(Olds & Kitzman. 1993). Health education can
decrease the pregnant mother's use of alcohol
and other drugs, which helps to prevent brain
damage in the infant. Community-level efforts
to prevent head and other injuries (see U.S. De-
partment of Health and Human Services. 1992}
also should be part of a comprehensive strategy
to reduce the occurrence of injuries resuiting
in brain damage.

Birth to Age 4

Three tvpes of interventions in this devel-
opmental substage address risk and protective
factors for crime. wiolence. and substance
abuse. These are immunizations. home- and
familv-based interventions. and educational
day carespreschool. The length and timing of
the interventions 1n this developmental sub-
stage varv from program to program. and in
practice. several tvpes of interventions are
typicallv compined into one multicomponent
program. Manv interventions that begin in this
period also can be continued in the develop-
mental substage rrom ages 4 to 6.

Immunizcuons

All children. regaraless of individual cir-
cumstance. soouid be immunized against such
infectious diseases as poliomvelitis. diph-
thena. pertussis. tetanus. measles. mumps. -
bella. meninaius. and hepanus B. Protection
against manv or these diseases nelps to prevent
associatea brain damage. a nisk factor tor later
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Home- and Fumiiv-Buasea Intenventions

Home- and familv-based interventions usu-
aily involve a professionai or trained parapro-
fessional service provider visiting the famiiy at
home. The content of these interventions has
differed among programs. and muiticompo-
nent programs have used different combina-
tions of interventions. Therefore. each tvpe of
intervention 1s mentioned here separately. al-
though most evaluations have documented the
aifects of combinations ot several of these 1n-
terventions.

Parent training serves to reduce the risks ot
poor familv management practices and a
child's earlv aggressive behaviors and con-
duct problems {Hawkins et al., 1992: Olds &
Kitzman. 1993). Parent training tvpically en-
tails instructing parents on how to set clear
expectations for behavior, monitor childrens
behavior. reinforce positive behavior. provide
consequences for 1nappropriate behavior. de-
velop and use effective communication skills.
and nurture children. Parent traiming inter-
ventions can be successfully :mpiemented
individually through videotape instruction
{Webster-Stratton. 1984. 1992). parent groups.
and home visitors.

Programs that are designed to enhance par-
ent-child interaction promote a child’s bonding
to ramiiv (Hawkins & Catalano. 1992: Olds &
Kitzman. 1993). Manv nterventions of this
tvpe 1nvoive structured activities. such as a par-
ent and child plaving games together. that mav
be monitored bv a nome wvisitor. The use of 1n-
fant carners (such as the Snugli) that are
strapped to the parent also increases the
amount and quality of parent-child interaction
and therebv strengthens a child’s atiachment to
the adult caretaker {Amsfeld. Casper. Nozyvce.
& Cunmngham. 1990).

Child cognitive development activities mav
he carnted out bv a home visitor or a parent
iOlds & Kitzman. 1993). These activities orten
»mphasize language development and mav in-
-olve interacuive reading to children as weil as
structured plav sessions with tovs.

Famiiv support intervenuons also address
-:sk factors of poor 1amiiy management. paren-
*al drug use and crime. extreme economic dep-
-ivation. ana academic :ailure. and the protec-
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nvertacter oroarent-cnidd bonaina. Heasth eau-
-«alon wer moners or voung chlidren mav neip
‘eauce motners suostance use tOlds & Kitz-
man. 19931 Home visitors promotion of sociuf
service use ana assistance (o mothers in acniev-
:ng educational und occupational goats both
counter n:gn-risk famiiies” economic depriva-
tion 10lds & Kitzman. 1993, Yosnikawa. 1994},
Home visitors can act as advocates tor the fam-
ilv. helping ramiiv members obtain needed so-
cial services and encouraging the mother to
pursue ner educational and occupationai
plans. such as returning to high school to com-
plete a GED. Furthermore. provision of fnstru-
mental support to mothers, such as child care.
otfsets some of the hardships caused bv eco-
nemic deornivation (Olds & Kitzman. 19931
Transportation to health clinics and early edu-
cauon centersis another example of instrumen-
tal support that can be necessarv 1f famulies are
even to receive intervention services. A loy
and/or book lending library, which 1s intended
toaid in children's cognitive deveiopment. also
mav be oifered 1n conjunction with home visi-
tation services or an early education program
(Olds & Kitzman, 1993). Home visitors provi-
sion of social support to mothers helps engage
parents in an intervention and can reinforce
parents’ learming and behavior changes (Olds
& Kitzman. 1993). Bv becoming a friend of the
family who cares and listens. the home visitor
is 1n a good position to educate and influence
famuilv members 1n positive wavs.

The PrenatabEariv Infancv Project is an ex-
ample of a comprenensive program that in-
cludes manv of the intervention components
from ooth the pre-perinatal period and the
birth to age 4 deveiopmental substage (Olds.
Henaerson. Chamberlin. &« Tateibaum. 1986;
Olds. Henderson. Tatelbaum. & Chamberlin,
1986). This program targeted a semirural Ap-
palachian region of New York State that had
high rates of povertv and child abuse. Most ot
the mothers in the sample were unmarried and
from the lowest socioeconomic group. and
nearlv haif were teenagers. [n the full impie-
mentation ot the program. home wvisitation bv
a nurse pegan auring pregnancy and continued
until children were 2 vears old. These nurses
provided mothers with heaith education. par-
ent education. |ob and education counseling.
heaith and social service iinkage via referrai
and advocacv. and emouonai and social sup-
port. The nurses aiso encouraged close trienas
and famiiv memoers ot the mothers to partici-

Catemnlle fome Visis ana assist motsers with
“Zeir needs, ;nciuaing cmild care and house-
~0ld responsiptilities.

The prolect was evaiuated using a random-
zed clinicai tnal design. The evaiuation dem-
Jnstrated SI2MIIiCant reductions 1n severat risk
‘actors. Program participation decreased peri-
natal difficuities tor teenage mothers and moth-
2rs who smoked. In addition. 24 months arnter
the end of the program. therate of veniied child
abuse and neglect was 19% in the controi group
but oniv 4% for program participants. Further-
more. of the mothers wno had not finishea high
school at the beginning of the study. program
participants were twice as likely as controis to
graduate high school or be enrolled in an edu-
cational program. Program participation alsc
increased emplovment for single. poor. olde:
mothers and delayed subsequent pregnancies
for single. poor mothers.

Parent-Child Interaction Training is anothe:
exampie of a program dunng this period tha
effectively reduced risk factors such as poo:
familv management practices and early antiso
cial behavior (Strayhorn & Weidman. 1991}
This program targeted low-income parents whc
had complained that their preschool childre:
{ages 2 to 5) exhibited at least one behaviora
or emotional problem. Most parents wer:
unmarried and experiencing depressive symg
toms. and the sample was predominantiy Afn
can Amencan. In the program. parents partic:
pated in 4 to 5 two-hour. small group session
wath instruction and role-plaving on parenun
skills. :ncluding behavioral management. Par
ents also were trained to plav constructivei
with their preschool children and conducte
individual plav sessions with them. attenain
sessions until thev reached a criterion leve:. .
randomized trial showed that at the 1-vear 1o
low-up. program children :mproved signnr
cantlv more than did controls in terms .
teacher-rated attention-deficit/hvperactive. a
gressive. and anxious behawvior.

Althougn it has not been rigorously evai
ated. the Heaithv Start program in Hawau ic
promising example of a statewide. poiic
driven, earlv intervention program. Heaitl
Start 1s an ongoing service project that aims
prevent child abuse and neglect througn redu
:ng nisks of poor fanuly management ana ac
demuc failure and enhancing the protecuve ra
‘or ol parent-child bonding (Breakev % Pra
1991). Heaithv Start screens mothers wno &
iamitted to hospitals for childbirth and uses
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indicators for aetermiming at-risk status. The
screening proceaures are etfective 1 idennfv-
ing those tamuiies at high and low risk for child
abuse and negiect {Hawan State Department ot
Health. 1992). Families determuned to be at risk
are offered comprenensive early intervention
services, and approximatelv 95% of the tam-
lies accept the otfer for services. The program
serves families beginning postpartum and con-
tinues until children are age 5. Healthv Start
provides linkage to a “medical home.” which
emphasizes preventive health care. and com-
prehensive home visitation by trained para-
professionals. which includes parent training/
education. familv counseling, enhancement of
parent-child interaction. child development
activities, health and social service linkage and
coordination. and emotional and social sup-

port. Home visits are weekly 1n the beginning,.

but the level and intensity of services varies
over time with the needs and risk level of the
families.

Educare

Structured educational dav care. or edu-
care, and preschool programs that emphasize
language development (including teacher-
directed. student-centered. and student-1niti-
ated programsj advance childrens cognitive
and social deveiopment (Yoshikawa. 1994). Dif-
ferent structured programs seem about equally
effective 1n reducing these risk factors and en-
hancing children s bonds to school and home
(Hawkins & Catalano. 19921

Three major controtled studies of early
childhood education and home visitation have
followed up participants weil 1nto adolescence
and have shown these interventions to predict
lower rates of vioience and crime. The Perrv
Preschool program is one example (Berrueta-
Clement, Schweinhart. Barnett. Epstein. &
Weikart. 1984). The program used the High/
Scope Cognitiveiv Ortented curniculum to fos-
ter social and intellectual deveiopmentin chil-
dren age 3to 4 vears. The program targeted chil-
dren with below average IQs from low-1ncome
African American ramilies 1n a poor neighbor-
hood in Ypsilanu. Michigan. Neariy half of the
children 1n the studv were from singie-parent
families. In the program. the preschool teacher
divided the classroom into language-oriented
learning centers that encouraged children to
use.experience. anadiscover language through

ol
ur

ictivities anad plav. The teacner and child
jointlv piannea and initiated activities. ln ad-
ition to eariv educauon. the program had a
lome visitation component in whnich teachers
met with each mother and child weekly. The
teacher encouraged the mother to engage the
child in acuvities 1n a manner consistent with
the classroom curriculum.

In a randomized trial. the Perrv Preschool
program showed significant reductions in risk
factors as weil as criminal and violent behavior
(Berrueta-Clement et al., 1984). Program par-
ticipants attached greater importance to school
and displaved higher academic achievement
than did controis as indicated bv standardized
tests and grade point averages 1n high schooi.
high school completion rates. and literacy lev-
els at age 19. By age 19. onlyv 31% of program
participants. as compared with 51% ot con-
trols. had ever been arrested or charged with a
crime. Program participants also self-reported
approximately 50% less violent behavior than
did controls. The Perry Preschool program also
had other positive impacts, including better
emplovment and a lower likelihood of receiv-
ing public assistance by age 19 for program par-
ticipants in comparison with controls.

Two other programs that employved early
education and home and family interventions
are the Houston Parent-Child Development
Center and the Svracuse Familv Development
Research Project. During the tirst vear ot the
child’s life. the Houston Parent-Child Deveiop-
ment Center program consisted of home visita-
tion services that focused on enhancement of
parent-child interaction and child cognitive de-
velopment activities. The second stage of the
program began when the child was age 2 and
consisted of center-based educational nurserv
school and center-based parent traiming. Par-
ticipants 1n the Houston Parent-Child Develop-
ment Center program displaved less teacher-
rated fighting and disruptive. impulsive, and
restless behavior than did control children at 5
to 8 vears lollow-up when children were ages
8 to 11 vears {Johnson % Walker. 10871, The
Familv Deveiopment Research Proiectinciuded
1home visitation component wath parenttrain-
ing. cnbhancement ot parent-child interaction.
child cogniuve development activities. social
support. promotion of social service use. and a
tov and book lending librarv. The other com-
ponents ot the program were center-based edu-
cational child care and a parent organization.
A follow-up evaluation showed that oniv 6%
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e Urogram Dariicivanits had juvenile re-
oras bv age 15 in comparison to 22% o1 the
ontrots tLallv. Mangione, & Honie. 1388)
“loreover. program participants wno nad juve-
2ule recoras commutted less serious and fewer
oifenses than aid controi subiects who had -
Venlle records.

Ages 4 to 6

As children prepare to enter elementarv
scnooi. the prevenuve interventions imple-
Tented in the eariier developmental periods
should be supplemented with socral compe-
‘ence curmcula. A social competence curmcu-
‘'um mav be delivered at preschool centers or
it home by parents. These curricula aim to
counteract and prevent earlv antisocial be-
navior by teaching basic interpersonal skills
(Hawkins et al.. 1992), '

Two examples of programs of this tvpe are
the Interpersonal Cognitive Problem-Solving
{ICPS) and the PATHS curmnicula. The ICPS cur-
ricutum seeks to decrease impulsivity and in-
hibition (Shure & Spivack. 1980: Spivack &
Shure. 1989). The program format consists of
dailvlessons in the form of games. Early lessons
focus on simple word concepts, such as “not.”
“or.” "same.” “different.” and "because.” that
are essential for understanding later problem-
solving skills. The rest of the curnculum em-
phasizes alternative solutions to interpersonal
problems. consequential thinking. and recog-
niuon ot and sensitivity to others feelings. In
preschool. kindergarten. and home impiemen-
tations ot the ICPS curniculum with children
from iow-income. urban famuiiies. the socal
competence training produced significant and
duraple etfects on behavioral adjustment. in-
vluding aggressive and socially inappropniate
behaviors. and problem-solving skills when
children exposed to the program were com-
pared with controls (Shure & Spivack. 1980.
1982. 1988).

PATHS (Providing Alternative THinking
Strategies) 1s a more recently developed sociai
rompetence curricuium that seeks to reduce
~anv anusocial behavior bv 1ntegrating emo-
rional. cognitive. ana behawvior skill deveiop-
ment in voung children (Greenberg & Kusche.
9931 The PATHS curriculum begins with kin-
dergarten children and has tour main obiec-
‘1ves:1a) control arousal and behavior throuen
<ell-reguiation (“stop and calm down 1 (b) de-

RI0D GIIECHIVR vNCADUIATY and emonon pro-
'ess1ng 10 Neld unaerstand seif and others: ¢!
‘ntegrate atfective. Lognitive. and linguistic
:kills tor etfective sociai proolem soiving; and
d} promote positive seif-esteem and effective
peer reiations. Lessons are deveiopmentally se-
quenced and inciude dialoguing, role plaving,
modeling by teachers and peers. social and self-
reiniorcement. attribution training, and verbal
mediation. The program has been evaiuated
and found to be effective in reducing behavior
problems of deaf children (Greenberg & Kusche.
1993). Although evaluations are ongoing with
hearing populations. the approach represents
an advance over earlier social competence cur-
ricula because 1t integrates skills to recognize
and regulate emotions with cogmtive and be-
havioral skills training, an element missing
from earlier skills training programs.

PLANNING AND
IMPLEMENTING EARLY
PREVENTIVE INTERVENTIONS

The overall effectiveness of a community's
prevention efforts will be determined by the
processes used to decide on the prevention
strategies to be included. by the specific pre-
ventive interventions used. and by the methods
used to implement these interventions. Preven-
tion programs should address the highest prior-
1ty nsk factors to which children in the commu-
nity are exposed. Communities are likelv to
have different profiles of risk. The greatest ef-

“fects will result from interventions that address

those factors that put children in a particular
community at most danger of developing ser:-
ous cnminal. violent. or substance-abusing e-
havior. Each community needs to assess its
umque risk factor protile as a foundation for
selecting and designing preventive interven-
tions that address the risk factors most noxious
in that community.

Interventions must be able to reach and
vommunicate effectivelv with the population at
risk. This 1s a cnitical element of intervention.
To be etfective. prevention programs must be
designed to address diverse populations. Pre-
ventive interventions must empower people to
take ownership of the intervention techniques.
\Vithout this ownership. it 1s difficult for even
the most potent intervention to be appiied with
sutficient vigor to change a neighborhood. fam-
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tiv. or cotid. Comopining xnowiedge ol ettective
r1SK- and protecuve 1actor-tocused prevenuon
programs with local ownersnip of prevenucn
iniatves wudl resuit in the best outcomes.

Intervenuons snoufd be fong rerm tor the 1uil
preventive benefits to be reaiized. Sustainea ef-
forts are required to cnange and shape oehavior
patterns. To itlustrate. 1n programs using home
visitors to deliver services. long-term interven-
tion increases the likelihood of the mother ana
visitor deveioping a trusung reiationship. ana
consequently. the mother rorging a lasting com-
mitment to her own and her child’'s deveiop-
ment {Olds & Kitzman. 1993). "Quick fixes " are
uniikelv to have enduring etfects in preventinz
crnime. “1oience. and supstance apuse.

Prevenuve intervenuons require a service de-
livery svstem that 1s unified In its vision of risk-
focused prevention and emplovs personnei
trained for specific intervention tasks to be suc-
cesstul (cf. Gomby. Larson. Lewit. & Behrman.
1993). Those who control social. health. legai.
and educational resources 1n a communitv as
well as service providers should be guided by
a shared understanding of the risk-focused ap-
proach to prevenuon if adequatelv tunded.
well-coordinated. and comprehensive nisk re-
duction efforts are to be implemented. Bevond
this. service providers. whether protessionais
or paraprofessionais. must be given thorougn
training in the preventuve methods they are ex-
pected to impiement. All statf require reguiar
inserice training. supportive supervision. and
sutficient compensation 1n order to provide
qualitv services. engage familties and children
in the intervention. and alleviate 10b stress.
Special prevention-oriented training and tecn-
aical assistance mav be needed to raciiitate
these changes 1n a communitv's service deliv-
erv svstem.

Finailv, expectations about the magnitude or
intervention effects should be realistic. Good
eariv intervention programs tend to snow mod-
estto moderate benefits, and earivintervention
alone1s not a ‘silver pullet” to serve ail preven-
llon needs. Larger reductions i1n crime. vio-
lence. and substance abuse are more iikely it
preventive etforts aiso inciude programs di-
rected at other developmental stages and in-
voive communitv-levei interventions ifor de-
tails. see Hawkins et al.. 1992. Institute of
Medicine. 1994 and Chapter 4. this voiume. on
delinquency ana vioience prevenuon in cotid-
200a. saoiescence. ind the community

A MODEL FOR IMPLEMENTING
A COMPREHENSIVE EARLY
INTERVENTION STRATEGY

The 1oregoing considerations regarding
planning and impiementation suggest that a
comprefiensive eariv intervenuon strategy is
best impiemented ana coordinated at the com-
munity level. An exampie of an approaca for
communiy implementation ot a risk-focused
prevention strategy 1s the Communities That
Care (CTQ) strategy (Hawkins & Catalano.
1992). The strategy s a comprenensive. long-
‘erm. communitvwide approacih that ailows
communities to tailor eariv intervention etforts
inresponse to eprdemuologicai evidence on risk
ana protective factors 1n the community. The
strategy recognizes and builds on exisuing re-
sources and programs 1n the communty to de-
velop a comprehensive svstem for risk reduc-
tion and enhancement of protective factors.

The Communities That Care strategy results
from more than 14 vears of research on delin-
quency and substance abuse preventon. [t con-
sists of a planning phase and an impiementa-
tion phase. The pianning phase. which spans
1 vear. 1nvolves commumntyv mobilization. risk
and resource assessment, and strategic plan-
ning. This phase begins by onenung kev com-
munity leaders—including mavors: police
chiefs: judges: schooi superintendents: and
business. civic. and religious leaders—o the
nisk-focused prevention approacn. The orien-
tation assists kev leadersin assessing their com-
munitv's readiness tor the approaca. Invoiving
kev leaders in the process makes it more iikelv
that thev will commit resources to prevention
once the communityv's strategic prevenuon
plan 1s completed. After the orientation. the
kev ieaders appoint or identifv a communuty
prevention board that is made up of diverse
community members. including xev intormal
'eaders: grassroots communitv leagers: and
~ducationai. law entorcement. and heaith and
liuman service deliverv personnei. The preven-
'lon poara 1s established as a permanent insti-
‘ution ot the communutv. Once estabiisnea or
denuified. the communitv prevenuon poara is
‘rained to assess 1ls community s risks and re-
sources through coilecting data on risk factor
:ndicators and assessing existing programs. .\f-
‘er assessment 1s completed. the community
boara prionuizes risk factors that are eevated
or trending 10 unwantea directons. :denuties
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Programming gaps. and learns apout etfective
appreacnes (o aadress prioruv risk tactors. The
boara then creates a strategic prevention plan
that speciiies prevention programs to address
high-priority risk factors 1n the communitv.
Existing programs that address nigh-priority
risk factors in the communuty are included in
the strategic plan. The pian inciudes a design
for process and outcome evaiuations of the
strategy.

The 1mplementation phase begins at this
point. The board creates task forces for each
program element in the action pian. These task
forces oversee program planning and imple-
mentation 1n that area. The board then imple-
ments the identified programs. On an ongoing
basis. the community board svstematicallv
evaluates the implementation and outcomes of
the programs. completing a new risk and re-
source assessment at least every 2 vears. As
changes in risk and protective factors occur 1n
the community, the communitv board can ad-
justits prevention plan to retlect these changes.
This allows the prevention board to redesign
its plan to meet changing conditions produced
by erther the preventive interventions’ effec-
tiveness or changing risk conditions.

To summarize. efforts to prevent cnime. vio-
lence. and substance abuse shouid focus on re-
ducing nisk factors and increasing protective
factors against these problems identified
through longitudinai and epidemiological re-
search. This chapter has outlined the risk and
protective factors tor these problem behaviors
during the developmental penod from birth to
age 6 and has reviewed promising interven-
tions that reduce risk and enhance protection.
To implement these interventions. commun-
ties should own. design, and guide their own
comprehensive local strategies using the risk-
focused prevention approach. Communities
that find nisk factors affecting children from
conception through age six to be major con-
tributors to overall levels of community risk
should consider the preventve interventions
reviewed in this chapter for inciusion in their
strategic prevention plans.

NOTE

1. The prevenuon of substance abuse 1s inciuded
«athin the scope ot this comprenensive intervention
strategy because substance anuse trequentiv contnb-
utes (o violent and cnminai behavior. For exampue.

199167 hotthe nersons arrestea in 4 urpan areas
“vere undcr the mriuence o some arug (Nationai [n-
stitute ot Justice. 1992). Moreover, eliorts tor prevent-
INg CTime. VIolence. ana supstance aouse shouid be
comoined. since ail three proolem benaviors are pre-
dictea by a numoer of commeon risk factors
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