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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. 

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 grotqj, 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. 

Pivcrty places children at risk for school provide adequate schooling or skills to 

failure (Goodlad, 1984) and school low-income students. Over half of poor stu-
dropout (Wittenberg. 1988), for serious de- dents do not graduate from high school 
linquency and crime (Blumstein, Cohen, (Bastion, Fruchter, Gittell, Greer, & Hask-
Rotk & Visher. 1986; Elliott, Huizinga, & ins. 1985). 
Menard, 1989), and for alcoholism and Significant federal and state investments 
other drug problems (Robins & Ralcliff, have been made in programs aimed at 
1979). The problems facing children in counteracting the educational disadvantage 
poverty are particularly pressing now that of poverty YJew»ngj, 1988; Kober, 1989). 
one-fourth of America's students in grades Head Start, for example, costs about S1.2 
one through 12 live in poverty, and they billion annually in federal fiinds, although 
will become more pressing by the end of it reaches only 20% of poor preschool chil-
the decade when it is estimated that one- dren each year (McGeary. 1990). Chapter 1 
third of students in American schools will of the Elementary and Secondary School 
live in poverty (Jennings, 1988). Evidence Improvement Act supports special com-
suggests that American society is failing to 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 nave been estimated to reach about 
25% of all school-aged children at some 
pomt during their school careers (Kennedy, 
Birman, & Demaline, 1986). The Hawkins 
Stafford Elementary and Secondary School 
Improvement Amendments of 1988 (PL 
100297) authorized 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 I 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 identified. 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 I 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-
achievement and consist of strictly reme­
dial educational services. This lack of a 
preventive aspect may make the problem 
more difHcuit 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 (Goiifredson. 1981), as 
well as substance abuse and delinquency, 
have been correlated (Blumstein, Cohen. 
Roth. & Visher, 1986; Donovan & Jessor, 
1985). Substance abuse has also been 

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 <fe Jessor, 1977) or repre­
sent more distinct behavior pattems (Gill-
more, Hawkins, Catalano, Day, Moore, & 
Abbott. 1991), smdies 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 teachmg 
and family management skills to prevent 
leaming and behavioral 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
multaneously in multiple social units to re­
duce risks for academic failure and prob­
lem behavior has been supported (Comer, 
1988; Hawkins, yon Cleve, & Catalano, 
1991; Slavin, Madden, Karweit, L 'lvermon, 
& Dolan, 1990). Although there are differ­
ences in specific approaches, several pro­
grams have begun to incorporate multiple 
interventions that anempt 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, dmg 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
cy, and dmg 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 (Catalano & 
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, Lama-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 dmg 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 
intervendons 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 Developmeru 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 

unit, by the skills the individual applies in 
participating in die social unit, and by rein­
forcements provided by the unit for the in­
dividual's behavior (Catalano & Hawkins, 
in press; Hawkins, Catalano, Morrison et 
ai., 1992; Hawkins & Weis, 1985). The 
model also accounts for the importance of 
antisocial peers in influencing antisocial 
behavior (Elliott, Huizinga, & 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 aaive 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 <t Weis, 1985). Teaching and family 
practices that maximize these conditions 
should promote successfiil 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 eight Seattle public schools in 
1981. At that time, two schools were as­
signed to be fiill-control or full-experi­
mental intervention sites. In the remaining 
six schools, entering first grade students 
were assigned to intervention and control 
classrooms randomly (Hawkins, Von Cleve, 
<t 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 initial 
subjects entered the fifth grade, the panel 
was expanded to include all fifth-grade stu­
dents in 18 Seattie elementary schools.* 
This modification led to the recapmre of 
some intervention students and the addition 
of more control children to the smdy, 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 involve­
ment with antisocial others by combining 
modified teaching praaices 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 instmctional meth­
ods with three major components: proac­
tive classroom management, interactive 
teaching, and cooperative leaming (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-
er3 were also trained to provide cognitive 
problem-solving instmction using a curric­
ulum developed by Shure and Spivack 
(1988). 

Teachers of control students did not re­
ceive training in instmctional 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. 

Management. Proactive classroom man­
agement seeks to establish an environment 
conducive to leaming, promotion of ap­
propriate student behavior, and minimiza­
tion of dismption in classroom activities. 
Intervention teachers were trained to estab­
lish classroom routines at the beginning of 
the year to create a consistent panem of ex­
pectations. Teachers were taught to give 
clear and explicit instmctions for smdent 
behavior and to recognize and reward at­
tempts to comply. Teachers were also taught 
methods for keeping minor classroom dis-
mptions from intermpting instmction and 
decreasing opportimities for leaming. 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 instmctional condi­
tions, virtually all students can develop the 
skills necessary to succeed in the class­
room; it has resulted in improved leaming 
in a variety of classroom situations. It re­
quires mastery of specified leaming 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 leaming. 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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leaming methods involving small groups 
of students with different abilities and 
backgrounds as learning parmers. Smdents 
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 each stu­
dent to contribute to the team's overall 
achievement. The cooperative leaming tech­
niques used in this experiment were Stu­
dent Teams Achievement Divisions and 
Teams-Games-Toumaments (Slavin, 1989, 

1991) . Research has shown that coopera­
tive leaming methods that incorporate team 
rewards, individual accountability, and 
equal opportunity for success are more ef­
fective than traditional instmctional meth­
ods in improving smdent 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, begirming 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 Febm­
ary (Hawkins, Catalano, Morrison et ai. 
1992) . This schedule of training was de­
signed to allow sufficient guided and inde­
pendent practice in each method before the 
introduction of new methods. In addition, 
introduction of cooperative leaming in 
midwinter appeared to generate an atmo­
sphere of change and irmovation 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
timities and reinforcement for classroom 
involvement, while interactive teaching and 

cooperative learning 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 instmcted in the use of 
this curriculum to teach children how to 
think through altemative solutions to prob­
lems. 

Sbcth-grade students in the intervention 
group received four hours of refiisal 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 altematives 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 childreti could accom­
plish their goals without resorting to prob­
lem behavior. 

Parent IrUervention 
Parent training classes appropriate to the 

developmental level of their children were 
offered on a voluntary basis during first, 
second, third, fifth, and sixth grades. ?TO-
fessional project staff of mixed ethnicity 
provided parenting workshops in collabo­
ration with local school and parent coun­
cils. 
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Child behavior management. The first 
component, "Catch 'Em Being Good" (Haw­
kins et ai. 1987), is a seven-session parent 
trainmg cumculum that was offered to par­
ents of first- and second-grade intervention 
students. The curriculum 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 madi skills (Hawkins et 
ai, 1987). Analyses of the project at the 
beginning of fifth grade showed positive 
effects on bonding to family (Hawkins, 
Catalano. Morrison et ai, 1992). 

During the fû t three years of the pro­
ject, parents of 19 low-income intervention 
smdents 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 Dmg (Free) Years" (Hawkins, 
Catalano, Brown etal., 1988; Hawkins. Cat­
alano, & Kent. 1991), a five-session risk-
focused skills training curriculum. The 
goals were to aj establish a family position 
or policy on dmgs on which all members 
could agree; b) teach parents to train their 
children in social infiuence resistance skills 
so they could stay out of trouble while 
maintaining peer friendships; c) teach par­

ents self-control skills to reduce family 
conflict: and d) create opportunities for 
children to contribute and leam through ac­
tive involvement in new familial roles as 
they approached adolescence. Parents of 
ten low-income smdents attended the 
Preparing for the Dmg (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 smdents 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, dmg 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 normally progress­
ing smdents entered fifth grade, and in the 
spring of 1987 when they completed sixth 
grade. A self-report survey administered to 
all smdy participants measured perceived 
opportunities, skills, and reinforcements in 
the classroom, peer interactions, and prob­
lem behavior, including dmg use and 
delinquency. Smdent questionnaires were 
administered in classrooms. Project per­
sonnel read each question and its response 
categories aloud and instmcted smdents to 
record their answers. Students were as­
sured of confidentiality and monitored to 
ensure independent response. In addition, 
teachers completed the Teacher Child Be­
havior Checklist (Achenbach & Edelbrock. 
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1986) for each smdent in the spring of sixth 
grade. 

Treatment status. The independent mea­
sure was treatment status. For the analyses, 
low-income smdents were divided into two 
conditions: control group (smdents 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). Smd­
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 fiilly 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 fiill 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% 
(A'=106) of the fifth-grade low-income 
subsample completed sixth-grade surveys. 
Of these, 54% {N=51) were female and 
46% (A'=49) were male, yielding an inter­
vention group of 44 (27 female, 17 male) 
and a control group of 62 (30 female, 32 

male). Twenty-five (24%) were European-
American, 44 (42%) Afiican-American, 27 
(25%) Asian-American, seven (6%) Native 
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-
American, 31 (6%) were Native American 
and 21 (4%) were identified as Other. No 
significant 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 
those in the general population sample 
(x'=42.33, p<.05). Smdents in the former 
were less likely to be European-American 
(24% vs. 55%), and more likely to be Afri­
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 
smdies (Brook, Cohen, A. Gordon, 1983), 
the smdents for whom data were not avail­
able in the sixth grade were found to be 
less conventional than those who were fol­
lowed successfiilly. 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 begirming of fifth grade. 
Although these fmdings may limit the ex­
temal generalizability of the outcomes to 
low-income youth who do not move, the 
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internal validity of the smdy was not com­
promised since attrition reflected the de­
parture of low-income smdents 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 instmctional practices of both inter­
vention and control teachers were assessed 
aimually through use of a stmctured 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 
fmdings 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 constmcts and outcome 
measures were composed of concepmally 
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 bodi 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-

grade mean differences on intervening and 
outcome measures between smdents 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 ai, 1989; Far­
rington. 1987). Such analyses allowed in­
vestigation of the possibility of different 
panems of intervention effects for low-
income males and females. 

Intervention effects on each of the model 
constmcts 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 
each potentially affected constmct in the 
model. Second, analyses revealed rela­
tively low correlations between constmcts 
and, even within constmcts, 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 berween the high-risk (low-income) 
intervention and control groups in both fe­
male and male samples, as can be seen in 
TABLE 1. 

•A cotnpletc description of the SeattJc Development Item and Scale Dictionary for the Fiflh. 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 BOYS 

INTERVEMnON CONTBOL INTERVENTION CONTROL 

VARIABLE M SO N M 30 N U SO N M SO N 

Conventxxol 
C U u 3.44 0.56 27 3.13 0.86 10 3.00 0.63 16 3.03 0.82 32 
Pear 355 0.74 20 3.33 0.97 30 3.32 0.75 16 3.25 0.91 30 
Outside daisroom 2.63 108 27 2.45 1 33 29 2.60 1 18 15 2.66 1.12 32 

3.07 0.61 27 2.86 0.70 30 2.85 0.59 17 2.62 0.60 31 
Opportunitw* 
Outside oauroom 3.15 099 27 3.37 072 30 306 0.77 16 3.06 0.96 31 
Clasanxxn 3 3 « - 0 49 27 2.97- 0 82 30 3.21 0.38 17 3.14 0.65 32 
Team teaming 3.63~ 0.56 27 3.10- 0 92 30 3.18- 0.39 17 2.61- 1.01 31 

Skills 
Social 1 78 0.36 16* 1.80 035 27 1 9 6 - 0.05 10* 1 6 3 - 0.50 31 
Sctoolwoix 1.67 0.50 18« 1.62 0.50 27 1 9 0 - 0.17 10* 1.42- 0.59 31 
Cal. Actiievament Test 525 0.48 27 516 0.48 29 536- 0.44 17 509- 0.47 32 
Grades 001 0.71 27 .0.15 064 29 .0.09- 0 83. 17 -0 .61 - 0.84 28 
Substance atxise refusal 2.31 0.49 2e 2.17 Ji.43 29 2.32 0.43 17 2.17 0.33 32 
FKntf management 3.54 0.45 27 3.52 0.54 30 3.41 0,44 17 3.35 0.55 31 

Rewanls 
Classroom psrtlapation 2.08- 062 27 2.58- 0.75 30 3.01* 0.43 17 2.68* 0.65 32 
Peer remtofcement 2.61 0.B2 27 2.72 096 29 2.69 0.70 16 2.81 0.83 31 
Posrtive feedback from 
parents 3.52 0.56 27 3.43 0.63 30 3.35 0.70 17 3.16 0.97 31 

Attacfunent to sctKXK 3.18- 0.76 27 i 6 9 ~ 0.93 30 3 10* 0.48 17 2 .7 r 0.81 32 
Commitment to sctwd 0.59- 0.70 27 0.15- 0.76 30 0.18- 0.67 17 -0.29- 0.88 32 
Bonding to motfier 3.00 0.81 27 2.75 0.91 28 2.79 0.61 17 2.55 0.93 32 
Bonding to father 2.61 0.92 22 2.50 084 20 2.44 0.73 16 2.60 0.84 30 
BaUef in moral order 3.51 0.58 27 3.40 0.56 29 3.36 0.55 17 3.56 0.43 31 
AttBcfvDent to frtends 2.65 0S3 27 2.82 0.83 28 2.59 0.81 17 2.33 0.97 30 

Anttsodal 
Peers, student report 0.72 1.07 29 0.89 1.23 28 1.13 1.40 15 0.92 I J I 28 
Peers, teacfw report 0.31 0.70 16* 0.22 0.51 27 o jo - 0.63 10* 0.55- 0.77 31 

Opportunities 
To get manruana - 0 J 8 - 0.70 27 0.14- 0.72 29 -0.20 0.80 16 -0.10 0.70 31 
NeigfUxxtxnd 2.65 1 16 20 2.69 1.11 29 2.47 1 01 17 2.45 1.06 31 

Antisocial rewards 1.29 0.42 27 1.49 0.56 29 1 47 0.43 17 1.46 0.57 31 
Subatanoe Use Norms 
Percerved nsit 3.44 0.74 27 3.36 084 30 3.32 0.92 17 3.53 0.72 32 
Acceptability (peer group} 3.91 0.20 2« 380 0.42 30 394 024 17 3.88 0.30 32 
Expected adult atootm use 3.46 070 27 3.57 0.66 30 3.59 0.62 17 3.62 0.66 32 

Drug Usa 
AlOOfXH 0.19* 0.40 27 0.39* 0.50 28 0.24 044 17 0.23 0.43 31 
cigarettes 0.07- 0.27 27 0 .3«- 0.40 28 0.06 0.24 17 0.11 0.31 28 
Manjuana 0.04* 0.19 27 0.17* 0.38 29 0.06 0.24 17 0.06 0.25 32 

Delinquency 
Initiation 0.56 0.S1 27 0.«7 0.50 30 0.41* 0.51 17 o.6r 0.48 30 
Runaway 0.04 0.19 27 0.03 0.18 30 006 0.24 17 0.13 035 30 

Nota. Convantxxial'Conventional Involvwnent arxl intarBctxxi Antisocial°Antisocial involvamerrt and interactian. 
*Orop in M Is due to fewer T-CBC completions trf intervention teacners (additional anatyses showed no systematic 
bias between mtervention students with and without T-CBC scores), 
'p.^ 10 (^wo-talled): "ps.OS (two-taded). 

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 leaming methods than did 
their counterparts in the control group, 
/(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 suident'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 
oppormnities for classroom involvement, 
/(55)=2.34, p<.05, than did girls in the 
high-risk control group. Boys' perceptions 
of such classroom opponunities. 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 berween the intervention 
and control conditions for high-risk girls. 
However, teachers rated high-risk inter­
vention-group boys as significantly more 
socially competent, r(39)=4.18. ^.05, than 
high-risk boys in control classrooms. Boys' 
smdy skills and persistence in working on 
schoolwork were also rated by teachers as 
significantly better in the intervention 
group than in the control group f(39)=4.02. 
p<.Q5. 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 (f(47)=2.32, p<.Q5) 
than did their 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 counterparts, 
i{55)=2.02,p<.05. Intervention-group boys 
also reported more reinforcement for class­
room involvement, /(47)=l.85,p<.10, lhan 
did control-group boys, although the dif­
ference only approached significance. 

Bonding. As hypothesized, high-risk girls 

in the intervention condition were signifi­
cantly more anached, r(55)=2.28, ;7<.05, 
and more commined r=2.13, p<.QS, to 
school than were their control counterparts. 
High-risk boys in the intervention condi­
tion were somewhat more attached to 
school, r(47)=l.73.p<. 10. and significantly 
more commined, /(47)=2.01, p<.05, than 
were their control counterparts. 

.Antisocial Involvement and Interaction 
No significant differences were found in 

the degree of antisocial interaction reported 
by high-risk intervention and control girls. 
In conmist. as predicted, teacher reports of 
child interactions with antisocial peers 
were significantly lower for high-risk boys 
in the intervention group, /(39)=2.75. 
/K.05. than for those in the control group. 

Opportumty and rewards. Low-income 
intervention girls reponed significantly 
fewer oppormnities to obtain marijuana, 
f(54)=2.17, p<.05; however, this difference 
is probably due to differential attrition ef­
fects. F=3.18, p<.05, inasmuch as girls 
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 oppormnities 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 girls 
were significantly more likely to have 
smoked cigarenes, r(53)=2.51. /K.05, and 
somewhat more likely to have tried alco­
hol, /(53)=1.70. p<.\0, and marijuana, 
f(54)=1.68,/7<. 10, than were their counter­
parts in the intervention group. 

In contrast, no significant differences in 
dmg use initiation were found berween 
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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 control group were somewhat 
more likely to repon prior delinquency ini­
tiation, /(45)=1.89. p<.lO, than were those 
in the intervention group, although the dif­
ference only approached significance. 

DISCUSSION 
The longimdinal intervention described 

in this article sought to change the oppor­
tunity, skill, and reinforcement stmctures 
of mainstream elementary-school classrooms 
and of their smdents' 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 smdies is that it 
explored the cumulative effects of six years 
of intervention. It also intervened with 
teachers, students, and parents m both 
school and home environments. Few con­
trolled smdies have reported the effects of 
simultaneous intervention in school and 
family contexts as a preventive interven­
tion for academic failure, delinquency, and 
dmg abuse. In fact, few smdies have sought 
to prevent such problems by addressing 
precunors 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. 

These fmdings for low-income girls are 
consistent with several hypotheses of the 
social development model. Perceptions of 
greater oppormnities and reinforcements 
for school involvement have been theo­
rized to create greater bonding to school. 
This bonding should, in tiim, serve as an 
intemal control against behavior perceived 
as deviant, such as substance use initiation. 

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

"iow-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 dmg 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 
teachmg practices and parent ti^ining. 
However, it is important to note that some 
of these constmcts were not significantiy 
influenced by the present intervention. 
Family bonding, management practices, 
and involvement showed no significant dif­
ferences in either the male or the female 
sample between intervention and control 
groups. The lack of fmdings in the family 
domain may, in part, be attributed to low 
anendance for parenting classes. Despite 
several strategies (Hawkins, et al., 1987) for 
parent recmitment (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 metiiods 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 fiilly 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 opp>ormnities for 
classroom involvement. Low-income boys 
did not perceive differences in classroom 
oppormnities. Rather, their social and aca­
demically focused skills as rated by teach­
ers were affected. These fmdings may re-
fiect social or developmenul 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 tum, affected their attach­
ment or committnent (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 intervendon 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 effects on dmg 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 
significantiy negatively correlated with drink­
ing, smoking, and marijuana initiation. 

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

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

The fmdings 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 smdents available for outcome 
analysis all suggest caution in interpreting 
or generalizing the results. However, the 
fmdings 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 fimding for teacher train­
ing and iimovations, in-classroom pro­
grams for schools with high proportions of 
low-income smdents, and parental involve­
ment and training. The results 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 
dmg use. 
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Preventing Serious, Violent, 
and Chronic Juvenile Offending 

Effective Strategies From Conception to Age 6 

J. David Hawkins 

Richard E Catalano 

Devon D. Brewer 

Wioien t juvenile crime is rampant in the 
V United States and has become an epidemic 

infecting neariv every community in the na­
tion. In comparison to other industrialized 
countries, the United States has the highest 
homicide rate tor males age 15 lo 24. which is 
more than lour times greater than the second 
highest national homicide rate and manv times 
more than rates in other nations (Fingerhut i 
Kleinman. 19901. Youth violence in the United 
States also has been increasing in recent dec­
ades, and in the past few years, the increase 
has been especiallv dramatic (Ailen-Hagen & 
Sickinuna. 1993). Between 1965 and 1991. ihe 
violent crime arrest rate for juveniles tripled, 
and between 1987 ana 1991. the rate increased 
50%. which was tuice the increase for adults. 
Dunng the same period, the juvenile murder 
rate rose 85%-.nore than lour times the in­
crease tor persons age 18 and older Further­
more, assaultive \noience is most prevalent in 
teenagers. Officiailv reoorted violent cnme 
peaks at age 18 (Federal Bureau oi Investieation. 
1991). Self-reponea vioient behavior climaxes 
at age 17 tor maies ana at age 15 to 16 lor females 

(Elliott. 1994). In 1991. juveniles accounted for 
17% of all violent crime arrests (AUen-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 
(OJJDP) has developed a comprehensive strat­
egy for senous. violent, and chronic juvenile 
offenders. A small nunonty of juvenile offend­
ers are responsible for the large majority of all 
juvenile offenses, including senous and violent 
crimes (Shannon. 1988: Wolfgang. Figlio, & 
Sellin. 1972). This chapter presents the early 
preventive intervention component of the com­
prehensive strategy To reduce youdi violence 
and cnme. a multifaceted. coordinated ap­
proach is needed, and early intervention is a 
critical fust step (U.S. General Accounting Of­
fice (GAO). 1992). The comprehensive strategy 
is a practical and feasible plan because it in­
cludes prevention, early intervention, and 
graduated sanctions for dealing with offenders 
in a coherent approach that can be imple­
mented in communities. 

47 
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The evidence is clear: Prevention ap-
proacnes appiiea from conception ihrough age 
6 lhat seeK to reauce risk and enhance protec­
tion can be eifeciive in preventing cnme. vio­
lence, and substance abuse • in adolescence and 
young adulthooa. This chapter describes the 
risk-focused prevention approach and outlines 
a comprehensive 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 tirst summarizes the risk-
focused approach to prevention. Then, risk and 
protective factors tor violence, cnme. and sub­
stance abuse are briefly described and a theo­
retical framework for reducing risks and 
enhancing protective factors—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 
risk and resource profile of the community. 

RISK-FOCUSED PREVENTION 

Risk-focused approaches to prevention 
were pioneered by public health professionals 
and have been successful in preventing prob­
lems as diverse as cardiovascular disease and 
traffic-related injuries (Institute 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 identified risk 
factors, such as smoking and a diet high in fat. 
and enhance protective factors, such as regular 
exercise. Risk-focused approaches to preven­
tion ot cnme. violence, and substance abuse ad­
dress lactors that predict the risk of developing 
these problems during adolescence and young 
adulthooa. Risk factors predict increased risk 
;or developing a problem or disorder Protective 

:actors. on the other hand, are conditions that 
counter risk factors or increase resistance to 
them and thus inhibit the development of prob­
lems even in the face of risk exposure. Risk and 
protective factors predict increased or de­
creased probability of developing problem be­
haviors but. just as actuarial tables do not pre­
dict the individual s life experience, they do not 
guarantee the development or lack of develop­
ment of the problem behaviors. Preventive ef-
fons seek to reduce risk factors and promote 
protective factors to foster healthy develop­
ment and averi 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 
protecuve factors are addressed at or slighdy 
before the developmental point that they begin 
to predict later violence, crime, or substance 
abuse, it is Ukely 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. 
Siracfaa-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. It is important to know about 
factors that cannot be changed because they 
help define populations that should receive 
prevenuve interventions that enhance protec­
tion in the face of nsk exposure. Unless other­
wise noted, the risk factors discussed here pre­
dict cnme. violence, and substance abuse. 

Pre-.'Perinatal 

Pennatai difficuiUes (including preterm de­
liverv. iow birthweisht. and anoxia), minor 
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physical cbnormalilics. and brain damaee le.g., 
:rom infectious disease, traumatic head iniurv. 
or pre-/postnatal exposure to toxins such as 
heavy metals, alcohol, tobacco, or cocaine) pre­
dispose children to later violent and aggres­
sive behavior and substance abuse (Brennan. 
.VIednick. & Kandel. 1991: .Vlichaud. Rivara. 
Jaffe. Fay i Dailey 1993). It is plausible that 
some of these conditions, such as brain dam­
age, impair reasoning and impulse control, 
which may lead to increases in cnme. violence, 
or substance abuse when an individual is in 
stressful situations. 

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
tory of alcoholism 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 (Curling. Clifford, i 
Murray 1981: Hrubec & Omenn, 1981). 

Poor family management practices increase 
children s risk for health and behavior prob­
lems. Family management problems include 
parents' failure to set clear expectations for 
children s behavior: tailure to super\nse and 
monitor children: and excessively severe, 
harsh, or inconsistent punishment (including 
child maltreatment or neglect). Children ex­
posed to such poor family management prac­
tices are at increased risk for substance abuse 
and crime (Kandel & Andrews. 1987: Yoshi­
kawa. 1994). 

Rimily contUct also increases risk for cnme. 
violence, and substance abuse. Children who 
grow up in an environment of conflict among 
family members, regardlessof family structure, 
are more likely to e.xhibit problem behaviors 
than are children raised in families without sig­
nificant conilict I Hawkins etal.. 1992; Institute 
of Medicine. 1994: Yoshikawa. 19941. 

In addition, parental attitudes toward and 
involvement m 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 themselves 
(Hawkins et al.. 19921. Children whose parents 
are aggressive and who witness or are victims 
of vioiencG in the home are more likelv to be­

come aggressive ana nolent themselves in ado­
lescence and young adulthood (Farrington. 
1991: -McCord. 1988: Patterson. Capaldi. i 
Bank. 1991: Salzinger. Feldman. i Hammer. 
19931. Parents who involve their children in 
their substance use. such as allowing them to 
pour alcoholic drinks, put their children at 
even higher risk for substance abuse (Ahmed. 

.Bush. Davidson. & lannotti. 1984). 

Ages 4 to 6 

The previously descnbed risk factors con­
tinue to predict later health and behavior prob­
lems, if present during this period. In addition. 
early antisocial 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 for later health and behav­
ior problems. However, it appears that a num­
ber of efforts to promote cognitive development 
from ages 4 to 6 have lasting eifects on academic 
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 cnme. violence, and sub­
stance abuse exist in the broader community 
context as well. These can affect children from 
birth. Children who live in economically de-
pnved areas charactenzed by extreme poverty, 
poor living conditions, and high unempiov-
ment are more likely to engage in crime and 
violence (Famngton. 1991: Yoshikawa. 19941. 
In addition, children who reside in disorga­
nized neighborhoods with high rates of crime 
and violence, high population density, physical 
deterioration, lack of natural surveillance ot 
public places, and low levels of attachment to 
the neighborhood are at elevated risk for crimi­
nal and vTolent behavior and substance abuse 
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Samoson. 1994: Yoshikawa. 19941. Recoeni-
:ion 01 these risk factors suggests mat preven­
tive inter\'eniions irom conception ihroueh age 
6 should reach families and children in eco-
;iomicaily distresseo and disorganized neigh­
borhood environments. 

There are other factors that alfect risks com-
munit\'wide—including laws and norms favor­
able to crime, weapons, and substance use 
(Hawkins et al.. 1992: Reiss & Roth, 1993); 
availabilitv oi weapons, alcohol, and other 
drugs (Hawkins et al.. 1992; Reiss & Roth. 
19931; transiuons and mobihty (Hawkins et al.. 
19921; 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 prevention 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 nsk in later developmental periods are 
addressed in Chapter 4 that reviews delin­
quency and violence prevention programs in 
childhood, adolescence, and the communitv. 

Conclusions About Risk 

The following generalizations regarding 
risks for crime, violence, and substance abuse 
have important implications for risk-focused 
prevention. Risks affecting children from con­
ception through age 6 are found in the individ­
ual, the family, and the commumty. .Moreover 
exposure to a greater number of risk factors in­
creases risk of crime, violence, and substance 
abuse exponentially (Institute of Medicine. 
1994: Newcomb. .Vladdahian. Skager. & Bentler. 
1987; Rutter. 1980). These tindings suggest that 
prevention programming must use multiple 
strategies to reduce multiple risk factors. Agen­
cies that traditionally administer categorical 
lunds will need to find ways to collaborate in 
reducing a varietv of risks at multiple levels if 
a risk-focused prevention approach is to reach 
Its full potential. 

Because common risk factors during the pe-
:iod from conception through age 6 predict di­
verse problem behaviors, including crime, vio­
lence, and substance abuse, generic prevention 
itrateeies that aadress these common risk fac-

•ors aurine eariv ueveiopment should have 
broaa-ranging eifects on a range of health and 
behavior prooiems. Thus, comprehensive, risk-
locused prevention initiatives should not be 
conceived or evaluated from narrow categor­
ical perspectives but should be designed and 
implemented to reduce overall levels of risk ex­
posure at the mdividuai. family, and commu­
nity levels. Effects on a broad range of health 
and behavior problems, including substance 
abuse, dropping out of school, teen pregnancv, 
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 successfully, 
escaping relatively unscathed. This research 
has led to studies of the factors that protect 
against nsk exposure. Protective factors predict 
successful 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 famUy. Healthy 
beliefs and clear standards include family and 
community norms opposed to drug use. crime, 
and violence and supportive of educational 
success and healthy development. 

THE SOCIAL 
DEVELOPMENT STRATEGY 

The social development strategy is a pre­
vention approach for reducing identified nsi. 
factors by ennancing known protective factor; 
against health and behavior problems (Hawk 
ins & Catalano. 19921. The social deveiopmen 
strategy is derived from maior cnminologica 
theories, including social leaming theorv. dil 
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lerential association theorv and social coniroi 
theorv iCatalano i Hawkins. 19961. The strat­
egy specifies how protective factors can be in­
troduced to work together to protect children 
exposed to risk. 

The goal of the strategy is healthy children. 
Healthy beliefs and clear standards for behav­
ior in the family and community 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 by a 
reduction in the prevalence of manjuana and 
cocaine use by high school seniors through the 
early 1990s (Johnston, 1991). More recently, a 
decrease in the perceived 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-
mque. say publicly that fighting and violence 
are not acceptable ways to solve problems, and 
communicate that entertainment lhat 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 beyond. 

We must also re-create a sense of commu­
mty. of bonding in the United States. Despite 
the change in norms, thousands of young peo­
ple in the United States each year use tobacco, 
alcohol, manjuana. cocaine, and other drugs. 
These young people are unaffected by the new 
norms against drug use because they have no 
mvestment in 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 young people ignore the messages that 
some of these groups may be seeking to com­
municate. For this group to accept these mes­
sages, we must first help them to develop the 
motivation to live by healthy standards for be­
havior The social development strategy sug­
gests that those who are bonded to individuals 
and institutions that oromote healthv beliefs 

.ind clear standards wiil aaopi similar beliefs 
and standards. Bonaing can provide the moti­
vation that youth need to protect them from ex­
posure to risk. Children who are bonded to 
those who hold healthy beliefs do not want to 
•.hreaten that bond by behaving in ways that 
would jeopardize their relationships 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 school, peers, and 
community that help them feel responsible and 
significant. Children also must be taught the 
skiUs needed to take advantage effectively of the 
opportunities they are provided. If children do 
not have the skills necessary to be successful, 
they expenence frustration and/or failure. Fi­
nally, children must receive recognition for 
their efforts. Recognition and acknowledgment 
give children the incentive to continue to con­
tribute and reinforce their skillful periormance. 
Individual protective factors affect one's ability 
to perceive opportunities, develop skills, and 
perceive recognition. For example, if a child has 
a positive social orientation, he or she is more 
likely to see a child care setting as an opportu­
nity fo make new friends. A child with high in­
telligence may have an easier time learning 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 cnme. violence, and 
substance abuse suggests a set of pnnciples that 
should guide prevention programming. 

1. To be effective, prevention efforts must 
address known nsk factors for 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, family 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, family management problems are 
thought to occur because parents who 
work need more effective wavs to mom-
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•.or their cnildren s behavior child care 
:enters. schools, and latchkey programs 
•;ould summarize ciiildren s daiiv behav-
:or for parents to assist them in momtor-
ing their children s behavior when they 
are not present, .\lternativeiy. family 
management problems may anse from a 
lack of knowledge of effective discipune 
techniques. In this case, providing par­
ents 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. 

3. Prevention programs should seek to 
strengthen protective factors while re­
ducing nsk. 

4. 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 
prenatally and in infancy are likely to be 
more effective than waiting to initiate the 
intervention until after a referral for 
abuse and neglect. 

5. Interventions should target individuals 
and communities that are exposed to 
.-nuitiple risk factors. Because there is 
evidence that those exposed to multiple 
nsks are at much elevated risk, efforts to 
prevent chronic and senous problems of 
cnme. violence, and substance abuse are 
most likely 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. Farm-
lies at risk include those headed by sin­
gle, poor, and/or teenage mothers. Com­
munities at risk include poor and 
disorganized neighborhoods with high 
levels of cnme. violence, and substance 
abuse. .\ communitywide approach al­
lows higher- and lower-risk families in 
3 neighborhood to work and learn to-
jether. moaeiing. supporting, and rein­
forcing erforts to strengthen protective 
factors and processes. 

6. Because muitiple nsks present in muiti-
-io rir>rnain<; nredicf senous cnme. vio­

lence, .'ind siiostance abuse, .nulti-
stranded prevention approaches should 
be used that aadress Key nsk factors af­
fecting a neighborhood or commumty. 

7. Prevention programs must be designed 
and implemented to reach and be accept­
able to the diverse racial, cultural, and 
socioeconomic groups to be included. 

EFFECTIVE 
EARLY INTERVENTIONS 

This section summarizes the evidence on 
prevention program effectiveness in reducmg 
risks and enhancmg 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 descnptions of programs 
and their effects. 

The programs descnbed here have demon­
strated their abiUty to reduce risks and enhance 
protective factors against cnme, 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 families are included here. 
Community activation, community develop­
ment, commumty policing, changes in laws or 
regulations, and other communitywide inter­
ventions aimed at affecting broad community 
risks are discussed in Chapter 4 on deUnquency 
and violence prevention programs in child­
hood, adolescence, and the community. 

It should be noted that the preventive inter­
ventions discussed here have been tested ex­
tensively for their effects on reducing risks 
among children oorn to single (often teem 
mothers in poverty. Preventive imtiatives using 
these early interventions should be designed 
and impiemenied to reach those children at risk 
by virtue of low birthweight; preterm birth; 
and/or an unwed, poor or teenaged mother The 
interventions discussed here are organized 
developmentally from the prenatal period 
through age 6. 
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Pre-/Perinatal 

Routine pre- and pennatai medical care de­
creases the incidence of perinatal difficulties 
and minor pnysical abnormalities (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 include 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 dunng pregnancy that includes inten­
sive health educauon for the mother improves 
high-risk mothers' (e.g.. smokers, teens I health-
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 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 resulting 
in brain damage. 

Birth to Age 4 

Three types of interventions in this devel­
opmental substage address nsk and protective 
factors for cnme. violence, and substance 
abuse. These are immunizations, home- and 
family-based interventions, and educational 
day care/preschool. The length and timing of 
the interventions in this developmental sub-
stage vary from program to program, and in 
practice, several types of interventions are 
typicaUy combined into one multicomponent 
program. .Many interventions that begin in this 
period also can be continued in the develop­
mental substage from ages 4 to 6. 

Immunizations 

.\U. children, regardless of individual cir­
cumstance, should be immunized against such 
infectious diseases as poliomvelitis. diph-
ihena. penussis. tetanus, measles, mumps, ni-
bella. meningitis, and hepatitis B. Protection 
against manv of these diseases helps to prevent 
associated brain damaee. a risk factor tor later 

crime, violence, and substance abuse ilnstitute 
of Medicine. 19941. 

Home- and Family-Based Interventions 

Home- and family-based interventions usu­
aUy involve a professional or trained parapro­
fessional service provider visiting the famUy 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. 

fbrenf 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 chUdren's 
behavior, reinforce positive behavior, provide 
consequences for inappropriate behavior, de­
velop and use effective communication skUls, 
and nurture children. Parent training inter­
ventions can be successfully implemented 
individually through videotape instruction 
(Webster-Stiatton, 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 4 
Kitzman. 1993). .Many interventions of this 
type involve structured activities, such as a par­
ent and child playing 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 quality of parent-child interaction 
and thereby strengthens a child's attachment to 
the adult caretaker (Anisfeld. Casper. .Vozyce. 
& Cunningham. 1990). 

Child cognitive development activities may 
be earned out by a home visitor or a parent 
(Olds i Kitzman. 1993). These activities often 
emphasize language development and may in­
volve interactive reading to children as well as 
structured plav sessions with toys. 

Familv support interventions also address 
risk factors of poor lamiiv manaaement. paren-
•al drug use and crime, extreme economic dep-
.-ivation. ana academic lailure. and the protec-
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:ive lactcr ot oarent-child bonaing. rleaith eau-
:cuon ior motners oiyoune children mav heio 
reauce .motners substance use lOlds i Kitz­
man. 19931 Home visitors promotion or sociai 
service use ana assistance to mothers m achiev­
ing educational and occupational goals both 
counter high-risk famines' economic depriva­
tion (Olds i Kitzman. 1993; Yoshikawa. 19941. 
Home visitors can act as advocates for the fam­
ily, helping family members obtain needed so­
cial services and encouraging the mother to 
pursue her educational and occupational 
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 by eco­
nomic deprivation (Olds & Kitzman. 1993). 
Transportauon to health clinics and early edu­
cation centers is another example of instrumen­
tal support that can be necessary if families are 
even to receive intervention services. A tov 
and/or book lending library, which is intended 
to aid in children's cognitive development, also 
may be offered in conjunction vnth home visi­
tation services or an early education program 
(Olds Sc Kitzman. 1993). Home visitors provi­
sion of sociaf support to mothers helps engage 
parents in an intervention and can reinforce 
parents' learnmg and behavior changes (Olds 
i 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 PrenataiyEarly 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. Chamberiin. i Tatelbaum. 1986; 
Olds. Henderson. Tatelbaum. &. Chamberiin. 
1986). This program targeted a semirural Ap­
palachian region of New York State that had 
high rates of poverty and chUd abuse. Most of 
the mothers in the sample were unmarried and 
from the lowest socioeconomic group, and 
nearly half were teenagers. In the fuU imple­
mentation of the program, home visitation by 
a nurse began during pregnancy and continued 
until children were 2 years old. These nurses 
provided mothers with health education, par­
ent education. iob and education counseling, 
heaith and social service linkage via referral 
and advocacy, and emotional and social sup­
port. The nurses also encouraged close triends 
and farmiy memoers of the mothers to oanici-

pate in the iiome nsits ana assist motners with 
aeir neeos. including cnild care ana house­

hold responsibilities. 
The proiect was evaluated using a random­

ized clinical trial design. The evaluation dem­
onstrated significant reductions in several risk 
factors. Program participation decreased pen-
natal difficulties for teenage mothers and moth­
ers who smoked. In addition. 24 months after 
the end of the program, the rate of veruied 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 
school at the beginning of the study, program 
participants were twice as Ukely as controls to 
graduate high school or be enrolled in an edu­
cational program. Program participation alsc 
increased employment for single, poor, oldei 
mothers and delayed subsequent pregnancies 
for smgle. poor mothers. 

Parent-Child Interaction Training is anothe: 
example of a program during this penod tha 
effectively reduced risk factors such as pooi 
family management practices and early antiso 
cial behavior (Strayhom A Weidman. 1991) 
This program targeted low-income parents whc 
had complained that their preschool chUdrei 
(ages 2 to 5) exhibited at least one bebaviora 
or emotional problem. Most parents wer< 
unmamed and experiencing depressive symp 
toms. and the sample was predominantiy Afri 
can Amencan. In the program, parents panic: 
pated in 4 to 5 two-hour, small group session 
with instruction and role-playing on parentin 
skUls. including behavioral management. Par 
ents also were trained to play constructivei 
with their preschool children and conducte 
individual play sessions with them, attendin 
sessions until they reached a critenon level.. 
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-deficit/hyperacuve. a 
gressive. and anxious behavior 

Although it has not been rigorously evai: 
ated. the Healthy Start program in Hawaii is 
promising example of a statewide, poiic 
driven, early intervention program. Heaitf 
Stan IS an ongoing service protect that aims 
prevent chUd abuse and neglect through reau 
ing risks of poor family management ana ac 
demic failure and enhancmg the protecuve fa 
tor of parent-child bonding (Breakey i Pra 
1991). Healthy Start screens mothers who a 
admitted to hospitals for childbirth and uses 
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indicators for determining at-risk status. The 
screening procedures are etfeciive in identify­
ing those families at high and low nsk for child 
abuse and neglect (Hawaii State Depanment of 
Health. 1992). Families deterrmned to be at risk 
are offered comprehensive early intervention 
services, and approximately 95% of the fami­
lies accept the offer for services. The program 
serves famdies beginning postpartum and con­
tinues until children are age 5. Healthy 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 intensity of services varies 
over time with the needs and risk level of the 
famiUes. 

Educare 

Structured educational day care, or edu-
care, and preschool programs that emphasize 
language development (including teacher-
directed, student-centered, and student-initi­
ated programs) advance childrens cognitive 
and social development (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 
chUdhood education and home visitation have 
followed up participants well into adolescence 
and have shown these interventions to predict 
lower rates of violence and cnme. The Perry 
Preschool program is one example (Berrueta-
Clement. Schweinhart. Barnett. Epstein, i 
Weikart. 1984). The program used the High/ 
Scope Cognitively Oriented curriculum to fos­
ter social and intellectual development in chil­
dren age 3 to 4 years. The program targeted chil­
dren with below average IQs from low-income 
African American families in a poor neighbor­
hood in Ypsilanti. .Michigan. .Mearly half of the 
chUdren in the study, were from single-parent 
families. In the program, the preschool teacher 
divided the classroom into language-onented 
leaming centers that encouraged children to 
use. experience, and discover language through 

activities and play. The teacher and child 
jointly planned and initiated activities. In ad­
dition to eariy education, the program had a 
liome \^sitatlon component in which teachers 
met with each mother and child weekly. The 
teacher encouraged the mother to engage the 
child in actmties in a manner consistent with 
the classroom curriculum. 

In a randomized trial, the Perry Preschool 
program showed significant reductions in risk 
factors as well as crimmal and violent behavior 
(Berrueta-Clement et al., 1984). Program par­
ticipants attached greater importance to school 
and displayed 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 contiols. 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. 

TVo other programs that employed early 
education and home and famUy interventions 
are the Houston Parent-Child Development 
Center and the Syracuse Family Development 
Research Protect. During the first year of the 
child's life, the Houston ferent-ChUd 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 chUd 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 displayed less teacher-
rated fighting and disruptive, impulsive, and 
restless behavior than did control children at 5 
to 8 vears follow-up when children were ages 
8 to 11 years (Johnson & Walker. 1987). The 
Familv Development Research Proiect included 
a home visitation component with parent train­
ing, enhancement of parent-child interaction, 
child cogmtive development activities, social 
support, promotion of social service use. and a 
tov and book lending library. The other com­
ponents of the program were center-based edu­
cational child care and a parent orgamzation. 
.•\ foUow-uD evaluation showed that only 6% 
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M the program particioants had iiiveniie re-
coras by age 15. in comparison to 22% oi the 
controls iLallv. .Mangione. i HoniE. 19881. 
.Moreover proeram participants who had juve-
.nie records committed less serious and fewer 
oifenses than aid control subjects who had ju-
vemie records. 

Ages 4 lo 6 

.\s children prepare lo enter elementary 
school, the preventive interventions imple­
mented in the eariier developmental penods 
should be supplemented with social compe­
tence cumcula. .\ social competence curricu­
lum may be delivered at preschool centers or 
It 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 type are 
the Interpersonal Cognitive Problem-Solving 
(ICPS) and the PATHS cumcula. The ICPS cur­
riculum 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-
sohing skills. The rest of the curriculum em­
phasizes alternative solutions to interpersonal 
problems, consequential thinking, and recog-
mtion of and sensitivity to others feelings. In 
preschool, kindergarten, and home implemen­
tations of the ICPS cumculum vvith children 
(rom 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). 

P.̂ THS (Providing Alternative THinking 
Strategies I is a more recently developed social 
competence curriculum lhat seeks to reduce 
•!ariy antisocial behavior by integrating emo­
tional, cognitive, and behavior skiU deveiop-
.Tient in young children (Greenberg i Kusche. 
19931. The P.ATHS cumculum begins with kin­
dergarten children and has four main objec­
tives: la) control arousal and behavior througn 
seif-reeulation I 'stop and calm aown ): (b) de-

•. eiop aifective vocabularv and emotion pro-
:essing to nelp unaerstand self and others: ic) 
integrate affective, cognitive, and linguistic 
skills tor eifective social problem solving; and 
;d) promote positive self-esteem and effective 
peer relations. Lessons are developmentally se­
quenced and include dialoguing, role playing, 
modeUng by teachers and peers, social and self-
remforcement, attribution training, and verbal 
mediation. The program has been evaluated 
and found to be effective in reducing behavior 
problems of deaf children (Greenberg & Kiische. 
1993). Although evaluations are ongoing with 
hearing populations, the approach represents 
an advance over earlier social competence cur­
ricula because it integrates skiUs to recognize 
and regulate emotions with cognitive and be­
havioral skills training, an element missing 
from earlier skiUs 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 nsk factors to which chUdren 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 cnminal. violent, or substance-abusing be­
havior. Each community needs to assess its 
umque 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 effectively 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 
sufficient vigor to change a neighborhood, fam-
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lly. or chiid. ComDining knowledge oi effective 
risk- and protective lactor-focused prevention 
programs with local ownership oi prevention 
initiatives will result in the best outcomes. 

/nten'enuons should be long term tot the tuil 
preventive benetits to be realized. Sustainea ef­
forts are required to change and shape behavior 
pattems. To illustiate. in programs using home 
visitors to deliver services, long-term interven­
tion increases the likelihood of the mother and 
visitor developing a tmsting relationship, and 
consequentiy. the mother forging a lasting com-
rmtment to her own and her child's develop­
ment (Olds & Kitzman. 1993). "Quick fbces' are 
unlikely to have enduring effects in preventing 
cnme. nolence. and substance abuse. 

Preventive mtervenuons require a service de­
livery system that IS unified in its vision of nsk-
focused prevention and employs personnel 
trained for specific intervention tasks to be suc­
cessful (cf. Gomby Larson. Lewit. & Behrman. 
1993). Those who control social, health, legal, 
and educational resources in a commumty as 
weU as service providers should be guided by 
a shared understanding of the risk-focused ap­
proach lo prevention if adequately funded, 
well-coordinated, and comprehensive risk re­
duction efforts are to be implemented. Beyond 
this, service providers, whether professionals 
or paraprofessionals. must be given thorough 
training in the preventive methods ihey are ex­
pected to implement. .AU statf require regular 
inservice training, supportive supervision, and 
sufficient compensation in order to provide 
quality services, engage families and children 
in the intervention, and alleviate |ob stress. 
Special prevention-onented training and tech­
nical assistance may be needed to facilitate 
these changes in a community's service deliv­
ery system. 

FinaUy. axpecfatjons about the magnitude of 
intervention effects should be realistic. Good 
early intervention programs tend to show mod­
est to moderate benetits. and earlv intervention 
alone is not a "silver bullet" to serve all preven­
tion needs. Larger reductions in crime, vio­
lence, and substance abuse are more Ukely it 
preventive eiforts also include programs di­
rected at other developmental stages and in­
volve communitv-levei inten'entions (for de­
tails, see HawKins et al.. 1992. Institute of 
-Medicine. 1994. and Chapter 4. this volume, on 
delinquency and violence prevention in chdd-
hooa. adolescence, and the conununitvt. 

A MODEL FOR IMPLEMENTING 
A COMPREHENSIVE EARLY 
INTERVENTION STRATEGY 

The loregoing considerations regarding 
planning and implementation suggest that a 
comprehensive early intervention strategy is 
best implemented and coordinated at the com­
munity level. An example of an approach for 
community implementation of a nsk-focused 
prevention strategy is the Commumties That 
Care (CTCl strategy (Hawkins Sc Catalano. 
1992). The strategy is a comprehensive, long-
term, communitywide approach that allows 
communities to tailor early intervention efforts 
in response to epidemiological evidence on risk 
and protective factors in the communitv. The 
strategy recognizes and builds on existing re­
sources and programs in the commumty 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 years of research on delin­
quency and substance abuse prevention. It con­
sists of a plannmg phase and an implementa­
tion phase. The planning phase, which spans 
1 year, involves community mobilization, risk 
and resource assessment, and strategic plan-
mng. This phase begins by orienting key com­
munity leaders—including mayors: police 
chiefs; judges: school superintendents: and 
business, civic, and religious leaders—'o the 
nsk-focused prevention approach. The onen­
tation assists key leaders in assessing their com­
munity's readiness for the approach. Involving 
key leaders in the process makes it more likely 
that they v/ill commit resources to prevention 
once the community's strategic prevention 
plan is completed. .After the orientation, the 
key leaders appoint or identify a communitv 
prevention board that is made up of diverse 
community members, including key informal 
leaders: grassroots community leaders: and 
educational, law enforcement, and heaith and 
human service delivery personnel. The preven­
tion boara is established as a permanent insti­
tution ot the commumty. Once establishea or 
;dentilied. the communitv prevention ooard is 
trained to assess its community s risks and re­
sources through coilecting data on risk factor 
indicators and assessing existing programs. 
;er assessment is completed, the communitv 
board pnoritizes risk factors that are elevated 
or trending in unwanted directions, identities 
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programming gaps, and learns aoout etfective 
approacnes to address prionty risk factors. The 
board then creates a strategic prevention plan 
that specifies prevention programs to address 
high-priority risk factors in the community. 
Existing programs that address high-pnority 
risk factors in the community are included in 
the strategic plan. The plan includes a design 
for process and outcome evaluations of the 
stiategy. 

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 planmng 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
just its prevention plan to reflect 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 outUned the risk and 
protective factors for these problem behaviors 
dunng the developmental penod from birth to 
age 6 and has reviewed promising interven­
tions that reduce risk and enhance protection. 
To implement these interventions, communi­
ties should ovm. design, and guide their ovm 
comprehensive local strategies using the risk-
focused prevention approach. Communities 
that find risk factors affectmg 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 
stiategic prevention plans. 

NOTE 

1. The prevenuon of substance aouse is included 
ivithin Ihc scope ol this comprenensive intervention 
suatesy because substance abuse frequently contnb­
utes to vioieni and cnminal behavior For example. 

. n 1991. tiT'o 01 the persons arrcsteo in 24 urban areas 
were under the iniluencc ot some arua (Nationai In­
sutute oi lustice. rJ921. .Moreover, eiforts tor prevent­
ing crime, violence, and substance abuse should be 
combined, since all three problem behaviors are pre-
dictea by a number of common risk factors. 
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FIGURE 5.2 Age of onset of DIS/DSM-m Alcohol Abuse and Dependence. 
Population estimates are from 125 new cases (wilh 20th and 50th percentiles 
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FIGURE 5.4 Age of onset of DIS/DSM-III Major Depressive Disorder. Popula­
tion estimates are from 148 new cases (with 20th and 50th percentiles marked). 
Source: NIMH Epidemiologic Catchment Area Shidy, Four Sites, 1978 lo 1983. 
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TABLE 7.1 niiistrative Preventive Intervention Programs Using Randomized Controlled Trial Design 

Targeted 
Population 
Group^ample 
Size When 
Project Began Risk Facton Addressed 

Ouionnes (for total intervention 
group or subgroups) 

Principal 
Investigatoi(s) 
and Yeai(s) 

Infants 

Prenatal/Eariy Infancy Project Selective' 
N-394 

Tactil^KiiKsthetic Stimulation Selectivê  
N-40 

Eaxiy Intervention for Preterm Sekctnre/ 
Infants N-60 

Infant Health and Sdectnrei' 
Development Program N - W 

Carolina Abecedarian Project Selective/ 
N-107 

Economic deprivation, matemai 
prenatal health and damaging 
behaviors, poor family 
nunagement practices 

Preterm delivery, low birthweight 

Teetuge parenthood, low 
socioeconomic status, pieteiin 
delivery 

Low birthweight, poor family 
management practices, 
acaderruc failure, early behavior 
probiems 

Academic failure, lack cf 
leadirwss for school, eoonomic 
depTTvation, low coiiunilment 
to school 

Improved maternal diet and 
reduced smoking during 
ptcgnartcy, fewer preterm 
delivaies, hlgher^irthwcight 
babies, less chQd abuse 

Better physical aitd mental 
devdopment of infants 

Better parenting behavion atKl 
attitiides of mothen, better 
cognitive oompetertt, better 
physical devckjpment, better 
temperament of infants 

Better cognitive OQoipetenoe, 
fewer behavior probleirts 

Better cognitive competerve, 
k>wer rates of retetttian in 
grade in school 

Olds, 1988,1986 

Held, 1986 

Held, 1980 

Ramey, 1990 

Hoiaoek and Ramey, 
1967 

Young ChiUren 
Houston Parent-Child 

Development Center 

Mother-Child Home 
Program of Verbal 
Interaction Project 

Parent-Child Interaction 
Trairung 

HiglvScope Preschool 
Cumculum Companson 
Study (including Oistar) 

Perry Preschool Program 
(using High/ 
Scope cuiriculum) 

I Can Problem Solve: 
Interpersonal Cognitive 
Problem-Solving Program 

Elementary-Age Children 
Asserti\-eness Ttairung 

Program (program I) 

Selective 
N—TOO 

Selective/ 
N-156 

Indicated/ 
N-105 

Selective 
N-68 

Selectve/ 
N-123 

Selective/ 
N-219 
(N«=60 in 
pilot study) 

L'niversal/ 
N«343 

Economic deprivation, acaderruc 
failure, early behavior 
probletrTS, poor family 
maiugement practices 

Acaderruc failure, economic 
depmration, poor fatruly 
inarugement practices, early 
behavior piuUeiiis 

Ecorwrnic deprivation, eariy 
behavior probieira, poor 
fairuly maiugement practices, 
matemai depressive 
symptoms 

Academic failure, early behavior 
problems, economic 
deprrvation 

Academic failure, economic 
deprnvadon. early tiehavior 
problems, low commitment (o 
school 

Economic deprivation, poor 
impulse control, early 
behavior problems 

Early behavior problems, 
academic failure 

Better family manageirtent 
practices, fewer behavior 
problems 

Better family management 
practices, better cognitive 
competcTKe 

Lower rates of attention deficits 
artd cortduct problems 

Better cognitive competence 

Better cognitive competence, 
greater achievement and 
school completion, better 
vocabonal outcomes, fewer 
conduct problems and arrests 

Better cognitive problem-solving 
skills, fewer behavior 
problems 

Improved social assertrveness, 
improved academic 
performance • 

Johnson, 1991, 1990 

Leveiutein, 1992, 
1984 

Strayhom, 1991 

Weikart and 
Schweinhart, 1992, 
1986 

Weikart and 
Schweinhart, 1987, 
1984 

Shuie and Sprvack, 
1982, 1979 

Rotheram, 1982 

(continued) 



TABLE 7.1 (Continued) 

Targeted 
Population 
CroupSample 
Size When 
Project Began Risk Facton Addressed 

OutconKS (for total intervoition 
group or subgroups) 

Principal 
Investigatoi(s) 
atvl Yeai<s) 

Assertiveness Training 
Program (program 2) 

Chiklren of Divorce 
Intervention Program 

Social Skills Training 

Social Relatioru Intervention 
Program 

Montreal Longitudinal-
Experimental Study 

Community Epidemiokigicil 
Preventive Intervention: 
Mastery Learning arui 
Good Behavicjr Came 

Indicated/ 
N-IOl 

Selective/ 
N-75 

Familv Bereavement Program Selectrve/ 
' N-72 

Selectnre/ 
N-28 

bvliated/ 
N-e6 

Iiidjcated/ 
N-172 

Universal/ 
N-Z3I4 

Early behavior proWeitxs, 
academic failure 

Marital cot\flict and separation, 
early conduct probletru 

ChiU bereavement, poor family 
matugement practices, early 
behavior problem 

Peer rejection, early conduct 
problems 

Eariy behavior problems 
(aggression), peer rejection, 
fanptilsivity 

Pcxv family ttuiugement 
piactioes, peer rejection. 
academic failure, early 
behavior proWems, violence 
on television 

Acaderruc failure, aggressive 
and antisocial behavior, 
concentration problems, 
depressive symptotia, shy 
behavior 

More assertive behavior, better 
school achievement, fewer 
behavior problems 

Lower anxiety, fewer learning 
problems, better adjustonent 

Lovrcr leveb of symptoms of 
depression and conduct 
disorder 

Less peer rejection, better 
intcrpersorul skills 

Less aggression, less peer 
rejection, more prosocial 
behavior 

Less aggressive behavior, less 
deUrtquent behavior, better 
jctvaol achievement 

tj-M aggressive and shy 
behavior, better cognitive 
competence—especially 
among those widi early 
depressive symptoms 

Rotheram, 1962 

Pedro-Carroll aivi 
Cowerv 1989, 
1986,1985 

Sandler, 1992 

Bierman. 1966 

Lochmari. in press. 

Tremblay, 1992,1991 

Kellam aiKl Rebock. 
1992 

Academic Tutoring and Selective/ 
Soaal Skills Traming N-40 

Seattle Social Devek)ptr»ent Universal/ 
Protect N - W 

AJolescrnts 
Changing Teaching Practices Selective/ 

N-1166 

Positive Youth Devetopment Unrversal/ 
Program N-2S2 

Adolescent Alcohol 
Prevention Trial 

ALERT Drug Pirrvenbon 

UnrveisaV 
N-30H 

Universal/ 
N-«)527 

Alcohol Educabon Project Universal/ 
.N; = 2536 

Acadenuc failure, peer rejection, 
early behavior problems, 
early depressive symptonu 

Poor farruly marugement 
practices, eariy behavior 
problems, low commilirKnt to 
sdwol, academic failure 

Low cottunitment lo education, 
academic failure, behavior 
problems 

Early drug use ottset, favorable 
attitudes loward drugs, sodal 
influences to use 

Attitudes favorable to the use of 
drugs, social influeiKes to 
use, early onset of drug use 

Social influences to use, eiuly 
onset of drug use, attitudes 
favorable to the use of drugs 

Favorable attitudes loward akohol 
cor\sumf>tion, early onset of 
aknhol use, association with 
aJcohol-consuming friends, 
coiiunuruty norms favorable 
toward alcohol use 

Better cognitive competence, 
less peer rejection 

Better family maiugement 
practices and faittily bottding, 
greater attachment to school, 
lower rates of ddinĉ uerKy 
and drug use initiation 

Greater attaciunent arKi 
commitment to school, lower 
rates of school suspension for 
misbehavior 

Better coping skills, better stress 
management strategies, better 
conflKt resolution and 
impulse control, less 
excessive alcohol use 

Lower rates of tobacco, akohol, 
and manjuana use, lower 
prevalence of problem alcohol 
use and drunkenness 

Lcnver rates of tobacco, alcohol, 
and nunjuana use 

Less initiabon of alcohol use, 
increased knowledge about 
alcohol, decreased use among 
those drinking pnor to study 

Coie and Krehbid, 
1984 

Hawkins and 
Catalano, 1968 

Hawkins, 1968 

Caplan and 
Weissberg, 1992 

Hansen and 
Graham, 1991 

Ellickson and Bell, 
1990 

Perry et al.. 1989 

Icominuedl 



TABLE 7.1 (Continued) 

Midwestern Prevention 
Project 

Behavioially Based 
Preventive Intervention 

Intervention Campaign 
Against Bully-Victim 
Problems 

Targeted 
Population 
Gnnip^Sample 
Size When 
Project Began Risk Facton Addressed 

Outcomes (for total intervention 
group or subgitxips) 

Principal 
InvestigatOT(s) 
andYeai<s) 

Universal/ Social influences to use, early 
N»5065 onset of drug use, attitudes 

favorable lo the use of drugs 
Indicated/ Academic failure, early behavior 

N»80 problems, aUerution from 
bmily, low commitment to 
school 

Universal/ Aggressive behavkir, poor 
N-2400 family ttuiugement practices, 

favorable attitudes toward 
bullyin^aggression 

Lower rates of tobacco, aknhol, Pentz. 1989 
arvd marquaru use 

Less cortduct problems and Biy, 1992 
delinquency 

Less bullying, less delinquent Olwetis, 1991 
behavior, more attachment to 
sdiool 

AJults 

Prevention and Relationship 
Enhancement Program 
(PREP).An Empirically 
Based Preventive 
Intervention Program for 

Couples 

Universiiy of Colorado 
Sepantion and Divorce 
Program 

Universal/ 
N-I35 

Selective/ 
N-153 

Couple relationship problenu 

Marital separalkWdivorce, 
anxiety, depresskm, 
childrearing problenu, 
ccorwmic problems 

Better marital adjustntent, less 
dhroroe, less physkal violence 

Fewer symptoms of atudety and 
depiesnon, better vocatioiul 
outcomes 

Markman, 1992 

Bkwm and Hodges, 
1965, 1962 

Perceived Persoiul Control Selective/ 
Prcvenbve Intervention for a N - 70 
Caesarean Birth Population 

Prnutal/Early InfarKy Project Selective/ 
N-394 

Caregiver Support Program Selective/ 
for Coping with " N-247 

Occupational Sbrss 

JOBS Project for the Selective' 
Unempkjyed: Michigan N-928 

Prevention Research Center 

San Ftandsco Depression Sdectrve/ 
Prevention Research Project N-150 
A Randomized Trial with 
Medical Outpatients 

Piojecto Bienestar. An Selective/ 
Intervention for Preventing N-399 
Depression in Hispanic 
Immigrant Women in the 
Community 

Peer- and Professionally-Led Selective/ 
Croups lo Support Family N«»56 
Caregivers 

Caesarean delivery, depressive 
symptoms 

Single parent status, school 
dropout, ecorramic hardships, 
joblessness, subsequent 
pregnancy 

Ocnipational stress, dlstiess, 
anxiety, depression 

Involuntary job loss, anxiety, 
depression, aknhol abuse, 

marital stress 

Depressive symptoms, medkal 
problems, low income, 
minority status in public 
piinuiy care setting 

Low income, immigrant 
minority status, distress, 
depressive symptoms 

Caregiver burden, anxiety, 
depression 

Lower leveb of postpartum 
depicssion, more rapid 
physictl and psychological 

• recovery 

Better vocttiotuJ adjustment, 
fewer second pregtundes, 
better educational achlevcnwnl 

Lower psychological distiTss, 
better |ob satisfaction 

Fewer depressive symptoms, 
higher pay, cost^ffecttve 
outcomes 

Lower leveb of depressive 
symptoms 

Fewer dtpieasive symptoms 

Lower leveb of psychiabic 
symptoms, induding anxiety 
and depression, better coping 
skills 

TadmoraiKl 
Brandes, 1988. 
1964 

Okls. 1968 

Heaney, 1992 

Vinokur, Price, 
Caplan, and van 
Ryn. 1992.1991 

Munoz. 1993, 1990, 
1987 

Vega, 1990, 1987 

Toseland, 1990, 1989 

Elderiy 

Widow-to-Wtdow: A Mutual 
Help Program for the 
Widowed 

Selective/ Widowhocxi, tjereavement, 
N " 162 depression, anxiety, scxdal 

isolation 

Fewer depressive symptoms, Vachon, 
less social withdrawal 1979 

1982, 1980, 

Source: lOM (Insliliile ol M.-ilii in<-l (I'J'M) :<iiliuin\; Ki^k- fn A l,i(//i/ / 'i-.ir./, FroiitiiT< f ir l'rci'ciili:\- tiilcrvciilioii Kcy^nrcli 
P.iir,. ,.. I Mr.i/ck // R(^|l.•fl I H.!(•<•. TA FiU \\',ivliiiu'l(>ii D C V.iliiMi.il A..i<l, iii\ Pn-ss 



Communities That Care 

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 
community to er\sure the health and safety 
of it^ young people and institutionalize 
prevention. 

Phase One—Introduce and Involve 

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, govemment, 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. 

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

cant areas affecting young people's lives: 
parents, educators, govemment officials, 
neighborhood residents, law enforcement 
officers, religious leaders, juvenile justice 
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. 

• 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 Progrcims, Inc. | 



Commumties Tlmt 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 ahd Identify Gaps 

• Conduct community assessments-In 
thisjjhase you will be collecting 
archival and survey data on specific 
risk factors in your community, using 
the Communities 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 Youtli 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 datg can 
help reduce turf battles by demonstrat­
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 

Leam about research-based strategies 
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 lo 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 
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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 
this process. Many other members of your 
community are concerned about the 
healthy development of young people. 

Your task is to harness the energy and 
commitment of all those who care about 
young people and channel that commit-
ni.ent 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. 

Learn About CTC 
Educate Community 

Assess Effectiveness 
of Implemented Programs 

Choose and Implement 
Promising Approaches CTC Planning 

Structure 

Prioritize Risks and 
Identify Gaps 

Recruit/Educate 
Key Leaders 

s Build a Community 
Prevention Board 

Assess Community 
Readiness 

Conduct Community 
. Assessments.,- 1 

© 1996 Developmental Research znd Programs, Inc. 



Communities TItat Care 

Adolescent Problem Behaviors 
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Community 

Availability of Drugs • 

.Availability of Firearms • • 

Community Laws and Norms Favorable 
Towand Drug Use. Firearms, and Crime • • • 

Media Portrayals of Violence • 

Transitions and Mobility • • • 

Low Neighborhood Attachment and 
Commumty Disorganization • • • 

Extreme Economic Deprivation • • • • • 

Family 

Familv Historv of the Problem Behavior • • • • 

Family Management Problems • • • • • 

Family Conflict • • • • • 

Favorable Parental Attitudes 
and Involvement in the Problem Behavior • • 

School 

Early and Persistent Antisocial Behavior - • • • • • 

Academic failure Beginning iri Late' 
Elementary School V • • • • 

Lack of Commitment to School • • • • 
Individual/Peer 

Alienation and Rebelliousness • • • 

Friends Who Engage in the 
Problem Behavior • • • • • 

Favorable Attitudes TowanJ the 
Problem Behavior • • • • 

Eariy Initiation of the Problem Behavior • • • • • 

Constitutional Factors • • • 
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The Social Development Strategy 

Pjiealthy Behaviors 

Healthy Beliefs 
& 

Clear Standards 

Bonding 
* Attachment 
Commitment 

Opportunities SkiUi Recognition 

Individual 
Qiaracteristics 
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Addressing Risks and Protection With Effective Strategies 

Risk Factor: Eai'ly and Persistent Antisocial Behavior 
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Addressing Risks and Protection With Effective Strategies 
Risk Factor: Academic Failure Beginning ih Late Elementary School 

Domain Program Strategy Healthy 
Beliefs Bonding 

Early Childhood Education • • 
Family 

Parent Training • • 

Sehooi 
Organizational Change in Schools • • 

Classroom Curricula for Social 
Competence Promotion 

• • 

Individual/Peer Youth iMnployment With 1 education • • 
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Preventing Serious. Violent, 
and Chronic Juvenile Offendin^^ 

Effective Strategies From Conception to / i ge b 

]. David f^awkins 

Richard F. Catalano 

Devon D. Brewnr 

W i o i e n t mveniie crime is rampant in the 
V United States and has become an epidemic 

infectint; neariv ever̂ - communitv in the na­
Uon. In companson lo other industrialized 
countries, the Unitea States iias the highest 
homicide rate tor maies age 15 lo 24. wnich is 
•noro than tour times greater than the second 
highest national homicide rate and manv times 
more than rates in other nations iFingernut & 
Kleinman. l'J90l Vouth violence in the United 
States aiso has ijeen increasing in recent dec­
ades, and in the past tew vears. the increase 
has Deen cspeciailv dramatic f/VJlen-Hagen i 
Sickmuna. 19931. Between 1965 and 1991. the 
violent crime arrest rate ior luvenues tnpled 
and between 1987 ana 1991. the rate increasea 
S0%, wnich was twice the increase tor adults. 
Ounng tne same oRnou. the iuvemle miiraer 
rate rose H5%-:nore than lour times the in­
crease tor persons a?e 18 and older Funhor-
raore. assaultive nolence is most prevalent in 
'eenaeers. Officiaiiv reooned violent crime 
peaks at ace 18 iFc'derai Bureau ot Investieation. 
I M l l . .Seli-reponea violent Dehavior climaxes 
at ace 1 7 tor maies ana at aee 15 to 16 tor females 

(EUiott. 1994). In 1991. luvemles accounted for 
17% ot all vnolent cnme arrests I AUen-Hagen i 
Sickmund. 1993). Thus, violent iuvemle cnme 
in the United States is a problem demanding 
urgent attention. 

In response to this cnsis. the Office of Ki­
venile lustice and Delinquencv Prevention 
(OJfDPl has developed a comprehensive strat-
•egy tor senous. vnolent. and chronic juvenile 
offenaers. .\ small nunontv of iuvemle offend­
ers are responsible for the large maiontv of all 
juvenile offenses, includmg serious and violent 
crimes (Shannon. 1988: Wolfgang. Figlio. i 
Sellin. 19721. This chapter presents the earlv 
preventive intervention component ot the com­
prehensive strategy To reduce vouth violence 
ana crime, a multifaceted. coordinated ap­
proach is needed, ana oariv intervention is a 
cntical fust step lU.S. General Accounting Of­
tice (GAO). 19921. The comprehensive strategy 
"s a practical ana feasible plan because it in­
cludes prevention, early intervention, and 
'jraauated sanctions for dealinc w t h oifenders 
:n a coherent aoproacn that can be imple-
.Tiented in communities. 
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The i3viaer;ce :s cicar: Prevention .10-
proacucs aopnea i'rom conception througn a'je 
' i that seeK to reauce risk ana ermance protec-
non can oe eiiecuvn in oreveniing crime, vio­
lence, ana suDstance aouse- in aaolescence and 
voune adulthooa. This cnapter describes the 
nsk-focusea prevention approach and outlines 
.1 comprenensive prevention strategy during 
the deveiopmental period from conception to 
age 6 basea on this evidence, in Chapter 4. we 
review preventive inter\'enuons in childhood, 
adolescence, ana the community tor prevent­
ing delinquencv ana violence. 

This cnapter tirst summarizes the risk-
tocused approach to prevention. Then, risk and 
protective lactors ior violence, cnme. and sub-
itancc abuse are brieilv described and a theo­
retical framework for reducing risks and 
enhancing protective factors—the social devei­
opment strategy—is outlined. Subsequently, 
tested and promising preventive interventions 
for the developmental penod from conception 
through age 6 are reviewed. Many interven­
tions in 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 conununity pre­
vention strategy through creatmg community 
prevention boards that assess local risks and 
program resources and implement promising 
preventive inten.'entions to address the unique 
risk and resource profile of the communitv 

RISK-FOCUSED PREVENTION 

Risk-focused approaches to prevention 
were pioneerea bv public health professionals 
and have oeen successful in preventing prob­
lems as diverse as cardiovascular disease and 
traffic-reiated iniuries (Institute of Medicine. 
1994). Risk-focused approaches to prevention 
aim to interruDt the causal processes that are 
responsible for producing a problem iCoie et 
al.. 1993; HawKins i Catalano. 1992). Risk-
focused approaches to the prevention 01 cardio­
vascular disease seek to reduce identified risk 
tactors. sucn as smoking and a diet high in fat. 
and ermance protective lactors. such as regular 
exercise. Risk-iocused approaches lo preven­
tion 01 cnme. violence, and substance abuse ad-
.iress lactors that uredict the risk of developing 
lhese prooiems auring adolescence and young 
adulthood. Risk factors predict increased risk 
:or acveioDine a oroolem or aisoraer Protective 

.actors, oil the oilier nana, are conditions that 
:ountcr r:sK laciors or increase resistance to 
:hem ana thus innibit the development of prob­
lems even in the tacc ot risk e.xposure. Risk and 
protective lactors predict increased or de-
creasea probability ot developing problem be­
haviors out. just as actuarial tables do not pre­
dict the individual's life experience, thev do not 
guarantee the development or lack of deveiop­
ment 01 the problem behaviors. Preventive ei-
tons seek to reduce risk factors and promote 
protective factors to foster healthy develop­
ment and avert health and behavior problems. 

Risk and protective factors stabilize as pre­
dictors 01 violence, crime, and substance abuse 
at different points in development. If risk and 
protective tactors are addressed at or slightiv 
before the developmental point that they begin 
to predict later violence, cnme. or substance 
abuse, it is likely that nsk reduction efforts wil l 
be etfective. The followang section reviews nsk 
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 

Elxtensive research has identified risk fac­
tors ior cnme (cf Yoshikawa. 1994), violence 
(cf .-Vmerican Psychological Association. 1993: 
Reiss i Roth. 1993). and substance abuse (cf. 
Hawkins. Catalano. Sc Miller. 1992; Kandel. 
Simcna-Fagan. Sc Davies. 1986) from concep­
tion to age 6. In early childhood, these nsk fac­
tors for cnme. \aolence. and substance abuse 
can be grouped into three developmental sub-
stages: pre-/pennatal. 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 they 
help cetine populations that should receive 
preventive interventions that enhance protec­
tion in the face ot risk exposure. Unless other­
wise noted, the risk factors discussed here pre­
dict cnme. violence, and substance abuse. 

Pre-Pennatai 

Pennatai difficuiUcs 1 including preterm dc-
'iverv. :ow oirthweiaht. and anoxiai. mmur 
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.-.inv.sicfi; i:nnorm!:iitics. ;uia nrain rjamaueie y.. 
:rom iiiicctioiis aisease. traumatic heaa iniurv. 
or pre-'[)ostnatal exnosurc to toxins sucn as 
heavv metals, alcohol, tobacco, orcocaiiici pre­
dispose cnildren to later violent ana asgres-
sive behavior and substance abuse iBrennan. 
.Medmck. i Kandel. 1991: .\lichaud. Rivara. 
laffe. Fay i Dailev 1993). It is plausible that 
iome 01 these conaitions. such as brain dam­
age, impair reasoning and impulse control, 
which may lead to increases in cnme. violence, 
or suDstance abuse when an individual is in 
strcssiul situations. 

Birth to Age 4 

In this developmental period, risk factors 
are pnmariiv tound in the family environment. 
Children who are reared in a family with a his­
tory ot alcoholism are more likely to engage in 
alcohol abuse themselves than are children 
who have no such familv history (Institute of 
Medicine. 19941. This factor has a genetic or 
biological component iGurling, Cliffora. i 
Murray 1981: Hrubec i Omenn. 1981). 

Poor lamiiv management practices increase 
childrens risk for health and behavior prob­
lems. Familv management problems include 
parents failure to set clear expectations for 
children s behavior: failure to supervise and 
monitor children: and excessivelv severe, 
harsh, or inconsistent punishment (including 
child maltreatment or neglect). Children ex­
posed to sucn poor tamiiv management prac­
tices are at increased risk for suostance abuse 
and crime (Kandel Andrews. 1987: Vosni-
kawa. 1994) 

Fbmilv rnnrlict also increases risk for crime, 
violence, and substance abuse. Children who 
grow up in an environment ot conihct among 
familv members, regardless of familv stnicture. 
are more likely to exhibit problem oehaviors 
than are children raised in tamilies without sig­
nificant conilict iHawKins et al.. 1992. Institute 
of Meaicinc. 1994: Yoshikawa. 1994). 

In addition, parental attitudes loward (ma 
invoivemcnt m cnme and substance abuse af­
fect the attitudes ana behavior of children. 
Children unose parents engage in crime and 
abuse suostances are more likelv to eneage 
'n crime and abuse substances themselves 
(Hawkins ct ai.. 19921. Children whose parents 
are aggressive and who witness or are victims 
of vnoience in the home are more likelv to be-

:ome aggressive ana vioient themselves in ado­
lescence ana '.-ouns aauithood iFarrinston. 
1991: .McCora. 1988: l^atterson. Capaldi. i 
Bank. 1991: Salzineer. Feldman. i Hammer 
1993). Parents who involve their children la 
their suostance use. such as allowing them to 
pour alcoholic drinks, put their children at 
even higher risk for substance abuse (Ahmea. 
Bush. Davidson, i lannotti. 1984). 

.Ages 4 lo 6 

The previously described risk factors con­
tinue to predict later health and behavior prob­
lems, if present during this period. In addition. 
irarlv antisocial behavior\n this period predicts 
later criminal behavior, violence, and sub­
stance abuse. Children who displav antisocial 
behavior during this period, such as aggression, 
negahve 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 nsk factor for cnme. 
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. acaderruc achievement sta­
bilizes as a predictor for later health and behav­
ior problems. However it appears that a num­
ber ot efforts to promote cognitive deveiopment 
from ages 4 to 6 have lasting effects on academic 
pertormance. Thus, eiforts to promote aca­
demic readiness at ages 4 to 6 are worthv of con­
sideration lor their risk reduction potential. 

Community Risk Factors 

Risk factors for cnme. violence, and sub­
stance abuse exist in the broader communitv 
context as well. These can aifect children irom 
birth. Children who live in economicallv de-
pnved areas charactenzed bv extreme povertv. 
poor living conditions, and high unempiov-
inent are more likely to engage in crime and 
violence iFarrington. 1991: Yoshikawa. 19941. 
In addition, children who reside in disorga­
nized neighborhoods with high rates ol crime 
md violence, high population densitv. phvsical 
deterioration, lack ot natural surveillance of 
public places, and low ievels ot attachment to 
the neichbornooa are at elevatea risk for crimi­
nal and violent behavior and substance abuse 
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.Sauinson. ;'jy4: V!;siiiKawa. ;'J941. ;\ecosiii-
:ioii 01 these riSK tactors suggests tnat orcven-
:ive intorv-entions iroin concection tnrouan ase 
'i shouiu reacn lamiiies ana cniidren in eco-
:iomicailv aistressea ana disorganized noigh-
bornooa environiiieiits. 

There are olher factors that aifect nsks com-
:iiunit\"ivido—including laws ana norms tavor-
able 10 crime, weapons, and substance use 
iHawkins m al.. 1992: Reiss i Roth. 1993): 
avaiiabilitv oi weapons, alcohol, and other 
drutts I Hawkins et al.. 1992: Reiss i Roth. 
19931: transitions and mobility i HawKins et al.. 
19921: ana oxoosure to meaia violence lEron ik. 
Huesmann. 19871—that are not specific in their 
eifects during the period from conception to age 
6 ana that are not specificafiv aadressed bv the 
eariv prevention interventions described here. 
These ana ottier risk factors (lack of commit­
ment to school, alienation and rebelliousness, 
association with peers who engage in delin­
quencv and violence, favorable attitudes to­
ward delinquencv. and early initiation of delin­
quencv ana violence or substance abuse) that 
affect risk in later developmental penods are 
addressed in Chapter 4 that reviews delin­
quencv and violence prevention programs in 
childhoou. adolescence, and the community 

(Conclusions About Risk 

The lollowing generalizations regarding 
risks tor crime, violence, and substance abuse 
liave important implications for nsk-focused 
prevention. Risks affecting children trom con­
ception throueii age 6 are founa in the individ­
ual, the lamiiv and the communitv .Moreover 
'jxposurc to a greater number of risk factors in­
creases risk of crime, violence, and substance 
abuse exDonenlially (Institute of Medicine. 
1994: Newcomu. .Maddahian. Skager i Bentler 
1987: Rutter 1980). These hnaings suggest that 
prevention programming must use multiple 
itrateeies to reauce multiple risk factors, .•\gen-
cies that traaitionailv aaminister categorical 
lunds will iieea to find wavs to collaborate in 
rediiciiii! a varietv ot risks at multiple levels if 
•i nsk-focused prevention approach is to reach 
Its full potential. 

Because common risk tactors aunng the pe­
riod trom conception throuKU age 6 predict di­
verse proolem oehaviors. including crime, vio­
lence, and substance aouse. genenc prevention 
iiratccies liiat aadress taese common risk fac-

•ors iiiirinc I'ariv neveianment shouid have 
:)roaa-ranmiig eifects on .i range oi health and 
•jehavior nrooiems. Thus, comprenensive. nsk-
locusea prevenuon initiatives snouid not be 
conceived or evaiuatea irom narrow categor­
ical perspectives out should be aesigned and 
irapiemented to reauce overall levels of nsk ex­
posure at the inaividuai. family and commu­
nity levels. Effects on a broad range of heaith 
and behavior problems, includmg substance 
abuse, dropping out of school, teen pregnancy, 
violence, and cnme. 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 suogroups of individ­
uals who negotiate nsk exposure successfullv. 
escaping relatively unscathed. This research 
has led to studies of the factors that protect 
against nsk exposure. Protecuve factors predict 
successful outcomes even in the face of risk ex­
posure. 

Three classes of protective lactors have been 
identified: factors inherent in the individual, 
factors related to the deveiopment of social 
bonding, and healthy beliefs and clear stan­
dards for behavior iHawkins et al.. 1992). In­
dividual protective tactors 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 iines of action 
valuea bv a social grou p such as lamilv Healthv 
beliets and clear standaras include famiiv and 
community norms opposed to drug use. crime, 
and violence and supportive of educational 
success and healthy aeveiopment. 

THE SOCIAL 
DEVELOPMENT STRATEGY 

The social deveiopment strategy is a pre­
vention approach ior reaucing identUied ris>. 
tactors Dv ennancine known protective tactor: 
against health ana behavior problems i HawK­
ins & Catalano. 19921. The social deveiopmen 
strategy is derivea Irom maior criminoiogica 
'heories. iiiciudiiig social learninc iheorv. nil 
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lereiitiai association tneorv. anu sociai control 
;heorv itCatalano i HawKins. rJ96l. The strat­
egy spcciiies iiow nrotective lactors can ue m-
iroducea to work toseiner to protect cnildren 
exposed to risk. 

The coai ot the stratccy is heaithv cnildren. 
Healthv beliefs ana clear stanaards tor behav­
ior in the lamily and communitv promote 
healthy behavior in children. To illustrate, 
epidemiological studies have documented the 
impact ot chancing beliefs about the social ac-
ceptabilitv and perceived risks oi 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 risk associ­
ated with these substances was followed bv a 
reduction in the prevalence of mariiuana and 
cocaine use by high school seniors through the 
early 1990s (Johnston. 1991). More recently, a 
decrease in the perceived harmfulness of mari­
juana use in 1992 was followed bv an increase 
in the prevalence of maniuana use in 1993 in 
the Monitoring the Future epidemiological 
studv. Healthv beliefs and clear standards have 
just begun to be discussed as they apply to vio­
lence in families, neighborhoods, and com­
munities. U'e 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 beyond. 

We must also re-create a sense of commu­
mty. 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, mariiuana. cocaine, and other drugs 
These young peoole are unaffected bv the new 
norms against drug use because they have no 
investment in the groups that are communicat­
ing the healthv beliefs and clear standards 
about drugs. In part as a result ot risk exoosure 
in their lamilies. schools, and communities, 
these voung people ignore the messages that 
some 01 these groups mav be seeking to com-
inunicate. For this group to accent these mes­
sages, we must first help them to develop ihe 
motivation to live bv healthy standards for be-
havnor The social development strategv sue-
,?ests that those who are bonded to individuals 
and institutions that oromote healthv tjoiiefs 

iiia clear stanaaras wil l auout simuar nniieis 
ana stanaards. Bonaing can oroviae the moii-
".-ation that youth neea to protect ;.":ein irom ex­
posure to nsk. Children wno are nonderi to 
those who hold heaithv belieis ao not want to 
ihreaien that bona bv behavinc in wavs that 
-.vould jeoparaize their reiationsnios and in­
vestments. 

To build bonding to a social unit, three con­
ditions must be met. Children must be provided 
with meaningful, challenging oppominiues to 
contribute to their family school, peers, and 
community that help them feei responsible and 
significant. Children also must be taught the 
skills needed to take advantageetfeciively of the 
opportunities they are provided. It children do 
not have the skills necessarv to be successful, 
thev experience frustration andor lailure. Fi­
nally, children must receive recognition for 
their efforts. Recognition and acknowiedgment 
give children the incentive to continue to con­
tribute and reinforce their skillful pertormance. 
Individual protective factors affect one s abilitv 
to perceive opportunities, develop skills, and 
perceive recognition. For example, it a child has 
a positive social onentation. he or she is more 
likely 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 

.\n understanding of the evidence on risk 
and protective factors tor crime, violence, and 
substance abuse suggests a set of principles that 
should guide prevention programming. 

1. To be etfective. prevention eiforts must 
address known risk factors ior crime, vio­
lence, and substance abuse 

2. Prevention efforts must make a clear con­
nection between the program activities 
and the goal of nsk reauction. To illus­
trate, family management prooiems have 
been identified as a nsk factor for health 
and behavior problems in chiidren. Fam­
ily management problems mav emerge 
from different sources, if. for exam­
ple, family management prooiems are 
thouElit to occur because oarents who 
work need more eifectivo wavs to mom-



SOURCEBOtJK 0 . \ I U V E M L E OFFENDERS 

•or their cr.iidrens oehavior c::iid care 
:entcrs. icnoois. ana latchkev programs 
:ould summarize cniidren s aauv benav-
;or tor oarents to assist them in monitor-
:iig their cnildren s oehavior wnen thev 
ue not present, .\lternativeiv. famiiv 
.management prooiems mav anse irom a 
lack ot knowledge ot effective aiscipiine 
lechmques. In this case, providing par­
ents with opportunities to learn and 
practice a vanety of discipline tecn-
iiques may oe etfective. The link be­
tween prevention actrvities ana the risk 
reduction obiective should be cieariv 
specified. 

3. Prevention programs should seeic to 
strengthen protective lactors wnile re­
aucing risk. 

-1. Risk reduction acti-vities should address 
nsks at or before the time they become 
predictive of later problems. Intervemng 
early to reduce nsk is likely to mimmize 
the effort needed and maximize the out­
come. For example, intervenuons to im­
prove family management practices 
prenatally ana in infancy are likely to be 
.nore etfective than waiting to initiate the 
intervention until after a referral for 
abuse and negiect. 

5. Interventions should target individuals 
and communities that are exnosea to 
.Tiuitiple risk factors. Because there is 
evidence that those exposea to multiple 
risks are at much elevated nsk. erfons to 
prevent chronic and senous prooiems of 
crime, violence, and substance aouse are 
most likelv to be effecuve if focused on 
these populations. Workmg with whole 
communities has advantages in that in­
dividual children are not labeled at very 
eariv ages as potential prooiems. Fami­
lies at nsk include those headed by sin-
he. poor, and/or teenage mothers. Com­
munities at risk mciude poor and 
disorganized neighbornoods with high 
eveis 01 crime, violence, and substance 
iDuse. .-X communitvwide approach al-
.ows higher- and lower-risk families in 
1 neiehbornood to worK ana learn to-
jether. moaeiing. suoporting. and rein-
lorcing eiforts to strengthen orotective 
lactors ana orocesses. 

Because multiple risks present in muiti-
-••o ..r,rr.ninc nreQ'ct SBrious cnme. vio­

lence, -.na ;;iostance aouse. multi-
stranaed prevention aoproacnes snouid 
be usea that aadress Kev nsk factors at-
tecting a neignbornood or communitv. 

Prevention programs must be designed 
and impiementea to reach and be accept­
able to the aiverse racial, cultural, and 
socioeconomic groups to be included. 

EFFECTIVE 
EARLY INTERVENTIONS 

This section summarizes the evndence on 
prevention program effectiveness in reducmg 
nsks and enhancmg protective factors for vio­
lence, crime, and substance abuse. Hawkins 
and Catalano (19921. Hawkins et al. (19921, In­
stitute of Medicine (1994), Olds and 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 descnbed here have demon­
strated their abihty to reduce risks and enhance 
protective lactors against cnme. violence, and 
substance abuse. Some of these programs have 
demonstrated long-term preventive effects on 
cnme. violence, and suostance abuse as weil. 
Only programs that provide services to indi­
viduals and/or theu families are included here. 
Community activation, commumty develop­
ment, commumty policing, changes in laws or 
regulations, and other commumtywide inter­
ventions aimed at affecting broad communitv 
nsks are discussed in Chapter 4 on delinquencv 
and violence prevention programs in child­
hood, adolescence, and the communitv. 

It should be noted that the preventive inter­
ventions discussea here iiave been tested ex­
tensively for their effects on reducing risks 
among children oorn to singie (often teem 
mothers in povenv. Preventive imtiatives using 
these eariv interventions should be designca 
ana impiementea to reacn those children atnsK 
by virtue ot low oirthweight: preterm oirth: 
and/or an unwea. poor or teenaged motner. The 
interventions discussed here are organized 
developmentally trom the prenatal perioa 
througn aee 6. 
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Pre-'Permatal 

Routine crc- 'ind pennatai mcaicai care ae-
creases the incidence ot pennatai difficulties 
and minor pnysical abnormaiities i Institute ot 
Medicine. 19941. Interventions 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 include eaucation for the mother regarding 
the physiological and emotional changes of 
pregnancy. lotal growth and development, and 
psychosocial preparation for childbirth. Fur­
thermore, home visitation by health profes­
sionals dunng pregnancy that includes inten-
vive health educauon lor the mother improves 
high-risk motners (e.g.. smokers, teensi health-
related behaviors and reduces the rates of pre­
term deliveries and low-birthweight babies 
(Olds i 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 otber injunes (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 resulting 
in brain damage. 

Birth to Age 4 

Three tv-pes of interventions in this devel­
opmental suDstage address nsk and protective 
factors tor crime, violence, and substance 
abuse. These are immunizations, home- and 
family-basea interventions, and educational 
day care/preschool. 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 comoined into one multicomponent 
program. Manv interventions that begin in this 
penod also can be continued in the develop­
mental substage irom ages 4 to 6. 

Immunizations 

children, rsgaraless oi individual cir­
cumstance, snouid be immunized against such 
infectious aiseases as poliomvelitis. diph-
thena. penussis. tetanus, measles, mumos. ni-
bella. menineitis. and hepatitis B. Protection 
against manv oi these diseases nelps to prevent 
associaiea brain aamaee. a risk factor ior later 

:rime. violence, ana suostance aouse iinsiitute 
Of .Meaicine. 19941. 

Home- •md Famiiy-Basca Intcn-entions 

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

ftirent 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 i 
Kitzman. 1993). Parent training typically en­
tails instructing parents on how to set clear 
expectations for beha-vior. monitor childrens 
behavior, reinforce positive beba-vior. 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. 19921. parent groups, 
and home visitors. 

Programs that are designed to enhance par-
';nt-child interaction promote a child's bonding 
to lamiiy (Hawkins i Catalano. 1992: Olds ic 
Kitzman. 1993). Many interventions of this 
type involve structured activities, such as a par­
ent and child playing 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 quality of parent-child interaction 
and thereby strengthens a child's attachment to 
the aault caretaker t.-Vnisfeld. Casper N'ozyce. 
i Cunningham. 19901. 

Child cogniUve development activiUes mav 
be earned out bv a home visitor or a parent 
iOlds i Kitzman. 19931. These activities onen 
emphasize language development ind may in-
•. olve interactive reading to cnildren as weil as 
structured play sessions with tovs. 

Famiiv support interventions also address 
r;sk factors ot poor lamiiv manaaement. paren-
•al dnie use anu crime, extreme economic dep­
rivation, ana acauemic lailurc. and the protec-
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• ive tactcr c: oarcnt-cnild bonuint:. i-lcaiLh cnu-
.c.uon :cr rr::.n.':crs ul rouni: cr.iidrcn mav nem 
reauce motners suostance use lOlds i Kitz­
man. 19931 Home v-isitors uromoiion oi social 
•.en'icc use ana assistance to mothers m acniev-
.ng eaucoiionai and occupational goa/s both 
counter nich-risk families economic deoriva-
tion lOlds i Kitzman. 1993. Yosnikawa. 19941. 
Home visitors can act as advocates tor the lam­
ily. helping lamiiv memoers obtain needed so­
cial services and encouraging the mother to 
pursue iier educational and occupational 
plans, such as returning to high school to com­
plete a GED. Furthermore, provision of instru­
mental suppon to mothers, such as child care, 
offsets some of the hardships caused hy eco­
nomic deprivation (Olds i Kitzman. 19931. 
Transportation to health clinics and earlv edu­
cation centers is anotherexampleof instrumen­
tal suppon that can be necessary if families are 
even to receive intervention services. A tov 
and/or book lending library, which is intended 
to aid in children s cognitive deveiopment. also 
may be offerea in coniunction with home visi-
taUon services or an early education program 
(Olds i Kitzman. 1993). Home visitors provi­
sion of sociai support ta mothers helps engage 
parents in an intervention and can reinforce 
parents' learning and behavior changes (Olds 
k Kitzman. 1993). By becoming a friend of the 
familv who cares and listens, the home visitor 
is in a good position to educate and inlluence 
familv memoers m positive wavs. 

The Prenatal/Eariv Infancy Project is an ex­
ample of a comprehensive program that in­
cludes manv of the intervention components 
from Doth the pre-/perinatal period and the 
birth to age 4 developmental substage (Olds. 
Henaerson. Chamberiin. i Tatelbaum. 1986: 
Olds. Henaerson. Tatelbaum. i Chamberiin. 
1986). This program targeted a semirural Ap­
palachian region of New York State that had 
high rates of poverty and child abuse. Most ot 
the mothers in the sample were unmamed and 
from the lowest socioeconomic group, and 
neariv half were teenagers. In the ful l imple­
mentation of the program, home visitation bv 
a nurse oegan auring pregnancv and continuea 
until children were 2 years old. These nurses 
provided mothers vvith heaith education, par­
ent education, lob and education counseling, 
health ana sociai service linkage via referral 
and advocacv. and emotional and sociai sup­
port. The nurses aiso encouraged close mends 
and famiiv rr.emoers of the mothers to oanici-

::3to in inc iiome visits anu assist motners with 
•."eir p.eeas. inciuaing cnild care ana house-
'.oid rosponsiDiIities. 

The proiect was evaluated using a ranaom-
zea clinical trial design. The evaluation aem-
instrated significant reductions in several nsk 
lactors. Program participation aecreasea peri­
natal difficulties for teenage mothers ana moth­
ers who smoked. In addition. 24 months aner 
the end of the program, the rate of veruied ciiild 
abuse and neglect was 19% in the control group 
but oniv 4% for program participants. Further­
more, of the mothers who had not finished high 
school at the begmning of the study, program 
participants were twice as likely as controls to 
graduate high school or be enrolled in an edu­
cational program. Program participation alsc 
increased employment for single, poor, oldei 
mothers and delayed subsequent pregnancie; 
for single, poor mothers. 

Parent-Child Interaction Training is anothe: 
example of a program dunng this penod tha 
effectively reduced risk factors such as pooi 
family management practices and early anuso 
cial behavior (Strayhom Sc Weidman. 19911 
This program targeted low-income parents whc 
had complained that their preschool childrei 
(ages 2 to 5) exhibited at least one behavaora 
or emotional problem. Most parents wer' 
unmamed and experiencing depressive svmp 
toms. and the sample was predominandv Afn 
can Amencan. In the program, parents partic: 
pated in 4 to 5 two-hour, small group session 
with instruction and role-playing on parentin 
skills, including behavioral management. Pai 
ents also were trained to play constructivei 
with their preschool children and conaucte 
individual play sessions with them, attenain 
sessions until they reached a cntenon ievei. 
ranaomized tnal showed that at the 1-year fo 
low-up, program children improved signii 
cantlv more than did controls in terras > 
teacher-rated attention-deficit/hyperactive. a 
gressive. and anxious behavior. 

.-Uthough it has not been rigorouslv evai 
ated. the Healthy Start program in Hawaii is 
promising example of a statewide, poiic 
driven, early intervention program. Heaitf 
Start IS an ongoing service protect that aims 
prevenl child abuse and neglect througn reau 
ing risks of poor family management ana ac 
iermc lailure and enhancmg the protecuve la 
:or Of parent-child bonding ^Breakey i Pra 
1991). Heaithv Start screens mothers wno a 
lomitted to hosoiials forchildbirth ana uses 
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indicators tor aciermininc at-risk status. The 
screening proceaures are etfective in identifv-
ing those tamilies at high and low nsk for child 
abuse and negiect I Hawaii State Department ot 
Health. 1992). Families determinea to be at risk 
are offered comprenensive eariy intervention 
services, and approximately 95% of the fami­
lies accept the offer for services. The program 
serves families beginning postpartum and con-
tmues until children are age 5. Healthy 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 ot 
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 intensity of services varies 
over time with the needs and risk level of the 
faimlies. 

Educarc 

Structured educational day care, or edu-
care. and preschool programs that emphasize 
language development (including teacher-
directed, student-centered, and student-initi­
ated programs) advance childrens cognitive 
and social deveiopment (Yoshikawa. 1994). Dif­
ferent structured programs seem about equally 
effective in reducing these nsk factors and en­
hancing childrens bonds to school and homo 
(Hawkins & Catalano. 19921. 

Three major controlled studies of early 
childhood education and home visitation have 
followed up participants weil into adolescence 
and have shown these interventions to predict 
lower rates of violence and cnme. The Perrv 
Preschool program is one example (Berrueta-
Clement. Schweinhart. Barnett. Epstein. .3c 
Weikart. 1984). The program used the Highly 
Scope Cognitiveiv Oriented cumculum to tes­
ter social and intellectual deveiopment in chil­
dren age J to 4 years. The program targeted chil­
dren with below average IQs from low-income 
Afncan American lamilies in a poor neighbor­
hood in Vpsiianti. Michigan. Nearly half of the 
children in the studv were from single-parent 
families. In the program, the preschool teacher 
divrided the classroom into language-oriented 
leaming centers that encouraged children to 
use. experience, ana discover language through 

.ictivities ana plav. The leacncr and child 
lointlv piannea ana initiated activities. In aa-
iition to eariv education, the program had a 
liome visitation component in wnich teachers 
met vvith 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 tnal. the Perry Preschool 
program showed significant reductions in risk 
factors as weil as criminal and violent behavior 
(Bemieta-Clement et al.. 1984). Program pcir-
ticipants attached greater importance to school 
and displayed 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 
cnme. 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 companson with controls. 

Two other programs that employed early 
education and home and family interventions 
are the Houston Parent-Child Development 
Center and the Syracuse Family Development 
Research Protect. During the tirst year of the 
child's life, the Houston Parent-Child Develop­
ment Center program consisted of home visita­
tion services that focused on enhancement ot 
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 lollow-up when children were ages 
8 to 11 vears (Johnson i Walker. 1987). The 
Familv Development Research Protect included 
.1 home visitation component with parent train­
ing, ennanccment ot parent-child interaction, 
child cognitive aeveiopment activities, social 
suppon. promotion of social service use. and a 
tov and booK lending libraxv. The other com-
[jonents of the program were center-based edu­
cational child care and a parent organization. 
.-\. follow-uD evaluation showea that oniv t3% 
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:: ::-.o 'jroHrnin ::nr:iciuant.s iiau iiivcnue re-
:oras nv aee 15 :n comparison to 22"b ot the 
:ontrois iLallv. .Mangione. i Honii:. :0881 
.Moreover, program Darticipants wno iiaa luve-
:uie recoras committed less serious and fewer 
Jifenses than aid control subiects who had lu-
-.Rniie recoras. 

.\ges 4 lo 6 

As children prepare to enter elementary 
scnooi. the preventive interventions imple-
.mentea in the earlier developmental penods 
should be supplemented with socio/ compe-
:encc cumcula. A social competence cumcu­
lum mav be delivered at preschool centers or 
Tt home bv parents. These curricula aim to 
counteract and prevent early antisocial be-
navior bv teaching basic interpersonal skills 
(Hawkins et al.. 1992). 

Two examples ot programs of this type are 
the Interpersonal Cognitive Problem-Solving 
(ICPS) and the PATHS cumcula. The ICPS cur­
riculum seeks to decrease impulsivity and in­
hibition (Shure & Spivack. 1980; Spivack Sc 
Shure. 1989). The program format consists of 
dail V lessons in the form of games. Early lessons 
tocus 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 cumculum em­
phasizes alternative solutions to interpersonal 
problems, consequential thinking, and recog­
nition of and sensitivity to others feelings. In 
preschool, kindergarten, and home implemen­
tations of the ICPS cumculum with children 
trom low-income, urban families, the social 
competence training produced significant and 
duraole eifects on behavioral adjustment, in­
cluding aggressive and socially inappropriate 
behaviors, and problem-solving skills when 
children exposed to the program were com-
parea with controls iShure i Spivack. 1980. 
1982. 1988). 

P.ATHS (Providing .Alternative THinking 
Strategies I is a more recently developed social 
romoetence cumciiium that seeks to reduce 
•'anv antisocial behavior by integrating emo-
'lonai. cognitive, ana behavior skill deveioo-
ment in voting children iGreenoerg i Kusche. 
:993l The PATHS curricul um oegins with kin-
aercarten children and has lour main obiec-
'ives: la) control arousal and behavior througn 
-eit-recuiation I 'stop and calm aown 1 |b) de-

•• eioD aiicctivn vncaDiiiarv ana emotion pro-
:essiiig to noiD unacrstana self ana others: icl 
ntegrate affective, cognitive, ana linguistic 
:kills lor etfective sociai proolem solving; and 
d) promote positive self-esteem and effective 

peer relations. Lessons are deveiopmentally se­
quenced ana include dialoguing, role piaving, 
moaeiing by teacners and peers, social and self-
reiniorcement. attnbution U-aining. and verbal 
mediation. The program has been evaluated 
and found to be effective in reducing behavior 
problems of deaf children I Greenberg Sc Kusche. 
1993). .Although evaluations are ongoing with 
hearing populations, the approach represents 
an advance over earlier sociai competence cur­
ricula because it 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 vvill be determmed by the 
processes used to decide on the prevention 
strategies to be included, by the specific pre­
ventive intervenuons used, and by the methods 
used to implement these interventions. Preven­
tion programs should address the highest prior­
ity 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 
commumty at most danger of developing seri­
ous cnminal. violent, or substance-abusing oe­
havior Each community needs to assess its 
umque risk factor profile as a foundation for 
selecting and designing preventive interven­
tions that address the nsk factors most noxious 
in that community. 

Interventions must be able to reach and 
<:ommunicate affectively with Lhe 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 peoole to 
take ownership oi the intervention techniques. 
'.Vithout this ownership, it is difficult for even 
lhe most potent intervention to be applied with 
sufficient vigor to change a neighborhood, fam-



E.''feci;-.-e t^rcvention .-Dtratoaies 

liv. or cniid. Comoining .kinowiease oi eiiectr.-e 
risk- ana protective tactor-tocused prevention 
programs -.vith locai owmersnip ot prevention 
initiatives wiil rcsuit in the best outcomes. 

Inten-eniions should be ionq icrm tor the luii 
preventive benefits to be realized. Sustainea ef­
forts are required to cnange and shape oehavior 
pattems. To illustrate, in programs using nome 
visitors to deliver services, long-term interven­
tion increases the likelihood of the mother ana 
visitor developing a trusting relationship, ana 
consequently, the mother forging a lasting com­
mitment to her own and her child's deveiop­
ment lOlds i Kitzman. 1993). "Quick fixes ' are 
unlikely to have enaunng eifects in preventing 
cnme. Moience. ana suostance aouse. 

Preventive interventions require a scmcc de­
liver}' system that is unihed in its vision ol nsK-
focused prevention and employs personnel 
trained forspecihc inten-enuon tasks to be suc­
cessful (cf. Gomby. Larson. Lewit, & Behrman. 
1993). Those who control social, health, legal, 
and educational resources in a community as 
well as service provriders should be guided by 
a shared understanding of the nsk-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 staif require reguiar 
insemce training, supportive supervision, ana 
sufficient compensation in oraer to provide 
quality services, engage families and children 
in the intervention, and alleviate lob stress. 
Special prevention-oriented training and tecn-
aicai assistance mav be needed to faciiitate 
these changes in a community's service deliv­
ery system. 

Fmailv. cxpectaUons about the magnitude oi 
inteneniion erfncts should be realishc. Cood 
eariv intervention programs tend to show mod­
est to moderate benefits, and eariv intervention 
alone is not a 'silver bullet" to serve ail preven­
tion needs. Larger reductions in crime. '. lo-
lence. and substance abuse are more iikelv it 
preventive eiforts aiso include programs di-
rectea at other neveioDmental stages and in­
volve communitv-levei interventions itbr de­
tails, see HawKins et al.. 1992. Institute ot 
Meaicine. 1994 ana Chapter 4. this voiume. on 
delinquencv ana violence prevention in cniid-
hooa. aaolescence. and the commumivi 

A MODEL FOR IMPLEMENTING 
A COMPREHENSIVE EARLY 
INTERVENTION STRATEGY 

The loregoing considerations resarains 
planning and implementation suggest that a 
comprehensive eariv intervention strategy is 
best implemented and coordinatea at the com­
munity level. .An example of an aoproach lor 
communitv implementation of a nsk-i'ocused 
prevention strategy is the Communities That 
Care (CTCl strategy (Hawkins i Catalano. 
1992). The strategy is a comprehensive, long-
term, communitywide approacn that allows 
communities to tailor eariy intervention eiforts 
in response to epidemiological evidence on nsk 
ana 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 nsk reduc­
tion and enhancement of protective factors. 

The Communities That Care strategy results 
from more than 14 years of research on delin­
quency and substance abuse prevention. It con­
sists of a planning phase and an impiementa-
tion phase. The planning phase, which spans 
1 year, involves community mobilization, risk 
and resource assessment, and strategic plan­
mng. This phase begins by onenting key com­
munity leaders—mcluding mayors: police 
chiefs: judges: school superintendents: and 
business, civic, and religious leaaers—'o the 
nsk-focused prevention approach. The orien­
tation assists key leaders in assessing their com­
munity s readiness ior the approach. Involving 
key leaders in the process makes it more iikelv 
that they vvill commit resources to prevention 
once the community's strategic prevention 
plan IS completed. .-Vfter the onentation. the 
key leaders appoint or identify a communitv 
prevention board that is made up of diverse 
community members, including Key informal 
leaders: grassroots community leaaers: and 
educational, law enforcement, and health and 
human service deliverv personnel. The preven-
tion Doara is established as a permanent insti­
tution 01 the communitv. Once estabiisneu cr 
identified, the community prevention ooara is 
trainea to assess its communitv s risks and re­
sources through collecting aata on risk factor 
indicators and assessing existing progra.ms. .Vt-
-er assessment is completea. the communitv 
:3oara prioritizes risk factors that are eievated 
or trcnaing in unwantea direciions. identities 
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programmins gaps. .,na learns aoout effective 
approacnes to aadress orioritv risK factors. The 
boara then creates a strategic prevention plan 
that specifies prevention orograms to address 
high-priority risk factors in the communitv 
Existing programs that address nigh-pnoritv 
risk factors in the community are included in 
the strategic plan. The pian includes a design 
for process and outcome evaluations of the 
strategy. 

The implementation phase begins at this 
point. The board creates task forces for each 
program element in the action pian. These task 
forces oversee program planmng 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 commumty board can ad­
just its preveniion plan to reflect these changes. 
This allows the prevenuon board to redesign 
its plan to meet changing condiUons produced 
by either the preventive interventions' effec­
tiveness or changing risk conditions. 

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

NOTE 

I . The prevenuon oi substance aouse is included 
Aithin the scope oi this comprenensive intervention 
suategy oecause sucjstance abuse ircquentiv conuib-
utes to violent ana cnminal behavior For e.xamDie. 

.n 1991.1)7% onhc uersons ancsien in J4 uroan areas 
••vera unacr i.'-.e iniiucncc oi some drug [National In-
•.titutooi lustice. 19921. .Moreover, eitons tor prevent-
mg crime, violence, ana suostance aouse snouid be 
comoineu. since ail three [jroolem benaviors are pre-
iiictea bv a iiumDcr ot common nsi; lactors 
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