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YOUTH AT RISg: DEFINITIONS, PREVALENCE
AND APPROACHES TO SERVICE DELIVERY

This paper provides an ove$w of the extensive literature on at-risk youth, the
servfcesTl%t  exist to meet their needs and improve their life prospects, and, efforts to______ -1--“” _._.. ____ _.I.  --~_ __.
migrate these services. It is the first product of a 8 month investigation that The
I,IrbBiIristitute is conducting for the Assistant Secretary for Planning and Evaluation,
U.S. Department of Health and Human Services, to examlne~ensi.vesendce.-..-
integration programs for adolescentsages  .I& 15, -%&all goals of this project aretom.___._.,__..___.___..._  . ..__-._---_  ^-.--  ,.I,., -. ,..--

Document how comprehensive, integrated services are delivered to at-risk
youth between the ages of 10 and 15 at five locations;

1denti.Q  some effecttve  methods of providing comprehensive, integrated services
for this population:

Identity barriers to providing comprehensive servlces, and means of facilitating
service integration for at-risk youth:

Examine the role of Federal, state and local government and the non-profit
sector in impeding or facilitating service integration for at-risk youth;

Examine the extent to which simple lack of services, or insufllcient  service
capacity in the communities visited is implicated as a barrier, in comparison
with eligibility, regulatory, jurisdictional, and other factors; and

Identify issues for further research on the provision of comprehensive and/or
integrated services for at-risk youth.

Due to the short time frame, this paper relies  heg_~.gg~gcor?&s-y sgg~g_,__
material and interviews with r_ecognJzed  youth experts. Fortunately, several excellent\-. . -I_.-.  .I._... __
reports have been completed recently which summarize the state of knowledge in the
field. We cannot claim that the following report provides an exhaustive literature
review, but we think it provides a fair representation of the current collecttve wisdom
about at-risk youth and service approaches.

The report is organized in the following manner. First, we explore various_--
conceptual definitions of “at risk” that are currently in use andtlietiiriiiiplicaUons:for
ideTUfyirii_youth who might need services. Second, we summarize research on the
premence  of specffic problem behaviors or experience of risk outcomes, Then, the
array of traditional services for youth are briefly described. Finally we examine
comprehensive and integrated approaches to setice delivery and some of the issues
that arise when youthages-1.0:  15 are the target population for these initiatives.
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The Meaning of “Rsk”  among  Young Adolescents

Adolescence is a developmental stage most frequently defined as beginning at
puberty. There is less agreement about its end; some experts have suggested that the
upper age limit may be as high as age 24. This report, however, focuses on youth in
early adolescence,._a_period  spmg most of the pubertal changes and roughly___.___.. _ _____----.I, >--. ..i ._.,  __” _.~ _
corrExnd_ing to middle. school or junior high school years (typ@lly ages 10-15).
While this s%+@e”h&  been characterized by some as a period of conflict tid stress,
there is now general agreement that adolescents are not at equally high risk for
problem behaviors. Levels of risk for particular adolescents appear to be mediated by
a set of environmental and individual antecedents.

Recently. efforts to define levels of risk and its prevalence among adolescents
have sparked interest in the policy and research arenas. They represent the
culmination of work in three areas of developmental theory over the past 15 years.
These 1 include:

l .The acceptance of the ecological approach to development posited by..^., ^...
B~ienbrxnner wl-@h emphasiaes  the influence of the child’s social
environment (family. neighborhood, peers).

l The reco_$_lition  that evalu.ations_ofsome  early childhood intervenU,o_mi~_~~ve~-I-_Lt._-_  ..,. _.. I. -.I I
shoG%?educUo~ m some of the.,negative effects of poverty and disadvantage
~f~iprogram”$rUcipants  (i.e.. reduction of risk):

l The acknowledgement that many problem behaviors of adolescents are__.
correlated and potentially share common antecedents,

On this last point, we conclude that the current evidence is not sufficient  to
prove a high degree of overlap among problem behaviors, but the presence of some
common antecedents for many behaviors is suggestive.

Competing defkritions  of what constitutes “risk” among adolescents are rife and
much of the murkiness in the field results because varying approaches alternatively
focus on antecedent conditions, markers, problem behaviors, and outcomes. Those
“at risk” of a problem are sometimes identified by the fact that they already have the
problem--such as school dropouts. A variant strategy uses markers, such as school
performance, to identify the group at risk of an outcome such as dropping out of
school. Other approaches stress the importance of risky situations or environments
such as dangerous neighborhoods or dysfunctional families in promoting negative
outcomes.

This paper adopts a conceptual f.?amewQrk  that integrates these approaches by
proposh-<r  com~n$s’fK@k  defiriiUon:  risk antecedents, risk markers, -- - -~

__I___.  ~.. _ -_----a--“-
problem behaviors. and.~..outeo.m,es. Risk antecedents are those environmenta!---1-.---k  __,,,__“.,-
ckiiidii<ons such a,s .p.over+mdfamily  dysfTuncUon  wmch consisteSnUy  predict___,___..+~
subsequent negative outcomes for young adolescents. Risk markers are behaviors or-.-_.^  ._-
conditions associated with more serious outcomes and which, based on the research
lit&ture,‘maq  be signals of impending dysfunction. We focus on two markers which
are readily observable in system records. These are poor school performance and
involvement with child protective services. Both appear to-be critical markers
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(r)r_e~~~~~~l.~~ah..fIu~~e.,p~,-~~~~-~~O~  15 year-olds. Risk outcomes are defined as----.--__i  _I -... .I._. ___ _._  ._
those serious, negative consequences wl$Q are most.  ljkely  to .follow.  from a.
c~~~~U~~~~frisk-Bntec:edents  and problem behaviors, and are s@xaled by risk
markers. These outcomes include pregnancy, too-early parenthood, poor pregnancy
outcomes,  STDs, homelessness. prostitution, substance abuse, school dropout,
criminal behavior, depression, suicidal thoughts and behavior, death or injury,
accidents, and physical and sexual abuse. These outcomes generally result from
problem behaviors such as early sexual activity, truancy, running away from home,
early use of substances, and associating with dehnquent  peers. Figure 1 presents a
schematic representation of the frameworks four components.

l’I&.fxamew~rk takes_&iin.,,gccount  t&e compn antecedents of many youth
p ___... ,,.?...  .- .. .~. ._ _,blems and allows-6 an assessment of risk geared specifically  to young
ax&_s!escents,  ,a group in which the early. signi of_dysfunction  are .important  rather than
waivaig_for__.he  onset of negative. or destructive consequences. Accordingly risk for. _ _,..., . *.
young adolescents is defined as “tit&presence  of negative antecedent conditions (risky_I_._“._ .,-_i -“/WL  .._^ . _. _-,,. ..,^^ I-.. -*.
environments) which create vulnerab@.ties,  co,mbined.uui~l~~~:~~~~-~E~specifie  ”” ._lll^..
n~~~~~-~~_~~~~~-~~~~-~~~~~  precursors or risk markers likely to lead, in time, to--w _-___.-more seriou_s_csx.(~s~.a.utcomes).” High risk in this scheme may be defined
asnegative  antecedent conditions and either specific markers or problem behaviors.
Moderate risk may be specified  as the presence of either antecedent conditions g
markers, but not both. Low risk youth show neither antecedents, markers, or
problem behaviors.

Prevalence of Risk among Young Adolescents

Estimates of the prevalence of at-risk youth using the above definition would
ideally be based on data revealing how many youth experienced each problem
behavior or risk outcome. Es,-rgle source has evaluated the prevalence of the entire
razge of possible problem szeha\rip,~~~on~~~~~~~~~~~ts, the covariatfon  among__

pr&&xn%or_the likelihood of outcomes arising from specffic  behaviors,,  .Given this
lack of cross-~~iilla~~a=-~~-~Uon,  ‘this paper presents data about the prevalence of
each risk antecedent (poverty. neighbo~~~;-~,~~~y--~s~cUon~as’-~~~s~ied’by
&.rental subst&e’abuGE&“nd  reported child abuse and. neglect); -rfsk-markers (poor
school performance ,and chIld.,.protecUun/out  of home placement), and problem-_ _I--“--_-,
b&ratior~~ZirWoutciinieS  (3%~ sexual behavior and its consequence~~~~truancy and
school dropout, running away and homelessness. substance use and abuse,
delinquency, and adolescent mortality).

Traditional Seruices  for At-Risk Youth

Traditional services have tended to function within single organizational
systems~~~~~~~~.‘~d~caUon.  corrections, or mental health, and to treat only-.t.he
behaviors or conditions relevant .to their area of expertise. They often address only -a
single iisk outcome, such as adolescent pregnancy and parenting. substance abuse,
delinquency, or school failure. We refer to these as single focus programs and we
explore the supports behind this system of services in Federal categorical and
entitlement programs.
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This section provides a brief overview of the range of programs aimed at the
single problems of adolescence. Both prevention and treatment strategies are covered,
although treatment programs are more common than prevention efforts. Programs
that address school failure and drop out, adolescent pregnancy, substance abuse, and
delinquency are described and school based efforts are distinguished from community
based efforts.

* Traditional programs face Iimitations. Over the years, these single focus
programs have often recognized that the social and supportive services they offer do
not address some of the most pressing needs of their clients. Second, they have found
that it is often difficult to obtain needed services from other agencies because of such
ditficulties as eligibility requirements, inadequate resources, and inaccessibility or
inappropriateness. Frustration with these service barriers has set the stage for
programs to expand their own services: to build referral networks: or both. The
former are efforts to become more comprehensive under a single roof: the latter are
efforts to achieve more formal or informal integration of the service agency network
withtn a community.

Issues tn Semtce Integrcztton

to deliver CO~QJ&XQ&~  s~c.~..t,oyoutha.nd_their______,___.W~.“lllllll~
cooperaUon~andcoord  of effortshavereceU?ed,  . ____

sponseto  theJnany ,and_varL&service.needs  Q_f
youth and the frus~~~~~~.encou~“~y~~~Uo~~,s~~~~o~.appuaache~~t~..~-W*&*,_.r-LI~X L

s&&I
Service integration (SI) refers to procedures and structures that help

service agencies coordinate their efforts to address the full range of service
needs presented by youth and their f-es in an ei&ient and hoIisUc manner. While
relatively few systems actually meet all the elements of an ideal SI model, the following
key characterfstics  are proposed as critical components:

An approach that assumes youth are embedded in family, neighborhood and
community environments which can also be influenced;

A comprehensive, individualized assessment of individual and family needs
conducted at or near the point of intake:

A coordinated service plan developed to address identified needs:

Institutionalized interagency linkages to ensure that service referrals result in
actual service delivery: and

Followup on service referrals to ensure services are delivered in an appropriate
manner and that coordination is mncUoning  effectively.

Service integration efforts are not new: the 1960s and 1970s were marked by
considerable experimentation with comprehensive service delivery systems sponsored
by the Federal government. By the late 1970s and through the 1980s. the
oppoitunity for SI initiatives devolved largely to state and local governments and the
efforts were relatively modest, Given the renewed interest in SI. it is important to
highlight some issues that have emerged from earlier experiences. These include such
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f~d~erital-ehFeristi&  of SI approaches as their mission. their underlying views
of youth and theiriervice needs, and--the nature of the service delivery network. More
concr&e issues to be addressed include setting project goals and objectives:
identifying the services to be offered. how and where they are to be delivered, and to *
whom: and program administration, staiBng,  funding, and evaluation.



INTRODUCTION

This paper provides an overview of the extensive literature on at-risk youth, the

services that e&t to meet their needs and improve their life prospects, and efforts to

create programs integrated across service systems. Our literature review relies heavily

on secondary source material and interviews with recognfzed youth experts.

Fortunately, several excellent reports have been completed recently that summarize

the state of knowledge in the field. This paper is not intended to provide an

exhaustive literature review, but we think it presents a fair representation of the

current collective wisdom about at-risk youth and service approaches.

Ffrst,  we examine current definitions  of “adolescence” and “risk.” in the latter

case exploring their implications for identifying youth who might need services.

Second, we summariz e research on the prevalence of specific behaviors or outcomes

that generally define the youth of interest, with particular focus on prevalence among

lo- to’ 15-year-olds  where the data are available. Next. we look at traditional services

for youth, which have tended to function through single-focus programs within single

organizational systems such as education, corrections, or mental health. Finally. we

examine the impetus for a more comprehensive and integrated approach to service

delivery, and some of the issues involved in developing and providing such services for

youth aged 10 to 15.

ADOLESCENCE

While the start of adolescence is most frequently identified as puberty, the end

of adolescence is less clearly defined. Some experts and organizations are beginning

to increase the upper age limit to 24 years (World Health Organization 1986).

Currently, American adolescents may cover the age range from 10 years to 19 years,
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although females typically mature earlier than males CT’anner  1972). The end of

adolescence is typically marked by milestones in cognitive and emotional development

as well as socioeconomic independence World Health Organization 1986).

There is an increasing tendency to view adolescence as comprising two

relatively distinct periods: “early adolescence” and “late adolescence.” Early

adolescence includes most pubertal change and roughly corresponds to the middle

school or junior high school years (typically ages 10 to 15). while late adolescence

includes the age range from 16 through 19 years (Santrock 1991). Although research

results may not apply to adolescents of all ages many studies do not provide separate

breakdowns for the two age groupings (Hamburg and Takanishi  1989). When reports

do make such a disUncUon,  It is frequently not consistent: sometimes the cut-off age

between early and late adolescence is 14, sometimes it is 15.

Adolescence involves the task of forming a sense of identity accompanied by a

cohesive set of personal values (Erickson 1968). During early adolescence, the young

person forms a separate identity by negotiating relationships with parents and peers.

This often happens at the same Ume that rapid physical changes are occurring.

During the apex of the pubertal growth spurt, occurring among most early

adolescents between the ages of 13 and 15 (Steinberg 198 1). many adolescents

experience increasing conflict between themselves and their parents. The appearance

of such conflict during this period and its subsequent war&g during late adolescence

have caused many theorists to view adolescence as a time of “storm and stress” (Ross

1972). ln fact, it was previously believed that identity formation was facilitated by the

child breaking the parent-child bond’during this period of stress (Grotevant and

Cooper 1986). However, more recent evidence supports the view of adolescence as a

gradual renegotiation of the parent-adolescent relationship White. Speisman,  and

Costos 1983: Youniss and Smollar 1985). Adolescents are now viewed as
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transforming  rather than abandoning their relationship with their parents while

becoming more closely connected to a peer group (Youniss and Ketterlinus 1987).

Adolescents generally need and want adult support when they are faced with

important decisions, issues, or choices (W.T.  Grant Foundation 1988).

Widespread generalizations about the tistence of a “generation gap” between

“most” adolescents and adults have been fueled primarily by fnformation  about a

limited number of individuals (Adelson 1979). Surveys have reported that there are

actually few or no differences between the attitudes of adolescents and their parents

on issues such as self-control, hard work, the law, long-term planning, and

expectations for quality of life (Yankelovich 1974). An important theme in this paper

is that young adolescents do not comprise a homogeneous group, whose members are

all at equally high risk for problem behaviors. As we shall see, levels of risk appear to

be mediated by a set of environmental and individual antecedents that condition the

nature of the relationship between risk status and negative outcomes.

Although adolescence often involves some degree of experimentation, most
.

adolescents experiment by trying out a variety of positive work and recreational

identities before making a commitment to vocations.  a career choice, or a given set of

values (Marcia 1987). The development of a firm sense of identity during adolescence

forms the groundwork for success as a fully-integrated member of society, which

means being productive in work, meeting commitments  to famtly and friends,  and

assuming the responsibilities of citizenship (Office of Technology Assessment 199 1).

Some adolescents may experiment with negative role identities involving such

risky  behaviors as gang membership, criminal and violent acts, early unprotected

sexual intercourse, drug or alcohol abuse, and truancy from school. For those who do

engage in risky behaviors, some still manage to become productive and successful

adults, while others remain marginal members of society and become mired in welfare

3



dependency, low levels of employability, drug addiction, and/or criminal and violent

behavior. It is obviously important to be able to tdentify adolescents at vaxying levels

of risk before problems become serious.

THE MEANING OF RISK

In this section we discuss the development of the risk concept and different

definitions of the term. Then we integrate the findings of the empirical literature into

a proposed model for defining Werent levels of risk among young adolescents.

Three important trends in child development and prevention theory within the

past fifteen  years have contributed to the current interest in definitions  of youth at

risk. First, there has been acceptance and strong empirical support for “ecological

theories” of human development since Bronfenbrenner published his comprehensive

model for portraying the environment’s role in child and adolescent development

(Bronfenbrenner 1979). New empirical evidence substantiates the influence of family

processes. the peer group, social supports and community resources, neighborhood

safety and quality of life, as well as the larger key social institutions affecting

development such as the school, on the individual’s development (Kreppner and

Lemer 1989).

Second, findings from early intervention research conducted over the past ten

years have also influenced current definitions of risk. Research from the Perry

Preschool Project (Bermeta-Clement  et al. 1984) and the Yale Early Intervention

Project (Seitz. Rosenbaum, and Apfel 1985) shows that early childhood interventions

are able to reduce the negative effects of poverty and disadvantage on chtldren’s

school and social competencies. producing impacts still measurable after ten to

twenty years. Broadly stated, these results suggest that the value of prevention

extends well beyond the childhood years.
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Finally, the last five years have seen a shift toward viewing specific problems of

adolescence--delinquency, substance abuse, pr+.nancy  or parenthood, and school

failure--as having common, rather than distinct, antecedent causes (Dryfoos 1990).

These three factors--the ecological movement in child development, early

intervention research, and the overlap between risk factors for problems of

adolescence--have made people think more about assessing level of risk for future

problems.

Competing Definitions of “RisW

We now consider the various definitions of risk that have appeared in the
.

lm-ature. Risk implies probability, not certainty, that a youth will display problems,

Implicit  in defining risk is the attempt to predict the future course of events in a

young person’s life. At the same time, a definition of risk must effectively identify

those who are most likely to benefit from programs, services, or inteIvenUons.  TNs is

especially important when planning services during times of budgetary cutbacks, to

make the most out of scarce resources.

Exhibit 1 summarizes the various definitions of risk found in the literature and

discusses their advantages and disadvantages for the delivery of services to youth at

risk. The differences among definitions are often a matter of emphasis on particular

aspects of risk, rather than being completely incompattble.

. The first row of Exhibit 1 represents risk definitions which rely on personal

characteristics and aspects of an individual’s background to predict the likelihood of a

future occurrence of negative behaviors and outcomes. These definitions  focus on a

single type of negative behavior--e.g., they try to predict substance abuse, or too-early-

childbearing.  a school dropout, a delinquent behavior, but not their co-occurrence

and not “at least one of the above.” This type of risk definition has long been popular,
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ExHD3rr  1: SUMMARY OF ALTERN~IVE  DEFlNlTIOlUS  OF RISK

Definition

Resenee of Antecedents/
Markers:
The likelihood that an
adolescent will develop one
spedfic  problem. if s/he
possesses the key predktor
variables.

lssaes Advantageah-Delivery

Attempts only to predict youth tnvolvement  In a Relevant to tladttkmal  singlt+sue
single outcome/negatfve  behavior. pn@=ns.

Dhadvantagal  fiJrt3edce Ddfvery

Will target more youth than will
actually develop problems: focus on
single problem may mean tgnot~ng
the likelihood that the same
antecedents also may lead to other
problems.

Presence of 1Pegslt.h
Behaviors:
Assess rtsk according to
problem behaviors that are
already exhtbtted.

May tmply  “risk” of continufng or expanding Services are provided to those with By the time youth ldenttfied  as high
negathre behaviors or outcomes In the future. but IS actual negative behavkn-s:  are not risk. more tntenstve  and expensfve
not truly a definition of “risk.”  In that the behavior “wasted” on those not experlendng treatment Is mquired than the
has already occurred with cewnty. Tends to pbltBIlS. interventions  offered by preventive
Ignore the frnportamx  of environmental influences Pm-
in its approach to treatment or prevention. which
may lead to punishing ‘bad” youth rather than
helptng to change the context facilitating problem
behavlOl%

.____________-_-- _________,____________________~~~~~~~~~~~~~~~~-~~~~~~~~~~-____________________^______^______________________________~~_~~__~_____.

Dryfoos  ( 19901 &ends  risk The estimates are “synthetk.” combtning  figures Broadens  focus beyond single problems. Some youth not easuy claikd.
delinttton based on actual from the emptrkal Itterature.  and tnclude  a htgh Could  provide more prectse  screcnfng  to and some may be misclassified.
behavtor.  estfmatlng number degree of tnference.  The studies fmm whkh she determdne  levels of risk regardless of Increasing posstbiltty  that thq will
and proportion of youth draws data were not destgned to estimate the whkh spedfic behaviors might appear, not receive needed senrices.  May
exhtbiting  one or more degree of overlap fn problem behatiors  and research and allocate  services aaxn-dingly.  Would not improve  comprehenstveness  or
negattve behavtors.  and their spectScally  measuring  overlap has not been done. tmpmve  effldency of servkc delivery SI efforts. even though risk estimate
level of rtsk. system and reduce *mce gaps.” uses inf6rmaUon  about seven4

problem behavloC3.

rrrineia*kY Focuses on envtromnental  antecedents to negative Does not “blame” tnditiduals: alkxvs May create labeling effects--tn5atlng
fcxwbmment: behavtcm  and outcomes. but may target many more sen~%~~  to focus on changtng all youth fium cexiafn
Youth are not at rtsk children as “at risk” than ever actually partlctpate underlytng  amdiuons  lather than just nelghborhoods  as “bad.” ignoilng
because they eng%e tn tn undestrable  acttvtttes. In so doing.  may not addressIng  symptoms. Pmmotes  more needsofkidsinother
“t-~&y  behatior.” but are target  those at greatest risk or providing vaqtng inclusive vicar  of adolescent problems nefghbodxmds  and not supporting
thought of Instead as “youth levels of servtces  where they are most needed. anduseofbmadermngeofsavlces. positive behaviors in netghborboods
tn risky sttuatfons  or Ovedooks fact that some youth In even the worst May generate broader approaches to considered  high risk.
envtronrnents”  Dkanfshl ne&@&xmds  manage to avdd problem  behaviors. help, beyond MUonal  “treatments.”
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as has the tendency to focus on one negaUve  behavior at a time. Most of the models

developed from this type of risk definition do not have strong predictive power: they

have not been able to identify a set of prior conditions that lead to specffic outcomes

with a level of precision suffkzient  to support programmatic decisions. Traditional,

single-issue programs have frequently used this definition as a rationale for their

program focus and the lack of precision in the definition affects the efTiciency  of these

service delivery efforts to target those youth at varying levels of risk.

The second row of Exhibit 1 represents definitions that assess “risk” on the

basis of problem behaviors in which youth already engage. As a definition of *. this

approach is weak because we know with certainty that the behavior has happened.

Further, by the time youth are identified by this type of definition as “high risk.” they

are beyond the point of needing simple preventton interventions. Programs will have

to offer more intensive treatment, often with less hope of averting conUnuaUon of the

behaviors and their consequences in the future.

A variant and extension of the “risk is defined by behaviors”  approach is one

that attempts to estimate the joint prpbability that youth will engage in at least one

negative behavior or experience at least one negative outcome. Dryfoos  (1990) is the

most recent practitioner and synthesizer of this approach. She argues that because

problem behaviors share common antecedent characteristics. all of these problem

behaviors of youth are probably interrelated. Therefore different levels of risk can be

defined according to the number and seriousness of multiple problem behaviors that a

youth exhibits (e.g., school failure, substance abuse, delinquency, or pregnancy). She

esttmates that 25 percent of the adolescent population aged 10 to 17 may be

considered to be at “high” risk for developing one or more of these problem behaviors.

Another 25 percent are estimated to be at moderate risk and the remaining 50 percent

of adolescents are considered to be at “low” risk. Unfortunately. these estimates Of
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risk are flawed due to the methodological problems of the research used to create

them. Generally, research does not specifically test the hypothesized overlap or co-

occurrence of behaviors: since the research studies used as support were not designed

to do so, results may be misinterpreted f&kanishi 1992).

The final row of Exhibit 1 represents definitions that emphasize the

environment that surrounds the youth, rather than the youth’s behavior per se. For

these definitions, youth are at risk because they live in “risky situations or

environments,” not because they engage in “risky behavior” (Takanishi 1992). Living

in dangerous neighborhoods, in inadequate housing, with negative role models from

peers and adults, without sufhcient  parental support and monitoring, and with few

opportunities for future employment, predisposes an adolescent to engage in those

behaviors that place him/her at risk of developing serious negative consequences

(Schorr and Schorr 1988: FMmm-Brown 1992; National Network of Runaway and

Youth Services 199 11. This definition offers a compelling counterpoint to definitions of

risk based on individual behavior, and suggests intervention strategies that target

whole neighborhoods with massive prevention efforts. Interventions based on an

environmental strategy will certainly reach many more neighborhood children than

those who actually participate in negative activities. But that is the balancing act that

’ programs face in deciding on their mix of prevention and treatment strategies. A final

difficulty with the “risky environment” approach to def?ning  risk is its potential for

labeling all children in a neighborhood with a single stereotype. Officials may expect

children from certain neighborhoods to misbehave or to fail. and may adjust their

behavior and expectations accordingly, thereby creating the outcome they were trying

to avoid. Adolescents may accept the label and participate more fully in the peer

culture surrounding the display of abnormal behavior (Goffman  1961). Finally, the

ecological  viewpoint downplays the fact that many risk factors and problem behaviors
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can be found among people of all income levels and communities and overlooks the

fact that some youth from even the worst neighborhoods manage to avoid problem

behaviors. Research documents the existence of factors promoting resilience in

children exposed to substantial environmental risk, including: having personal

characteristics such as higher intelligence, personal charm or optimism, being first-

born, coming from smaller families with better birth spacing, having a supportive

relationship with a caring adult (not necessarily a parent), and having access to social

support outside the immediate family (Garmezy,  Masten and Tellegen 1984: Mulvey.

Arthur, and Reppucci 1990: Rutter 1979: Werner 1986, 1988; West 1977; West and

Farrington  1973).

The different approaches to defintng at-risk youth presented above are not
.

incompatible. Youth who engage in multiple problem behaviors are more likely to

come from environments that place them at greater risk. An emergent perspective

focuses on “health” defined broadly to encompass mental and social as well as

physical aspects (Of&e of Technology Assessment 1991). According  to this view,

environments or behaviors are “h&h risk” because they have serious health

consequences, which include anything preventing the individual from becoming a fully

functioning member of society. Factors in the youth’s family. school, community, and

larger societal environment that influence his or her physical, mental and social

health lead to greater or lesser degrees of risk for developing problems (Omce of

Technology Assessment 199 1). This more complete and integrated perspective for

assessing risk reflects the nature of the paradigm shift away from single-problem

views of adolescence and serves as an organizing principle for our proposed model of

defining risk in adolescence.

9



A Conceptual Framework for Defining Risk

The definition of risk requires a model that integrates the assumptions about

cause and effect and the nature of the associations between environment, individual

behavior, and health outcomes. We propose a conceptual framework that synthesizes

the diverse literature on adolescent development, problems of adolescence, and

theories of prevention. This framework takes into account the common antecedents of

many adolescent problems. It allows for an assessment of risk geared specifically  to

young adolescents, which emphasizes the early signs of dysfunction rather than the

onset of negative or destructive consequences.

The risk defhition that we propose consists of four components--risk

antecedents, risk markers, problem behaviors, and outcomes--and can be stated as

follows:

The presence of negative antecedent conditions (risky
environments) which create vulnerabilities,  combined with the
presence of specific negative behaviors, define a youth’s level of risk

. for incurring more serious consequences (risk outcomes). Early
indicators of risk may be found in risk markers--indicators available
from public records that signal risk.

Exhibit 2 presents a schematic representation of the risk model, whose four

components are:

0 Risk antecedents: Those environmental forces that have a negative impact on
the developing individual by producing an increased vulnerability to future

. problems in the family, school, or community. Based on our review of the
literature, there appear to be three critical risk antecedents for early
adolescents: poverty, neighborhood environment, and family environment.

l Risk markers: These are visible indicators of behavior, in public records.
Previous research suggests a consistent relationship between these behaviors
and risk antecedents, and a well-defined link with increased vulnerability and
the onset of potentially negative behavior. We have selected two indicators that
are consistently idenUfied  as markers for all problem behaviors of adolescence:
poor school performance and involvement with child protective services,
including out-of-home placement in the foster care system. These two have
particular policy relevance because they can be observed in the records of
public systems, and allow program planners to target the youth at greatest
risk.
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. EXHIBIT 2: RISK ANTECEDENTS,
MARKERS, BEHAVIORS. AND OUTCOMBS

ANTECEDENTS SYSTEM MARKERS PROBIEM BEHAVIORS

I POVERTY I EARLY SEXUAL BEHAVIOR II

FAMILY DY8FuNcT10N II

POOR SCHOOL PERFORMANCE

TRUAFKY

CHILD PROTECTlON/OUT  OF
HOME PLACEMEBT

USE  OF TOBACCO. AIAZOHOL.
OTHER DRUGS

RUNNING  AWAY F’RGlbf  HOME.
FOSTER HOlUJ!



I3xzuBl-r  2.2, cont.inaed
RISK ANTECEDENTS, hYAR!tRm,

BRHAVIORS,  MD ODTCOMES

ouTcoMEs

k-cgnancy.  too-early parenthood. poor pregnancy outcomes

I- Prosututlon  - I
Abuse of or addktton to alcohol or other drugs, and assoctated health problems

I Sexually-transmttted  dtsezws.  tncludtng chlamydta  and AIDS

II--Dmootne  out of school. ooor cwden~als  for economtc  self-sufktencv II

1 Commtsston of fdonles 1

I Low selfesteem.  depresston. sutctdal thoughts. attempts. and suidde  ttself I



EXHIBIT 2.2. umtinued
RISK ANTECEDENTS. MAREERS,

BEHAVIORS, MD OUTCOMES

OUTCOMES.  continued

Phystcal abuse. battering
1

Sexual abuse. rape, incest II

. .

II Deathor txmnanent  !nhny  fhm Runs.  knives. and other violent behatir.  automobfle accidents, other accidents II

Other morbtdity/mortality  outcomes (e.g.. hepatttts. tuberculosts.  pneutnonta. AIDS compticattons)



0 Problem behaviors: These are defined as activities that have the potential to
hurt youth, the community. or both. Research has identified these behaviors
as those most likely to occur in youth who, earlier, displayed risk markers, or
who were living under risk antecedent conditions. We have chosen those
behaviors that have most consistently been identified in the literature as
signaIling  potentially more serious consequences for youth in the future,
including: early initiation and practice of sexual behavior, truancy or absenting
from school, xunning away from home (or from an out-of-home placement),

. early use of tobacco, alcohol, and other drugs, and associating with delinquent
peers.

0 Risk outcomes: These are clearly injurious conditions that have negative
consequences for a youth’s future development as a responsible, self-sufhcient
adult. The risk outcomes of primary concern include teenage pregnancy/
parenthood, homelessness. involvement in prostitution, alcoholism and/or drug
abuse, delinquency and criminal behavior, school dropout, AIDS, chlamydia
and other sexually-transmitted diseases, physical and sexual abuse, and
various morbidity and mortality conditions [hepatitis, tuberculosis, pneumonia,

. accidents, suicide, homicide).

At minimum, we would consider a young adolescent to be at “Ngh risk” if

he/she grew up under any of the antecedent risk conditions and is currently

displaying one or more of the risk markers. “Moderate Risk’ would be assigned to

those youth who are either living under any of the antecedent conditions z are

currently displaying one or more of the risk markers. “Low risk” would be assigned to

those young adolescents who are not living in negative antecedent conditions and who

are not displaying those negative behaviors which are risk markers. This definition of

risk is specifically geared towards the younger age group of adolescents, from 10 to 15

years of age, because it relies on early markers of risk, which are more likely to be

evident among this age group than serious negative outcomes, and which should be

the focus of prevention efforts. Of course, treatment efforts should be addressed to

any lo- 15-year  -olds who already exhibit serious risk behaviors or experience negative

outcomes.

A number of caveats about the model are required. First, the model is not

strictly causal due to the state of the art in the research literature. Although elements

14



to the left in Exhibit 2 are generally associated with elements further to the right, the

actual causal linkages are not well understood.’ Further, the model represents an

over-simplification of the links between constructs, mainly because the research

literature has tended to use relatively blunt analytic tools that fail to capture the

compldty  and multi-dimensionality  of reality. Given further research findings using

advanced modeling techniques, we will undoubtely And that the causal linkages are

complex and multi-determined. The model is meant to reflect the prevailing view in

the literature to date suggesting a confluence of factors, including increased

vulnerability, multiple causation, and the transaction between the environment and

the individual (Sameroff and Fiese 1989).

PREVALENCE OF RISE ANTECEDENTS, MARBERS, BEHAVIORS
AND OUTCOMES AMONG lo- TO IS-YEAR-OLD ADOLESCENTS

Estimates of the prevalence of at-risk youth in the population of 10 to 15-year-

olds using the above def?nition  of risk (all four elements) would ideally be based on

data revealing how many youth experienced each problem behavior or risk outcome.

No single source has eva!:lated  the prevalence of the entire range of possible problem

behaviors among adolescents, the covariation among problems, or the likelihood of

outcomes arising from specific behaviors (OflIce  of Technology Assessment 199 1). In

fact, although we have dealt separately with problem behaviors and risk outcomes, as

requested by ASPE, the elements in these two categories are frequently confused or

confounded in the literature. The most methodologically sound prevalence estimates

come from studies of individual problem behaviors and health problems. However,

few studies properly disaggregate the young adolescent (10 to 15 years old) from the

older adolescent (16 to 19 years old) sub-groups. Dryfoos (1990) provides some of the

best sources of data on the individual problems of adolescence, separately for early
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and late adolescence. Yet. most of the studies she reports used more common age

groupings of lo-14 and 15-19 years, which makes it difficult to arrive at good

estimates for the lo- 15 age range specified by ASPE. The following discussion gives

the prevalence of various problems among youth, with particular emphasis on those

aged 10 to 15 if available, and for 10 to 14 year-olds in most instances.

Prevalence of Risk Antecedents for Young Adolescents

There is general agreement that at least one of two underlying living conditions

are common to most adolescent problem behaviors: poverty and family dysfunction.

Further, when neighborhoods are characterized by very high poverty rates (underclass

neighborhoods), the neighborhood itself contributes to the risk that youth will

experience harmful outcomes. These factors are considered antecedents because they

exist prior to problem behaviors or negative outcomes in any given youth, and there is

empirical support for their value in predicting youth problems. Many researchers

have identied clusters of adolescent high risk behaviors which appear to stem from a

complex interplay of multiple antecedent factors (BoWin  1985). This view is also

consistent with the literature on the origins of developmental psychopathology (Sroufe

and Rutter 1984). as well as the transactional model of development in which the

child and the environment mutually influence developmental outcomes (Sameroff and

Fiese 1989). Thus, the same outcomes may arise from different combinations of risk

factors: one cannot predict risk without considering both the individual and the

environment with which the individual interacts.

Poverty

The omcial government def?nition  of poverty is based on cash income levels for

families of different sizes. It was established in the mid- 1960s to reflect household
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spending patterns prevailing at that time, and has not been modified substantially

since then (NaUonal Academy of Sciences 1988). -The definition of poverty has been

the subject of numerous congressional hearings and reports and there are many

issues related to equity, subsistence living and the effects of federal welfare assistance

on family poverty (National Academy of Sciences 1988: Ruggles 1990). The Federal

poverty level is determined as the minimum amount of money required for basic living

needs by households of different sizes. In 1992 this level was set at $11,280 for a

family of three (U.S. House of Representatives, Committee on Ways and Means 1992).

We consider two federally-defined groups in poverty: poor and near-poor. Poor

families are those whose income falls below the Federal poverty level. Near-poor -

families are those whose income falls between 100 and 149 percent of the poverty

level (OfIke of Technology Assessment 199 1). According to data from the March 1989

Current Population Survey (U.S. Department of Commerce, Bureau of the Census

1989). 26.7 percent of all American youth aged 10 through 18 in 1988 lived in poor or

near-poor families. About 17 percent lived in poor families (demed as having an

income below the Federal poverty level), and another 10 percent lived in near-poor

families (U.S. Department of Commerce, Bureau of the Census 1989). Thus, in 1988

about 8.27 million youth lived in poverty, with 5.3 million living in poor families and

3.0 n&on living in near-poor families (U.S. Department of Commerce, Bureau of the

Census 1989).

According to the March 1989 Current Population Survey, certain groups of

racial and ethnic minority youth are more likely than white, non-Hispanic youth to be

living in poor or near-poor families. In 1988, 17.3 percent of white youth lived in poor

or near-poor families, compared with’ 52.1 percent of African-American youth. 49

percent of Hispanic youth. 32 percent of Asian youth and 51 percent of American

Indian and Alaskan Native youth (U.S. Department of Commerce, Bureau of the
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Census 1989). in addition, some parts of the country have a higher percentage of

youth living in poor or near-poor families compared with other parts of the country.

The South, comprised of states stretching from Delaware south along the Eastern and

Gulf coastlines to Texas. as well as Arkansas, Oklahoma, Tennessee, Kentucky and

West Virginia, has a higher percentage of youth living in poor or near-poor farnikes

compared with the West (comprised of West coast and Rocky Mountain states as well

as Alaska, Arizona, New Mexico and Idaho) or North (comprised of Northeastern,

North-Central and some Mid-western states). Compared with 26.4 percent of youth in

the West and 22.9 of youth in the North who live in poor or near-poor families, 31.7

percent of youth in the South live in these families (Kronick 1990). Since these

numbers are based on the omcial deflnltion  of poverty, they do not take into account

variations in the cost of living across regions or between urban, suburban and rural

areas within regions. Differences in the cost of living are substantfal across these

locales and should be considered when interpreting the actual impact of living in a

poor or near-poor family. Despite the stereotype of poverty being a predominantly

inner-city problem, a substantial percentage of poor families with ch_ildren  live in rural

(30 percent In 1987) or suburban (28 percent in 1987) areas (Bane and Ellwood

1989). Even among poor African-Americans, the income-ethnicity group most likely to

live in a ghetto poverty area (defined as 40 percent poverty or higher). only one in five

actually live in such a neighborhood. Among all poor Americans, only 9 percent live

in a ghetto poverty area (Jargowsky  and Bane 1990).

youth living in female-headed families are at much greater risk of being poor or

near-poor than youth living with both parents or those living with their father only

(Bane and El1wood 1989). In 1988. almost two-thirds of youth aged 10 to 18 uving in

mother -headed families

poverty level, compared

were in families whose incomes fell below 150 percent of the

with only one-quarter of youth in father-only families and 15
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percent of youth from two-parent households (U.S. Bureau of the Census 1989). The

OffIce  of Technology Assessment report (Omce of Technology Assessment 199 1)

concludes that poverty among female-headed families without fathers reflects the

vulnerability of having only one parent, usually a mother who is a low-wage earner, as

the sole source of economic support. These families are more likely to endure

persistent and chronic poverty than are poor two-parent families, for whom poverty

tends to be more short-lived and cyclic.

Female youth who bear children out of wedlock run the greatest risk of living in

poverty for many years. In 1989, 67.‘2 percent of births to 15- 19 year old girls in the

United States occurred out-of-wedlock (NaUonal Center for Health Statistics 1991).

However, this does not necessarily suggest that children who grow up in welfare-

dependent families will become dependent upon public assistance as adults. One

study. using 1984 Census data, reported that 42 percent of African-American females

and 27 percent of white females growing up in highly welfare-dependent families did

not receive any welfare between the ages of 24 and 30 (U.S. Congress, House of

Representatives, Committee on Ways and Means 1990). High welfare dependency was

defined as reliance on welfare for at least 25 percent of the average family income in

the years when at least one child was between the ages of 10 and 17. According to

this study, only 19 percent of African-American daughters and 26 percent of white

daughters in highly welfare-dependent families became highly welfare-dependent

themselves.

There are a variety of health and behavioral consequences for youth living  in

poor or near-poor families which increases their risk for problems. According to the

1988 National Health Interview Survey (NHIS),  youth in families with incomes under

$10.000 are less likely to report their health as excellent than were youth from

nonpoor families. Of lo- to 14-year-olds living in families with incomes of $10.000 or
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less, 35.8 percent are in excellent health compared with 64.4 percent of lo- to 14-

year-olds living in families with incomes of $351000 or more (U.S. Department of

Health and Human Services, Centers for Disease Control 1990). Youth living in poor

families are more likely to lose days from school due to illness or injury. thereby

affecting their school performance. According to 1988 NHIS data, lo- to 14-year-olds

in families with incomes of $10,000 or less lost an average of 6.7 days due to lllness

or injury, compared with an average of 4.2 days lost among lo- to 14-year-olds in

families with incomes of $35,000 or more (U.S. Department of Health and Human

Services, Centers for Disease Control 1990). Finally, living in poverty is associated

with an increased likelihood of early sexual activity and teenage pregnancy (Moore,

Simms  and Betsey 19861, although the reasons are not clear. Poor youth are less

likely to use some form of contraception at first intercourse or to continue using

contraception (Hogan, Astone and Kttagawa 1985; Emans, Grace, Woods et al. 1987).

Youth living in poverty who become pregnant are less likely to have an abortion or to

give their child up for adoption, compared with youth from less disadvantaged

backgrounds (National Academy of Sciences 1989).

Neighborhood

Some research documents the effect of neighborhood on youth outcomes, in

addition to the influence of their family’s poverty or dysfunction. Youth living in

poverty are more likely to live in neighborhoods with inadequate schools (Gibbs et al.

1988). Some of these youth have to drop out of school because of family economic

problems, academic difnculties,  disciplinary problems or pregnancy (Gibbs et al. 1988;

U.S. Department of Health and Human Services, Centers for Disease Control 19901.

Further, a poor youth living in a poor inner-city area is at increased risk of being a

victim of crime (Gibbs et al. 19881.
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Much recent research and thinking about “the underclass” is premised on the

assumption that the concentration of poverty in central cities has created a situation

that is a cultural and behavioral phenomenon as well as an economic one (Jargowsky

and Bane 1990: Ricketts  and Sawhill 1988: Wilson 1987. “Underclass” areas are

characterized by high levels of many social problems including family dysfunction,

high unemployment, and high welfare receipt. Some of the social problems associated

with these areas are those affecting youth--high rates of school dropout, teenage

unemployment, and teenage pregnancy and out-of-wedlock childbearing. Neighbor-

hood effects may operate through peer example. influence, and opportunity

structures. Relatively high proportions of youth in these neighborhoods (and often

adults as well) are involved in problem behaviors and experience negative outcomes.

They may serve as role models, or as sources of pressure on youth to participate. At a

minimum, more youth in these areas are exposed to the opportunity to participate in

problem behaviors without having to look very far to find them.
,

Family Dysfunctton  and Lack of Parent Support/lnuoluement

Empirical research from an ecological model of development has consistently

shown the importance of parental support and involvement as a critical mediator of

child and adolescent development. The parent-child relationship provides the

necessary structure for a child’s social and intellectual development, including

emotional support, modeling of socially appropriate behaviors, methods for deahng

with conflict, and enhancing the child’s intrinsic motivation to learn (Belsky  1981).

However, parental behavior can have negative effects, such as when parents are

chemically dependent, neglectful, or abusive. Parents also exert an indirect influence

through their behavior within the marital relationship, their relationships with other

children in the family,  their extra-familial relationships (relatives and acquaintances),
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and their interactions with societal institutions such as work and school

(Bronfenbrenner 1979). In addition, greater attention is now accorded to the role of

fathers In the family and how their roles, while different, complement the roles of

mothers (Lamb 198 1). Clearly, parents can serve as either positive or negative

behavioral role models and transmitters of values and information,

Negative parental role models arise in families that are marked by dysfunction.

However, dysfunction is a dfmcult term to define.  What may be considered

dysfunctional from an objective point of view (that is. when goals for individual growth

are compromised), may be functional for the system because it maintains the existing

state of equilibrium. For example, the family’s scapegoating  of a particular child is

functional because it diverts their attention (and anxiety) away from the underlying,

tension-producing problem, such as a poor marital relationship (Kaye  1984). From

the perspective of family “processes,” dysfunction is defined as the inability of the

family to adapt to change, combined with insuiflcient levels of closeness or cohesion

between family members (Olson et al. 1983). Based on a summaq of family process

literature, dysfunctional families are characterized by one or more of the following

conditions: a) emotional ties between family members tend to be absent: b) family

members tend to be either disconnected from each other or are over-involved with

each bther;  c) there are predominantly indirect and unclear communication patterns

among family members, and: d) the power or control hierarchies within the family

often do not reside with the parents (Oliveri  and Reiss 1981: Moos and Moos 1976;

Epstein et al. 1982: Minuchin 1977). Family dysfunction has been linked empirically

to adolescent problem behaviors in many studies (Patterson, as cited in Kumpfer

1989:‘Sroufe and Rutter 1984). Some parenting “styles” appear more likely to Occur

in dysfunctional families. “Authoritarian” parents are hostile, rejecting, strict and

punftfve,  whereas “laissez-faire” parents are over-indulgent. permissive or negkting.
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Both patterns are associated with adolescents who are less competent socially, have

lower levels of self-esteem, and are more likely to display negaUve  behaviors

(Baumrind 199 1). Conversely, parents who are “authoritative” and “democratic” are

both responsive to the needs of their adolescent yet also expect high levels of

responsibility and mature behavior. They are caring, supportive and ‘maintain an

appropriate ratio of the child’s autonomy to parental control at all ages” (Baumrind

199 1). Children of these parents are more socially competent, responsible, mature

and independent, compared with those who experience the less optimal parenting

types.

* Population- or survey-based data are not available to provide estimates on the

levels of parental involvement and support or overall family dysfunction in families

with young adolescents. Typically. the “symptoms” of family dysfunction are often

what brings a particular adolescent or family to the attention of social and community

service agencies. including the juvenile authorities. courts, treatment agencies,

shelters, and child protective services. Thus an operational definition of family

dysfunction would include the above “process” elements but would emphasize the

symptoms of inability to meet the physical, social, and emotional needs of the

children. One method of estimating the prevalence of these problems is through data

available on several indicators of dysfunction: parental substance-abuse, family

violence, and adolescent maltreatment. While these estimates do not count all of

those affected by the antecedent risk conditions. reliable data are available upon

which to estimate those youth and families at the greatest risk.

ln 1988, there were 28 million children of alcohokcs.  25 percent of whom or

approximately 7 million, were under the age of 18 (Omce for Substance Abuse

Prevention 1989). In a 1987 Gallup poll cited in the same report, it was estimated

that one in four American families have been affected by alcohol-related family
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problems, not inciudfng families in which parents abuse other drugs. There do not

appear to be firm estimates for the number of young adolescents living in families

where one or both parents are substance abusers. Below, we discuss the research

linking parental substance abuse with a host of problems and difnculties  encountered

by their children, including greater likelihood of using alcohol or drugs at an earlier

age. The specific mechanisms underlying these links have not been explicated in the

literature, but probably involve a combination of inherited biological predispositions

plus environmental factors related to living with substance-abusing parents (Of&e  of

Technology Assessment 199 1).

Alcoholism and abuse of illicit drugs by an adolescent’s parents or siblings have

been shown to significantly increase an adolescent’s vulnerability to becoming an

alcohol or drug abuser (Springer et al. 1992: Thorne and DeBlassie  1985). Some

research suggests that sons of alcoholic fathers may have up to a nine times greater

probability of becoming alcoholics than sons of nonalcoholic fathers (Bohman,

Sigvardsson and Cloninger 198 1; Cloninger, Bohman and Sigvardsson 198 1). Three

potential avenues predicting greater likelihood of substance use among adolescents

have been consistently posited in the literature: parental drug use, parental attitudes

about drugs, and, parent-child interactions (Kandel 1980). Parents who abuse alcohol

or other drugs spend less time with their children and spend less time positively

reinforcing  their children for good behaviors (Kumpfer  1989). These households are

disorganized and have poorly defined rules or inconsistent, ineffective family

management techniques (Kandel 1980).  including unexplainable swings between

affection and anger or rejection (Robinson 1989). In addition. there is also a greater

risk for family violence in families with alcoholic parents, due to the parents’ failure to

deal effectively with child discipline, which “sets into motion coercive interaction

sequences that are the basis for training in aggression” (Patterson 1986. cited in
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Kumpfer 1989). The lack of parental supervision and training in appropriate behavior

often results in poor home and school behaviors ‘and social isolation. Under these

circumstances, some children may resort to chemical substances or alcohol to dull

their distress, especially if such substances are readily available as they are in homes

where the parents are substance abusers (Kumpfer 1989). Additionally,  a variety of

specific psychosocial problems including anxiety, phobias, insecurity, nightmares,

depression, somatic ailments, sleep disturbances, asthma, allergies, and enuresis

occur at higher rates among children in families affected by chemical abuse [Springer

et al. 1992). It has been hypothesized that the prevalence of these problems may be

one explanation for the finding that children in substance-abusing f-es have lower

IQ scores and deficient school performance Woodside  1988). In general, the family

conditions which serve as antecedent risk factors for young adolescents include lack

of closeness, lack of maternal involvement in the activities of children, lack of or

inconsistent parental discipline, and low parent educational aspirations for the

children (Springer et al. 1992: Dryfoos  1990).

’ Family violence includes violence between the parents, between parents and

children, and violence between siblings. Violent families are differentiated from non-

violent families primarily by the way in which they handle the 5 to 10 percent of

parent-child interactions that are conflictual  and negative. Reid (1986) reports that

non-\?olent families are able to terminate these types of interactions quickly. but

Ldolent  families are unable to do so, which leads to an escalation of the conflict.

Straus and Gelles (1986) asked adults in two national probability smple~  whether

different types of violent behavior occurred among family members as they were

growing up. Their results indicate that all forms of parental violence against children

aged 3 to 17 years remained relatively stable from 1975 to 1985 at 6.2 per 1.000. with

a prevalence rate for child physical abuse of 2 to 4 percent of the population ages I7
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years or under. The 1979 and 1986 National Incidence Studies of Child Abuse and

Neglect, conducted by Westat for the National Center on ChiId  Abuse and Negkt,

analyzed chiId  maltreatment cases known to comnmnity agencies by various age

groupings. In 1979. there were 11 cases per 1,000 children 9 to 11 years old, 12

cases per 1,000 children 12 to 14 years old, and 14 cases per 1,000 chiklren 15 to 17

years old (National Center on Child Abuse and NegIect  1980). In 1986, the rates of

child maltreatment among these age groups increased to 15 cases per 1,000 children

9 to 11 years old, 23 cases per 1,000, children 12 to 14 years old, and 28 cases per

1,000 children 15 to 17 years old (National  Center on Child Abuse and Neglect 1988).

The apparent increase in the reported rates of chlId maltreatment in these two

National Incidence Studies may be due to differences in the definttion  of maltreatment

used by the study. In the 1979 survey, maltreatment was defined as “demonstrable

harm due to maltreatment,” whereas, in 1986 the definition of maltreatment included

instances where “a child’s health or safety is seriously endangered.” These defmittons

were designed to provide the most accurate e&mates of reported child maltreatment

cases collecting data on incidents of maltreatment from Child Protective Services (CPS)

agency workers and from “sentinels” in public agencies, such as schools, hospitals.

and social service agencies. In fact, the first National Incidence Study found that two-

thirds of ail cases had not been reported to a CPS agency.

The 1986 National Incidence Study also reported difIerences in the proportion

of child maltreatment cases which involved psychological versus physical abuse

(National Center for Child Abuse and Neglect 1986). Psychological abuse includes

behaviors that consistently undermine a person’s sense of self-esteem, competence,

attracuveness.  self-worth, or physical safety. Examples include constantly telling a

child he/she is no good, can’t do anything right, is too stupid to hc will never

amount to anything. is very ugly. deserves to have the _ kicked out of him/her, the
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parent wishes the child had never been born, routinely calling the child bad names,

and denigrating anything the child does or says: Psychological abuse was more

common among adolescents ages 12 and over than among children under I2 years.

This form of abuse accounted for 32 percent of child maltreatment cases 12 years of

age or older compared with 25 percent of cases under 12 years of age. Physical

abuse, on the other hand, was more common among children 11 years of age and

under than among adolescents 12 years and older, accounting for 52 percent of

reported cases under 12 years, compared with 42 percent of cases among adolescents

12 years of age or older. There are also some gender differences  in adolescent

maltreatment rates, with females more likely  to be abused as adolescents whereas

males were more likely  to suffer abuse as chikiren  (National Center for Child Abuse

and Neglect 1986).

Dysfunctional famUy processes are strongly predictive of adolescent

maltreatment in many studies. In general, families at high risk for adolescent

maltreatment are reported to show poor cohesion, family disorganization, and a lack

of parental involvement and support (Garbarino. Schellenbach. Sebes et al. 1986:

Baumrind 199 1). In the 1979 National Incidence Study low socio-economic status

was significantly related to child maltreatment, but these social class effects did not

predict adolescent maltreatment (National Center for Child Abuse and Neglect 1980).

The dynamics of maltreatment may be complex. According to Baumrind’s

classification of parenting types, defined earlier, maltreated adolescents come from

families characterized by either authoritarian or overindulgent patterns. In

authoritarian families, incidents of abuse typically arise from a adolescent testing or

acting  out behavior which is met with overwhelming and punitive force (Pelcov%

&plan and Samit 1984). But adolescent maltreatment is also more likely to OCCUR in

over-indulgent, permissive families. Pre-adolescents in these families typically are
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over-indulged, are rarely given limits, and few demands for maturity are made upon

them. When these chiIdren reach adolescence and seek social attachments outside

the family, or when they act impulsively in important social situations, the

overindulgent parents tend to react with excessive force (Pelcovitz, Kaplan and Samit

1984).

In surnrmq.  the research literature suggests that a famtly  environment

characterized by inconsistent or authoritarian discipline, disorganization,

dysfunctional parental behavior (including substance abuse and violence), and lack of

parental involvement and support in the adolescents Ufe creates a risky environment

for adolescents. Young adolescents living in these families are more likely to display

risk markers and later negative consequences than are other youth.

Prevalence of Risk Markers Among Young Adolescenta

“Risk markers” for young adolescents are early signs that the youth may engage

in problem behaviors or experience negative outcomes. These markers generally tend

to arise from the antecedent conditions already identified: economic disadvantage,

poverty, and/or family dysfunction. There is general agreement that a young

adolescent who displays poor school performance or is retained in grade is more likely

to abit later problem behavior. In fact, Dryfoos (1990) argues that poor school

performance (including functioning well below grade level, whether a grade has been

repeated or not) is the single most important marker for identi&ng  those likely to be

at high risk. A second marker in early adolescence for high risk status is whether the

adolescent is involved with child protective services or out-of-home placement as a

result of abuse or neglect. The latter could occur either as a result of the adolescents

behavior or as a result of family breakdown and crisis, usualIy consisting of child

maltreatment, parental criminal conviction, or family dissolution. This second marker
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represents part of a “risky environment.” Out-of-home placement may be considered

a consequence of the antecedent conditions of family dysfunction and lack of parental

involvement/support, and the research literature suggests that it is a good predictor

of future negative outcomes.

Poor School Performance and Grcuie  Retention

For young adolescents, being retained in grade is the single most important

predictor of school dropout, after controlling for ability (Feldman, Stiffman and Jung

1987). In a review of the literature, Berla, Henderson and Kerewsky (1989) estimate

that by age 15, 25 percent of all students have been held back once or more. By age

11 years, 44 percent of African-American males, 26 percent of African-American

females, 38 percent of Hispanic males and 32 percent of Hispanic females have

repeated one grade (Berla, Henderson and Kerewsky 1989). According to 1986

Census data, among lo- to 13-year-olds (grades 5 to 8) 31 percent of males and 23

percent of females are one year below their modal grade (U.S. Bureau of the Census

1988). For 14- to 17-year-olds  (grades 9 to 12) 31 percent of males and 21 percent of

females are one year behind. However, those who are two or more years behind their

modal grades (grade 5 for lo-year-olds up to grade 10 for 15-year-olds) are considered

at the highest risk of dropping out. Census data for 1986 reveal that for adolescents

aged 10 to 15 years, 28 percent of whites, 57 percent of African-Americans and 63

percent of Hispanics are two or more years behind their grade level (U.S. Bureau of

the Census 1988). Thus, not only are many lo- to 15-year-olds  at risk for dropping

out (approximately 25-30 percent in the general population), but males are more likely

to be retained in grade than females and, for most age and sex groups, the probabfllty

of being two  or more grades behind is at least twice as h&$ among mtnonty children

as among white children (U.S. Bureau of the Census 1988). Dryfoos  (1990) estimates
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that 4.5 million lo- to 14-year-olds  are behind grade, most by one year, but she

eMmates that .7 million of these adolescents are behind by two or more years and

thus, at highest risk for dropping out.

Although grade retention is one operational definition  of poor school

performance, it is also important to consider low school achievement. According to

the 1990 National Assessment of Educational Progress, which compared reading

ability of students from 1971 to 1988, students In general were better readers in the

1980s than they were in the 1970s. but, the mean reading profile of African-American

and Hispanic 17-vear-olds  was only slightly better than the reading profile  of white

13-vear-olds.  Nevertheless, having a high school diploma, even with a poor

achievement record in school, si@cantly  improves labor market participation

(Young 1983), so the bottom line when it comes to poor school performance may be

whether the outcomes result in dropping out of school.

A number of important correlates of poor school performance may make the

difference between staying in or dropping out of school for young, at-risk adolescents.

In a review of the consequences of school failure or poor school performance, the

OflIce  of Technology Assessment (199 1) concluded that just as adolescent health

problems can affect school adaptation, some indicators of school achievement have

been found to affect adolescents* health, well-being, and “ultimately, their long-term

economic productivity” (p. 11-62).  The adolescent health outcomes most affected by

school failure include substance abuse, delinquency, and pregnancy and childbearing.

Since poor and minority students reveal higher rates of poor reading ability, grade

retention, and dropout, these adolescents appear to be at greatest risk for the adverse

consequences of school failure.

A variety of other demographic, individual,

identified in literature reviews also predict school
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Dryfoos  (1990),  children who are at highest risk are those who live in disadvantaged

families in impoverished neighborhoods and communities, who get little support and

encouragement from parents or their families, and who belong to a peer group whose

members are also at risk for dropping out and serve as negative models. At the same

time,  the schools in these communities are under considerable stress, do not have

sumcient resources to assist these children. and have relatkvely low expectations of

success for these students.

Fcmfly Breakdown

When family dysfunction  reaches the point of child maltreatment or neglect or

when the adolescent is considered uncontrollable or engages in criminal behavior, the

child welfare (or the criminal justice) system usually intervenes. The child welfare

agency arranges placement for the adolescent in an alternative family or group home

environment. This placement can be temporary while efforts are made to reunite

adolescent with the parents: it can also be a more permanent arrangement when

reunification of the family is not possible. Foster care, which involves some form

the

of

community-based care provided by surrogate families under professional supervision

by publtc entities, is usually the placement of choice, particularly for temporary

placement unU1 the adolescent can be returned to his or her family. Two-thirds of all

children under 16 years of age who are in out-of-home placement are placed in

families and the rest are sent to institutions (including group homes, detention

centers, mental hospitals, and special schools), often because no suitable family home

can be found, In 1985. 270.000 children were in foster care, of which 45 percent

were between the ages of 13 and 18 years: disproportionate numbers were non-white

and Hispanic (William T. Grant Foundation 1988). The average length of stay in foster

care for all children and adolescents was 17 months, according to 1984 data reported

31



by the William T. Grant Foundation report ( 19881, and children who remain in care

longer than 18 months seldom return to their parents.

Foster care or alternative custody placement of an adolescent is usually a

result of environmental issues, including family dysfunction and lack of parental

support/involvement. It is also a precursor or marker for more serious consequences,

such as homelessness, delinquency, or substance abuse. A 1990 study reported that

the more foster care placements an adolescent had experienced, the more dimculties

he or she encountered in later life (Family Impact Seminar 1990). A sign&ant

number of adolescents in foster care placements are abused physically or sextmIly  by

the foster parents (Fanshel, Finch and Grundy 1990), and there is a high likelihood

that the adolescent will run away from foster care. The WiIliam  T. Grant Foundation

(1988) reports data indicating that older adolescents averaged four different

placements and at least one runaway episode while in foster care.

Prevalence of Problem Behaviors and Risk Outcomes in Young Adolescents

Early sexual Behcwlor,  Pregnancy, Parenthood
and Sexually Transmitted Disease

As Dryfoos ( 1990) points out, once an adolescent engages in sexual intercourse,

he/she could be considered “at risk” of unintended pregnancies or births, especially

when contraception is not consistently used. In 1988, one in three adolescent males

(ages 15- 19) and one in ten adolescent females reported having had Intercourse before

the age of 15. The rates were substantially higher among African-American  teens.

Approximately two-thirds of African-American adolescent males and one-sixth of

African-American adolescent females were sexually experienced by their 15th birthday

(National Research Council 1990; Sonenstein, Pleck and Ku 1991). The earlier sexual

activity begins. the greater the risk of unplanned pregnancy because most sexually
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acUve adolescents do not consistently use contracepUon.  In 1988, just over half of

teenage females (56 percent) reported using effective contraception (condoms or pills)

at first intercourse and 44 percent used nothing or an ineffective method such as

withdrawal (Forrest and Singh 1990). Among the males, 62 percent used effective

contracepuon  at first intercourse, and 38 percent used nothing or an ineffective

method. The younger the youth, the less likely he or she is to use contraception at

first Intercourse. Among males, close to half of those initiating intercourse before age

15 used effective contraception comp’ared to over two-thirds of those initiating sexual

intercourse between the ages of 15 and 17 (Sonenstein, Pleck and Ku 1989).

Other work indicates that the earlier the age of first intercourse, the longer the

delay in going to a clinic to obtain contraception. For girls under the age of 13, the

time elapsed before seeking a contraceptive method was an average of 40 months,

compared to a 6-month  delay among 18- and 19-year-olds  (Zabin and Clark 1981).

Thus, the chain of events for those young adolescents at highest risk starts with

precocious intercourse, followed by nonuse of protection at first intercourse and long

delays before obtaining medical advice regarding contraceptive methods. It ends too

often in an unplanned pregnancy.

. For adolescents under 15 years

per 1.000 compared to a rate of 109.8

of age, in 1985, the pregnancy rate was 16.6

per 1,000 for those ages 15 to 19 years. Thus.

for the population of lo- 15 year-olds, the scope of the problem is considerably smaller

than for older adolescents. However, the consequences are probably more serious for

younger adolescents, who are even less equipped to make pregnancy resolution and

paren~g decisions than their older counterparts. Moreover, pregnancies during early

adolescence may signal sexual abuse. Recent data from the 1987 follow-up of the

National Survey of Children indicate that between one-half and two-thirds of
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respondents reporting sexual intercourse before the age of 15 had experienced

nonvoluntary intercourse (Moore, Nord and Peterson 1989).

For adolescents of all ages, close to one in four (23 percent) of s=aIIy active

teens experience a pregnancy during any 12-month period (Dxyfoos 1990). Birth rates

among females ages 10 to 14 remained relatively stable from 1970 to the mid 1980s.

at approximately 1.2 births per 1,000 females. Since 1986, however, birth rates have

been rising among women of aII child-bearing ages. Reflecting this general trend, the

birth rate among lo-14 year-olds has grown slightly to 1.4 per 1,000 in 1989. It is

still substantiaIIy  lower than the birth rate among 15-17 year-olds, which stood at

36.5 in 1989. There is a large disparity in birth rates for African-American and white

adolescents ages 10 to 14: for whites the rate is .7 births per 1,000 in 1989 compared

with 5.0 births per 1,000 for African-Americans. For 15- 17 year-olds, the birth rate

for African-American adolescents (80.0 per 1,000) is nearly three times the rate for

whites (28.3 per 1,000). Almost aII the births (92 percent) to females under 15 years

old In 1989 were nonmarital  births (National Center for Health StattsUcs  1991).

The differences between the pregnancy rates and the birth rates for adolescents

may be primarily explained by the use of induced abortion. Although the abortion

rate for U.S. females aged 15 to 19 years increased dramatically from 1970 to 1979, it

has since leveled off at 44 abortions per 1.000 females. For females under 15 years of

age, the abortion rate has increased from a rate of 5.6 abortions per 1,000 females in

1973 to a rate of 9.2 abortions per 1,000 females in 1985.

There are a number of antecedent variables that predict increased Iikehhood of

early sexual activity (Dryfoos 1990). Males who are African-American, living  in low-

income families. with parents who are not supportive and do not monitor their child’s

activities. are more Iikely  to initiate sex at an early age. ln addition. chiIdren who are

not involved in school activities, who have low expectations for school achievement,
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and who are influenced by friends in similar situations are also more prone to engage

in early sexual activity. Early sexual activity is &so usually preceded by other high-

risk behavior, including truancy and substance abuse (Dxyfoos 1990). Factors

predicting nonuse  of contraceptfon include: Hispanic background, impulsiveness and

lack of internal locus of control, involvement in casual sex rather than a committed

relationship, low prospects for the future, low educational expectations, low grades,

parents who have low educational achievement, and parents who cannot

communicate effecttvely  with their teenager. Finally, young adolescents who are

typically low school achievers, belong to a peer group that accepts parenthood, and

are from poor, female-headed families in which parents do not monitor their activities

are more likely to become teen parents.

Dryfoos  (1990) estimates that 1.9 million adolescents between 10 to 14 years of

age are at risk due to their early sexual activity, including 1.5 million males and 0.4,

million females. Half of these are at greater risk because they will not use

contraception. Approximately 300,000 adolescent females aged 10 to 14 years of age

are likely to become pregnant: of these, one-third will become parents.

Both risky sexual behaviors and environmental factors can increase the

likelihood that adolescents will be exposed to sex~~ally  transmitted diseases and AIDS.

Further, even excellent contraceptive practice, if it involves the most effective methods

and does not supplement these with condoms, does not help prevent sexual

transmission of disease. In 1989, the incidence of gonorrhea in adolescents aged 10

to 14 was 69.7 cases per 100,000: this represents a 63 percent jump over a two-year

period in the rates among young adolescents. For females aged 10 to 14, the rate in

1989 ‘was over three times that of males. The syphilis rates for this age group are

equally alarming: for lo- to 14-year-olds. the 1987 syphilis prevalence rate of 1.4

cases per 100,000 population was the highest reported in over 30 years, and
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represents a 75percent  increase from 1977 (although in 1989, the rate was down

slightly to 1.27 per 100,000) (Office of Technology Assessment 1991).

One of the more serious consequences for adolescents who develop an STD

(particularly those with syphilis) is the increased likelihood of their becoming HIV-

infected (OffIce of Technology Assessment 199 1). In 1990, AIDS was the sixth leading

cause of death among 15- to 24-year-olds, although cases of AIDS among adolescents

aged 13 to 19 represented under 1 percent of all AIDS cases. Since the average

incubation period between HIV infection and the development of AIDS may be as long

as 8- 12 years, many adolescents who become infected during their teenage years may

not show signs or symptoms until early adulthood (D’Angelo, Getson, Luban and

Gayle.1991).

The prevalence of HIV infection may give a more accurate indication of the

potential AIDS problem within the youth population than does the count of reported

AIDS cases, due to the long incubation period for AIDS. Various estimates of the

extent of HIV infection among adolescents are now available, although many do not

provide separate estimates for younger and older adolescents. For military recruits

aged 17-  19 years, the rate of HIV Infection (seroprevalence) was relatively low (.35 per

1.000 for males and .32 per 1,000 for females). Among adolescent military recruits ln

Washington DC the infection rate was the highest in the country at 5.3 per 1,000

(D’Angelo  et al. 1991: Omce of TechnoloB Assessment 19911. Data from Job Corps

entrants, who are economically disadvantaged 16- to 21-year-olds,  show a

seroprevalence rate of 3.6 per 1,000, ten times higher than among military applicants

the same age (St. Louis et al. 1991). Males run a higher risk than females except

among the youngest age group, 16- to 17-year -olds, among whom females had higher

seroprevalence than males. The authors concluded that the rate of HIV infection

among disadvantaged youth entering the Job Corps program is “remarkably high . . .
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for a population so young and not specifically  selected because of behavioral risk

factors” (St. Louis et al. 199 1). Further, the high rate of HIV infection among younger

females suggests that heterosexual transmission of HIV may be responsible rather

than intravenous drug use (which is higher in males). Finally, a recent study of all

adolescents aged 13 to 19 years who were admitted to an ambulatory care medical

clinic in Washington, DC between 1987 and 1989 reported an overall seroprevalence

rate of 3.7 per 1,000, with the highest prevalence in females (4.7 per 1,000) and

adolescents 15 years of age and older (4.9 per 1,000). In this study the

seropievalence rate for youth under 15 years was 1.7 per 1,000 (D’Angelo  et al. 199 1).

Truancy  and School Dropout

Little adequate prevalence data exist to indicate the numbers of truant youth.

either in total or by age. Further, younger adolescents may not be adequately

represented in truancy and dropout statistics if they are runaways, homeless, or if

they have been suspended from school. Here we report figures on dropout rates, and

note that most of the antecedents of poor school performance discussed earlier in this

paper are also relevant ln predicting truancy and dropping out of school, as does the

marker of poor school performance itself.

In 1990, 74.4 percent of the class of 1987 ninth-graders graduated from high

school (U.S. Department of Education 199 1). In October of the same year, 12.1

percent of 16- to 24-year-olds reported themselves to be dropouts, and the dropout

rates for African-Americans, Hispanics and Native Americans were higher than the

aggregate rates for the U.S. population as a whole (U.S. Department of Education

1991). According to the 1986 High School and Beyond Survey. the dropout rate

among students from households in the lowest socioeconomic quartile reached 22

percent compared with a rate of 7 percent for those from the highest socioeconomic
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quartile (Barrow and Kolstad 1987). ,In 1990, the dropout rate among l4- and l5-

year-olds was only .8 percent for males and 1.0 percent for females, according to

Current Population Survey data (U.S. Department of Education 1991). Clearly, lo- to

15-year-olds may be at risk for school dropout. But the prevalence of risk in this

population is not fully reflected in the dropout rate since school attendance is

compulsory until age 16. This does not mean that younger adolescents do not

virtually drop out of school through repeated truancy, suspension or expulsion, or

other behaviors, but that schools will still carry them as ofl’icially enrolled until their

16th birthday.

Dryfoos (1990) argues that many expected outcomes of school Eailure may also

function as antecedents or markers. For example, delinquent behavior, including

truan’cy  and minor offenses during early adolescence, typically occurs prior to actual

school dropout or failure. But once youth leave school they are more likely to commit

serious offenses compared with those who remain enrolled.

Running Away and fiomelessness

’ One of the major problems with estimating the prevalence of runaway or

homeless youth is in defining the terms. Some adolescents become homeless with

their families while others become homeless on their own (Office of Technology

Assessment 199 1). Homeless adolescents living with their families become homeless

because of situations that affect their family as a whole, such as unemployment, job-

related injury or illness. eviction frorri housing, criminal victimization, or disaster

(OfIlce of Technology Assessment 199 1). Data on the actual numbers of homeless

adolescents ages 10 to 15 who are living with their families are not available and most

of what is known about these youth come from surveys of families in shelters (Omce

of Technology Assessment 1991). A 1989 U.S. General Accounting Office report
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estimates that 12 percent of homeless families include an adolescent between 13 and

16 years of age and another 36 percent of homeless families have a child between the

ages of 6 and 12 years (U.S. Congress, General Accounting O&e 1989). Another

study found that 10 percent of one sample of children in homeless families were

between the ages of 12 and 16 years (Bassuk and Rosenberg 1988) while a second

study reported that 26.6 percent of another sample of families living in homeless

shelters had children between the ages of 11 and 17 years (Miller and I& 1988).

Data collected by state officials responsible for educational services to homeless

children and youth show that about three-quarters of school-aged homeless children

and adolescents attend school and 47 percent of these are in grades 7 through 12

(U.S. Department of Education 1990). However, some estimates place the proportion

of homeless school-aged children and adolescents not attending school at

approximately 40 percent (NaUonal Coalition for the Homeless 1987). The difference

probably stems from the virtual exclusion of “street kids” and unaccompanied minors

from the Department of Education counts. By the time homeless children reach a

shelter. they may already have experienced problems in school such as repeating a

grade (Bassuk and Rubin 1987; Bassuk. Rubln and Laurlat 1986). or having lower

scores on standardized tests of expressive vocabulary and word decoding. compared

with children 6 to 12 years of age living in households (Parker, Rescorla. Finkelstein et

al. 199 1). In general, the research on homeless youth who live with their families in

shelters is extremely limited; little is known about the short or long-term

consequences of this situation for these adolescents.

The remainder of this discussion concentrates on data about adolescents who

are homeless and living on their own (unaccompanied mln~d. Youth become

homeless on their own as a consequence

abusive families (Shane 1989: Finkelhor.

of running away from dysfunctional and

Hotaling and Sedlak 1990). being deserted
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or kicked out of the home by their parents (Adams, Gullota and Clancy 1985),  or

when ‘their parent or guardian becomes homeless and the youth cannot accompany

the family to a shelter or welfare hotel (Of&e of Technology Assessment 1991). The

National Network of Runaway and Youth Services differentiates among “runaways,”

who are away from home at least overnight without parental or guardian permission,

“homeless youth,” who have no parental, substitute foster, or institutional home and

who may have left with the parent’s knowledge, and “street kids”--long-term runaways

or homeless youths who have been able to live “on the streets,” usually through illegal

activltles (National Network of Runaway and Youth Services 199 1). There are also

youth termed “throwaways” or “pushouts” who have been told to leave the parental

household or who have been abandoned or deserted by their parent or guardian.

Many youth who are homeless and living on their own have run away from a foster

care or institutional placement, implying earlier family breakdown. Some studies

have estimated that anywhere from 10 to 50 percent of runaways are actually

throwaways (Adams, Gulotta and Clancy 1985). The distinction is important because

throwaways are more likely to have been the victims of physical violence prior to their

departure from the home and are twice as likely to have long spells of absence

(Finkelhor, Hotaling and Sedlak 1990).

Estimates about the number of children who run away. are thrown away or

pushed out, or are homeless during any one year in the United States vary widely

depending upon the particular definitions. Two general population surveys conducted

in the tid-1970s and the “National Incidence Studies of Missing, Abducted. Runaway

and Throwaway Children” (NISMART)  study (Finkelhor, Hotaling  and Sedlak 1990)

report an annual rate of running away in the range of 17 per 1,000 children aged 10

to 17 years. About half of runaway youth also spent time in the foster care system

and nearly 12 percent of all homeless youths left foster care or a group home
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immediately before seeking public shelter (Rotheram-Borus, Koopman and Ehrhardt

1991). Estimates of annual prevalence of homeiess youths aged 11 to 18 have

increased from 519,500 in 1975 to 1.5 million in 1988 (Rotheram-Borus, Koopman

and Ehrhardt 199 1). The Department of Health and Human Services placed the

yearly estimate of runaway and homeless adolescents aged 10 to 17 years at “more

than one million” (U.S. Department of Health and Human Services 1989). However,

these estimates are dated, since they rely on the 1976 National Statistical Survey of

Runaway Youth which was mandated by Congress in the orlginal  Runaway Youth Act

(PL 93 145).

A recent review by Rotheram-Borus, Koopman and Ehrhardt (199 1) provides

some estimates of antecedents to youth homelessness, based on empirical studies of

homeless samples in particular cities. Little is Imown about homeless youth on a

national basis, since no studies to date have solved the methodological problems

involved in obtaining such data. Homeless youth in special surveys are

disproportionately African-American or Hispanic, from lower socioeconomic

backgrounds, and from single-parent families. %enty-one percent of homeless

youths have new stepparents, 62 percent moved at least once in the three months

before becoming homeless, and 43 percent entered a new school. On the street, they

are quite likely to be victims of robbery and of physical assault, including rape or

sexual  assault. Among those attending a medical clinic, 19 percent have an

undiagnosed medical problem, the most common being hepatitis and pneumonia.

Approximately half are not enrolled in school and about half of those in school have

learning or conduct problems. In New York City, 21 percent of homeless adolescent

males are jailed in the three months before seeking shelter and as many as 56 percent

in Los, Angeles spent time in detention facilities prior to entering a shelter. Rates of
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depression for homeless youth range from 26 percent to 84 percent and are

significantly higher than clinical samples of adolescents who are not runaways.
.

Homeless youth who live on their own are more likely to engage in sexual risk

behaviors than are nonhomeless adolescents, which dramatically increases the risk of

HIV infection among this group (Rotheram-Borus, Koopman and Ehrhardt 199 1).

Almost 50 percent of homeless adolescent males having had more than 10 sexual

partners in their lifetimes compared with less than 7 percent of adolescent males

nationally. In addition. between 50 percent and 71 percent of street youths have a

saally transmitted disease: pregnancy and motherhood are significantly higher

among homeless girls: and the average age at first intercourse is about 12.5 for

homeless youth, about two years earlier than for other adolescents. Homeless youths

are also five times more likely to meet the criteria for a diagnosis of drug abuse than

are nonhomeless adolescents.

Adolescents who are homeless and living on their own run the highest risk for

becoming infected with an STD or with HIV (Rotheram-Borus, Koopman and Ehrhardt

199 1; Of&e  of Technology Assessment 199 1). Once they reach the serious outcome

of homelessness and living on their own, they often resort to prostitution to get money

for survival or to sustain their drug habit. They may also trade sex for a place to stay

or other protection, or for drugs. Both multiple sexual partners and drug abuse

greatly increase the risk of HIV transmission, with needle use being only a secondary

source of HIV infection for a small subgroup of at-risk youth (Of&e  of Technology

Assessment 199 1).

Use and Abuse of Tobacco, Alcohol and Other Drugs

In her review of the literature, Dryfoos (1990) cites the following factors as

being most often related to greater risk for substance abuse: early initiation (ages 10
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to 12); school problems including poor performance: low grades and truancy: lack of

parental support and guidance: associating withdrug-using peers: being easily

swayed by peer opinion: and having an independent. rebellious, or nonconformist

personality.

Many more youth

. than have abused them.

have occasionally used tobacco, alcohol, and other drugs

Dryfoos (1990) defines substance abuse as substance use

behaviors that will have damaging consequences over time, prevent normal growth

and development, and limit an individual’s potential for achieving responsible

adulthood (Dxyfoos 1990). Accordingly, Dryfoos defines high risk of substance abuse

as frequent .and heavy drug or alcohol use. Use would be considered a problemi

behavior in our model, with use at younger ages being a potentially important flag for

future problems. Heave use is the closest most data sets for youth get to the concept

of abuse, which we classify as a risk outcome.

National data for youth on lifetime use (“ever used”) come from three sources:

the 1987 National Adolescent Student Health Survey (NASHS--American School

Health Association et al. 1989):’ 1985-199 1 NIDA National Household Surveys on

Drug Abuse (NHSDA--U.S.Department of Health and Human Services 199 1); and

1980- 199 1 High School Senior Surveys (HSSS)  which in 199 1 also surveyed 8th and

10th graders. These data sources indicate that:

l About 40 percent (NHSDA)  to 50 percent (NASHS) of 12- 14-year-olds have ever
. used cigarettes.

l About 77 percent of 8th graders (13- 14) have ever used alcohol (NASHS).

l Conducted by the American School Health Association, the Association for the
Advancement of Health Education. and the Society for Public Health Education, Inc., working
in conjunction with the National Institute on Drug Abuse (NIDAI.  the Alcohol, Drug Abuse and
Mental Health Administration IADAMHA).  the Centers for Disease Control (CDC). and the
Ofilce  of Disease Prevention and Health Promotion/Office of Substance Abuse PrevenUon
(OSAP).
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0 Between 2 percent (NHSDA- 199 1) and 15 percent (NASHS) of 12- 14-
year-olds have tried marijuana.

0 Current use (past 30 days) of alcohol by 8th graders ranged from 25 percent
’ (HSSS- 199 1) to 5 1 percent (NASH!% 1987). The NHSDA- 199 1 data indicate
about 20 percent current use for 12- 13-year-olds.  In the NASHS, 7 percent of
8th graders reported heaw use--5 or more drinks at one time within the past
30 days.

l Current use of marijuana among 12- 13-year-olds was down from 8 percent in
1982 to 2 percent in 1991 in the NHSDA

l Current use of all illicit drugs among 12-17-year-olds was down from 15
percent in 1985 to 7 percent in 199 1 in the NHSDA.

0 The trend in use of illicit drugs among adolescents is downward since the mid-
1980s in both the multi-year surveys.

0 Percentages are higher for older teens, and when 12- 17-year-olds  are grouped
together.

l Percentages are lower in the NHSDA than in the other two surveys. This may
be due to methodological differences (the NHSDA asks questions of teenagers in
their own homes, where they might not be as forthcoming as in the school
settings where they self-administer the HSSS and the NASHS.

l Survey results may also differ because each survey covers a different age
cohort, misses different segments of the population (e.g., youth not in school),
or has a sample size too small to break out age or ethnic groupings.

Evidence of drug use among the youngest adolescents, especially those under

12 years of age, comes from other sources. According to retrospective reports of high

school seniors from the class of 1986, one in ten had taken a drink by sixth grade

(lo-  1 l-years old) and by eighth grade, one-third had used alcohol (Dxyfoos  1990).

According to the 1987 Weekly Reader National Survey of Drugs and Drinking, 34

percent of sixth graders experienced peer pressure to use marijuana and 51 percent of

sixth graders experienced peer pressure to drink beer, wine or liquor (Of&e for

Substance Abuse Prevention 1989). Eighth graders’ heavy alcohol use (7 percent),

reported on the 1987 National Adolescent Health Survey. was mentioned earlier.
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.
As noted by ail studies, use of these substances does not necessarily mean

abuse. Furthermore, with the decline In the acceptability of substance use and actual

decreases in the prevalence of substance use among adolescents, the remaining users

may represent a population who are either already addicted or addiction-prone (U.S.

Department of Health and Human Services 1992).

According to the 1987 National Adolescent Student Health Survey (American

School Health Association et al. 1989). 23.7 percent of eighth graders and 36.6

percent of tenth graders consumed five or more alcoholic drinks consecutfvely on a

least one occasion during the two week period prior to the survey administration.

African-American students were least likely to number among these heavy drinkers,

with only 15.1 percent of African-Amkrican eighth graders and 26.9 percent of

African-American tenth graders reporting heavy alcohol use in the survey. Hispanics,

particularly males, are somewhat more likely to drink heavily  according to the above

survey criteria, with 35.9 percent of male Hispanics in the eighth grade and 46.8

percent of male Hispanics in the tenth grade reporting consumption of five or more

drinks over the two week period, compared with 23.5 percent for all eighth grade

males and 40 percent for all tenth grade males. In addition, tenth grade females are

less likely to report heavy drinking, compared with tenth grade males (33 percent of

females versus 40 percent of males), despite almost identical percentages of eighth

grade males and females who reported heavy drinking (23.5 percent and 23.9 percent

respectively).

According to the 1990 Youth Risk Behavior Survey, conducted as part of the

Youth Risk Behavior Surveillance System, 27.7 percent of ninth graders

(approximately 14 years old) and 35.7 percent of tenth graders (approldmatdy 15

years old) reported heavy drinking--5 or more drinks consecutively at least Once

durfng the 30 days preceding the survey (Centers for Disease Control 1991). In this

45



survey of students in grades 9 through 12, more males overall were considered heavy

drinkers than females (43.5 percent of males compared with 30.4 percent of females),

paralleling the behavior of the adult population.

Another measure of substance abuse is the combined use of alcohol and illicit

drugs. Adolescents who use alcohol and drugs in combination tend to use greater

quantities of each (Frank et al. 1985). According to the 1987 National Adolescent

Student Health Survey, 12.1 percent of eighth graders and 18.5 percent of tenth

graders reported using alcohol in combination with other drugs in the month prior to

the survey administration (past month use). Among eighth graders, similar numbers

of males and females reported combined alcohol and drug (polydrug)  use (12.5 percent

of eighth grade males compared with 11.8 percent of eighth grade females). However,

more tenth-grade males reported polydrug use compared with tenth grade females (21

percent of tenth grade males compared with 15.8 percent of tenth grade females).

In terms of ethnic differences. eighth grade Hispanics, particularly Hispanic

females, were more likely to report polydrug use compared with other eighth grade

students (17.4  percent of polydrug-using eighth graders were Hispanic females,

compared with 14.5 percent for Hispanic males and 12.1 percent of polydrug use

overall in the eighth grade). Eighth grade African-American students, particularly

males, were less likely to be polydrug users (8.5 percent were African-American males

and 11.1 percent were African-American females, compared with 11.3 percent white

males and 12.6 percent white females). In general, the highest prevalence of

combined alcohol and drug use was found for whites and Hispanics. Finally. 7.2

percent of all eighth graders and 14.5 percent of tenth graders reported having had

five or more drinks on three or more occasions in the two weeks prior to the survey

administration.
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A youth’s age at first use of alcohol is often used as a marker for later alcohol

abuse as well as for later use of other drugs (‘Welte  and Barnes 1985). According to

the 1990 Youth Risk Behavior Survey, 33.6 percent of all students sampled from

grades 9 through 12 had first consumed alcohol before age 12 (Centers for Disease

Control 199 1).

Intravenous drug use is a particularly high-risk behavior, given the.

consequences of becoming addicted and/or HIV-infected. According to data collected

by the Centers for Disease Control, there is considerable variability by location (city

and/or state) in the percentage of U.S. adolescents who have ever used drugs

intravenously (Centers for Disease Control 1988). In 1988 ln the District of Columbia,

6.3 percent of adolescents 13- to 18-years-old reported ever having used drugs

intravenously, with more males than females indicating intravenous drug use (8.7

percent of males in Washington, DC compared with 4.7 of females). However, in San

Francisco, only 3.7 percent of all 13- to 18-year-olds reported intravenous drug use.

with more males than females (5.1 percent of males compared with 2.4 percent of

females, in San Francisco). Among 13- and 14-year-olds in the two cities, the

percentage reporting intravenous drug use in Washington, DC could not be

ascertained because there were so few individuals in this subgroup. In San

Francisco, 1.4 percent of adolescents 13- and 14-years  old reported intravenous drug

use.

Comparisons between two states--California and Michigan--using the same

CDC database also reveal substantial variability. In Californta, 4.1 percent of all 13-

to 18-year-olds reported any lifetime intravenous use of drugs, compared with 2.8

percent in Michigan. In both states more males than females used drugs

intravenously, but the difference between genders was more pronounced in California,

where 5.7 percent of males and 2.6 percent of females reported intravenous drug use,
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compared with 3.4 percent of males and 2.1 percent of females in Michigan.

Interestingly, although California had a higher overall rate of intravenous drug use

among its adolescent population, Michigan reported a higher rate among its l3- and

14-year old group (3.2 percent of Michigan compared with 2.8 percent of California

13- and 14-year -olds).  Finally, the rates of intravenous drug use among 15- and 16-

year-olds are similar to those of the younger-aged adolescents in Michigan at 3.2

percent, while, in California, the rate for the older adolescents was 3.9 percent,

compared with 2.8 percent for 13- and 14-year-olds  in California. However, these

figures should be interpreted with caution due to the high overall variability and the

small sizes of the youngest adolescent sub-samples in the two states.

Dxyfoos estimates the extent of heavy or daiIy substance use by extrapolating

from the experience of high school seniors, using the ratio of current use to heavy use

from the 1985 High School Seniors Survey. For estimates of heavy use, no data are

available for lo- and 1 l-year-olds, with the exception that 1 percent were heavy users

of alcohol. Among the 12- to 14-year-olds.  Dryfoos (1990) estimated that 5 percent

were heavy users of cigarettes, 6 percent were heavy users of alcohol, and 1 percent

each were heavy users of marijuana or cocaine. Among 15- to 17-year-olds, 4 percent

were heavy users of cigarettes, 12 percent were heavy users of alcohol, 4 percent were

heavy users of marijuana and 3 percent were heavy users of cocaine. Based on these
.

data, Dryfoos (1990) estimates that there are 6.5 million lo- to 11-year-olds and 10.2

million 12- to 14-year-olds who are at risk for consequences of any substance abuse

(cigarettes. alcohol, marijuana and cocaine). Further, although it can take many

years for an adult to become an alcoholic, it can take as little as 6 to 18 months of

heavy drinking for an adolescent to become an alcoholic (Of’hce  for Substance Abuse

prevention 1989). so the actual risks of heavy alcohol use for an adolescent may be

more immediate. It should be noted that these estimates are based on relatively old
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data (1985). and do not take into account the decline in overall prevalence of
.

substance use since that time. Further, since Dryfoos relied on the High School

Senior survey, the estimates are probably biased downwards for older adolescents

because the study only included respondents still in high school during their senior

year. All surveys are also plagues by problems associated with self-reporting.

Methodological difficulties in using these survey data extrapolate to the population

estimates. Dryfoos’ (1990) estimates should be used with caution.

In general, the data just reviewed reveal a number of WeresUng patterns.

Contrary to popular belief, African-American teens were less likely than adolescents

from any other racial or ethnic groups to report the use of an illicit drug, regardless of

whether the measure was lifetime, annual or past month (the same is true for alcohol

use). .Hispanic  adolescents, particularly females, were more likely to use ilk&t

substances, particularly alcohol. Further, the data from several national studies

converge to indicate that teenage use of all drugs and some spetic drugs (e.g.,

cocaine) has been declining since the early 1980s. Nevertheless, an important

fraction of the youth populatfon  already abuse alcohol and drugs. For heavy alcohol

abuse. this may be as high as 25 percent.

Associaffng with Delinquent Peers,
Delinquent and Criminal Behavior

Delinquency has been defined in a variety of ways and the definition chosen

will often determine which youth are studied. Some definitions rely on criminal

justice system involvement such as arrest and adjudication: other definitions

emphasize behavioral acts such as stealing, assault, or murder, whether or not the

youth is ever caught, arrested, or serves time.  In general, delinquent acts are either

criminal offenses or status offenses. Criminal offenses are those acts committed by
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minors that would be considered violations of criminal law if committed by an adult,

such as murder, rape, assault, robbery, theft, burglary, or Mndalism (Of&e of

Technology Assessment 199 1). Status offenses are acts committed by mtnors that

would not be offenses if committed by an adult, for example, running away from

home, truancy, alcohol use (Office of Technology Assessment 1991). Thus, status

offenses are defined as delinquent acts not because of the behavior per se but because

of the perpetrator’s age.

Estimates of delinquent behavior and “delinquent” youth come from a variety of

sources, including rates of offenses and arrests provided through the Uniform Crime

Reports, self-reported delinquency and criminal behavior from the National Youth

Survey, and victlmlzatfon  rates from the National Crime Survey. Several data sources

are required to pinpoint delinquency because each source has important limitations;

no single source provides an adequate measure of delinquency among adolescents

(Elliott, Dunford  and Huizinga 1987: Huizinga  and Elliott 1986).

* According to Uniform Crime Report data, 2.9 percent of lo- to 14-year-olds and

10.9 percent of 15- to 17-year-olds were arrested in 1986 for an offense (Flanagan and

Jamieson 1988). About one-third of the juvenile arrests were for criminal offenses

and two-thirds of the arrests were for less serious “status” offenses. When they were

charged with serious offenses, adolescents under age 15 were more likely to be

charged with property crimes such as arson, burglary, and larceny-theft: these

accounted for 11 percent of all serious charges for this age group. Older adolescents

were more likely to be charged with rape, motor vehicle theft, and assault (Flanagan

and Jamieson 1988). According to these 1986 Uniform Crime Report data, which

summarize all arrests reported by law enforcement agencies. males are

disproportionately represented in almost all offense categories. In fact, 78 percent of

all juveniles  arrested were males (Flanagan and Jamieson 1988). The only exception
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is that females

offense.

There is

are more likely to be arrested as runaways (56 percent), a status

some evidence that the aggregate arrest rates for serious violent

Offenses  and for Serious property offenses committed by U.S. adolescents have

declined since the mid- 1970s. However. these trends vary by the type of offense, so

that without an analysis of specific offenses we may miss some potentially important

trends. Despite the leveling off of all arrests among adolescents under 18 years of

age, the arrest rates for murder, nonnegligent manslaughter, and aggravated assault

have increased among adolescents 13 to 18 years old (U.S. Department of Justice

1988). Similarly, although arrest rates for some property offenses (robbery and

burglary) and minor offenses (eg. narcotic drug law/drug abuse violations) have

declined, arrest rates for simple assault and weapon use have increased (U.S.

Department of Justice 1988).

Adolescents who carry weapons are at greater risk for becomtng  involved in a

more serious offense when a violent altercation occurs. In fact, firearm-related

homicides accounted for more than 65 percent of these fatalities and are probably one

explanation for the increase in murder and nonneglIgent manslaughter (Cook 199 I).

Access  to other weapons, such as knives and clubs, could also place the adolescent

involved in a violent altercation at greater risk for being charged with a more serious

offense. such as aggravated assault. The 1990 national school-based Youth Risk

Behavior Survey reported that nearly 20 percent of all students in grades 9 through

12 reported they had carried a weapon at least once during the 30 days preceding the

survey (Centers for Disease Control 199 lb). The incidence of weapon-carrying was

approtimately four times higher for male than for female students ( 116 weapon-

carrying incidents per

students for females).

100 students among males compared with 27 incidents per 100

Analyses by ethnicity reveal the highest incidence for Hispanic
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males (162 incidents per 100 students). followed by African-American  (154 incidents

per 100) and white (100 incidents per 100) male students. However, the majotity  of

weapon-carrying incidents were confined to a relatively small group. Only 8.7 percent

of all students accounted for 70.9 percent of weapon-carrying incidents (Centers for

Disease Control 199 lb). The majority of weapons involved were knives or razors (55.2

percent of all weapons), followed by clubs (24.0 percent). and firearms (20.8 percent).

Most students who reported carrying firearms carried handguns, and, among AfIJcan-

American male students who carried a weapon, firearms were the most frequently

carried weapon (54.2 percent of all weapons carried by this group). For white and

Hispanic male students, knives (54.7, percent of all weapons carried by this group)

and razors (46.9 percent of all weapons carried) were the most frequently carried

weapons.

Limitations of Uniform Crime Reports data include the possible underreporting

of arrests for minor offenses (Menard 1987). law enforcement agencies’ bias toward

the detection and arrest of adolescent offenders from certain minority groups, such as

African-American male adolescents (McDermott and Hindelang 1981).  changes in the

definitions of offenses, and changes in bureaucratic policies which affect the coding of

certain offenses (Chamblin  and Kennedy 1991). These problems make it di&ult  to

conduct analyses across time (Ofike of Technology Assessment 199 11.

Arrest rates may provide some rough measure of trends in delinquency, but it

is important to know not just the number of offenses but the number of adolescents

who commit delinquent acts, the frequency with which such acts are committed, and

the types and seriousness of the offenses. Recent data on the number of U.S.

adolescents engaging in delinquent acts are not available (Of&e of Technology

Assessment 199 1). Older data from the 1976 to 1980 National Youth Survey indicate

that a large majority of U.S. adolescents commit minor offenses at least once and that
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a small minority of adolescents also commit serious offenses at least once (Elliott,

Ageton,  Huizinga et al. 1983). ln the National Youth Survey, 2 1 percent of youth m

the sample reported having committed at least one serious offense in 1976 (Elliott et

al. 1983). A review published in 198 1 reported that a “substantial minority” of the

adolescent male population have been or will be convicted (Farrington and West

1981). Rabkin (1987) estimates that one-fourth of all urban males in the United

States are arrested at least once by the time they are 18 years old, Another review

estimated that between 25 and 35 percent of urban males will be arrested for a

serious crime in their lifetimes, and that 15 percent will be arrested by age 18

(Blumstein, Cohen, Roth et al. 1986). As Dryfoos (1990) concluded, “the available

statistics are striking in revealing that the concentration of crime exists among a very

small proportion of the juvenile population.” Many studies have found that only a

small subset of adolescent offenders commit multiple. serious offenses (Blumstein  et

al. 1986; Elliott, Huizinga and Morse 1986: Farrington  1983; Wolfgang, Figlio and

Sellin 1982: Wolfgang and Tracy 1982). The Omce of Technology Assessment (199 1)

estimated that, on average, 40 percent of adolescents who have been exposed to risk

factors do not become offenders, as measured by arrest before age 18.

The minority  of adolescent offenders who commit many serious offenses are the

adolescents most likely to continue criminal behavior as adults. Compared to

nonchromc offenders, chronic juvenile offenders (those with multiple arrests and at

least one incarceration other than juvenile detention) were more likely to have begun

delinquent behaviors at an earlier age, to have committed them later, and to commit a

variety  of offenses, rather than specializing in a single type of offense (Blumstem et al.

1986: Farrington 1983; Farrington and West 1989). Adolescents involved in Serious

offenses usually commit relatively few serious offenses and many minor offenses and
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are therefore more likely to be arrested for the minor offense

Huizinga  1987).

(Elliott. Dunford and

There are a host of factors associated with the greater risk of delinquency.

However, it should be noted that a small number of adolescents become delinquent

without any identifiable risk factors in their background, which testifies to the lack of

adequate understanding of delinquency (Rutter and Giller 1984). For the present

study of risk among lo- to 15-year-olds  it is important to focus on those risk factors

which occur earlier and which are most likely to predispose youth to later

delinquency, rather than concentrating on youth who already have criminal records,

since fewer in this age group have actually committed serious offenses. Antecedent

factors associated with the predisposition or risk of delinquent behavior include:

demographic characteristics (age. gender. race, socioeconomic status), neighborhood

and community (neighborhood quality of life, antisocial peer culture, criminal

subculture, participation in community organizations, residential stability),  family

(family violence, lack of parental supervision, monitoring and support, large family

size, poor marital relations, single parent family structure, familial criminal behavior),

and individual characteristics (early antisocial behavior, attention deficit hyperactivity

disorder, learning disabilities. low intelligence, poor school performance, association

with delinquent peers, drug or alcohol abuse).

In its summary of the literature, the OfTice  of Technology Assessment (199 1)

concluded that few risk factors for delinquency act independently and that many of

the risk factors interrelate in ways that are still not well understood. However. the

report provides a number of common “constellations” of factors: 1) family variables

with a direct effect, as in the case of parenting practices, or an indirect effect. such as

poor marital relations or family size. can interfere with the ability of parents to

properly supervise or be involved with their child: 2) a child who has Attention Deficit
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Hyperactivity Disorder and is impulsive and difficult to control may be “matched” with

a parent who does not have adequate personal and social resources and supports to

deal with this child: 3) child maltreatment may be both a cause and an effect and is a

symptom of a dysfunctional family in which violence is legitimized: 4) neighborhood

factors have an indirect effect and operate in conjunction with family and peer factors.

Finally, some resilient children in high risk situations  will not become juvenile

offenders (OfBce of Technology Assessment 1991). Factors that contribute to

“resikency” among children exposed to risk factors were described earlier in this
.

paper, and include a good relationship with at least one adult and a supportive school

environment.

Ado&scent Mortcdity  and Causes ofDeath

Premature death is a fmal  extreme outcome of many problem behaviors of

youth. Many of the antecedents and problem behaviors we have discussed increase

the probability that a young person will die before reaching the age of 20. A host of

factors predict accidental injuries, including demographic characteristics (age, gender,

race and ethnic@ and social class), risk-taking behavior (alcohol or drug abuse,

failure to use safety belts, and failure to use bicycle or motorcycle helmets), and

stressful life events (suspension from school, failing a grade level, dfmculty getting a

summer job, breaking up with a boyfriend or girlfriend, and the death of a

grandparent).

Injury death rates for youth aged 10 to 14 decreased from 23.6 deaths per

100,000 in 1950 to 16.3 per 100,000 in 1987. while rates for older adolescents ages

15 to 19 actually increased over the same period (OfIlce of Technology Assessment

1991). Death due to accidental injury leveled off for all youth between 1970 and the

mid-1980s. For lo- to 14-year-olds, the shift occurred later, between 1986 and 1987.
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For young adolescents. the leading cause of death is injuries, including injuries from

accidents, suicide and homicide attempts, accounting for 79 percent of aII injury

reiated deaths in 1987 (O&e of Technology Assessment 199 1).

According to the Offke of Technology Assessment (199 1). the single leading

cause of accidental injury deaths for lo- to 14-year-olds was vehicle-related accidents,

typically with the youth as a passenger. Other causes of accidental injury deaths for

this age group include drownings and fires.

Dryfoos (1990) reported suicide and homicide rates for youth 12 to 17 usmg

data from the National Center for Health Statistics. In the years from 1980 to 1986,

rates increased in each of four groups (African-American and white adolescents in age

groups 12-14 and 15-17). with the largest increases reported among African-American
.

12- to 14-year-olds (from .Q per 100.000 in 1980 to 2.3 per 100.000 in 1986).

Overall, 7 percent of deaths in the 12- to 14-year-old  group were due to suicide in

1986 and 6 percent were due to homicides. However, African-American maIe teens

are 5 to 6 times more likely to die from homicide than white male teens, and African-

American female teens have 2 to 3 times the rates of white female teens. African-

American teens aged 12 to 14 had a homicide rate of 6.8 per 100,000 among males

and 2.6 per 100,000 for females  (Dryfoos 1990). The suicide rate among American

Indian adolescents, which was 6.9 per 100.000 population in 1986. was four times

higher than the 1.6 suicides per 100,000 for alI other races among the lo- to 14-year-

old population reported for the same year (Omce of Technology Assessment 1991).

Summary of Risk-Factor Prevalence Review

Based on the foregoing literature review, our definition of “at-risk youth” uses a

conceptual framework of risk containing four components: risk antecedents, risk

markers, problem behaviors, and risk outcomes. Risk outcomes and the negative
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consequences it is hoped that youth will avoid. They include pregnancy, too-early

parenthood and poor pregnancy outcomes: homelessness; prosUtuUon; abuse of and

addition to alcohol and/or drugs; sexually transmitted diseases including chlarnydia

and AIDS: school dropout: criminal behavior; low self-esteem, depression, suicidal

thoughts and behavior: death or permanent injury from weapons, other violence, and

accidents: physical and sexual abuse, and other morbid conditions. Problem

behaviors such as early sexual activity, truancy, running away from home, early use

of tobacco, alcohol and other drugs, and associating with delinquent peers are very

strong predictors of risk outcomes because the outcomes very often follow from

engaging in the behaviors. Most youth programs try to prevent youth from engaging

in problem behaviors, in addition to trying to prevent the risk outcomes.

Problem behaviors and outcomes are more likely to occur among youth with

more or more severe antecedents and/or showing risk markers earlier. These factors

are the signs that programs use to judge a youths risk level and need for program

services. Risk antecedents are those environmental conditions, such as poverty and

family dysfunction or lack of parent involvement/support, which consistently predict

subsequent negative outcomes for youth. Risk markers are behaviors or conditions

associated with risk outcomes and which, based on the research literature. may be

signals of impending dysfunction. Poor school performance as well as involvement

with child protective services appear to be critical markers for future problems among

1 O- to 15-year-olds,  particularly if they occur in combination with the antecedent risk

conditions. Many lo- to 15year-olds  have not yet shown risk outcomes but would be

considered at high risk for such outcomes if they have the antecedents and display

the risk markers. The proposed conceptual framework thus allows for a definition of

risk geared specifically towards early detection and prevenUon.
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Research has shown that many problem behaviors share similar antecedents,

ln particular those we have selected for our conceptual framework. Dryfoos  (1990)

points to six common characteristics that predict high risk of the four main problem

behaviors of adolescence--substance abuse, delinquency, school dropout, and

pregnancy or parenthood. The adolescent at greatest risk is one who: l] initiates the

behavior early: 2) has low wectations for education and school grades: 3) is

antisocial, acting out, or truant: 4) has low resistance to peer influences and

associates with friends who participate in the same risky behaviors: 5) has poor

support and monitoring from parents and is unable to communicate with parents;

and, 6) lives in an urban poverty area.

. Despite the apparent overlap in antecedents and markers, it is difficult to

develop a composite estimate of the degree to which adolescents run a high, moderate,

or low risk for engaging in problem behaviors or experiencing risk outcomes. At the

population level, perhaps the simplest approach is to base a rough estimate on readily

available and reliable national data such as the poverty rate, which puts the

proportion of youth at risk at about 2 1 percent (2 1 percent of children live in poor

households). Minority status is associated with higher risk because it is associated

with poverty (45 percent of African-American children and 38 percent of Hispanic

children), especially poverty in neighborhoods with very high poverty concentrations

(2 1 percent of poor children for both African-Americans and Hispanics, compared with

2 percent of white children--Jargowsky  and Bane 1990).

The simple population estimate based on poverty or neighborhood is very

rough. and will include many more youth in the risk pool than will  ever go on to

experience  risk outcomes. The more precision one desires in an estimate of risk. the

more impossible the task becomes, both because antecedents and markers are never

perfect  predictors and the quality of the data gets significantly  worse (Or nonmstcnt)

58



the variables more closely connected to problem behaviors or risk outcomes. The

OftIce  of Technology Assessment (199 1) concluded that while Dryfoos’ figures are the

best reported, the research base is not adequate to make reliable risk estimates. The

best that can be said is that youth who currently display one or both of the risk

markers are at the highest risk.

* Traditional

outcome. such as

TRADITIONAL SERVICES FOR AT-RISK YOUTH

services for at-risk youth often address only a single risk marker or

adolescent pregnancy and parenting, substance abuse, delinquency,

or school failure. The nature of these programs and services, including an account of

the Federal role in initiating and maintaining responsibility for their current delivery

mechanisms, would require a separate treatise which the reader will not find here,

This section is intended only as a brief overview of the range of such programs, to

establish the context in which we will consider the need for and potential contribution

of services integration efforts for young adolescents.

Several key parameters determine the current state of seIvice provision for at-

risk youth. Many “tradlUonal”  programs rely on Federal funding sources for at least

part of their support. However, most federal health-related spending for services to

adolescents are entitlements rather than discretionary programs (OflIce of Technology

Assessment 1991). In fact, Federal spending for adolescents under Medicaid dwarfs

spending for adolescents by the National Institutes of Health, the Centers for Disease

Control, the Alcohol, Drug Abuse and Mental Health Administration, and other DHHS

agencies  combined (OffIce  of Technology Assessment 1991). Additionally, the bulk of

discretionary funding is in the form of block grants to states: no federal mandate

requires these block grants to support youth services, and states often do not allocate
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dollars for youth-targeted programs. ,Of other discretionary spending, most programs

address specffic categories of youth problems, typically school problems, adolescent

sexuality, drug use, and to some extent, delinquency (OflIce of Technology Assessment

199 1). It is very common for local government funding and private foundation

funding to follow the federal model and focus on remedies for specific problems rather

than addressing the overall problems of at-risk youth.

There are exceptions to the “categorical” straitjacket. of course, in the form of

organizations that have always had youth development as their focus (e.g., Big

Brothers/Sisters, Girls, Inc., Boys/Girls Clubs, numerous settlement houses). Many

youth-serving organizations organized to promote youth development and functioning

operate at the neighborhood level. Their youth development focus is an important,

general. prevention-oriented approach for young people that is gaining increasing

recognition (Quinn 1992).

The nature of Federal support limits the current system of youth-oriented

service delivery (to be discussed in a later section). but also controls the structures of

the existing service system for adolescents. As a result of the service delivery system

features, most programs for adolescents focus on treatment rather than prevention.

Federal programs are mostly categorical--to receive services youth must meet

eligibility guidelines. which usually require evidence of serious disturbance or

dysfunction. However, as we have argued earlier in this paper, for lo- to 16year-olds

it is more appropriate to define high risk by a combination of risk antecedents and

markers. rather than expecting problem behaviors or risk outcomes. This mphes that

prevention rather than treatment services should be the primary means of serving this

population (Dryfoos 1990). and we look at traditional programs with an eye on their

ability to offer appropriate seWices to the younger age group that is the focus of this

paper.

.
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In the following discussion we present the range of traditional services aimed at

single problems of adolescence, including both prevention and treatment strategies.

Our emphasis is on highlighting the weaknesses and constraints of the present

system, particularly its failure to provide for a comprehensive and coordinated

approach to the many problems for at-risk early adolescents.

Definition of Prevention Strategies

One of the key d&Unctions between prevention and treatment is that

prevention efforts target the processes that lead to dysfunctional states, rather than

the states themselves (Lorion, Price and Eaton 1989). Conversely, treatment services

are intended to cure or ameliorate the effects of a problem or condition once it has

occurred (Of&e of Technology Assessment 199 1). The generally accepted view of

prevention as comprismg a triad of efforts--primary, secondary and tertiary--is derived

from the public health arena and was proposed by Caplan (1964, cited in Lorion. Price

and Eaton 19891. Primary prevention is defined as efforts which reduce the incidence

of new cases in the population and avoid the onset of a problem. This occurs by

eliminating the “pathogenic sequence” (the processes leading to onset) or by

enhancing the individual’s ability to fight the pathogen by improving his or her

adaptation (the classic inoculation effect). Secondary prevention is not aimed at

reducing incidence (the number of -new cases in the population) but rather at reducing

prevalence, that is. the total number of cases in the population. Secondary prevention

efforts involve screening the target population to detect those most likely to continue

the dysfunction or pathogen and then intervening early to reduce the likelihood that

these high risk cases will continue to display the disorder (Lorion.  Price and Eaton

1989). Finally. tertiary prevention efforts seek to minimize the long-term and

secondary consequences of a disorder among those already “diagnosed” as having the
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particular problem state. While the line between tertiary prevention and treatment is

necessarily blurred, under the rubric of prevention theory, the tertiary prevention

concept posits that it is possible to avoid the long-term consequences by intervening

before the disorder becomes chronic.

Cross-Cutting Issues for Traditional Youth Services

Although each single-issue program confronts its own set of issues, Dryfoos

(1990) has ldentlfied a number of elements common to successful programs

regardless of the problem area they address. These include intensive individualized

attention, community-wide multi-agency collaborative approaches, early identification

and intervention, locus in schools, administration of school programs by agencies

outside of schools, location of programs outside of schools, and arrangements for

training. Social skills training components appear to be most effective in changing

behavior of at-risk youth. It is important to engage the peers and families of

participating youth in interventions and to link programs to the world of work.

Traditional, Single-Issue Prevention and Treatment Strategies

In thts section, we present the range of prevention and treatment services

currently in place to alleviate the problems which place adolescents at high risk for

negative outcomes. This section is organized around specific risk outcomes of

adolescence, primarily because the nature of the existing service system is structured

in this way. As we shall see, this may not be the most effective or efficient method for

serving at-risk youth, particularly the younger adolescents (lo- to 15-year-olds).
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School Failure and Dropout

Prevention programs aimed at this issue generally focus on preventing school

failure for younger adolescents and preventtng dropout among older adolescents.

Generally, programs which aim to prevent school failure deal with improving the

quality of education in order to improve the achievement of all students. Dropout

prevention programs include school-based as well as community-based interventions.

School-based interventions include special curricula, structural reorganizations of

schools, special services and counseling interventions, alternative schools, and multi-

component programs, Community-based programs involve school-community and

school-business partnerships to motivate students for higher achievement and to keep

children in school longer.

Most preventive programs strive to provide individuahzed attention, yet few

have the resources to provide supportive services. Several programs include family

components, and research supports the importance of parental involvement in

improving student achievement scores, school attendance, motivation. and in

assisting young adolescent to resist peer pressure (Mazur  and Thureau 1990). While

dropout prevention programs try to bolster parental involvement in the educational

experiences of lo- to 15-year-olds. few programs address the associated problem

behaviors. In addition, little evidence exists to show that traditional dropout

prevention programs are effective. Dryfoos (1990) emphasizes the need for more

collaboratfon among educational institutions, families, and social and health services.

In a review of all school failure and dropout prevention programs, Dryfoos

(1990) listed the key elements of successful programs, including: a) variety and

flexibility in approaches: b) early intervention: c) identication  and continued

monitoring of high-risk students from K through grade 12: d) small size of school and

classes: e) individualized attention and InstrucUon; f) program autonomy and clear
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lines of responsibility for program planning and implementation: g) committed

teachers who have high expectations for their students and are sensitive to cultural

diversity: h) strong vocational components to strengthen the link between lemg

and working: i) intensive, sustained counseling for high-risk students, including

counseling, social and health services on-site: j) positive, safe school climate with a

“family” atmosphere; k) integration between community and school in planning of

programs. However, Dryfoos (1990) also notes that no consensus exists on the

benefits of several preventive interventions intended to reduce school failure and

dropout. These interventions include: alternative schools, supplemental programs

authorized by Chapter 1 of Title I of the Elementary and Secondary Education Act of

1965. extending the school day or school year, i?nancial incentives for school

completion, and school choice.

School-Based Interventions. There are some important school-based

prevention programs which begin during early childhood and which have documented

effects on later school achievement and success. Dryfoos (1990) summar izes the

success of early childhood and family interventions such as the Carolina Abecedarian

Project, the Brookline Early Education Project (BEEP), and the Missouri Parents as

Teachers program. In all of these efforts, early intervention to provide cognitive and

social stimulation for the infant and preschooler is coupled with intensive home-

visiting or center-based programs for parents to improve parenting skills. In fact,

there are a host of programs under the rubric of “family support and education

programs” (Weiss and Jacobs 1988) which appear to offer some early preventive

effects by improving the child’s cognitive and social skills SO that early school success

is assured.

Curriculum-based programs include any interventions which improve teaching

techniques, use “laboratory” teachers to conduct diagnostic testing, spend individual
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time with low-achieving  students, or develop or adopt more appropriate or challenging

instrucUonal materials (Dryfoos 1990). Activities supported by Chapter 1 are

curriculum-based interventions which vary greatly by school and school district,

Most involve some type of remedial attention to low-achieving students. The 1986

evaluation of Chapter 1 activities found that after a year of remediation, the gap
.

between advantaged and disadvantaged students was reduced. However, Chapter 1

students’ scores were still below the median, and further remediation did not help.

Finally, some curriculum-based programs are experimenting with a computer-based,

individualized instruction approach to teach basic skills.

There are also school-based interventions that involve a reorgantzation  of the

institutional structure, for example, the Comer Process or system, as well as the

Success for All demonstration in Baltimore. the Region 7 Middle School in Detroit,

and the Transition Project. Some of these interventions are able to use Chapter 1

resources if the proportion of Chapter l-eligible students in the school is high enough

(usually around 75 percent) to bypass the usual student-by-student Chapter 1

approach. These interventions attempt organization-wide changes, drastically

affecting how decisions are made for the school, curriculum content, and the way

teaching is done, The changes are intended to make the school a more productive

environment for poor minority children and other at-risk students. The evidence so

far is that many of them succeed in reinvigorating the school environment, increasing

the participation and enthusiasm of teachers, parents, and children, and improving

student performance (Schorr and Schorr 1988).

Another approach is the provision of special school-based services and

counseling. Examples include the well-established Primary Mental Health Project

(first in Rochester. NY. and now in hundreds of schools), the Absentee Preventton

Program (Beaver County, PA), the Detroit program titled ‘Twelve-Together,” and
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versions of a Student Assistance Model (SAM) practiced in Connecticut and

Pennsylvania. In general, these special services’ attempt to identify children with

problems adjusting to school or high absenteeism in primary or middle school grades.

They provide participants with a combination of individualized attention, support and

group counseling. The programs are school-based, and use combinations of

psychological services, tutoring, parental involvement, teaming (social services,

guidance, nursing, academic, administration), peer counselors, group counseling/rap

sessions, and academic enrichment. They are generally coordinated by the school
.

guidance counselor or school psychologist.

Finally, many school districts provide alternative programs for high school

students who do not At into the mainstream (Dryfoos 1990). Examples of these

schools include the Peninsula Academies and the Reuther Alternative High School

(REAL). Peninsula Academies are “schools within a school” in two Redwood City, CA

high schools. They offer specialized and enriched vocational educatton  in high-

employability topics such as computers to 10th12th graders at high risk of dropout.

Participants are more likely to graduate, and with higher academic performance, than

a comparison group. REAL is an alternative high school in Kenosha, WI. for high-risk

youth. Its academic offerings are supplemented by community work with associated

academic training (e.g., in day care centers), and group counseling. In one review of

eight alternative schools for high-risk youth ln New York City, Foley and Crull (1984)

found that students were performing better academically than they had in their

previous schools, and their attendance and completion of academic credits has also

improved during the entire four semester period of the study.

Dryfoos (1990) also identifies a number of innovative school-based programs

that may be considered initial efforts at comprehensive service integration since they
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are system-wide and involve multiple program components, such as the Pueblo, CO

District 60 system. These are discussed in the section which follows,

Communitv-Based Programs. Many community-based programs designed to

prevent school failure and dropout involve community-wide efforts and partnerships

between the school and various community institutions and organizations, including

business (the Adopt-A-Student project in Atlanta). The best known of these projects is

the STEP program, titled Summer T-raining and Employment Program, initiated by a

nonprofit community organization in,five  communities in collaboration with the school

systems. This project involves intensive remediation, Iife-skills training whtch

emphasizes responsible social and sexual behavior, and half-time summer job

placement. Another example of a school-community partnership currently in place is

Eugene Langs “I Have A Dream” project, which provides participants with subsidies

for college study if they graduate from high school. It also provides individualized

attention from the founder, support from a full-time social worker, services from

Harlem’s Youth Action Program, and volunteer mentors. Most of the original

participants (from a sixth-grade class in the East Harlem school which Lang htmself

attended) graduated from high school. In addition. Lang’s example has drawn other

private entrepreneurs and at least one state government (New York) into similar

proJe&s in at least 22 cities around the country.

Federal Suonort  for Programs and Services.’ The primary Federal vehicle for

assisting schools in meeting the educaUonaI  needs of disadvantaged chiIdren and

youth  has been grant programs authorized by Chapter 1 and admtnistered  by the

Office  of the Assistant Secretary for Elementary and Secondary Education at the U.S.

Department of Education. Additionally. this Federal omce also provides for the

’ Thls and slmllar  sections on Federal programs in the dlscusston of other single-focus problems
are meant only to identify the federal programs relevant to the particular youth problem under
discussion. and not to relate the full history, scope, or impact of the Federal efforts.

67



education of homeless children and youth under the Stewart B. McKinney Homeless

Assistance Act, Indian education programs authorized by the Indian Education Act of

1988, training for elementq and secondary school teachers in math and science

through the Dwight D. Eisenhower Mathematics and Science Education Act, the

Hawkins-Stafford Amendments of 1988, and drug abuse education and prevention

coordination in States and communities as authorized by the Drug-Free Schools and

Communities Act of 1986 (OfIke of Technology Assessment 199 1).

A number of Federal policy initiatives target older adolescents who did not

complete their high school education. The U.S. Department of Labor, Employment

and IYaining Administration, funds employability, employment and training programs

for disadvantaged older adolescents (generally 16 and older) through the Job Training

and Partnership Act (JTPA).  DOL also implements the National Community and

Servke  Act of 1990. which is designed to enhance opportuIllt.ies for national and

community service. Under Title II of this Act, adolescents who have already dropped

out of school are the target group for special grants such as Serve America. These

programs encourage their participation in voluntary and community-based

organizations or domestic building projects that will develop community facilities at

the same time that adolescents’ improve their job skills. Another section of this

legislation gives priority to tutoring services to educationally disadvantaged students

receiving services under chapter 1.

.
Adolescent Pregnancy

As Dryfoos (1990) notes, “it would a gross overstatement to imply that there is

a consensus in the United States about what to do about adolescent pregnancy.”

Programs aimed at preventing adolescent pregnancy provide a range of services to

young adolescents. Those in school settings use classroom curricula and school-
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based clinics: those in community settings use peer mentoring projects, family

planning clinics, and youth agencies. Most experts agree that family involvement in

prevention programs for lo- to 15-year-olds  is extremely important. Within this age

group’, a youth’s values and beliefs are largely defined by the attitudes and behaviors

they learn at home. Parental involvement components of pregnancy prevention

programs encourage parent-child communication about sex-related issues, One study

reported that fifteen of twenty-four abstinence programs evaluated included parents in

the intervention (White and White 1991). Although one study found that increased

parent-child communication about sexuality issues may not lead to a reduction in

sexual activity or unintended pregnancy (Jorgensen 1991).  most programs report the

increase in intergenerational communicaUon  as a program benefit.

A number of general concepts appear to guide the most successful of these

prevention efforts, including: a) early intervention, no later than the middle school

years: b) a package of services that includes both capacity-building and life-option

components: c) public commitment by local omcials  and community leaders to the

prevention goal: d) the inclusion of males: e) services that maintain the youth’s

confidentiality and privacy: f) better outreach, improved access to contraception and

effective follow-up of contraceptive users: g) improved access to pregnancy testing,

counseling and abortion services: h) involvement of parents wherever possible (not

only in family life education approaches, but also in social skills training approaches):

i) locating prevention  efforts in the schools: j) implementing new curricula that include

attention to social skills and life planning (which in turn requires better teacher

training): k) involvement of outside community organizations in partner&Q with the

schools, 1) availability of crisis intervention and referral mechanisms; and finally m) an

array of comprehensive services for high risk youth, including alternative schools,

preparation for employment, job placement and case management. Below, we
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summarize Dryfoos’ review of prevention programs for adolescent pregnancy and

parenthood.

School-Based Interventions. Sex education alone does not influence behavior

and does not change the rate of adolescent sexual activity or contraceptive use. We

discuss three types of school-based interventions: life-skills and other curriculum

enhancements: counseling approaches, and school-based clinics, The most

successful program models are curriculum-based. They involve life-skills training to

learn problem solving and assertiveness skills, plus Iife-planning approaches which

emphasize vocational guidance and training adolescents to make more rational

decisions in school, social, and family settings, An example of such a curriculum-

based approach is the Life Skills and Opportunities model &SO).  LSO is part of the

comprehensive school remediation Summer Training and Education Program (STEP):

Public/Private Ventures implements it in regular classrooms with the cooperation of

the school. The LSO component is geared specifically to a low-income, minority

population and focuses on the world of work and issues of sexual and reproductive

development, feelings and behaviors. According to Dryfoos (1990). evaluation results

of the LSO curriculum show gains inknowledge of contraception and a greater

likelihood that participants will use contracepUon, Differences remained by the time

of a follow-up survey, but had eroded. Finally, there are other curriculum-based

programs, including the “Saying No” program, which helps young adolescents resist

peer pressure and postpone sexual activity through participation in ten group

sessions. Preliminary results of “Saying No.” which was developed at Emory

University, suggest that fewer

year than non-participants.

participants had initiated sex by the end of the school

Other school-based interventions are not curriculum-oriented but emphasize

the provision of special services and counseling, including teen outreach and
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enrichment programs for high-risk youth. These programs are multi-component and

usually include classroom sessions, small group ‘programs consisting of workshops

and field trips, and individual counseling and referral. Examples that appear to help

youth improve school performance and avoid unwanted pregnancies include the Fifth

Ward Enrichment Program in Houston, the Teen Outreach Project in St. Louis, and

the Teen Choice program in New York City.

Another form of school-based intervention gaining popularity is school-based

health clinics. of which there are now close to 200 around the country. School-based

health clinics offer comprehensive health-care services to adolescents, including

contraceptive counseling and family planning. One study reported a significant delay

in the initiation of sexual intercourse among participants in a health clinic based in a

predominantly black, inner-city Baltimore community @bin, Hirsch, Smith, Streett,

and Hardy 1986). Experts cite the specialized training of health care providers as a

major factor in the success of school-based health clinics (Jorgensen 1991; Seitz.

Apfel, and Rosenbaum 1991). According to Jorgensen (1991). the school-based clinics

model represents the most effective model of pregnancy prevention services for

adolescents. Factors that contribute to the clinics’ success include: a) accessibility,

availability, and cotidentiality:  b) exclusive focus on adolescents: c) combining

contacts in classrooms with contacts at the clinic: d) primary-care focus in the clinics:

e)linkage of staff to the school and the community: f) one person consistently present

who is known to the adolescents and is approachable (Dryfoos 1990).

Communitv-Based Programs. Many adolescent pregnancy and pregnancy

prevention programs are located in the community rather than in the schools. Such

programs may be operated by family planning clinics. health departments. hospitals,

youth-serving agencies, or freestanding organizations created expressly for the

purpose. Some of these programs, such as the Project Redirection sites (or@.nally  fn
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Boston, Harlem, Phoenix, and Riverside, CA; subsequently in seven additional

locations] and the many programs supported by the Of&e of Adolescent Pregnancy

Programs-DHHS, are examples of comprehensive SI, which we discuss below. In

addition services available on-site, which vary considerably across programs, the

primary program sites maintain cooperative arrangements with other local agencies

and services to provide multi-component/ multi-agency programs.

Some communities have mounted community-wide “saturation” efforts

designed to reduce teenage pregnancy. One such effort in a rural South Carolina

Community (School/Community Program for Sexual Risk Reduction among Teens),

another in East Central Georgia and neighboring areas of South Carolina, and a third

in Dallas (IMPACT 88) used combinations of massive public education campaigns,

curriculum changes and corresponding teacher training, teen “hotlines” to distribute

information and ask questions, peer counselors and volunteer mentors, and several

other techniques. All three communities witnessed reductions in teen pregnancy

and/or birth rates while similar  statistics in parallel communities rose during the

same period.

Federal Supoox-t  for Programs and Services. There are, of course, many

services for pregnant and parenting teens that do not focus on prevention. Adoption

and abortion services provide pregnant adolescents with alternatives to parenthood.

Health services provide prenatal care and other maternity services to improve

pregnancy outcomes for teens who are often at high risk of bearing premature or low

birthweight babies. Services such as education, job-training, social support,

parenting skills, housing, child care, or transportaUon  are offered to try to reduce the

negative social and economic consequences that frequently accompany early

childbearing  (Office of Technology Assessment 199 1).
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The Adolescent Family Life Program under Title XX of the Public Health Service

Act is the Federal program that most directly addresses these service options. Other

Federal programs available to ameliorate the long-term consequences of adolescent

pregnancy and childbearing include Medicaid, Aid to Families with Dependent

Children (AFDC), the Maternal and Child Health Block Grant Program under (Title V

of the Social Security Act), the Child Support Enforcement Program (established under

Title IV-D of the Social Security Act), and food and nutritional assistance programs

such as the Special Supplemental Food Program for Women. Infants and Children

(WIG) and the Food Stamp Program. job training opportunities under JTPA, child care

and other services under the Social Services Block Grant, services under the Family

Support Act of 1988, and various housing programs administered by the Department

of Housing and Urban Development.

Substance Abuse

The literature on substance abuse prevention is ‘extensive, diverse, uneven,

and dimcult  to summarize” (Dryfoos 1990). Few studies consider all types of

substance abuse, including cigarette smoktng, alcohol abuse, and abuse of other

drugs. There is also substantial disagreement among researchers about whether

prevention programs should try to promote abstinence or responsible behavior and

decision-making, and whether the prevention efforts should be directed solely at

substance use behavior and decisions or should also include attention to ameliorating

the effects of risk antecedents such as family dysfunction or neighborhood influences

(Dryfoos 1990). Finally, some prevention approaches rely on enforcing restrictive laws

to reduce use, rather than on programs that try to change the risk factors in the lives

of potential users.
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According to Dryfoos, the elements of successful substance abuse prevention

programs include: a) an approach that views substance abuse in a broad social and

environmental context; b) comprehensive, community-wide prevention efforts directed

at all major institutions: c) multiple interventions: d) schools (particularly middle

schools) as the central agency for locating prevention programs: e) a long-term

approach starting with young children and age-appropriate components: f) teacher

training: g) full-time substance abuse coordinator: h) social skills training, including

coping and resistance models: i) peer-led programs: and j) individualized attention and

intensive counseling. Some unresolved issues in this field include the effectiveness of

mass-marketed, packaged curricula: targeting programs only at high risk students:

and the current lack of programs dealing with the “new drugs” such as crack.

School-Based Programs. Substance abuse prevention programs are

implemented in schools primarily through curricula and school-based clinics. One

author describes school-based programs as the “workhorse” of adolescent substance

abuse prevention because schools provide the greatest access to youth in a natural

setting (Logan 199 1). Substance abuse curricula provide information on the adverse

health consequences associated with substance use, as well as training in life skills or

social_  problem-solving. Peer counselors and parental involvement are often used to

supplement the curriculum to provide support and to help at-risk young adolescents

to resist peer pressure. Examples of curricula focused on substance abuse prevention

are: the Life Skills Training Program &ST--a  curriculum used in many locations),

Interpersonal Skills Training (originated in Washington, now used in a number of

places), the Alcohol Misuse Prevention Study (AMPS--a curriculum that teaches youth

how to da-k.  not not to drink). the Drug Abuse Resistance Education (DARE-begun

n-r LOS Angeles and widely replicated), and the Growing Healthy  program developed by
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the American

Education.

Lung Association and promoted by the National Center for Health

School-based supportive services and counseling programs usually include

individual and group counseling, involvement of parents and work with community

groups, referral to community treatment programs, and training of neighborhood and

community leaders to be sensitive to student problems.

this type of program is the Student Assistance Program

school districts during the past decade.

The best known example of

(SAP) used in a variety of

A number of school-based clinics also have substance abuse prevention as a

primary goal. These health clinics are typically located in the school and place a high

priority on teaching healthy life-styles and reducing risk-taking behavior. The

Adolescent Resources Corporation (ARC in Kansas City) is an example. Another

school-based approach borrowed from the delinquency prevention field involves school

teams. The teams include five or more members (including parents, school staff,

students and community residents) who are trained by professionals to coordinate a

number of activities in schools. In one model, the ninth-grade curriculum focuses on

the social and legal ramifications of alcohol use and the school team plans activities

such as Prom Week pledges, parties, and concerts to promote abstinence and

heighten community awareness of substance abuse (Dxyfoos 1990).

Communitv-Based Programs. Some experts believe that school-based

prevention programs may teach a child to resist peer pressure. but they are unable to

address the effects of personality and environment on a youth’s decisions to use

cigarettes, alcohol or other drugs. These experts recommend comprehensive

prevention programs that focus on the family unit (Lee and Goddard 1989). In such

programs, family life educators assist families in identifying strengths and ways they

can improve their weak points. The theory is that strengthening the family, the unit
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in which children first learn social and coping skills, will help youth learn to resist

environmental and peer pressures to use alcoholand drugs.

The best-known community-based program for substance abuse prevention
.

listed by Dryfoos  (1990) is ‘The Door” in New York City. This is a private, nonprofit

multi-component youth center which addresses the multiple problems of high-risk

youth through a range of services. Another community-based prevention project

which involves over 100 schools in Kansas City and Indianapolis, called the

Midwestern PrevenUon Project (MPP), addresses resistance and competence skills as

well as environmental support strategies that involve youth, families, and

communities. Again, this type of program is probably closer to the comprehensive,

service integration model of innovative services and displays the range of such

programs addressed to a specific adolescent problem. Another well-known

community-based program is the Cambridge and Somerville Program for Alcoholic

Rehabilitation (CASPARL  which provides age-appropriate school curricula for grades K

through 12, alcohol education courses for teachers, school- and community-based

alcohol education workshops for youth, training workshops for peer leaders, training

and consultation with local youth agencies, and communtty education activities.

Dryfoos (1990) noted that “the history of substance abuse prevention is replete

with failed models.” According to her review, the programs which appear least likely

to succeed include those that focus narrowly on only one avenue of change. Avenues

that have, by themselves, failed to produce results include information or cognitive

approaches, attitude change, self-esteem enhancement or affective methods, scare

tactics, and “Just Say No to Drugs” media campaigns.

. Some more extensive community-based prevention programs have shown

recent promise, however. Community-wide drug abuse prevention programs in

Kansas City and Indianapolis which use a multi-pronged approach through schools,
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parents, media, and community groups show that participants achieved “reductions of

at least 25 percent in cigarette smoking, 20 percent in drinking and 30 percent in ’

marijuana use” compared to non-program participants (HHS News 1990). A more

guarded outlook is presented by evaluation results from eight projects using various

approaches (some of the interventions were as short as seven sessions or I3 weeks of

participation). Lorion and Ross ( 1992) summarize the evaluations, supported by

DHHS’ Of&e of Substance Abuse Prevention (OSAP), as “promising,” but none of the

programs had enough history or rigorous enough’ evaluation designs to observe

changes in participants’ use of alcohol or other drugs. Finally, Quinn (1992) presents

positive results of three evaluations of multi-site substance abuse prevention

programs sponsored by neighborhood youth organizations (Girls, Inc., Boys/Girls

Clubs, Big Brothers/Big Sisters). All three provide youth and their families with an

ongoing location where they can participate in activities they enjoy. All three

evaluattons  showed signfficant  preventive effects for participants and sometimes also

for the neighborhoods (less drug activity, fewer shootings, etc.) (The Boys/Girls Club

project/evaluation is also one of the OSAP projects.)

Treatment Programs and Federal Sunport.  There is no one system to treat

psychoactive substance abuse problems among U.S. adolescents (Omce of Technology

Assessment 199 1). Low-income adolescents usually must rely on local public

services, which vary widely across different states depending on the funds available

for inpatient and outpatient services, policies regarding private health insurance plan

coverage for substance abuse, and the use of Medicaid funds to support substame

abuse  treatment (Office  of Technology Assessment 1991). In addition to the school-

based programs discussed above, some of which deal with addiction itself rather than

the precursors of addiction. many

through juvenile justice agencies.

adolescents connect to substance abuse treatment

For example, a “diversion” plan requires an
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adolescent in thefuvenfle justice system for criminal or status offenses to participate

in a substance abuse treatment program as an alternative to the adjudication process.

One example of such a program is the Treatment Alternative to Street Crime.

Evaluations of diversion programs indicate that mandated treatment can be effective

as long as the adolescent is able to retain some degree of decision-making within the

treatment program (Offke of Technology Assessment 199 1). Finally. other adolescents

are referred to treatment for substance abuse problems by their primary care

physicians or by the mental health treatment system.

. DHHS has the largest role of any Federal agency in substance abuse

prevention and treatment for adolescents, principally through ADAMHA  (Alcohol, Drug

Abuse and Mental Health Administration) which is part of the Public Health Service

(PHS).  Other PHS agencies such as the Centers for Disease Control, the Indian Health

Service, the Health Resources and Services Administration, and the Of&e of Disease

Prevention and Health Promotion, and the Administration for Children and Families

are also involved. In 1986. the Anti-Drug Abuse Act required the U.S. Department of

Education to become involved in drug abuse prevention by providing leadership,

dissemination of information, and technical and financial  assistance to states (Of!&

of Technology Assessment 199 1). Also in 1986, the Drug-Free Schools and

Communities Act authorized the Department of Education to coordinate drug abuse

education and prevention activities in states and communities In addition. ACTION.

the Federal agency that coordinates volunteer activities. has taken an increasing role

in the drug war through the Drug Alliance grant program. This program provides

grants of up to $40.000 for projects that use unpaid volunteers to provkle positive

peer activities for youth, including serving as mentors for high-risk youth. Finally.  the

U.S. Department of Housing and Urban Development. through the Youth Sports

Programs in public housing developments provide grants for encouraging recreational
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programs as alternatives to substance-abuse activities. The U.S. Department of

Labor, through its Job Corps and Youth Opportunity Unlimited (YOU) programs also

addresses issues of adolescent drug use.

Delinquency

There are few examples of traditional delinquency prevention programs,

primarily because issues of adolescent crime are most often addressed in dropout

prevention or violence preventton programs. Further, research to date suggests  that

efforts to prevent delinquency among adolescents have been largely unsuccessful, and

one expert recommended that tradiUona1 delinquency prevention efforts be

abandoned. Dryfoos (1990) summarized the literature on programs that do not work

and listed among these preventive casework, group counseling, pharmacological

interventions, work experience. vocational education, probation of&em, the use of

traditional street comer workers, social area or neighborhood projects, and “scaring

straight” efforts. There appeared to be some consensus around what programs are

likely to be effective, including: a) broad-based goals which go beyond delinquency

prevention: b) multiple components: c) early interventions. prior to adolescence: d)

involvement of schools: e) direct efforts at institutional rather than individual change:

f) individual intensive attention and personalized planning: g) good quality control over

treatment integrity: h) long-term follow-up and continuity of service.

One set of promising preventive strategies for reducing the risk for delinquency

consists of early childhood intervention programs such as the Perry Preschool Project

and the Syracuse Family Development program. These programs enhance child

cognitive development to improve educational achievement and also work with the

parents to improve  parenting skills to alleviate family dysfunction. a major predictor of

delinquency. Another set of prevention programs, geared more specifically  to young

79



adolescents, family-focused interventions such as the Oregon Social Learmg  Center

model (Dryfoos 1990). The intent of these programs is to improve parenting  &U&s

through behavioral training techniques and modeling procedures, in order to break

the “coercive cycle.” This cycle involves a pattern of child non-compliance and

inadequate parenting, leading in turn to more destructive child behavior. These

parent management programs teach parents how to deal consistently with their

children, how to change negative interaction patterns. and how to administer rewards

and punishments.

School-Based Programs. Programs offered through school curricula involve

improving the child or young adolescent’s problem-solving or social skills through a

combination of didactic and behavior modification approaches. Examples of these

programs include Michelson’s Behavioral Social Skills Training (BSST). Other

curriculum-based programs involve training in moral reasoning or didactic

educational campaigns designed to build students’ conceptual and practical

understanding of the law and legal processes, such as the Law-Related Education

(LFW program.

Another class of school-based preventive programs focus on making changes to

structural and institutional aspects of the school through teacher training in

classroom management, cooperative student-staff learning arrangements. the school

team approach, alternative schools, and special services and counseling programs.

Classroom management--programs involve instrucUona1  strategies, such as proactive

classroom management, interactive teaching and cooperative learning. that aim to

promote greater bonding of the student to the school. increased achievement. and

antisocial behavior (Dryfoos 1990). Cooperative learning arrangements involve greater

participatory decision-making between staff. parents. and student groups, and

student team teaching in which heterogeneous students are placed together to work



cooperatively on academic assignments. The school team approach involves teams

con&sting  of parents, students, school staff. and cornrnunity  residents who are

trained to deal with problem behaviors in the school by acting as a group and

developing joint action plans. Finally, as discussed earlier, alternative schools involve

innovative institutional change, such as “schools within a school” or reorganizing of

schools in high-crime areas to promote learning, bonding, and prosocial behaviors.

Some interventions in these alternative schools include peer counseling, leadership

training, parent involvement, social skills lab classes, token economies, vocational

education, and school climate improvement.

School-based special services and counseling types of programs typically

involve early screening and detection of high risk children and the use of “trainers,”

who meet individually or in small groups with these students. Sessions deal with

ways of reducing antisocial behavior and solving interpersonal problems without

resorting to violence. Other violence prevention programs for at-risk youth include

school-based curriculum and community-based programs. School-based curriculum

programs focus on stress management and coping skills, Youth are encouraged to

resist pressures to join gangs and engage in violent activities. Some programs use

role-plajlng  for students to act out their feelings when confronted with dimcult or

stressful circumstances. Unfortunately, the gang represents the only organized peer

group for many minority youth (Ostos 199 1). Gang prevention programs, a subgroup

of violence prmention programs, work with youth and their families in the schools

and in the community to educate them about constnxtlve  alternatives to gang

membership.

Communitv-Based Programs. Some school-based programs enlist the expertise

of community agencies to develop curriculum programs and to train teachers to

present the materials in the classroom. Community theater groups perform skits that

81



.

teach youth to resist the pressure to join gangs. A program of the Boston Department

of Health and Hospitals--the Health Promotion program for Urban Youth--promotes

the use of a violence prevention curriculum not only in the classroom, but in the

community at large Prothrow-Sith 19911,  Public housing projects, boys and girls

clubs,, and neighborhood health clubs use the violence prevention materials. Project

staff recently began training health care providers about dealing with adolescents who

engage in violence.

Dryfoos describes a number of other community-based program models,

including targeted outreach, the use of juvenile court volunteers, and collaboration

between agencies such as child and family service agencies and runaway and

homeless youth shelters. Employment-oriented programs such as the Conservation

Corps provide work experience, educational remediation, and the opportunfty to live

away from home with other young adults in a structured environment.

Neighborhood-based organizations have developed delinquency prevention

demonstration projects that involve strengthening the bonds between family, school,

peers, and the community through increased supervision of youth, liaison with

community organizations, and the development of specific projects for families and

youth. Examples of projects include mediation with schools and law enforcement

agencies. youth councils, and community service opportunities. Other neighborhood-

based interventions work with the local gangs to reduce violence. Finally, adolescent

diver$on  projects provide an alternative to incarceration for youth who have already

committed delinquent acts but have not yet been formally adjudicated. One example

of th.ts approach is the Adolescent Diversion Project developed at Michigan State

University.  The ADP provides empowerment skills to high-risk  youth and their

families that help them to change the behaviors that create problems for them.

Positive evaluation results (lower recidivism than a control group) were attributed to
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the extensive involvement of the juvenile justice system, including police stations and

courts: long-term community commitment; placement of the youth within their own

environment: and careful monitoring by staff.

Limits of Traditional Programs

Over the years,’ traditional single-focus programs have encountered a number

of limits. First, they have often recognized that the social and supportive services they

offer do not address some of the most pressing needs of their clients. Second, they

have found that when they identify a need they cannot meet with their own resources,

they sometimes have trouble getting other agencies in the community to help their I

clients. The problem may be eligibility--the client is not poor enough, or not ofncially

part of the target population of the agency with the resources, or not the right age, or

does not have the right address. Or the problem may be availability--there are only so

many day care slots, housing vouchers, and so on, and they are all taken. Or the

problem may be accessibility or appropriateness--the services are not hospitable to

youth, or cannot be reached by public transportation, or are not open at the right

hours or on the right days.

Frustration with these barriers to serving their clients set the stage for

programs to try to expand their own services to cover the most important gaps: to

begin negotiations with referral agencies to try to smooth the process of getting

services to clients across agencies: or both. The former are program efforts to become

more comprehensive under a single roof; the latter are efforts to achieve more formal

or informal integration of the service agency network within a communtty.  The

remamder  of this paper addresses issues posed by services integration efforts.
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ISSUES IN SERVICE INTEGRATION

Integrated service models to deliver comprehensive services to youth and their

families through collaboration, cooperation, and coordination of efforts have received

increased attention recently in response to the many and varied service needs of

youth, and the frustrations encountered by traditional single-problem approaches to

service delivery. Calls for services integration (SI) have come from various sources,

using varying terminology and different meanings for the same terms. Below we

define the meaning of the terms we use here for the sake of clarity and not to imply

the endorsement of one approach or viewpoint over another.

Attempts to serve at-risk youth have encountered all of the same service system

issues that plague current efforts in the United States to serve any target population

in a way that meets all of their needs. These issues include:

a Comnrehensiveness-the  existence in the community service system, or in the
intake agency itself, of the full range of services needed to address the needs of
the target population.

l Service Levels--enough of the appropriate services to assure that everyone in all
the probable target populations in the community could use the service If
necessary.

. Service IntegraUon-the  ability of the agency through which a member of the
target population enters the system to assure that its clients receive the
services they need, regardless of which community agency offers the services,
because the intake agency has developed the necessary relationships to assure
access with other service agencies.

It is theoretically possible to have a comprehensive system that is not

integrated, as when a single agency (usually private) has the resources to provide

everything its clients need. It is also possible to have an integrated system that is not

comprehensive, as when an agency serving at-risk youth and their families only

negotiates arrangements with those services it has found to meet the most common

needs of its clients, such as income maintenance, child care, recreation, and
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education services. It may not, however, have similar well-established arrangements

with agencies with which it does not interact so routinely.

Finally, it is possible for a given community to have the entire array of service

types, and to have regularized interagency arrangements for assuring that clients can

access the services, and still not have enough of some services to serve all the people

who need them, This last circumstance probably characterizes most communities,

and is a limiting condition for the possible impact of any SI effort. But a systematic SI

effort can make the need for more services so apparent that legislatures and other

funders  may respond by supporting service expansions where need has been

documented and a structure is in place to assure that the additional services will be

well used.

When we began this investigation we used seruice integration  (sl) to refer to

procedures and structures that help several service agencies coordinate their efforts to

address the full range of service needs presented by youth and families in an efllcient

and holistic manner. While relatively few existing systems actually meet all the

elements of an ideal SI model, we can propose several key characteristics that should

be present in such an SI system for at-risk youth. These include:

. An approach to helping at-risk youth that sees each youth for himself or
herself, and also sees the youth as part of a family,  a neighborhood, and a
community that may in turn be influenced to reduce the risk that a youth will
participate in problem behaviors or experience risk outcomes.

0 A comprehensive, individualized assessment at or near the point of intake.
that is conducted for each youth and family, to identify the full range of his or
her individual and family servlce needs.

l A coordinated service plan that, based on the needs identified, is developed to
ensure that all needs are addressed in an eflicient fashion by the program(s)
best suited for the task.

0 Institutionalized interagency linkages that ensure that service referrals
result in actual service delivery. This may entail an interagency case
management function, co-location of services at a single site, and/or sharing of
other resources among programs.
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l Follow up on service referrals,, to ensure that services are delivered in an
appropriate manner and that the program coordination structures are
functioning effectively.

In reality, relatively few programs meet these formal criteria for SI. However, a

considerably larger number of programs meet the spirit of the assessment, service

plan and follow-up criteria through intimate and regular connections with young

clients and their families. They also meet the interagency linkage criterion through

informal but effective arrangements with other setice agencies, which they have

developed over the years of working to meet their clients’ needs. Their “failure” is

more likely to be with documentation than with performance in getting services to

clients. After visiting a number of programs, we want to propose another aspect of

service integration: the ability of a program to fill the eaDs  in service identified

through the joint efforts of community agencies. The resulting program may be the

agency to which everyone else refers youth because the referring agencies cannot meet

all the needs of these clients. The program has developed components cooperatively

with the referring agencies to meet these identified needs. The formal interagency

arrangements are for referral m the program rather than for referral out from the

program. Once the youth reaches the program, it may be that not much by way of

multi-agency service use occurs -- but it does not need to.

We think programs of this type deserve to be called an SI program or even

better an SI community: the program is the glue that holds the system together.

Some of the programs described in Volume I of this report are of this type.

into

and

Senlces  to benefit children and their families have traditionally been placed

one of four service systems: educational services, health services, social services,

the juvenile justice system.
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History of Semice  Integration

Interest in and efforts at youth-centered service integration in both school and

community settings have ebbed and flowed over the years, with varying degrees of

comniitment and success (Tyack 1992). Most public programs aimed at enhancing

conditions for youth and families over the last half-century have been focused on only

one or a few problems from the perspective of a single service system such as welfare

or criminal justice. These traditional programs often dealt only with the youth, rather

than addressing multiple needs of their families and their neighborhoods (Ginzberg et

al. 1988).

The 1960s saw a marked reawakening of interest in and experimentation with

both comprehensive and integrated service delivery systems. The Federal government

invested a good deal in human services programs as part of the 1960s ‘War on

Poverty.” A very important aspect for SI of the programs from this era is that they

were designed to be developed from the bottom up to meet the needs of specific

co&unities. Funding structures deliberately bypassed state government agencies,

which were seen as unable to respond to local community needs. National programs

such as Neighborhood Service Centers, family planning agencies, and Head Start had

a decidedly community orientation. Some were able to evolve into comprehensive

programs, and some incorporated some type of SI structure. Although these

programs did not eliminate poverty. many did succeed in pioneering a cormmmity-

based approach to services, flexibility in meeting local needs, and attention to the

larger context of client problems in family. neighborhood and community.

The 1970s saw a more modest approach to such efforts (Edelman and Radin

1991; Kusserow 1991). Service integration efforts of the 1970s focused more on

coordination of categorical programs ‘at the Federal level and funding of smaller

demonstration projects at the community level than on large-scale system reform. By
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the late 1970s and through the 1980s. the opportunity for SI initiatives devolved

largely to state and local governments. Block granting of Federal social services

funding in 1975 (Title XX) and of 30 additional categorical programs in 1981

eliminated many program rules and technically gave states greater flexibility  to

provide services out of a larger pool of resources than any categorical program had

previously enjoyed. However, the concurrent funding cuts in the 1981 restructuring

severely curtailed state efforts to innovate. Simply maintaining service levels was hard

enough.

The recent renewed interest in SI is attributable to several factors. There has

been a renewed appreciation of how ineffective it can be to deliver services in a

fragmented, problem-oriented fashion. In addition, some integrated approaches to

service delivery have shown positive results and served as models for this type of

approach (Berreuta-Clement et al. 1984). Advances in research on adolescent

development and ecological and family systems theories (e.g., Bronfenbrenner 1979)

have also helped rev&&e interest in service delivery systems that respond to both

youth and environment using a more integrated, holistic approach. So has the

concerted effort to address the complex problem of long-term welfare dependency,

culminating in the Family Support Act of 1988 (FSA). The FSA recognizes the need to

address a wide variety  of issues a family may face in trying to achieve self-sumclency,

and directs states to develop systems to meet many family needs. Many of the family

needs recognized by the FSA are the same ones that youth-senlng agencies try to help

families handle. Finally, spartan fiscal conditions on the state and Federal levels have

created an impetus to service integration (Corriea  1992).
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Barriers to Service Integration

SI efforts face many barriers, including professional training and orientation,

administrative procedures. eligibility rules. and the categorical nature of finding.

Service agency staff are typically trained in rather narrow, specialized traditions such

as mental health or criminal justice services, and may not feel comfortable dealing

with other issues or working within an interagency framework.

Administrative and bureaucratic procedures often obstruct SI efforts, agencies

may insist on following their own intake and case processing procedures, and

confidentiality  requirements may limit their ability to share information about clients

with an SI team. Categorical funding from government agencies, foundations, or other

institutions also perpetuates single-issue programs. As long as legislatures and

funders structure programs to address specific issue areas, single-issue programs will

continue to provide sexvices  and have difficulty  making their services available to

populations not specified by their mandate.

Another barrier is that categorical programs usually focus on problems, and

tend to support short-term efforts. Programs that try to solve problems quickly and .

then close the case are not likely to meet the needs of youth: first, they are not geared

toward preventive interventions: second, they often have little staying power.

Access to services due to the fragmented nature of single-issue service delivery

was identified by the Office of Technology Assessment (199 11 as a critical problem for

adolescents. Adolescents most likely to have access problems are those who: lack any

or adequate health insurance: are unaware of services or feel intimidated by public

agencies: need parental consent to receive services but are in potential conflict with

their parents: are homeless or incarcerated in juvenile justfce  facilities; live in rural

areas without services; are members of a

access barriers, youth cannot always get

minority group. In additfon to confronting

appropriate treatment services.  Even if
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adolescents do gain access, the services may not be suited to their developmental level

and their level of real-world experience.

’ The barriers to SI discussed so far pertain to government agencies. But most

youth are not likely to approach government agencies on their own. Their entry to the

service system will probably be through nonprofit community or youth development

agencies, and neighborhood programs. pittman and Cahill (1992) report that youth

tend to seek services and maintain a relationship with a service organization when It

has a distinctly youth focus, many other young clients/users/members, a

“membership” orientation (youth can stay with the program for a long time), staff who

enjoy working with youth, and many attractive activities (rather than a strictly

problem/service focus). Therefore SI efforts may need to start where the youth go,

and work with those agencies to help them gain access to the more formal systems for

their clients when the need arises. ’

L.essons  Learned

Kusserow (199 1) summarizes the lessons for the future learned from the past

twenty years of SI efforts:

l

a

0

. ’

l

Given the enormity of the barriers they face, SI efforts that call for major
institutional reform should be initiated selectively, if at all.

An SI strategy likely to generate more near-term success should focus on well-
defined target groups and pursue reform primarily withtn  categorical program
areas.

Even a target-group, categorical-program approach, however, is likely to require
some degree of central authority and flexible funding to generate and sustain
more integrated service delivery.

A funding source granting an organization some authority and flexible funding
for promoting SI should hold it accountable for defining and measuring
expected outcomes.

The cultivation and maintenance of networks of individuals engaged in SI
efforts are vital to the success of these efforts.
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Approaches to Service Integration

Given the renewed interest in SI, it is important to highlight some issues that

have emerged from earlier experiences with SI efforts. These include as their mission,

their underlying views of youth and their service needs, and the nature of the service

delivery network.

Mission

One reason it is dlfficult to describe SI approaches is that different advocates

and different programs bring different missions to SI. Unless we know what a

program is trying to accomplish with SI, it is hard to know what success should look

like.

Some see SI as enhancing a service mission by delivering more services or more

appropriate services or more complete services, or by delivering services faster and

with less hassle for the client. Some’SI  proponents may have agency-oriented goals,

such as saving money by using integrated application procedures or reducing the time

that case managers spend negotiating separate delivery systems. But another

mission--one apparently shared by the best youth-serving agencies (Pittman  and

Cahill 1992)~-is  attracting youth to self-enhancing activities.

Rather than simply working to avoid risk, self-enhancing activities often  involve

older youth and family members, and give youth opportunities to solve their own

problems by helping themselves, their family. and their community. Pittman and

Cahill warn that this mission, which they consider paramount, usually gets lost in

discussions that concentrate exclusively on service breadth and depth--which

services? how many services? to whom? required or voluntary? required for everyone
.
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or only some? on-site or oil? These questions, they say, “suggest that instrumental

changes in the way services are delivered will result in improved outcomes for youth

. . . the questions limit discussion to a technical dimension instead of including a focus

on mission and outcomes . . . the result is often an adding on or adjustment of current

services” rather than engaging the whole community in goal-setting and program

design. SI efforts may emerge as part of a program designed this way, but the

measures of program success would certainly not be “services delivered” or “money

saved.”

Perspectives on Youth

Perhaps most basic is the fundamental perspective one holds on youth and

their need for services. A holistic approach values children and youth as people to be

supported and nourished so they may become effective future workers, parents, and

community members (Quinn  1992). This perspective underlies the use of

comprehensive, individualized assessments of sexvice needs and service planning,

and the sense of respect for youth also encourages empowerment efforts by focusing

on strengths, potential for exerting leadership, and potential for making contributions

beneficial to others (Pittman  and Cahill 1992).

For preventive or ameliorative efforts to work well, they must address the

causes underlying children’s need for services. Family dysfunction and the

neighborhood contest are two of the principle antecedents of problem behaviors and

risk outcomes for youth. Programs desiring to make a real difference for children

should directly involve parents, other family members, older peers or role models. and

the youth’s neighborhood friends and peer group in activities designed to reduce

and promote healthy development (Pittman and Cahill 1992: Schorr and Schorr

1988).

risk
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Partnerships .

A fundamental feature of SI is its emphasis on cooperation or partnerships

among a wide variety of key agents or “players” (Dryfoos 1990; Hechinger 1992).

Youth, their families, and other key individuals and organizations in the community

can be instrumental in identifying service needs. in planning and implementing

senrice programs to address them, and in proposing a program structure that will  be

most appealing and accessible to its target population. This is a first step in

empowering youth and families.

All levels of public and private local service agencies must be involved to some

degree, from top management to line workers. Other community groups such as 4-H

Clubs and churches provide technical assistance or volunteers, and occasionally help

out with funding (Ledwith 1990). Richman,  Wynn, and Costello (1991) describe an

integrated service system for children based on collaborative arrangements among

“primary”  services (community organizations such as sports teams, parks, and

museums) and “specialized” services (the more formalized health, education. and

social service agencies) to address the needs of all the children in a community,

Private foundations and phflanthropic organizations can assist setice

integration efforts by giving financial support, technical assistance, or volunteer staff.

For example, the Chicago Community Trust provides a steering committee and up to

$30 million over tMs decade to support the “Children, Youth, and Families Initiative” -

-aimed at creating a comprehensive, integrated, community-based service system to

help Chicago families and their childien. In addition. businesses can provide funding.

management assistance, summer jobs, volunteers, and political support: the media

can assist with public education and awareness efforts (Dryfoos  1992: Ledwith 1990).

The central executive arm of local, state, and Federal governments can also

help in a number of ways. Local leaders can assist by nurturing community and
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political support for SI, directing key agencies to cooperate, and developing local

solutions to local problems. State governments can contribute by funding planning

and implementation efforts, supplying technical and management assistance, helping

to design and establish a management information system, and aiding the

development of a common language, set of regulations, and administrative procedures

for use by various service agencies (Melaville and Blank 199 1; Quinn  1992).

The Federal government has undertaken a variety of initiatives to support

youth services integration. The Office of the Assistant Secretary for Planning and

Evaluation (ASPE) in the Department of Health and Human Services (DHHS)  has

recently established the National Resource Center for Community-Based Service

Integration to provide technical assistance, serve  as a clearinghouse, and help

establish interagency linkages. ASPE is also collaborating with the Office of

Educational Research and Improvement in the Department of Education to produce a

guidebook on developing school-linked comprehensive services.
.

In addition to providing support in this manner, ASPE also provides funding to

plan and implement a number of comprehensive service integration efforts across the

nation. The Council of Governors’ Policy Advisors’ Second Academy on Families and

Children at Risk is a seven-state service integration planning and implementation

effort co-funded with DHHS’ Administration for Children and Families and the Ford

Foundation. Other more localized ASPE-sponsored programs include school-based

service programs in Florida and California: community-based services in Georgia: and

funds to support Joint interagency planning in Ohio.

In addition, the Presidential Empowerment Task Force’s Service Integration

Work Group will identify successful SI models and methods to improve interagency

communication and coordination at the Federal level. The Task Force has also
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concerned itself with restructuring statutory and regulatory requirements to Improve

service access, coordination. and quality (Gerryand  Certo 1992).

Steps in Planning and Implementing
Comprehensive, Integrated Services

Below we present some of the major issues and alternative implementation

strategies that should be considered when implementing SI.
,

Defvztng Goals  and Objectfves

As the first concrete step in the planning process. the partners involved should

work toward agreement on a common set of goals and objectives (Center for the

Future of Children 1992). To the extent possible, long-term commitment to the

integration effort should be built in from the planning stage. One effective method for

encouraging long-term commitment is through an independent interagency advisory

group with a revolving chair, to help minimize turf battles and forge a common

purpose for the variety of service integration partners. Another method involves

diversion of a portion of each partner’s funds to support the integration effort, so each

partner has an important stake in assuring success of the integrated approach.

The program’s goals should be based on a local community needs assessment

and an assessment of services already available, whether formal or informal. If the

full range of stakeholders is included in the planning process, knowledge of service

needs and adequacy of existing services should be in the room. Efforts should be

made to solicit input and build support from as many of the partners as possible.

Outside consultants can also be brought in to share their expertise (Corriea  1992).
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ZdentIIfng the Target Population

Who should the newly integrated services be designed to help? Unless the

target population is clear, it will not be obvious what services and other activities

should be incorporated into the effort. Whether services should be offered to all youth

and families in the community, or only to those considered at highest risk, is an

important policy question for local partners to address (Levy and Shepardson 1992).

Once a youth or family enters a program involved in SI. agencies should have

sufiicient knowledge of services available, interagency cooperation, and flexibility to

ensure that all of their service needs are identified and addressed. Some authorities

maintain that services should be concentrated on those who are most at risk: others

argue that this approach would stigmatize program participants, and that all children

could benefit from enrichment efforts (Dryfoos 1990).

There is no definitive profile of youth or families who need SI. However,

families involved in alcohol or drug treatment may be prime candidates for activities

and services to improve their support for their children. Families involved with child

welfare due to reports of abuse or neglect clearly need help in supportive parenting.

Equally important is identi@ing families who have none of these problems but who

struggle to raise their children with little money and few resources in neighborhoods

that pose a constant threat to their children’s future.

The office of Technology Assessment (199 1) concluded that adolescents who

are not currently being served by the myriad of prevention and treatment programs

are those “with, or at risk of multiple problems, who almost inevitably face gaps

among service systems” (p. I-30). Adolescents most likely to encounter service gaps

are those with substance abuse and mental health problems, adolescents adjudicated

as delinquent but who probably have multiple health problems, homeless adolescents,

.
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and adolescents failing or misbehaving in school who are also likely to become

pregnant, delinquent, and/or drop out of school.

If a program targets lo- to 15-year-olds  and their families, a different array of

activities and services are likely to be needed than if an older adolescent population

were the target. For the younger group, prevention activities involving recreation,

community service, self-esteem and competence building, compensatory educational

efforts and similar activities will be primary, with treatment services on reserve and

accessible if needed. Older youth may need a stronger mix of treatment services to

help them stop participating in problem behaviors. as well as the supportive

developmental services offered to younger teens.

Identibing the Services to be Oflered

A comprehensive approach involves a child- and family-centered orientation

approach in which the range of each family’s service needs are Identified and services

are planned and delivered to address their unique situation. This contrasts with a

problem-centered approach, in which an agency addresses only the specffic  problems

It is prepared to handle Itself. A comprehensive approach requires considerable

variety in the breadth and depth of services available and flexibility in service delivery.

It Is always important to remember, however, that “comprehensive” and “integrated”

are not Identical. The point of developing a service structure Is not to assemble the

largest number of services, but to help youth and their families. Successful youth

service programs are marked by their common emphasis on client empowerment

rather than on narrowly defined “services” from public agencies (Pittman and Cahill

1992). SI comes Into the mix only in Plttman and Cahill’s final program

characteristic--community “clout.” the ability to get clients the services they need that

come from other agencies in the community.
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The type of services to be offered, including outreach, public education, primary

and/or secondary prevention, tntervention, and advocacy, needs to be decided on the

basis of local needs and resources. With young adolescents, primary and secondary

prevention is likely to be a major focus.

The breadth of services is another issue. In one view, a minimum of two

specific types of services in each of the three broad categories of education, health,

and social services should be offered for the program to be considered truly

comprehensive (Morrill and Gerry 1990). Others argue that basic life skills such as

critical thinking, problem-solving, and decision-making, social skills such as

constructfve assertiveness, and the use of social support systems should be the

program’s focus (He&ringer  1992).

The intensity of services  should also be considered. The service programs

should be flexible enough to respond to clients who may require more frequent

services or services that address the relevant issues in more detail.

For the target population of young adolescents, there is also some question

about the best way to provide comprehensive services. The more a program

emphasizes prevention, the more it may focus on developing self-esteem and positive

life skills, resisting peer pressure to participate in risky behaviors, and fostering a

belief that youth can have a positive and productive future as an adult. Programs

may promote these goals through emotionally supportive role-modeling from mentors

or big brothers/sisters. A comprehensive program in this context would assure that

the mentor has access to someone in a case management role when it becomes

apparent that a youth needs a particular type of help. In contrast. a program that

involves heavy up-front assessment and case management may be more appropriate

for the small proportion of lo- to 15-year-olds  who need massive early intervention.
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Mechcdms  for Service Delivery

The way in which services are coordinated 1s important. Clients may have

service agency contact with whom they maintain an ongoing, supportive relationship.

When this contact person functions more as a mentor, counselor, or group worker

than as a case manager, this individual needs access to someone who can arrange

needed services follow and up on referrals.

Case management--a key issue--is essentially a method of placing responsibility

for service planning, coordination of service delivery, and follow up on an individual or

interagency team. The case manager or team works with youth and their families to

determine service needs, provide interagency linkages, and monitor service delivery

and outcomes (Melaville and Blank 199 1). Effective case management requires

relatively smaller caseloads as the needs of clients increase. Intensity of services

offered should be determined at least in part by the youth and family’s ability and

motivation to work with the system. The procedures established should be flexible

enough to respond to each youth and family’s unique circumstances.

Set-vice Locafion

Integrated services can be delivered through school-based or school-linked

sites, In community sites such as churches or community centers, through mobile

arrangements, and/or by home visits (Mathtech, unpublished manuscript). We are

unlikely to find a universally applicable program model. In all likelihood the location

of an SI effort will depend on which agency or organization has an interested,

committed, and dynamic person willing to take the lead in developing and running the

program. Another important factor is the site’s acceptance within the community.

Occasionally a local agency may get involved in SI because some funding source has
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invited its participation. Such invitations are most likely to be accepted when there is

local leadership to carry the program.

Services are typically based in either school or community sites. School-based

programs have the potential to reach large numbers of youth, and have a well-

established organizational structure and niche in the community, but may not be as

accessfble to families or to youth and families who are alienated from the educational

system, such as high risk dropout youth. They may also further stress an

overburdened educational system (Chaskin and Richman  1992). may be restricted as

to which services they can provide (e.g.. family planning services), and may be

constrained by rigid organizational rules. Community-based programs may avoid

these problems but face issues of access for youth and families and high-crime and

gang-infested neighborhoods.

When the school-based program under consideration is an adolescent health clinic

a number of special barriers arise. These include lack of trained personnel, and

community resistance to the role these clinics may play in sex education and in

contraceptive counseling and distribution (Omce  of Technology Assessment 199 1).

Debates also occur about the appropriate balance of services between on-site

and off-site locations. Some programs aspire to on-site “one-stop-shopping,” while

others function as a link between clients and a very broad spectrum of services--none

of which is offered on site. The debate about service concentration usually involves

the relatfve  benefits of ease of access versus learning to negotiate the systems oneself.

Most programs fall somewhere between these two extremes. A community just

beginning to develop SI should consider this issue.
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Administratiue Factors

To be a credible model of service integration, the agencies involved should have

institutionalized linkages that establish the mechanisms for sharing resources. These

mechanisms may include co-locating in a single facility, sharing staff financial

resources and/or informatton. and agreeing to provide services to referred people.

An agency that provides needs assessments, service referrals, and referral

follow ups must be able to give referral agencies the information it has about a client’s

needs. Many agencies have confidentiality policies that prohibit the disclosure of

client information between service agencies, and sometimes even within different

divisions of a single agency. For SI to work, agencies must fmd ways to adjust these

confldenffakty  policies and still protect sensiUve information about clients. Gaining

the informed consent of clients to share information with agency personnel who will

be providing the referral service is one approach that has worked in some places. But

even this may require formal legal or rule changes.

stc@ng  Issues

It is important that staff be recruited and trained very carefully, whether they

are paid or unpaid (primm Brown 1992). Staff should be selected on the basis of their

ability to establish trusting, respectful relationships with youth and families, their

ability to span professional boundarles and specializations to address clients’ needs,

and their ability to work with the system, whatever their type or level of professional

training (Sonenstein et al. 1991).

Diversity issues must also be considered in staflIng programs (Cornea 1992). If

at all possible, staff should reflect the racial, ethnic, age, and gender make-up of the

program’s clientele. At an absolute minimum staff should have a demonstrated

101



sensitivity to issues of racial, ethnic. and gender diversity, preferably through earlier

work experience with populations similar to those expected to use the program,

Staff support for the integratton  model and willingness to adopt new roles are

crucial at all levels. Strong positive leadership is usually critical; neutrakty  is not

good enough to shepherd a new program to successful implementation.

Staff at all levels should be trained to work effectively within an integrated

model. Training should be sensitive to the concerns of staff experienced in non-

integrated service settings-concerns such as “turf’ issues, professional orientations

and jargons, and issues staff may feel unprepared to deal with.

Amding  Issues

Categorical funding streams established by Federal and state authorities are a

major impediment to SI. Procedures for documenting the use of categorical funds are

often prohibitively burdensome for small programs trying to provide many different

setices.  Different program rules and reporting requirements may demand a level of

administrative support that many programs simply cannot provide, and which the

categorical funds do not support. Whatever the type of funding, insufficient resources

induce competitiveness between service programs and undermine collaborative efforts

(Farrow  and Joe 1992).

. For SI to work best, funding should be flexible. Federal and state funding

sources should be redesigned to blend together funds from multiple sources that

htstorically  have rigid categorical boundaries, to provide adequate and coherent

funding for senlce programs that address multiple areas of need (Kirst 1991).

However. this is unlikely to happen. Even where system change has been a primary

component of demonstraUons  with significant funding to support it, as in the Robert

Wood Johnson FoundaUon  programs for the severely mentally ffl or the Annie E.
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Casey Foundation New Futures dropout prevention projects, only modest system

change has been achieved at best. Since SI efforts do not invest anything

approaching the level of resources in producing system change that characterized

these demonstrations, it is unrealistic to expect much in this regard from SI efforts.

Private funding is also available but not usually in sufficient amounts to serve

as single-source funding for an entire integration effort. While some service

integration efforts have successfully combined public and private funds to support

widely respected service programs (e.g.. New Beginnings in San Diego), such success

is not always the case. The need to match funds from various sources that may be

concerned with different issues may sometimes result in scatter-shot, funding-driven

programming, as well asan excessive administrative and development burden

(Melaville  and Blank 1991). ,

One promising approach to increasing SI among already functioning programs

is using limited new funding to support core integration functions. This effort could

be matched by diverting some existing funds to support additional integration efIorts

and using other existing funds to support regular service delivery. Kentucky’s Family

Resource and Youth Service Centers, to be implemented in approximately 1.200

schools across the state by 1995, is currently using such a financing plan. Its future

funding base will be partly determined by the results of this approach.

Eoa&mtion

There is a lack of valid and reliable evaluation results that test the effectiveness

of programs and identify  those program components that appear to contribute to

program success. Experts cite a lack of funding as a major barrier to evaluation

efforts, since most categorical programs consider service delivery the only eligible

expenditure. Most serious evaluations are funded either by Federal government
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programs or by foundations, and often involve special demonstration efforts rather

than “normal” programs operating in a variety of environments.

Experience has shown that programs that look good as demonstrations are

often are diluted upon replicaUon. This phenomenon suggests that evaluation results

are used to justify program dissemination or replication, but are not reviewed in

enough detail to assure that critical aspects of programs actually appear in

replication. Dryfoos (1990) concludes that evaluation results are rarely used to make

decisions about continued program structure or funding, especiaIly for programs that

are mass-marketed and packaged for schools and teachers.

. In order for evaluation to be satisfying for the program and influential in

shaping its future, evaluators must have extensive early collaboration with program

personnel so the measures used are meaningful and cooperation with the evaluation

is high.

Impact information should be tied to youth and family outcomes rather than

simply services delivered. Outcomes,should  be realistically identified for established

programs, and outcome information should come from a variety of sources, including

program clients. Where possible, the most effective program characteristics or service

delivery methods should be identified, to aid in further program refinement and

assessment of program replicability (Merrill and Gerry 1990).

Information on cost effectiveness is crucially needed (Morxill  and Gerry 19901.

Data establishing how much money integrated services can save f?om participating

and other agencies’ budgets, and when programs can expect to realize the cost

savings, would be very useful in developing and evaluating funding requests.
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h.stUutiondizing  Change

A long-term SI issue is whether any changes created by SI in the component

agencies’ functioning and interrelationships become institutionalized and take on a

life of their own. Kusserow (1991)  summarizing twenty years of SI activities, notes

that “SI efforts have been instrumental in making human services more accessible to

clients and more responsive to their needs. Over the long term, however, SI efforts

appear to have had little instttutional impact on a highly fragmented human services

system,” His list of major barriers to system change echoes issues discussed earlier in

this chapter.

. The size and complexity of the human services system:
0 Professionalization, specialization. and bureaucratization:
0 Limited influence of integrators:
. Weak constituency for services integration:
0 Funding limitations: and
l Insufllcient knowledge.

It is very important that service integration efforts rest on more than seed

funding and strong personalities or leadership. Such factors are likely to be

transitory. A program depending on these factors is likely to collapse when the

funding expires and the individuals depart. Pooling at least a portion of each agency’s

core funding to support integration activities is a systemic change that can be crucial

in assuring the survival of the integrated service network. This practice may assure

adequate resources to continue the integrated approach after start-up fundlng

expires. It may also solidify the commitment of participating agencies by their very

tangible stake in the SI structure (Melaville and Blank 1991).

Where post-demonstration funding is inadequate to sustain the integrated

approach, the availability of evaluation data documenting the innovative processes

and beneficial outcomes resulting from the use of an integrated approach can be

instrumental in securing contlnuatlon  funding (Melaville  and Blank 1991).
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Policymakers and (potential) funders can make better-informed decisions on how to

allocate limited resources when information is available to document implementation

procedures, service costs, and cost-savings. Even more desirable is information

showing the impact of the integrated approach on program participants, component

agencies, and the social service system.

Summary: Service Integration Issues

In this chapter we have examined common deflnmons of youth at risk, and

developed a framework for thinking about the many disparate indicators and signs of

risk. We organized our review of how many youth are involved in different risky

situations  according to our framework, looking first at prevalence of risk antecedents,

then at system markers for risk, and finally at problem behaviors and risk outcomes.

Following the review of prevalence information. we examtned the most common

approaches to helping youth at risk. These traditional programs are usually found

wlthi.n  a single societal institution and frequently address a single problem. We then

described some of the problems encountered by traditional single-focus programs that

stem from the fact that their clients or users often had problems outside the focus of

program expertise. The existence of these additional problems or issues often

interfered with the program’s ability to help the youth address the problem for

he or she had come to the program.

which

The diffkzulties  encountered by traditional programs in accessing services

outside their purview, or their unwillingness to do so, has led to the current focus on

comprehensive services and on setice integration. We then discussed the goals of

programs that try to provide comprehensive services or service integration. and the

system resistances and barriers they often face.
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CONCLUSION

In this paper we have examined commori definitions of youth at risk, and

developed a framework for thinking about the many disparate indicators and signs of

risk (Figure 1). We organized our review of how many youth are involved in different

risky situations according to our framework, looking first at prevalence of risk

antecedents, next at system markers for risk, and finally  at problem behaviors and

risk outcomes.

Following the review of prevalence information, we examined the most common

approaches to helping youth at risk. These traditional programs usually are found

within a single societal institution (e.g., the school system, the criminal justice

system), and frequently address a single problem focus (e.g., teen pregnancy, or

substance abuse). We then described some of the problems encountered by

traditional single-focus programs that stem from the fact that their clients or users

often had problems outside the focus of program expertise. The existence of these

additional problems or issues, which were sometimes huge (e.g., the family had lost

its housing), often interfered with the programs’ abfflty  to help the youth address the

problem for which he or she had come to t$e program. The dimculties encountered

by traditional programs in accessing services outside their purview, or their

unwillingness to try to do so, has led to the current focus on comprehensive services.

and on service integration (interagency collaboration).

We discussed the goals of programs that try to provide comprehensive services

or service integration. and the system resistances and barriers they often face. The

next papers in this project will describe evaluation issues relevant to programs for

young adolescents, and our plans for’ information to be sought during site visits to

illuminate as many as possible of the issues raised by these papers.
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