If you have issues viewing or accessing this file, please contact us at NCJRS.gov.

OSAP Preventon -~
Monogray Jh 5 i

COMMUNICATING
 ABOUT ALCOHOL
'AND OTHER
 DRUGS:
" STRATEGIES
'FOR REACHING
 POPULATIONS
TRISK

Public Health Service ,
Alcnhol Drug Abuse, and Mental Heallh Admlmstratmn

o {( US. DEPARTMENT OF HEALTH AND HUMAN SERVICES

B
o




| X975
OSAP Prevention Monograph-5

COMMUNICATING ABOUT
ALCOHOL AND OTHER DRUGS:
STRATEGIES FOR REACHING
POPULATIONS AT RISK

Editors:
Elaine Bratic Arkin

Judith E. Funkhouser

129755

U.S. Department of Justice
National Institute of Justice

This document has been reproduced exactly as received from the
person or organization originating it. Points of view or opinions stated
in this document are those of the authors and do not necessarily

represent the official position or policies of the National Institute of
Justice.

Permission to reproduce this cepwsghnd material has been
granted by

Public Domain/U.S. Department of
—Health and Human Seryi ces
to the National Criminal Justice Reference Service (NCJRS).

Further reproduction outside of the NCJRS system requires permis-

sion of the exggRaght owner.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Public Health Service o ]
Alcohol, Drug Abuse, and Mental Health Administration

Office for Substance Abuse Prevention
5600 Fishers Lane
Rockville, Maryland 20857




|
|
|
|

OSAP Prevention Monographs are prepared by the divisions of the Office for
Substance Abuse Prevention (OSAP) and published by its Division of Com-
munication Programs. The primary objective of this series is to facilitate the
transfer of prevention and intervention technology between and among re-
searchers, administrators, policymakers, educators, and providers in the public
and private sectors. The content of state-of-the-art conferences, reviews of
innovative or exemplary programming models, and reviews of evaluative
studies are important elements of OSAP’s information dissemination mission.

This monograph is based on the findings of task forces that included re-
searchers, policymakers, and prevention/intervention specialists at the nation-
al, State, and local levels.

The authors of the chapters include “High-Risk Families and Youth,” Patricia
Kassebaum; “Black Youth,” J. Terry Edmonds; “Hispanics/Latinos,” William A.
Bogan; “Parents,” Carolyn Burns and Marsha Margarella; “Primary Care
Providers,” Michele Hodak; and “Intermediary Organizations,” Joseph Motten,
and Caroline McNeil.

The presentations herein are those of the authors and may not necessarily
reflect the opinions, official policy, or position of OSAP; the Alcohol, Drug Abuse,
and Mental Health Administration; the Public Health Service; or the U.S.
Department of Health and Human Services,

Allmaterial in this volume, except quoted passages from copyrighted sources,
is in the public domain and may be used or reproduced without permission from
OSAP or the authors. Citation of the source is appreciated.

Library of Congress Catalog Card Number: 83-063214
DHHS Publication No. (ADM)90-1665

Printed 1990

OSAP Production Officer: Linda Franklin

Project Officers:
Judith E. Funkhouser, Division of Communication Programs
Office for Substance Abuse Prevention

OSAP Prevention Monograph Series
Elaine M. Johnson, Ph.D.
Director, OSAP

Robert W. Denniston
Director, Division of Communication Programs, OSAP




Foreword

We know that some American children are at higher risk than others of
developing alcohol and other drug problems. And we know that preventing these
problems requires early, persistent communication programs that use diverse
channels and target a variety of audiences.

The purpose of this monograph is to provide a foundation for such programs.
It defines specific audiences; it summarizes what we have learned to date about
the characteristics, knowledge, attitudes, and practices of these audiences; it
discusses channels, sources, materials, and messages; and finally it offers ideas
for reaching these groups.

Written for program planners at the national, State, and local level, this
monograph offers guidelines, not answers. There is still much to be learned. It
is hoped that the information and ideas presented here, as well as the needs
identified, will provide leads for new research, demonstration, and evaluation
agendas for the 1990s.

Research reports, the suggestions of experts, and ideas gleaned from some
members of the target audiences form the basis for this report. The experts are
listed at the end of each chapter. Their insights and suggestions, including the
recommendations that conclude each chapter, are an important component of
the monograph; more about the process that brought these experts together to
share their ideas will be found in the Introduction.

The monograph addresses five specific audiences:

e Chapter 1 provides a comprehensive look at the priority target audience,
youth from high-risk environments and their families. It serves as back-
ground for the chapters that follow.

* Chapter 2 addresses one group of high-risk youth, Black children.

* Chapter 3 discusses another important subgroup, Hispanic/Latino
youth.

¢ Chapter 4 discusses a secondary audience, parents, who are important
influences on youth at risk.

¢ Chapter 5 addresses another important secondary audience, primary
care physicians.

A final chapter discusses one strategy of special importance to communica-
tions programs: working with intermediary groups to reach a target audience.
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How To Use This Monograph

To help program planners use the research and expert opinions presented
here, each chapter is divided into four sections:

¢ Understanding the Audience
¢ Knowledge, Attitudes, and Practices
¢ Planning Considerations

o  Recommendations.

Each section begins with a summary page. Use the summary pages for both
introduction to and review of the concepts that follow. They also may be -
reproduced for use in notebooks, meetings, and workshops. Throughout the
monograph are tables summarizing statistics, risk factors, and communication
strategies. These too may be reproduced and used in developing programs.

Appendices include materials that can be put to use as well: a guide to the
planning process; guidelines for the review of prevention messages and
materials, including evaluation forms; a guide to terminology; a guide to the
Regional Alcohol and Drug Awareness Resource (RADAR) Network; and names
and addresses of potential intermediary organizations.

The Office for Substance Abuse Prevention (OSAP) hopes that this report will
stimulate the many participants in the prevention field to act on the recom-
mended strategies, adapting them to their own communities and constituencies.
I strongly encourage you to reproduce, reformat, repackage, disseminate, and
otherwise use this monograph to help your prevention efforts. OSAP believes
that the sustained and combined efforts of diverse communications programs
over a long period are necessary to rid our society of alcohol and other drug
abuse. We sincerely look forward to working together toward this goal. Nosotros
esperamos tener la oportunidad de trabajar con ustedes para alcanzar esta
meta.

Elaine M. Johnson, Ph.D., Director
Office for Substance Abuse Prevention
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Agenda: OSAP Southeastern
Regional Communications Seminar
Wednesday, September 14—Friday, September 16, 1988

TUESDAY, SEPTEMBER 13, 1988

8:00-8:30 PM  Informal Meeting of State Team Leaders

WEDNESDAY, SEPTEMBER 14, 1988

8:00-9:30 AM  Seminar Registration
Ballroom Foyer

9:30-10:30 AM  Opening General Session
Continental = Welcome to Georgia
South Ballroom  Ms, Patricia Redmond, Director, Georgia Alcohol
and Drug Services Section

Introduction to the Office for Substance

Abuse Prevention (OSAP)

Ms. Vivian L. Smith, M.S.W, Deputy Director,
Office for Substance Abuse Prevention, Rockville, MD

The Role of Communications in. the War on Drugs
Mr. Robert W. Denniston, Director, Division of
Communication Programs, OSAP,

Roclkville, MD

10:30-10:45 AM  Health Break

10:45-11:30 AM  Keynote Address
Continental  Dr.Omowale Amuleru-Marshall, “Reaching the
South Ballroom  Hard-to-Reach: ‘Are We For Real?”
The Cork Institute, Atlanta, GA

11:30-12:00 PM  First State Team Meetings
Open Rooms




12:00-1:30 PM
Continental
North Ballroom

LUNCHEON

Speaker: Charles Atkins, Ph.D., “Counteracting the
Harmful Effects of Television on Youth”

Michigan State University

WEDNESDAY, SEPTEMBER 14, 1988
CLEARINGHOUSE/DATA BASE Track
(Concurrent with Media/Communications Track)

2:00-3:00 PM
Continental
South Ballroom

Concurrent
Workshops:
3:154:30 PM

Room C-416

Room C-412

Module I': Alcohol & Drug Information Resources
Lead Presentation: Alcohol and Other

Drug Information Resources

Lisa Swanberg, National Clearinghouse

for Alcohol and Drug Information

NCADI, Rockville, MD

Workshop A: Getting Substance Abuse

Information to Policymakers

Judy Arendsee, National Federation of Parents for
Drug-Free Youth, Rancho Santa Fe, CA

Sue Rusche, Families in Action, Atlanta, GA
Robert Halford, Metropolitan Atlanta Council on Al-
cohol and Drugs, Atlanta, GA

This workshop will discuss the methods employed by
various special-interest groups as they develop and dis-
seminate pertinent information to policymakers. A spe-
cial focus will be on issues surrounding legalization.

Workshop B: Alcohol & Drug Abuse Message &
Materials Review Process

Joseph Motter, Media and Materials

Development Project, OSAP

Mr. Motter will review the progress of the OSAP Media
and Materials Development Project (MMDP) in collecting
and reviewing a wide variety of print and electronic
media prevention materials. Effective media approaches
identified through the OSAP screening procedures and
criteria will be identified and workshop participants
will have an opportunity to practice reviewing
materials using these criteria.




Room C-420

4:30-5:00 PM
Open Rooms

5:30-6:30 PM

Workshop C: Developing Materials for Low-Literacy
Populations

Nelia Nadal, National Clearinghouse for Aleohol and
Drug Information, Rockville, MD

Ms. Nadal will explain and demonstrate the ap-
propriate techniques for developing materials for low-
literacy target populations.

State Team Meetings

Reception—All seminar participants are invited.

WEDNESDAY, SEPTEMBER 14, 1988
MEDIA/COMMUNICATIONS Track
(Concurrent with Clearinghouse Track)

2:00-3:00 PM
Room C-417

3:15—4:30 PM
Concurrent
Workshops

Salon A

Salon B

Module I: Introduction to

Social Marketing Principles

Lead Presentation: What is Social Marketing Anyway?
Elaine Bratic Arkin, Communications Consultant,
Arlington, VA

Workshop A: Using Media in Prevention

Jocelyn Dorsey, WSB-TV, Atlanta, GA

Ms. Dorsey will provide an overview of how the
television industry works. She will provide valuable in-
sider tips on who to call, how to access the correct per-
son, what you need to know before calling, and what a
TV station looks for in a PSA.

Workshop B: You've Gotta Be Kiddin’: Getting Through
to High-Risk Kids

Nancy Saylor, Consultant, Jupiter, FL

Participants will learn some specific strategies and ap-
proaches for talking to adolescents about alcohol and
other drug use.
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Salon E

4:30-5:00 PM
Open Rooms

5:30-6:30 PM

Workshop C: Community Health Information and
Education

R. Keith Sikes, M.P.H,, Division of Public Health,
Georgia Department of Human Resources, Atlanta, GA
Dr. Sikes will present data from Georgia regarding
acute and chronic alcohol drinking habits. He will pro-
vide descriptive and analytical data regarding risk fac-
tors of age, race, sex, income, and education as related
to drinking habits of adult Georgians during 1986 and
1987 based upon CDC-BRFSS data.

Leandris Liburd, M.P.H., Division of Health Educa-
tion, Centers for Disease Control, Atlanta, GA

The Planned Approach to Community Health (PATCH)
is a model for planning community health promotion
programs with a particular emphasis on community or-
ganization. Through the process of community involve-
ment and education, priority health problems are
identified and appropriate interventions are imple-
mented. A close review of the PATCH process will pro-
vide useful strategies for the development of effective
community-based substance abuse prevention programs.

State Team Meetings

Reception—All seminar participants are invited.

THURSDAY, SEPTEMBER 15, 1988
CLEARINGHOUSE/DATA BASE Track
(Concurrent with Communications Track)

8:15-9:00 AM
Continental
South Ballroom

9:00-11:30 AM
Room C-417

Special Interest Group Networking

Module II: Session 1—Planning and Selecting PCs
in the Alcohol/Drug Clearinghouse Environment
Who should attend: Anyone considering purchasing or
supplementing personal computers for their office. Ses-
sion will attempt to address both beginners and more
advanced participants.

Session 1 will address: What to consider before purchas-
ing a system; use of data bases in the clearinghouse
environment; what to ask for when you are ready to
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10:00-10:15 AM

10:15-11:30 AM
Room C-417

11:30 AM~
12:00 PM
Open Rooms

12:00-1:30 PM
Continental
North Ballroom

buy; how to select a supplier; management issues includ-
ing cost and time.
Hardware & data base selection.

Health Break

Session 2—Choosing Software for the Clearing-
house Environment

Who should attend: Anyone who is responsible for the
purchase of software or is planning to make decisions
and software selections. This session is biased toward
DQOS-based IBM or compatible systems software.
Session 2 will address: What to consider before purchas-
ing software; training; and the following software types
will be discussed—word processing, desktop publishing
and graphics, electronic spreadsheets, e-mail / com-
munications and more data base discussion if possible.
Software selection.

State Team Meetings

LUNCHEON

Speaker: William Hale, Ed.D., Prism Associates,
Athens, GA

“Don’t Classify Me”

THURSDAY, SEPTEMBER 15, 1988
MEDIA/COMMUNICATIONS Track
(Concurrent with Clearinghouse Track)

8:15-9:00 AM
Continental
South Ballroom

9:00-10:00 AM

Special Interest Group Networking

Module II: Using the Media to Reach

High-Risk Youth

Lead Presentation: Successful Prevention Programs to
Reach High-Risk Populations

Ellen Morehouse, Student Assistance Service, White
Plains, NY
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10:00-10:15 AM

10:15-11:30 AM
Concurrent
Workshops

Salon A

Salon B

Salon E

Room C-416

Health Break

Workshop A: Preventing Messages for Sight and Hear-
ing Impaired

Martine Roy, Spartenburg Commission on Alcohol
and Drugs, Spartenburg, SC

Programming for sensory-impaired students lags far be-
hind the increased need for substance abuse primary
prevention. This presentation will describe how a uni-
que project was designed to fill the gaps in services
through the development of a curriculum for ages 12-21
sensory-impaired students. The presentation will in-
clude a discussion of project design and development of
field-testing of pilot groups, evaluation, and networking
in the community and with other professionals.

Workshop B: Signs/Symptoms of Possible Physical
and /or Sexual Abuse

Marlene Convey, Glenbeigh Hospital, West Palm
Beach, FL

From this workshop, participants will have an under-
standing of dynamics within abusing families and
some suggestions for treatment.

Workshop C: Collaborating to Respond to the Need for
Prevention of Smokeless Tobacco

Ruthellen Phillips, USDA Extension, University of
West Virginia, Morgantown, WV

This session will examine ways to utilize diverse exist-
ing resources of different agencies to develop and sys-
tematically disseminate a substance abuse prevention
program in the community

Workshop D: City Lights—The Workplace

Adrienne Goode, City Lights, Washington, DC

Ms. Goode will provide an overview of City Lights: The
Workplace. She will examine each program component
and highlight successful methods and materials used
with multiproblem youth in an alternative educational
setting in Washington, DC
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11:30 AM
-12:00 PM
Open Rooms

12:00-1:30 PM
Continental
North Ballroom

State Team Meetings

LUNCHEON

Speaker: William Hale, Ed.D., Prism Associates,
Athens, GA

“Don’t Classify Me”

THURSDAY, SEPTEMBER 15, 1988
CLEARINGHOUSE/DATA BASE Track
(Concurrent with Communications Track)

2:00-3:00 PM
Continental
South Ballroom

3:00-3:15 PM

3:154:30 PM
Concurrent
Workshops

Room C-412

Room C-416

Module III: Clearinghouse Operations

Lead Presentation: Overview of What A&D Clearing-
houses Can Do

Dr. Bettina Scott, National Clearinghouse for Alcohol
and Drug Information, Rockville, MD

Health Break

Workshop A: Retrieving and Disseminating Information
Deborah Hotchkiss, South Carolina State Library,
Columbia, SC

Ms. Hotchkiss will describe how libraries can help you
access current, up-to-date information.

Rebecca Adams, PRIDE, Atlanta, GA

PRIDE’s nationwide toll-free drug information line
receives thousands of calls a year. How the line operates
and the services it provides are offered in this workshop.

Workshop B: State and Other Clearinghouses

Jim Neal, South Carolina Commission on Alcohol and
Drug Abuse, Columbia, 3C

The Drugstore, South Carolina’s clearinghouse for al-
cohol and other drug information, will be described
within the context of a comprehensive plan for
prevention.
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4:30-5:00 PM
Open Rooms

Steve Ranslow, Department of Health, St. Croix, Vir-
gin Islands

Mr. Ranslow will describe a small, comprehensive
clearinghouse that serves a population of 100,000 and
integrates mental health, AIDS, and substance abuse
prevention information.

Paula Kemp, National Drug Information Center,
Families in Action, Atlanta, GA

Ms. Kemp will provide an introduction to the National
Drug Information Center of the Families in Action and
describe how it serves students, teachers, parents, and
communities.

State Team Meetings

THURSDAY, SEPTEMBER 15, 1988
MEDIA/COMMUNICATIONS Track
(Concurrent with Clearinghouse Track)

2:00-3:00 PM
C-417

3:00-3:15 PM

3:15-4:30 PM
Concurrent
Workshops

Continental
South Ballroom

Module III: Successful Strategies and Channels
for Reaching Atl-Risk Populations

Lead Presentation: Public Education Programs
Directed at Children of Alcoholic Parents

Robert V. Shear, Chapel Hill, NC

Health Break

Workshop A: Creative Use of the Media

Roney Cates, Executive Director, Durham Council on
Alcoholism, Durham, NC

This workshop will demonstrate a number of unique
methods to get your prevention messages to your target
audience. Discussion will include ways to involve other
agencies in your work and a “hands-on” experience will
produce a 30-foot long exhibit.
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Salon A

Salon B

Salon E

4:30-5:00 PM
Open Rooms

Workshop B: Reaching High-Risk Cherokee Youth
Gil Jackson, Cherokee Boys Club, Cherokee, NC
Mr, Jackson will describe the Cherokee Challenge—a
program designed to raise the self-esteem of American
Indian youth. Its aim, successes, some problems that
were encountered, and future plans will be covered.

Workshop C: Reaching Black Youth at High Risk
Sharon Shaw, Division of Alcohol and Drug Abuse
Services, Department of Mental Health and Mental
Retardation, Nashville, TN

Participants in this workshop will consider alternative
program strategies for reaching high-risk populations,
including ethnic minority communities. Group discus-
sion and exercises will involve participants in develop-
ing plans for their own communities.

Workshop D: Be Smart! Stay Smart!

Terrie Ainsworth, D.R.E.A M., Mississippi

Key elements and strategies will be outlined for im-
plementing a statewide prevention project based on
D.R.E.A.M.’s experience with “Be Smart! Don’t Start!—
Just Say No!”

State Team Meetings

FRIDAY, SEPTEMBER 15, 1988

9:00-9:45 AM
Continental
South Ballroom

9:45-10:15 AM
Continental
South Ballroom

10:15-10:30 AM

10:30-11:30 AM
Continental
South Ballroom

Speech Presentation “Reaching High-Risk Takers
Through the Mass Media”
Lewis Donochew, Ph.D., University of Kentucky

Final State Team Planning Meetings

Health Break

State Team Presentations

Five-minute presentations from each State Team sum-
marizing key points learned and plans to utilize new
information.
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11:30 AM
—12:00 PM
Continental
South Ballroom

Seminar Evaluation and Wrap-up
Robert Denniston, DCP/OSAP, Rockville, MD
“Summary of Knowledge Shared and Gained”
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Introduction

The term “high-risk youth” is short for a more accurate term: “youth from
high-risk environments.” The environment may be high risk because it is a
family in which adults are abusing alcohol or other drugs. It may be high risk
because there are deficits in earning potential; it may be high risk because of
the existence of pro-drug messages aimed at opening new markets. In no way
is “high-risk youth,” as used in this monograph, meant to imply a stereotyped
image—youth who are “going to end up using drugs no matter what.” What we
have learned is that it may be best to use the term “youth from high-risk
environments” to avoid stereotyping or projecting an image that could lead some
youth to behave in a manner that becomes a self-fulfilling prophecy.

In the late 1980s, the Federal Government began to place a high priority on
help to youth at high risk for alcohol and other drug problems and to their
parents. The Anti-Drug Abuse Act of 1986 established the Office for Substance
Abuse Prevention (OSAP) and charged it with initiating programs that would
provide prevention and early intervention services for young people, especially
high-risk youth. This monograph on communications is one outcome of OSAP
efforts.

Youth from high-risk environments are also the focus of P.L. 100-690, the
Anti-Drug Abuse Act of 1988. This law is particularly important for those
planning communications, because it calls for a broad array of programs to serve
high-risk populations. This new legislation provides

¢ Added assistance to communities in developing comprehensive, long-
term strategies for the prevention of substance abuse (OSAP)

* Model drug abuse education projects for pregnant and postpartum
women and infants (Special Supplemental Food Program for Women,
Infants, and Children)

* Block grants to States for community youth activity programs, including
such activities as counseling families, community education, assistance
to rural youth, information and training for caregivers, and improved
coordination of services pertaining {o education, law enforcement, recrea-
tion departments, business organizations, community-based organiza-
tions and action agencies, and local/State community health departments
(Department of Health and Human Services)

* School programs for children of alcoholics (CoAs) and training programs
for educators on CoA issues, especially in grades 5 to 8 (Department of
Education)
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¢ Community-based volunteer demonstration projects for drug abuse
education and prevention for high-risk youth and parents, particularly
during the summer months (Domestic Volunteer Service Act)

* Development of early childhood education curricula on drug abuse
prevention for preschools, such as the Head Start Program (Drug-Free
Schools and Communities Act)

* A new program relating to youth gangs, involving grants and contracts
with public/private agencies, organizations, institutions, and individuals
to establish drug abuse education, prevention, and treatment for these
high-risk youth (Administration on Children, Youth, and Families)

* A new program for runaway and homeless youth, involving counseling,
prevention, and treatment for youth and for their families (Administra-
tion on Children, Youth, and Families).

High-risk youth initiatives also will strongly support the Youth 2000 Objec-
tives, a collaborative public-private sector effort that focuses on the needs of
youth. Cosponsored by the Department of Labor and the Public Health Service,
the Youth 2000 Objectives stress the strengthening of today’s young people to
prepare them for expanded opportunities in the year 2000. The program em-
phasizes many factors important for youth at risk of alcohol and other drug
abuse, such as their health, education, and family life.

Because the 5-year-olds of today will be 16 in the year 2000, communication
strategies focused on primary prevention with young children will promote
achievement of the two principal Public Health Service objectives for the Youth
2000 program:

¢ Reduce substance abuse among young people aged 12 to 17 by 50 percent
by the year 2000

* Reduce the mortality rate from intentional and unintentional injury
among 15- to 19-year-oids from 62.0 per 100,000 (1983) to 30.0 per
100,000 by the year 2000.

One analysis of significant national demographic trends based on current
first graders shows that, by the year 2000, the education system will be faced
with increased numbers of youth at risk (Hodgkinson 1985). According to this
analysis, children in the year 2000 will be poorer, will be more ethnically and
linguistically diverse, and will have more learning disorders than present school
populations.
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The Role of Communications in Prevention

Planners need to look at communication in its broadest sense. As Sheila
Blume, M.D., an author and scientist in the alcohol field, states, “If we ever
develop a rational prevention policy, it will have hundreds of items in it—they
will all have to be done” (Blume 1984, p. 56). OSAP believes that for maximum
effectiveness, prevention strategies need to address parental and peer influen-
ces, teachers, and community leaders; social norms about alcohol and other drug
use; the marketing and availability of alcoholic beverages; and laws, regula-
tions, and policies (OSAP 1987). OSAP recommends a systems approach to
prevention, viewing the community and the environment as interconnected
parts, each affected by the others (Johnson et al. 1988). The goal of prevention
for any community is to make the parts work together.

Communication plays an important role in all these goals. The mass media—
television, radio, magazines, and newspapers—are particularly effective at
changing community norms. Communication efforts can raise the public’s
awareness about problems among people in high-risk environments and what
the public can do to help; can stimulate a community to improve its services for
those who are most vulnerable; and can mobilize people—businesses, organiza-
tions, and individuals—to give their time, money, and creative thinking to the
effort.

A comprehensive approach is recommended to communities that are develop-
ing health campaigns. The ultimate objective is to provide information, skill-
building, and support for a wide range of community-based prevention and
intervention efforts. At this early stage, a dazzling assortment of communica-
tion ideas exists.

Experts recommend that media campaigns for social objectives go through
three stages in order to be effective—cognition, motivation, and action (Flay
1986). The suggested strategies also follow the principle of supplementation,
which hasbeen akey ingredient in most successful health promotion campaigns.
Supplementation refers to supplementing media programming with activities
such as school programs, small group discussions, community organization,
face-to-face intervention, and changes in laws or their enforcement. A mix is
important in increasing the effectiveness of program efforts.

Combining activities
* Increases the likelihood of program dissemination

¢ Increases the speed of agenda setting and diffusion, thus exerting pres-
sure on gatekeepers

o Increasesinterpersonal communication, making the issue more compeli
ing to more people in different ways
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Decreases selectivity (ignoring of messages) by either increasing access
to captive audiences or increasing interpersonal communication and thus
breaking down selection barriers (Flay 1983).

Since the early 1960s, some innovative research has been focused on the issue
of how to communicate health issues most effectively. How, through media and
messages, can positive health behavior be encouraged and negative behaviors
be prevented or even stopped? Major communication theories and models are
summarized in appendix A. Some of the most important principles, which were
used in developing this monograph, are as follows:

Mass media should be used to support and reinforce community efforts.

RKnowledge, attitudes, intentions to use, and practices of the target group
are key factors to consider in developing messages. (This report discusses
these factors indepth for each special target audience.)

Messages need to be specifically targeted to the needs and perceptions of
the particular group being addressed, and not the “general public,” which
consists of many subgroups with differing needs, outlooks, and cultural
perceptions.

Messages must be appropriate for the developmental, cognitive, and
social age of the recipient.

Messages and materials must be culturally sensitive and appropriate.

Major elements to consider in the communications process will be a
credible source for the message, obstacles to hearing the message, under-
standing and appeal, the message itself, channels of communication, and
settings for delivery.

Messages should focus on the availability of solutions rather than on the
seriousness of the problem and should suggest positive incentives and
encouragement to change.

For youth, the harm resulting from the use of alcohol or other drugs
should be posed in light of the short-term (as opposed to long-range)
effects. Appeals may need to address social harm (e.g., not fitting in with
highly regarded group) as opposed to harm to health.

Media and Materials Development Program

OSAP’s Media and Materials Development Program (MMDP) was conducted
by Macro Systems, Inc., and the National Coalition of Hispanic Health and
Human Services Organizations (COSSMHO) in 1988-89 in conjunction with a
wide range of intermediary organizations interested in or experienced with
reaching at-risk populations with prevention messages and materiais. The goals
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of the project were to strengthen the visibility and credibility of prevention
issues before the public; to improve the frequency of use and quality of media
messages; to provide educational materials that move beyond information
dissemination to encouraging behavior change; and to use these media and
materials efforts to foster well-reasoned and coordinated communications
programs nationwide. This monograph is one outcome of the MMDP,

The MMDP centered on six groups, where the need and potential effect of
communications efforts were greatest:

* Families and youth from high-risk environments

¢ Blacks

* Hispanics/Latinos

* Parents

¢ Primary care physicians

* Intermediaries, such as professional and voluntary organizations

Reaching youth at risk involves early intervention, and families often are
primary gatekeepers for communications. Further, a primary factor for many
youth at high risk of alcohol or drug use is whether other family members are
experiencing alcohol or other drug problems. Therefore, OSAP determined that
the primary target audience should include both youth and their families.
Families must be defined broadly as an isolated nuclear family; a very extended
family that includes godparents, cousins, neighbors, or even the local phar-
macist; single-parent families; foster care parent families; or institutional
families for children in orphanages or reform schools.

Although all sectors of society are at risk, many people of low socioeconomic
status, a disproportionate share of whom belong to minority groups, are par-
ticularly vulnerable to alcohol and other drug problems and their consequences.
On the other hand, many from minority groups possess attitudes and values
that are protective and instructive to the rest of society. This program limited
its focus to Blacks and Hispanics/Latinos, not because other groups do not
warrant special attention, but because these two minority groups are the
largest. Some findings and strategies discussed in this monograph are relevant
to all minority populations; some are very specific to either Blacks or
Hispanics/Latinos.

Beginning in the late 1970s, parents began organizing to overcome alcohol
and other drug use among youth in America. Several groups became major
forces in prevention efforts. The MMDP focused attention on how to reach new
parents who had never been involved in prevention. Research suggests that
periods of transition, such as family moves and changes in schools, are impor-
tant times to reach parents. These transitions are times of increased stress,
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when people naturally examine and evaluate their lives. Experts tapped by the
MMDP hypothesized that families in transition periods would be particularly
receptive to messages about the use of alcohol and other drugs.

Another MMDP target audience was primary care physicians. OSAP regards
alcohol and other drug abuse as a health issue and prevention of alcohol and
other drug abuse as a field in which health care professionals can play a major
role. These professionals are trusted and credible authorities in our society.
Although all health care professionals can play a role in prevention, OSAP
focused its attention on four primary care physician groups—pediatricians,
obstetrician/gynecologists, family practice specialists, and internists—because
they are the major physician stakeholders for youth-oriented efforts. The
American Medical Association has taken a major role in addressing alcohol and
other drug abuse and has worked closely with OSAP, sharing data and helping
define appropriate strategies.

The MMDP included intermediary organizations because of the powerful role
they can play in reaching and influencing their constituents. National organiza-
tions, particularly those with affiliates in communities, can help implement
“push/pull” strategies that use multiple forces to influence both attitudes and
behavior, The mass media are also a powerful intermediary that must be
enlisted in the effort to conquer alcohol and other drug abuse. Examples of
strategies involving intermediaries will be found throughout the monograph,
and a list of potential intermediaries is included in appendix E.

To address these target audiences, the MMDP created task forces composed
of communications experts and representatives of intermediary groups. Task
force participants are listed at the end of each chapter, along with other experts
who contributed to these reports. The task forces met to define issues and
recommend resources for research. Staff conducted library research and
prepared reports on knowledge, attitudes, and practices for each audience.

Simultaneously, materials were collected from all over the Nation. Each task
force reviewed materials relevant to its target audience to learn both what was
available and what gaps existed and to identify communications models and
strategies for the future.

Some of the materials identified through the review process are cited in this
monograph. Such materials are mentioned as examples, and their inclusion
1 should not be construed as an endorsement by OSAP. More information on the
‘ materials collected by each task force is available from the National Clearing-

house for Alcohol and Drug Information, P.O. Box 2345, Rockville, MD 20852,
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Other Initiatives

The OSAP demonstration grant program for high-risk youth is another major
initiative. The 131 OSAP grants initiated in 1987 deal with prevention, interven-
tion, and treatment services for high-risk children of all ages, from birth to age 21.
Many of these innovative programs serve minority populations. A series of
monographs describing these grants and the grant program findings is being
published.

OSAP has set up a Learning Community of program experts and researchers
serving high-risk groups, which communicates through national conferences, a
regular printed update, and other means. The high-risk grant programs, currently
being evaluated, are producing a wide variety of materials—from videos to cur-
ricula—that are specifically targeted to high-risk groups and caregivers. It is
expected that many of these products will soon be available to the field.

In addition, State and local initiatives are under way throughout the Nation,
State agencies, schools, churches, youth groups, voluntary associations, and others
have developed programs to prevent alcohol and other drug use among children.

The U.S. Social Climate

The next decade offers an extraordinary opportunity for changing the lives of
children who are at risk for alcohol and other drug problems. New legislation, the
President’s agenda, and media reports all reflect a new, supportive public aware-
ness. The following national concerns have special implications for communications
programs;

o The problems of disadvantaged children. A recent CBS Poll (February 1989)
concluded that after 8 years of low attention, the American public feels it is
time to devote more national energy to problems of the poor, about half of
whom are children. President Bush has made it clear that this issue is of
concern to his Administration, and the recently expanded funding for the
Women, Infants, and Children (WIC) program reflects this renewed priority
for disadvantaged children.

Prenatal and infant programs offer an ideal communications chan-
nel for identifying and reaching families who are at high risk
because of the mother’s chemical use or other problems; these
programs also offer the opportunity to teach teenage or impaired
mothers about positive parenting practices and family
management.

¢ Community devastation caused by drugs. It is becoming increasingly
clear that entire U.S. neighborhoods are being ravaged by the traffic in
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illegal drugs, with the homicide level due to drug-related violence rising
at catastrophic levels in such urban areas as Washington, D.C. In a recent
article in the Washington Post (February 5, 1989), a psychologist described
children in Washington’s drug-infested neighborhoods as having emotional
and psychological problems similar to those of children living in violence-
prone Northern Ireland. Drug-related violence is reported daily on television
and in the newspapers.

Itis a tremendous advantage that drugs are a “hot” media issue; the
interest and involvement of the mass media are one important
element of & communications program.

*  The plight of children from alcoholic homes. Although it came to national
notice only during the 1980s, this issue touches thousands of people.
Hundreds of local CoA groups now meet. Such television programs as ABC
News “Nightline” have devoted major time segments to the issue, and both
Newsweek and Time magazines ran feature articles on the topic during
1987/1988. CoAs have been identified by Congress as specific program
recipients in major legislation of the Office for Substance Abuse Prevention,
the Office of Juvenile Justice and Delinquency Prevention, the National
Center on Child Abuse and Neglect, and the U.S. Department of Education.

School-based help for children of alcoholics is extremely important.
Because the majority of CoAs live in homes where alcoholism or
other drug abuse is untreated, many of these children can only be
reached directly rather than through their families.

¢ Commitment to drug issues by people and institutions. In a Louis Harris and
Associates survey of 1,100 community leaders and grantmakers, more than
9 out of 10 respondents viewed use of illicit drugs as “compelling problems
of youth today, ahead of cigarette smoking, teenage pregnancy, teenage
unemployment, youth crime, school dropouts, and teenage suicide.” This
survey found that many grantmakers would fund alcohol/drug prevention
programs, provided the programs were based on models that worked (Harris
and Associates 1988).

The findings of such surveys are important for developing com-
munications strategies, because they suggest a reservoir of con-
cerned people and funding sources that could become involved.

The Division of Communication Programs, OSAP, as always, welcomes your
feedback, comments, and suggestions.

Judith E. Funkhouser
Deputy Director
Division of Communication Programs
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CHAPTER 1

Reaching Families and Youth From

High-Risk Environments

Understanding the Audience

High-risk youth

May have conduct disorders
May be children of alcoholics or other drug abusers

Can come from diverse backgrounds—socioeconomic, cultural, and
educational

Are often disadvantaged, growing up in low-income, urban, crime-ridden
environments

May be experiencing multiple problems, such as school failure, unwanted
pregnancy, or delinquency

May come from high-risk families.

High-risk families

May be dysfunctional, i.e., exhibit physical or sexual abuse of children,
emotional neglect, mental disturbance

May include parents who abuse alcohol or other drugs
May be single-parent families
May have a child with special needs

May experience family risk factors: marital conflict; lack of contact
between parent and child; parental alcohol or other drug abuse.

Narrowing the audience: youth with conduct disorders

May be rebellious toward authority
May exhibit antisocial behaviors in childhood
May have chronic, serious delinquency problems

May have a great need for independence
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¢ May have difficulty bonding to family and peers
e May begin early use of alcohol and other drugs
e May tend to seek sensation, excitement, and risks.

Narrowing the audience: children of alcoholics and other drug
abusers

e May have conduct disorders
e May be high achievers and “over-responsible”

* May have a sense of isolation and abandonment.

Which children should be the priority targets of communications efforts? Can
those children most in jeopardy be identified early? What factors put these
children at special risk and what can be done to help them? These sorts of
questions need to be answered before we can develop communications strategies
and messages.

In reality, any child or youth who starts to drink or use drugs is at risk. It is
important, therefore, to have widespread communications programs aimed at
preventing alcohol and drug use in all children and youth. Researchers stress,
however, that youth at moderate risk should be segmented for communications
purposes from high-risk youth. This chapter, therefore, explores the charac-
teristics of youth and families in high-risk environments and discusses
strategies for reaching them; a later chapter addresses communications with
parents of children from moderate-risk environments.

This audience can be divided into two major groups: youth from high-risk
environments and families from high-risk environments.

Youth From High-Risk Environments

Public Law 99-750, the Anti-Drug Abuse Act of 1986, as amended by P.L. 100-
690 in 1988, defines a high-risk youth as

An individual who has not attained the age of 21 years, who is at high
risk of becoming, or who hasbecome, a drug user or an alcohol abuser,
and who—

(1) Is identified as a child of a substance abuser;

(2) Is a victim of physical, sexual, or psychological abuse;
(3) Has dropped out of school;

(4) Has become pregnant;
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(5) Is economically disadvantaged;

(6) Has committed a violent or delinquent act;

(7) Has experienced mental health problems;

(8) Has attempted suicide;

(9) Has experienced long-term physical pain due to injury;
(10) Has experienced chronic failure in school.

In addition, Congress specified that the priority high-risk target groups
should be

Children of substance abusers, latchkey children, children at risk of
abuse or neglect, preschool children eligible for services under the
Head Start Act, children at risk for dropping out of school, children
at risk of becoming adolescent parents, and children who do not
attend school and who are at risk of being unemployed.

Children may be considered high risk either because they are disadvantaged
in a socioeconomic sense or because of other factors associated with the family.
Both are discussed below.

Disadvantaged youth

The term “high-risk youth” often is used to refer to the truly disadvantaged
children in our society—those who are growing up in urban, crime-ridden
environments under conditions of poverty, with parents ill-equipped to nurture
them, and with little hope of breaking out of a vicious cycle of school failure,
delinquency, drug use, teenage pregnancy, and chronic unemployment.

Census data can be used to locate entire districts of children who live in
extreme poverty and who are likely to suffer disproportionately high levels of
prenatal damage, bad health during infancy and childhood, malnutrition, and
emotional and physical abuse and neglect. The mothers of these children are
often isolated or impaired, they have no decent place to live, and they often do
not have access to either supportive schools or social services adequate for
protecting their children from the effects of difficult life conditions.

Many children who grow up under this unfavorable scenario develop an
interrelated pattern of problems in adolescence—doing poorly in school; drop-
ping out, becoming teenage parents, becoming delinquent, and using alcohol and
other drugs as part of a cycle of misery and hopelessness. The sheer volume of
risk factors these youngsters endure puts them at high risk for alcohol and other
drug problems. Such problems do occur more frequently at lower and blue collar
socioeconomic levels (Parker and Harford 1987), but this may partly reflect the
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factthat parents are drinking or drugging themselves into poverty as the disease
progresses. Low income can therefore be a consequence, as well as an antece-
dent, of drug and alcohol problems.

The problems-—and potential solutions—for this entire underclass of children
are delineated in two excellent recent books: Within Our Reach: Breaking the
Cycle of Disadvantage, by L.B. Schorr and D. Schorr, and The Truly Disad-
vantaged: The Inner City, the Underclass, and Public Policy, by W.J. Wilson.

Other youth at high risk

The problem, however, is not restricted to lower socioeconomic levels;
children from families of middle or middle-to-high income levels also show high
problem rates. A prospective random sample of adolescents in a large Minnesota
health maintenance organization, where 64 percent of fathers and 46 percent
of mothers had a college education, found that 6 percent of families had at least
one child in alcohol or drug treatment by age 14 to 17. Adolescents in an
additional 5 percent of families were using at least as much alcohol or other
drugs as those youth who were in treatment (Needle et al. 1988).

Children may live in environments considered high risk because of family
disruption or dysfunction. Parental alcoholism and drug abuse, for example, are
risk factors for youthful alcohol and drug use. Single-parent families are
sometimes at risk (Steinberg 1986, 1987). Children with conduct disorders and
runaway youth also are at high risk for alcohol and other drug abuse, regardless
of socioeconomic background (Dryfoos 1987; Hawkins et al. 1986).

How many youth are at high risk?

Although we don’t know how many children are at high risk for problems, we
doknow abouthow many are already in trouble. Based on an extensive summary
of the epidemiologic and etiologic research literature, it is estimated that more
than 1in 10 of our Nation’s 28 million adolescents already have serious difficul-
ties (Dryfoos 1987). The report, Youth at Risk: One in Four in Jeopardy,
estimates that 3 million boys and girls aged 10 to 17 in the United States are
already in serious trouble and experiencing multiple problems resulting from
alcohol and other drug use, unwanted pregnancy, school failure, and delinquen-
cy. Dryfoos estimates an additional 4 million boys and girls are engaged in
problem behaviors and are at high risk of serious health and social consequen-
ces. The Fact Sheets at the end of this chapter summarize data on numbers of
American children in selected categories of risk.

Families in High-Risk Environments

Parents of high-risk children generally are young themselves. Many are
single teenagers. Today many families contain two working parents, some
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holding twojobs. Thisis a generation with many overworked, exhausted parents
who have little unscheduled time. Other stresses may include financial
problems; young families generally have less money than those in middle age,
and alcohol and drug abuse can exacerbate the problem.

Parents in high-risk environments may have an unrealistic view of family
life because of several factors:

e Depression. Many of these parents see life through a depressive filter.
They do not know what “normal” is, so many think they are worse parents
thanin fact they are. In addition, they often have unrealistic developmen-
tal expectations for their children, so the children do not get positive
reinforcement,

* Romanticization of normal family life. Many high-risk parents tend to
believe the glamorized view of family life portrayed on television. They
need to learn how imperfect and hard life is for all families.

e Lack of structure. Besides lacking good parenting skills, many high-risk
parents do not know how to structure family activities and leisure time.
Both the adults and the children need information and programs that
provide structural and organizational skills.

The parental drug of choice seems to depend on what is available and
accessible in the environment and to cluster with socioeconomic status. Use of
inexpensive, illegal drugs may characterize the low-income family in a housing
project; middle-income parents are primarily alcohol or cocaine abusers; and
upper-class parents are likely to be abusing alcohol or prescription opiates. Dual
and poly addictions have become commonplace. However, much overlap occurs
in these classifications.

Types of families

Experts recommend that communications efforts specifically target dysfunc-
tional families and families with a special-needs child. What must be kept in
mind, however, is that dysfunctional families should not be “labeled.” Stereotyp-
ing that can occur from such labeling may lead to self-fulfilling prophecies.
Appropriate methods for reaching out to these families must be developed, so
that the parents become positively motivated rather than feeling stigmatized.
In targeting and helping families, care should be taken not to blame the victims,
while still holding them accountable for their actions.

According to experts consulted for this chapter, the following types of families
need special attention:
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* Dysfunctional families of all types, including those manifesting parental
alcohol and other drug use, physical or sexual abuse of their children,
emotional neglect, or mental disturbance

o Alcohol-abusing families (both active and recovering)
°  Other drug-abusing families (both active and recovering)

e Single parents facing multiple socioeconomic hardships, such as lack of
family support, poverty, and low educational levels

¢ Functional families with a “special-needs” child,

The dysfunctional family. Families may be dysfunctional for a variety of
reasons, including emotional illness of the parents or patterns of physi-
cal/sexual/emotional abuse by parents to children. Certain types of dysfunction,
such as alcohol abuse and family violence, tend to pass from one generation to
the next (Flanzer 1984; Sanchez-Dirks 1979). Ackerman (1970) calls relation-
ships in such families an “interlocking pathology” made up of unstable behavior
by individuals; conflicts and discord in the marriage; and arbitrary, inconsistent
parenting practices. One study in Berkeley, California, followed the transmis-
sion of disadvantage across four generations, linking problem behavior (high-
strung, irritable, explosive personalities) with unstable family relations (Elder
et al. 1985).

The transmission of problem behavior across generations is not inevitable;in
this study, the pattern was broken in some families. More needs to be known
about the protective factors in these successful families, such as the presence of
a nurturant mother or a child’s physical attractiveness (Elder et al. 1985).

Children who are abused by their parents are at risk for many problem
behaviors. Recent studies suggest, for example, that a high percent of runaway
youth have both alcohol and other drug problems themselves and a family
history of being abused from childhood. How much of this abuse by parents is
the result of parental alcohol or other drug abuse is not clear. As an example,
one study of 300 families who had been reported for child abuse/neglect found
that 186 cases (two-thirds of the families) had severe and chronic drinking as a
primary family problem (Young 1964). The overall picture was one of poverty,
poor housing, unemployment, and large families. In cases of battered children
in France, between 82 and 90 percent were attributed to parental alcoholism
(Mainard et al. 1971). Steele and Pollock (1968), on the other hand, found alcohol
intoxication rather than true alcoholism to be a precipitating factor in child
abuse,

The alcoholic family. Families with an active alcohol abuser, whether a
parent or achild, face an ongoingerisis. Alargebody of clinical and retrospective
reports testify to the chaos and misery in such families. The alcoholic is involved
with his or her addiction, the codependent spouse is desperately immersed in
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trying to control the alcoholic, and little energy or nurturing is left for children
in the household.

As our understanding of the reasons for aleohol and other drug abuse
improves, we will be better able to develop appropriate prevention messages.
To date, three types of family alcoholism have been tentatively identified
(Cloninger et al. 1986):

* Antisocial behavior disorder with alcohol abuse, inherited by males and
characterized by criminality with repeated violence and untreated al-
cohol abuse; in daughters there is no excess of alcohol abuse but there is
a high frequency of disability from abdominal, back, and psychiatric
disorders.

*  Male-limited alcoholism, probably the most severe form of alcoholism,
inherited by males and characterized by recurrent alcoholism, teenage
onset, alcohol treatment, and crime due to abuse; in daughters there is
no excess of alcohol abuse but there is an excess of diversely distributed
somatic complaints, such as headache, backache, and vague abdominal
complaints.

e Milieu-limited alcoholism, inherited by both men and women and char-
acterized for both by a generally mild form of the disease, onset in
adulthood, and no criminality.

Research studies underscore the extent of problems experienced by members
of the alcoholic’s family. In one controlled study of wives of alcoholics matched
against wives of nonalcoholics, 32 percent of the alcoholics’ wives were judged
to be “worn out” or emotionally disturbed versus 10 percent of the controls
(Nylander 1960). In the alcoholic homes, there was more severe family disor-
ganization, with 28 percent of the homes of alcoholics being broken versus
4 percent for controls. Among the children of these alcoholics, 29 percent showed
emotional disturbance and 48 percent had been assessed as more likely to be
“problem children” by their teachers; rates for these problems among children
from nonalcoholic families were 5 percent and 10 percent, respectively. The
children from alcoholic homes also had more hospitalization and outpatient
visits for somatic complaints.

As the literature makes clear, many of these family problems lessen once the
alcoholic begins the recovery process. The adjustment of the entire family to
recovery, however, takes a number of years. It is a difficult process of refocusing
family roles and living patterns and of facing deferred problems. But once
parents control their alcohol problem, the children’s stress related to alcoholism
diminishes (Moos and Billings 1982). A more positive climate for reducing
children’s risks is thus established. Moos and Billings found significantly
increased emotional and other problems among children from relapsed alcoholic
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families, compared with children from recovered alcoholic families and with
matched community controls.

Many people lack basic knowledge about the process of the disease. The time
lapse before family members seek help is often as much as 10 years. This kind
of delay causes damage to both the family members and the alcoholic. One goal
of communications to high-risk groups should be the message that alcoholics
can and should be helped long before they reach “bottom.” For educated,
middle-income families, a good deal of materialis available to help the alcoholic’s
codependent person. The techniques to intervene in alcoholism are available.
Hecwever, even if intervention is not successful, the alecoholic’s family members
need and deserve help for themselves; that help, too, is increasingly available.

The drug-abusing family. Much less is known about children growing up
with drug-abusing parents. There are not even up-to-date estimates in the
literature of the number of children living in such families. It is known that the
number of women entering drug use treatment is rising, so the number of
children with mothers in treatment probably is increasing also. Women in
treatment for drug use are, on average, younger than those being treated for
alcoholism, suggesting that their children also are younger and, perhaps, more
vulnerable.

Clinicians state that families of drug abusers seem to be even more dysfunc-
tional than thoese of alcoholics. Only about 58 percent of heroin-addicted women
still have some or all of their children living with them at the time they enter
treatment (Colton 1980). Their other children are living with relatives, adopted,
or in foster care. One study found that about 13 percent of heroin-abusing
mothers with 3- to 7-year-olds and 30 percent of those with 8- to 17-year-olds
have children in surrogate care (Sowder et al. 1981),

The conditions surrounding drug use—illegality, criminality, often severe
poverty-——make for devastation in family life. Like the alcoholic family, the child
living with a drug-using parent will be subjected to inconsistency, chaos,
emotional neglect, and a paucity of the experiences that lead to trust and family
attachment (Kumpfer 1987hb),

The single-parent family. Many children-—60 percent, according to some
surveys (Krauthammer 1988)—live with only one parent by the time they are
18. Although single-parent families are not necessarily dysfunctional, they may
need special help to deal with alcohol and child-rearing issues. The concern is
that there is only one parent to provide a role model and supervision of the child.
Steinberg (1986, 1987) suggests that, although adolescents living in single-
parent households are more likely to engage in deviant activity, the presence of
an additional person in the household (grandmother, aunt, friend) significantly
diminishes youngsters’ rates of deviance. The presence of stepfathers did not
diminish rates of deviance.
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Children in single-parent families often must be home alone. Research is
beginning to be conducted on risks and protective factors for the latchkey child.
The Steinberg studies suggest child-rearing practices that may reduce risks for
adolescents:

o Latchkey adolescents whose parents know their whereabouts after
school, and who have been raised authoritatively, are less susceptible to
negative peer influences.

¢ Adolescents who arehome alone are less susceptible to peer pressure than
those who are at a friend’s house after school; “hanging out” is the highest
risk situation.

Functional families with a special-needs child. Functional families can
successfully rear their other children, but face problems in dealing with a
special-needs child. Such children may be born with a difficult temperament or
with some neurological abnormality, such as attention-span deficit or hyperac-
tivity. Adoptive and foster parents may have a child with the syndrome known
as fetal alcohol or drug effects, or a child with an inherited vulnerability to
alcohol and other drug abuse. Abstaining parents who were raised in alcoholic
families may not realize thal, their children can be at increased risk of chemical
problems; they also may be perpetuating dysfunctional family patterns learned
in their original alcoholic homes. One study found grandchildren of alcoholics
to be three times more likely than others to become alcoholic themselves (Kaij
and Dock 1975).

Although these families can function well with their special child, researchers
and clinicians report they need access to the following kinds of information:

* Knowledge about the nature of children’s vulnerability to alcohol and
other drug use

¢ Knowledge about the most efficacious approaches for setting family rules,
limits, and values pertaining to both adolescent and adult aleéchol use

* Trainingin child-rearing techniques and parenting styles that work most
successfully with the high-risk child (e.g., flexibility is very important and
may require modification of the parenting styles that worked well for
other children in the family)

* Support from others who are dealing with difficult children and help with
the marital conflict that can be engendered by this stress.

Family Risk Factors
According to Kandel (1974), three parental factors help to predict a child’s

initiation into druguse: parental drug-using behaviors, parental attitudes about
drugs, and parent-child interactions characterized by lack of closeness.
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Parental drug use

Kandel (1974) reports that when parents drink, their children also are more
likely to use alcohol. In the case of marijuana, the parents’ use in a rewarding
family structure only slightly promotes extensive marijuana use by the children;
when the family structure is unrewarding, there is a clear association between
drug use by parents and drug use by children. For illicit drugs other than
marijuana, the quality of the family relationship is inversely related to adoles-
cent use—the poorer the relationship with the family, the more likely the
adolescent is to use drugs (Kandel 1974).

Parental attitudes

Parental attitudes toward drugs may be as influential as the parents’ actual
use. McDermott (1984) found that a child’s perception that his or her parents
have permissive attitudes toward drug use may be as important as, or more
important than, the parents’ actual use.

Parent-child interactions

The relationship between parent and child appears to influence not only
youthful use of drugs but also the development of problem drinking in adulthood.
Zucker and Lisansky Gomberg, in a 1986 integrative review of all existing
longitudinal literature, summarized key findings that were convergent across
studies. The six available studies all originated in childhood or adolescence (ages
9to 15),followed respondentsinto adulthood, and established an adult diagnosis
of either alcoholism or problem drinking. The findings on the family environ-
ment in which problem drinkers grew up follow:

¢ Heightened marital conflict was reported with consistently greater fre-
quency in the pre-alcoholic homes; which is hypothesized (1) to lead to
the child’s greater estrangement from the family and quicker movement
into a heavier drinking peer culture or into antisocial behavior; and
(2) to lead, through modeling of the parents’ marital conflict, to the adult
alcoholics’ heightened level of marital discord and divorce.

¢ Parent-child interaction in the families of those who became alecholics
was characterized by inadequate parenting and by the child’s lack of
contact with the parents, including inadequate or lax supervision, ab-
sence of parental demands, parental disinterest, or lack of affection for
the child.

* Parents of pre-alcoholics were also more often inadequate role models for
later normalcy, since these parents were more likely to be alcoholic
(consistently found across studies) and antisocial or sexually deviant
(linkages consistently found when assessed).
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Kumpfer (1987b), in an extensive review and discussion of longitudinal and
cross-sectional studies of children of alcoholics, concludes that a poor early
family environment is an important factor in vulnerability to alcohol and other
drug use. Kumpfer provides extensive empirical data supporting the idea that
psychosocial risk factors cluster in the following areas: parental dysfunction,
family dysfunction, parenting dysfunction, community and social environment
dysfunction for the family, and school environmental dysfunction. Table 1 gives
more detail.

Risk Factors vs. Protective Factors

The more risk factors a child endures, the higher the risk of later problems
(Schorr 1988). Several researchers on risk and protective factors (Garmezy and
Rutter 1983; Werner 1986) stress that the development of such problem be-
havior as alcohol or other drug use or delinquency is a dynamic pracess as an
individual constantly adapts to stressful life events. Reinforcing the protective,
nurturing factors can redress the balance and increase the resiliency of a
vulnerable child.

Tables 2 and 3 list a number of the most often cited risk factors, as well as
the factors that seem to protect so-called “resilient” children. In addition,
Kumpfer and DeMarsh (1986) pinpoint the following factors as those most likely
to influence the risk of children of alcoholics and children of drug abusers:

* Age of the child when the family becomes significantly involved in the
alcohol/other drug use of the parent or parents

* Degree of involvement in alcohol/other drug use of the primary caretaker
and nonfulfillment of parental responsibilities

* Severity of emotional, physical, educational, and spiritual neglect or
abuse

* Temperament of the child and role the child assumes in the family
¢ Social isolation of the child and family

* Degree of family stress arising from inconsistency in rules, rituals,
discipline, etc.

* Degree of family conflict and lack of cooperative, supportive behavior

* Degree of open modeling of alcohol or other drug abuse by parents and
siblings.

Narrowing the Target Audience

The previous section on family risk factors describes the kinds of family
situations in which those with alcohol and other drug problems are more likely
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Table 1. Family Risk Factors Found in Children Vulnerable to
Chemical Dependency*

Dystunction of Parents

* Increased alcoholism, drug abuse, and nicotine dependency in parents
(Vaillant; Kumpfer and DeMarsh; Cotton; Goodwin)

¢ Increased antisocial or sexually deviant behavior in these parents (McCord
and McCord; Robins) resulting in jail and prison terms (Booz-Allen and
Hamilton)

¢ [ncreased mental and emotional problems, including depression and narcis-
sism (Kumpfer and DeMarsh)

¢ Increased marital conflict (McCord and McCord; Robins, Bates, and O'Neal;
Robins; Jones; Vaillant and Milofsky)

s Increased parental absenteeism due to separation (Nylander), divorce, and
| death

Dysfunction of family

» High level of family contlict (Kumpfer and DeMarsh; Booz-Allen and Hamil-
ton; Vaillant and Milofsky; Ackerman; Moos, Bromet, Tsu, and Moos),
especially verbal abuse and such negative communication patterns as
threatening, blaming, belittling, and criticizing (Reilly)

¢ Decreased family organization and home management skills (e.g., disor-
ganized households, fewer rules, unpredictable schedules) {(Kumpfer and
DeMarsh)

¢ Decreased family rituals (Wolin, Bennett, Noonan, and Teitelbaum; Bennett
and Wolin)

¢ Decreased family cohesion (Vaillant and Milofsky; Kumpfer and DeMarsh)
¢ Increased family social isolation {Kumpfer and DeMarsh)
*  Frequent family moves (Vaillant and Milofsky)

* Increased family stress, inciuding work strain, iliness strain, losses, transi-
tions, family and marital strain, and financial strain (Kumpfer and DeMarsh)
and low income (El-Guebaly and Offord)

¢ For girls only, unstructured and laissez-faire home environments with few
strict rules and little pressure to achieve, combined with fostering of
autonomy, and little emphasis on propriety, conventions, and religion (Block,
Block, and Keyes)
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Table 1. Family Risk Factors Found in Children Vulnerable to
Chemical Dependency* (continued)

Dysfunction in Parenting

* Lack of knowledge about effective behavioral discipline methods from their
own upbringing, with tendency toward coercive discipline procedures
modeled by their parents (Kumpfer and DeMarsh)

¢ Deficiencies in parenting and discipline passed cross-generationally
(grandparent to parent), correlated with antisocial offspring (parent to child)
(Elder, Caspi, and Downey; Huesmann, Eron, Lefkowitz, and Walder)

s Decreased family management skills (Loeber and Dishion; Rutter and Giller;
Patterson)

¢ Decreased parenting skills, including decreased knowledge of parenting
skills and decreased appropriate discipline techniques or inconsistent or lax
discipline (Kumpfer and DeMarsh; Baumrind; Braucht; Black; Blum; Vaillant
and Milofsky; McCord and McCord; Jones); parents tend to be either strict
or permissive (Sowder and Burt)

* Decreased monitoring and supervision of children as shown by less contact
ortime spent with the children (Kumpfer and DeMarsh; Kumpfer; Sowder and
Bunt; Dishion, Patterson, and Reid)

¢ Decreased positive responses and reinforcement of children (Kumpfer and
DeMarsh; Kumpfer), particularly emotional neglect (Booz-Allen and Hamilton)

¢ Decreased parental involvement with the child and decreased parent/child
attachment (Vaillant and Milofsky; McCord and McCord; Chein)

* Home environments of drug abusers characterized as cool and hostile, with
weak parent/child relationships (Chein)

e Home environments of drug-abusing children described as fathers being
disengaged and mothers being enmeshed (Kaufman and Kaufman)

Dysfunction of Community and Social Environment

s Poorer environmental support systems (Vaillant and Milofsky)

* Decreasedfamily involvementinrecreational, religious, and cultural activities
(Kumpfer and DeMarsh)

* Decreased social networks (Fraser and Hawkins), with parents in drug-
abusing families having fewer friends (Kumpfer)

*Citations that appear in this table will be found in Kumpfer (1987a and b), pp. 28-36, 51-71,




1. Ecological Environment
Poverty/lack of resources

Living in an economically depressed area with:
environmental toxicity
high unemployment
inadequate housing
poor schools
lack of perinatal care (prenatat, neonatal,
postnatal)
inadequate health and social services
lack of opportunity/alternatives for meaningful
tasks
high prevalence of crime
high prevalence of illegal drug use and neighbor-
hood drug dealing
sociat support for drug dealing as a legitimate
source of income
Minority status involving:
racial discrimination
culture devalued in American society
| differing generational levels of assimilation
| cultural and language barriers to getting adequate
[ health care and other social services
|
[
|
|
|

iow educational levels
low achievement expectations from society

Table 2. Checklist: Youth Risk Factors*
2. Family Environment

Alcohol and other drug dependency of parent(s)
Parental abuse and neglect of children
Antisocial, sexually deviant, or mentally ili parents

High levels of family stress, including financial strain

Large, overcrowded family

Unemployed or underemployed parents

Parents with little education

Socially isolated parents

Lack of social bonds and supports (significant
others, kinship network)

Single female parent without family/other support

Family instability

High level of marital and family conflict and/or
family violence

Parental absenteeism due to separation, divorce,
or death

Lack of family rituals

Inadequate parenting and low parent/child contact

Frequent family moves
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Table 2. Checklist: Youth Risk Factors* (continued)

3. Constitutional Vuinerability of the Child

Child of an alcohol or other drug abuser

Less than 2 years between the child and its
older/younger siblings

Birth defects, including possible neurological and
neurochemical dysfunctions

Neuropsychological vulnerabilities

Physically handicapped

Physical or mental healith problems

Learning disability

4. Early Behavioral Problems

Aggressiveness combined with shyness

Aggressiveness

Decreased social inhibition

Emotional problems

Inability to express feelings appropriately

Hypersensitivity

Hyperactivity

Inability to cope with stress

Problems with relationships

Cognitive problems

Low seff-esteem

Difficult temperament

Personality characteristics of ego undercontrol;
rapid tempo, inability to delay gratification, over-
reacting, etc.

*Sources are listed in a separate reference list at the end of this chapter.

5. Adolescent Problems

School failure and dropout

At risk of dropping out

Delinquency

Violent acts

Gateway drug use (cigarettes, alcohol, marijuana)
Other drug use

Early unprotected sexual activity
Teenage pregnancy/teen parenthood
Unemployed or underemployed

At risk of being unemployed

Mental health problems

Suicidal

6. Negaltive Adolescent Behavior and Experiences

Lack of bonding to society (family, school, and
community)

Rebelliousness and nonconformity

Deviance

Resistance to authority

Strong need for independence

Cultural alienation

Fragile ego

Feelings of failure

Present versus future orientation

Hopelessness

Lack of self-efficacy

Low self-esteem

Inability to form positive close relationships

Vulnerability to negative peer pressure
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1. Ecological Environment

Middie or upper class

Low unemployment

Adequate housing

Pleasant neighborhood

Low prevalence of neighborhood crime

Good schools

A school climate that promotes leamning, participa-
tion, and responsibility

Righ-quality health care

Easy access to adequate social services

Flexible social service providers who put clients’
needs first

2. Family Environment

Adequate family income

Structured and nurturing family

Parents promote learning

Fewer than four children in family

Two or more years between the birth of each child

| Few chronic stressful life events

‘ Muttigenerational kinship network

Non-kin support network, e.g., supportive role
models, dependable substitute childcare

Warm, close personal relationship with parent(s)
and/or other adult(s)

Little marital conflict

Family stability and cohesiveness

*Sources are listed in a separate reference list at the end of this chapter.

Table 3. Checklist: Youth Protective Factors*

Plenty of attention during first year of life
Sibling as caretaker/confidante
Clear behavior guideline

3. Constitutional Strengths
Adequate early sensorimotor and language
developmerit
High intelligence
Physically robust
No emotional or temperamental impairments
4. Personality of the Child

Affectionate/endearing
Easy temperament
Autonomous
Adaptable and flexible
Positive outlook
Heaithy expectations
Self-efficacy
Self-discipline

Internal locus of control
Problem-solving skills
Socially adept
Tolerance of people and situations
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to grow up. What about the children themselves? What signs during childhood
may predict potential high risk of alcohol and other drug use problems either
as teenagers or adults? Throughout the research literature, two particularly
strong threads are apparent. Serious adolescent drinking and drug dependency
occur at higher levels among the following:

¢ Children with conduct disorders and with social deviancy during
adolescence

e Children of alcoholics (CoAs) and children of drug abusers (CoDAs)
Children with conduct disorders

The association of antisocial personality and chemical dependency is one of
the strongest, most consistent correlations throughout the literature. Research
shows that

* Chronic serious delinquency and adolescent drug use share many com-
mon risk factors (Hawkins et al. 1985, 1986); nearly 50 percent of serious
juvenile offenders in the National Youth Survey report using multiple
illicit drugs and over 80 percent report using one illicit drug (Elliott and
Huizinga 1984).

* Earlyinitiation into alcohol and other drug use (by age 14) predicts early
chemical dependency and abuse (Robins and Pryzbeck 1985) and is
associated with general deviance and other antisocial and problem be-
haviors (Johnston et al. 1978; Jessor and Jessor 1978).

s Aspartof a constellation of antisocial behavior patterns, drug use can be
predicted by personality/behavior characteristics that can be identified
in early childhood and remain consistent over time (Hawkins et al. 1986;
Block et al. 1988).

Children who manifest conduct disorders in their early years and antisocial
characteristics later are more likely to use alcohol and other drugs early and
frequently. These preteen children, who have trouble with prosocial bonding to
family, school, friends, and society, often join other alienated, isolated
youngsters in a peer group that shares drinking and possibly other antisocial
activities (Hawkins et al. 1986). The personality factors exhibited by these
children seem sufficient to explain why they initiate early use. These young
people often are rebellious, resist traditional authority and traditional values,
and have a high tolerance for deviance and a strong need for independence
(Jessor and Jessor 1978). Some research suggests marijuana-using youth have
a sensation-seeking orientation and a willingness to risk injury and illness
(Penning and Barnes 1982). Also, ninth-grade drug users perceive their parents
as less caring and more rejecting than do nonusers (Norem-Hebeisen et al.
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1984). This suggests a motive for turning from parents to peer influence at an
early age. )

The literature on adolescent alcohol and other drug use reflects the fact that,
as part of a constellation of antisocial behavior problems, alcohol and other drug
use can be predicted by previous patterns of antisocial behavior. Problematic
conduct early in life continues for certain groups of children, as shown by
numerous studies. A longitudinal study of high-risk early signs of delinquency
(Spivack 1983) revealed that conduct disturbances in adolescence could be
predicted from kindergarten and first grade; signs included

Acting out

Overinvolvement in socially disturbing behaviors
Impatience

Impulsiveness

Defiance and negativity.

In summarizing a large body of information on this subject, Hawkins et al.
(1986) state that “the evidence of a positive relationship between childhood
antisocial behavior and subsequent drug use is relatively consistent,” Important
caveats include

It is not clear what is the earliest age at which childhood antisocial
behavior can be reliably identified as predicting drug use.

Although serious antisocial behaviors in childhood appear to be virtually
a prerequisite for serious antisocial behaviors (including drug use) in
later life, less than half the children with serious behavior problems
manifest such problems later.

Virtually nothing is known about the effect of peer groups in the early
childhood years.

The review of all pertinent longitudinal studies by Zucker and Lisansky
Gomberg (1986) lists several convergent findings pertaining to the childhood
predictors of later alcohol and other drug users. These findings include

Childhood antisocial behavior is consistently related to later alcoholic
outcome, encompassing greater amounts of antisocizl and aggressive
activity, and more rebelliousness.

More childhood difficulty in achievement-related activity is consistently
found in later-to-be alcoholics, including poorer school performance, less
productivity in high school, completion of fewer years of schooling, and
more school truancy.
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e A greater activity level is a possible etiological factor, including more
hyperactivity, greater likelihood of rapid tempo, and more neural disor-
ders, such as infant nervousness and fretfulness and poorer physical
coordination.

e Males who later become alcoholics are more loosely tied to others, less
dependent, less considerate, earlier to leave home, more indifferent to
their mothers, and more indifferent to siblings.

Several reviews of the longitudinal research, including sophisticated recent
studies starting in early childhood, appear in Hawkins et al. (1985, 1986),
Kumpfer (1987b), and Block et al. (1988). For boys who develop adolescent drug
problems, childhood characteristics seem to focus around a pure form of “under-
control” (Block et al. 1988). Kellam et al. (1983) found that the boys at highest
risk were aggressive and shy; boys at somewhat less risk were those charac-
terized only by aggression without shyness.

A recent study (Block et al. 1988) reports on 100 personality factors in 54 girls
and 51 boys assessed at ages 3, 4, 5, 11, 14, and 18. Drug use at age 14 was
related to concurrent and preschool personality characteristics. A simple review
of the characteristics of these children dramatizes why they have so much
difficulty in school, in making friends, and in their homes. (For a listing of the
nursery school correlates of marijuana use at age 14, see table 4.)

By age 14, the adolescent girl marijuana user seems to be “uneasy with self,
uneasy with people, self-protective, unexpressive, detached from others, devious
and even hostile, and generally unlikable.” The same researchers suggest that
these girls’ “contorted, convoluted, desperate, and despairing personality
mode...constrains their potential” (Block et al. 1988).

Boy marijuana users at age 14 appear “undependable, not submissive,
directly hostile, not protective of others, negativistic, not sympathetic to others,
guileful, without a clear-cut personality, ungiving, unethical, unconventional,
overreactive to frustration, lacking in guilt, and unpredictable.”

Risk factors associated with youthful alcohol and drug use, as compiled by
several researchers, are listed in table 4. It is extremely important to
understand that risk factors do not predict the certainty of problems
for any given child. Risk factors refer only to the statistical probability that
a problem may occur. Among children with conduct disorders, more than half
will not go on to develop adult behavioral problems (Hawkins 1986). Risk factors
are a useful way to identify children who may need help. They do not predict an
adverse outcome for any particular child.
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Table 4. Risk Factor Research on Adolescent Chemical Dependency*

Biological Vulnerabilities

Alcoholism or drug abuse in a first-generation relative {parent, sibling)
carrying four to five times the risk of alcoholism found for the general
population (Goodwin)

In boys, father with male-limited alcoholism (nine times normal vulnerability)
(Bohman; Cloninger), a type of alcoholism affecting 25 percent of male
alcoholics

Inboys, antisocial personality inherited as part of a male-limited syndrome—
a serious type of alcoholism with early onset that seems related to the “St.
Louisian Triad Syndrome,” which includes Briquet's Syndrome (Bohman,
Cloninger, von Knorring, and Sigvardsson)

In girls, increased Briquet's Syndrome (a syndrome with frequent pain,
without apparent physiological conditions) associated with male-limited al-
coholism (Bohman, Cloninger, von Knorring, and Sigvardsson)

In utero exposure to alcohol and drugs, resulting in Fetal Alcohol Effects,
Fetal Alcohoi Syndrome, or Fetal Drug Effects (Bohman, Cloninger, von
Knorring, and Sigvardsson)

Temperament vulnerabilities, such as excessively high activity level or
hyperactivity (Morrison and Stewart; Cantwell); decreased attention-span
persistence and possible attention deficit disorder (Tarter, Hegedus,
Goldstein, Shelly, and Alterman)

Possible brain activity dysfunction (neurological) (in research stage)
Hypothesized neurochemical dysfunctions (in research stage).

Possible neuropsychological vulnerabilities, such as decreased 1.Q. in 3- to
7-year-old children of methadone-maintained mothers (Sowder and Bun);
decreased abstraction and problem-solving capability (Noll and Zucker)

Personality Factors

Constellation of personality characteristics encompassed by the concept of
ego undercontrol (inability to delay gratification, rapid tempo, emotional
expressiveness, mood ability, overreactivity) (Block, Block, and Keyes)

in girls only, an absence of ego-resiliency (i.e., an insufficiency in the ability
to adapt that leads to personal vulnerability) (Block, Block, and Keyes)
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Table 4. Risk Factor Research on Adolescent Chemical Dependency
(continued)

* In nursery school children, personality antecedents of drug use at age 14
include. restlessness and fidgeting, emotional lability, inconsiderateness,
nonobedience, lack of calmness, domineeringness, uncooperativeness, im-
mature behavior under stress, reluctance to yield and give in, aggressivity,
overreactivity to frustrations, reluctance to seek help from adults, lack of
neatness, open expression of negative feelings, efforts to take advantage of
others, readiness to cry, teasing, inability to recoup after stressful experien-
ces (Block, Block, and Keyes)

¢ |n nursery school girls only, additional personality antecedents of drug use
at age 14 include being afraid of being deprived, being cautious, being sulky
and whiny, jealous and envious, selfish, having poor coordination and a
tendency to daydream (Block, Block, and Keyes)

¢ In nursery school boys only, additional personality antecedents of drug use
at age 14 include risk-taking; competitiveness; awareness of and direct
expression of negative feelings; an absence of shyness and introspective-
ness; having a rapid tempo; being talkative; being physically active, ener-
getic, and well-coordinated (Block, Block, and Keyes)

e By adolescence, antisocial personality factors include

— Rebelliousness (Block, Keyes, and Block; Kandel; Bachman; Johnston
and O'Malley; Goldstein and Sappington; Smith and Fogg; Green; Block,
Block, and Keyes) '

— Nonconformity to traditional values (Gorsuch and Butler; Jessor and
Jessor; Block, Block, and Keyes)

— High tolerance of deviance (Brook, Lukoff, and Whiteman; Jessor and
Jessor; Block, Block, and Keyes)

— Resistance to traditional authority (Goldstein and Sappington)

— Strong need for independence (Jessor; Segal; Block, Block, and Keyes)
and normlessness (Paton and Kandel)

— Low scores on measures of personal competence and social respon-
sibility, such as obedience, diligence, and achievement orientation
(Smith and Fogg)

— Lower scores on measures of well-being, responsibility, socialization,
self-control, tolerance, achievement, and intellectual efficacy (Wexler)
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Table 4. Risk Factor Research on Adolescent Chemical Dependency

(continued)

Psychosocial Factors

Early antisocial behavior (Robins; Johnston, O'Malley, and Evelard; Kandel;
Jessor and Jessor; Wechsler and Thum)

Male aggressiveness in first grade, especially when combined with shyness -
(reluctance to raise hand in class; tendency to withdraw socially) (Kellam,
Simon, and Ensminger)

Early aggressiveness combined with irritability (Lewis, Robins, and Rice;
Nylander) _

Difficult temperament, including frequent negative mood states and
withdrawal (Lerner and Vicary)

By adolescence, a lack of social bonding to society (Hawkins, Lishner,
Catalano, and Howard)

Early onset of drug use (by age 15) (Robins and Przybeck)

Extent of adolescent proneness to problem behaviors, including use of
tobacco (Jessor and Jessor; Kandel; Labouvie and McGee; Block, Block,
and Keyes)

School Factors

Decreased school attendance with increased tardiness and truancy
(Kumpfer and DeMarsh; Holmberg)

Learning problems, only if combined with aggressiveness (Kellam, Brown,
Rubin, and Ensminger)

Low degree of commitment to education (Hirshi; Elliott and Voss; Kim;
Friedman; Galli and Stone; Robins; Brook, Lukoff, and Whiteman; Holmberg)

Increased academic and behavioral problems in school (Herjanic, Barredo,
Herjanic, and Tomelieri; Rimmer; Kumpfer and DeMarsh)

Increased placement in special education or alternative schools, early school
dropout (Holmberg)

By end of elementary school, poor schoo! performance (Smith and Fogg) and
school failure (Robins; Anhalt and Klein; Jessor; Brook, Lukoif, and
Whiteman) '

*Based on Kumpfer 1987 a and b; Hawkins, Lishner, Catalano, and Howard 1986; Block, Block, and
Keyes 1988; Benard 1987.
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Children of alcoholics and other drug abusers

Children of alcoholics and other drug abusers make up a second major group
at high risk for alcohol and other drug use problems. Many of these children
have the conduct disorder and social deviancy problems described in the pre-
vious section (Nylander 1960; Woodside 1982). Children of alcoholics and other
drug abusers are found at very high rates amongjuvenile delinquents, runaway
youth, and children in foster care (Brown and Mills 1987), as well as among
children with a history of being physically and sexually abused (Behling 1979).

1t is essential to reach this audience, because they are at increased risk of
alcoholism during both adolescence and adulthood. A strong association alsohas
been found between a family history of problem drinking and the development
of alcoholism at an early age; this association cannot be explained by differences
in age at the onset of drinking (Volicer et al. 1983). Clinicians and researchers
report, the following:

¢ About 70 percent of youth in treatment for chemical addiction come from
alcoholic or drug-abusing homes (Heuer 1986).

¢ In one intensive study of juvenile delinquents who were problem or
addictive drinkers (17 boys and 3 girls), 100 percent of the youths had an
alcoholic father and some also had an alcoholic mother (MacKay 1963).

¢ In adulthood, more than one-third of children from alcoholic families will
themselves be heavy abusers of alcohol (Miller and Jang 1977).

However, many children of alcoholics and other drug abusers do not fit this
picture of antisocial behavior and multiple overt problems. Children of al-
coholics are often high achievers, bright, and over-responsible. Because of their
stressful home environment, these nonacting-out children also need attention.

A growing body of literature attests to the heavy emotional load that children
of alcoholics carry into adulthood (Russell et al. 1985). Having grown up in a
home atmosphere of confusion, inconsistency, and isolation, adult CoAs may
find trouble with bonding and attachments in intimate adult relationships.
Clinicians report that they learned “don’t talk, don’t feel, don’t trust” at an early
age, and their sense of isolation and abandonment produces shame. Many
cannot play or attain a sense of mastery over their lives. For these children,
reducing the number of risk factors in their lives and augmenting the protective
factors may be of great help to achieving a satisfactory adult life.
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Knowledge, Attitudes, and Practices of Children

Children in the general population

Are all aware of alcohol, through television and advertisements

Do not know that alcoholism is a disease but think it is a bad habit
(5th—7th graders)

Say alcoholics need help to stop drinking (5th—7th graders)

Have increasingly negative attitudes toward drinking until about age 10,
then begin to shift toward positive attitudes

Have their first drinking experience at about age 12

May drink heavily at times, having five or more drinks on one occasion
(8th—10th graders)

May have tried marijuana or cocaine (10th graders).

Children of alcoholics

Have a heightened awareness of drunkenness

Do not know what normal drinking is

Perceive aleohol as the focus of life

Associate alcohol with fighting, mistreatment, and neglect

Feel that alcohol is more important to the parent than they themselves
Feel guilty and responsible for the parent’s drinking

Learn to deny the problem

Are more distressed by family conflicts associated with alcoholism than
with the drinking per se

Are determined that they themselves will never drink
Deny that the parent’s behavior may influence their own

Have difficulty controlling drinking if they begin.

Very little research exists on the knowledge, attitudes, and practices of
children from high-risk environments. Therefore, some of the information
presented here refers more broadly to all children, and not specifically those at
high risk.

Some data are available on the knowledge, attitudes, and practices of children
of alcoholics. Family studies, despite their different samples with varying
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demographic characteristics, report very similar findings about how children in
alcoholic homes say they feel and respond to events (Russell et al. 1985). Also,
thereis a small but growing body of information from the school- and treatment-
based programs for children of alcoholics initiated over the last decade. Deutsch
(1982) is a particularly good source for understanding how a child’s perceptions
about alcohol are distorted by living in an alcoholic home.

Awareness and Attitudes

All American children are aware of alcohol. By the time a child is of legal
drinking age, he or she will have seen alcohol consumed an average of 90,000
times on television (Center for Science in the Public Interest 1987). A survey of
children 12 or younger in the Washington, D.C., area found that children on
average could name 5.2 alcoholic beverages but only 4.8 presidents (The Al-
coholism Report 1988).

Kumpfer (1989) points out that children of substance abusers are very
vulnerable to messages about alcohol or other drug use from the mass media
(television, radio, music, and advertisements) because of the lack of buffering
influence from their parents. Efforts that deglamorize the portrayal of alcohol
and other drugs in the media should, therefore, help reduce the risk of use by
these vulnerable children.

Educators report that most young children, if encouraged to think of situa-
tions and reasons for drinking that are not related to drunkenness, can name
quite a few (Deutsch 1982). But for children of alcoholics, drinking means getting
drunk. Because the nonalcoholic spouse is likely to condemn drinking and to
avoid serving alcohol to friends, the children often do not see drinking except in
the context of getting drunk. Deutsch points out that their earliest observations
lead children of alcoholics to view alcohol differently from other children:

»  Alcohol is perceived as the focus of life; everything in the home revolves
around the alcoholic’s drinking or, if recovering, his or her nondrinking.

* Alcohol is connected to fighting, mistreatment, neglect, and broken
promises.

* Alcohol is perceived as more important than the child is to the parent,
with even 6- or 7-year-old children recognizing that money is being spent
on alcohol instead of on needed clothes or food for the family.

°  Alcohol is very powerful, and can transform peace into chaos; it also may
be the stimulus for unusual parental kindness and generosity.

Tests of fourth- to sixth-grade children suggest that the students know more
about the properties of alcshol than about aleccholism (Lehr and Schrock 1987).
The Children of Alcoholics (CoA) Foundation recently conducted field tests of
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their CoA awareness program among schoolchildren (Woodside 1988). Results
indicated that 60 percent of students in fifth through seventh grade do not know
alcoholism is a disease; they think it is a “bad habit.” Most children (57 percent)
think people become alcoholics because they don’t care about themselves. Some
children think alcoholics can stop drinking whenever they want, do not really
want to stop, or can never stop; 79 percent say alcoholics need help to stop
drinking.

The majority of children (78 percent) do know that children of alcoholics are
more likely than others to become alcoholics, and most (82 percent) think those
who live with alcoholism are lonely, angry, and sad. Less than half (48 percent)
think children need help whether or not the parent stops drinking (Woodside
1988).

It is widely reported in the literature that children of alcoholics do not
understand that alcoholism is a disease that they did not cause and cannot
control or cure. Clinicians agree that CoAs usually feel guilty and responsible
for their parents’ alcoholism (Woodside 1988). They tend to blame themselves
for their parents’ drinking, equating the drinking problem with being unloved
by their parents (Russell et al. 1985). The CoA Foundation study showed
children in grades five to eight could suggest many ways in which they think
they can make their parents drink, such as worrying them, getting in their way,
upsetting them when they’re tired, getting poor grades, staying out late, and
drinking alcohol themselves (Woodside 1988).

The words “drinking” and “alcoholism” are either taboo in these households,
never mentioned by either parent, or they may be fearful words, associated with
violent arguments and mutual recriminations. The result is that children from
alcoholichomes learn not to mention drinking and not to think about it. Deutsch
(1982) believes that alcohol is so “freighted with terrifying power” that CoAs
can’t tolerate the evidence before their eyes. The children learn denial from their
parents, which they then internalize and practice in their own lives.

What children of alcoholics do not know is also significant. Unless the parent
is in recovery, those working with these children report they generally do not
know:

¢ What normal drinking is

s That their alcoholic parent has a disease

¢ That troubles with the alcoholic parent are not their fault
* That they cannot stop the drinking

* That the alcoholic cannot just stop drinking

* That their alcoholic parent loves them
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¢ That they are not the only ones who have this “family secret.”

Cork (1982), in one of the few studies directly asking CoAs about their feelings
concerning family life and parental drinking, interviewed 115 middle- and
upper-class children aged 10 to 16 who were from intact homes. Every child felt
in some way affected by a parent’s drinking. More than 90 percent expressed a
lack of self-confidence and feelings of being unloved and rejected by one or both
parents. More than 50 percent felt anger and disrespect for the alcoholic parent.
In most cases, there was also resentment toward the nonalcoholic parent, who
was perceived as being responsible for the spouse’s drinking and unresponsive
to the child’s needs.

Significantly, only 5 percent of these children reported that drunkenness or
drinking was their main concern. For over 90 percent of the children, it was the
parents’ constant fighting and quarreling that was most distressing. Other
studies of children also have found that the atmosphere of extreme tension and
argumentativeness in alcoholic families seems more upsetting than the drinking
per se (Wilson and Orford 1978).

In comparing their families to those of friends, CoAs felt they did not have a
“real family” because their family did not have fun and do things together
(Wilson and Orford 1978). Clinicians have observed that alcoholic families are
socially isolated due to the shame associated with the drinking problem, the
family’s state of disorganization, and the inability of the family to conform to
social expectations (Morehouse 1979; Barnes 1977).

In terms of attitudes toward personal use, considerable research has shown
that a change in attitude occurs before children start using a4 mind-altering
substance outside of parental supervision. The child’s underlying attitude
changes from opposing to favoring use. Several researchers have found that
young children in general are mildly negative toward using alcohol and that
they become increasingly negative until about age 10. Between grades five and
six (ages 10 to 11) a significant shift starts to occur toward more positive
attitudes about drinking alcohol (Pisano and Rooney 1988). At the same time,
children also become more receptive to the influence of their peers (Pisano and
Rooney 1988).

This same type of shift in attitude is presumably occurring among children
of alcoholics and other drug users. Deutsch (1982) states that the different
attitudes of CoAs toward alcohol can be seen in children at very early ages; the
differences are so marked that they can be used to identify CoAs with surprising
accuracy. One of these differences is that these children are determined that
this will never happen to them, that they themselves will never drink.

Other differences in the young, preadolescent CoAs’ attitudes, according to
Deutsch (1982), include the following: a heightened awareness of drunkenness,
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the inability to recognize as drinking any intake of alcohol that does not result
in drunkenness, and a mixture of fear and fascination—probably mainly fear—
that leads them to believe that alcohol is evil and should be banned. Aicohol may
always be an emotionally loaded topic for these children, unless they receive
help in dealing with it. Because of the “don’t talk” rule and the denial in many
alcoholic families, CoAs are unlikely to talk at home about their vulnerability
to alcoholism or their other concerns about chemical dependency (Lehr and
Schrock 1987).

Deutsch (1982) reports that 8-year-olds acknowledge their fear that alcohol
will do to them what it did to their parents. Teenagers will not acknowledge this
fear. Adolescents, because of their developmental need for independence and
_ individuation from the parent, deny that the parent’s behavior may influence
their own. The teenager, feeling invulnerable, shrugs off the fear of being an
alcoholic like the parent.

Behavioral Intentions and Practices

American children in general start drinking at youn:yer ages than in the past.
According to Gordon and McAlister (1982), the first drinking experience usually
occurs around age 12 in contrast to ages 13 to 14 in the 1940s and 1950s. Some
children as young as 10 to 12 years old have serious alcohol problems,

Discouraging facts emerged from a recent survey about the health knowledge,
attitudes, and behavior of America’s teenagers (Marwick 1988). This survey of
11,419 students in grades 8 and 10 in 217 schools indicates that many young
people do not make the right health decisions. They are careless about avoiding
injury, frequently consider suicide, are fundamentally ignorant about sexually
transmitted diseases, and use alcohol and other drugs and tobacco despite
warnings.

Although adolescent use of alcohol and other drugs has decreased since the
1970s, more than one-fourth of eighth-grade students and more than one-third
of tenth-grade students say they have had five or more drinks on a single
occasion within the 2 weeks preceding the survey (Marwick 1988). Among
tenth-grade students, 35 percent say they have tried marijuana and 9 percent
report they have tried cocaine. Other researchers (Ahmed et al. 1984) report
that among teenagers the willingness to risk injury and illness predict the intent
to use and actual use of alcohol and cigarettes; willingness to risk illness is also
associated with the intent to use and actual use of marijuana.

There is no evidence that the percent of CoAs who start using alcohol during
their teenage yearsis any higher than in the general population. In Cork’s study
of 10-to 16-year-old CoAs, more than half the children said they would not drink,
the major reasons being fear of becoming like the alcoholic parent, belief that
drinking disrupts family life, belief that drinking is wrong on health or moral
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grounds or because it hurts other people. More than one-third of the children
intended to drink as adults or were already drinking; Cork (1982) felt that these
children were among the most disturbed in the study and among those most
likely, without outside help, to misuse alcohol or become dependent on it.

Once they start drinking, vulnerable children of alcoholics or drug abusers
may find that they have a hard time controlling their use of alcohol and other
drugs. These children may be firmly convinced that alcoholism or other drug
addiction will never happen to them, yet they have no clear idea of how much
istoomuch. Some of these youths are depressed and find that alcohol helps them
“feel normal” (Kumpfer 1987a). Based on the medical literature concerning the
differences in the effect of alcohol on children of alcoholics or drug abusers versus
other youth, Kumpfer (1987a) thinks it possible that “children from substance-
abusing families may outperform other kids when under the influence. ‘Cool,
competent, normal kids become sloppy and funny, while shy, unsocial children
from substance-abusing families become brave and confident” (p. 3).

Youth in treatment for chemical dependency are more likely to come from
alcoholic homes. One study of 1,900 patients in treatment for alcoholism (about
one-fourth of them women) looked at the progress of the alcoholism in terms of
family history (McKenna and Pickens 1980). Children of two alcoholics were
more likely than children of one alcoholic, who in turn were more likely than
children of nonalcoholics, to be younger when first intoxicated, to show a more
rapid course between first intoxication and admission to treatment, and to have
more pretreatment behavioral problems. The number of alcoholic parents was
directly related to the severity of the alcoholism and to such increased
psychopathology as aggressiveness and depression (McKenna and Pickens
1981).

The teenage child of an alcoholic, according to Deutsch (1982), drinks alcohol
as he or she has learned to drink it—abusively. Some of these children may be
like the recovered alcoholic; they may simply not be able to pick up a drink
without calling forth their whole unresolved relationship with alcohol. For
children from chemical-abusing homes, alcohol may be serving a number of
functions, including

* Achance torelease pent-up feelings of anger and aggression and to strike
back at both parents

° A chance to obliterate feelings of depression as well as guilt over how
nonabusing family members will feel about the drinking

* An opportunity to attract the family’s attention and perhaps bring them
together
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o A chance to excel with friends and gain their approval (one sign of
vulnerability to alcoholism is the ability to “hold one’s liquor” without
visibly being affected, a trait that can be much admired amongthe young)

* A chance to become a different person (both alcoholics and teenage
problem drinkers tend to have very different personalities when they are
drunk than when they are sober, so the shy, uncertain person may become
jovial and fun-loving).

Deutsch (1982) also explains the vicious cycle that develops for the child of
an alcoholic who is abusing alcohol. Friends who use alcohol occasionally will
begin to distance themselves from the CoA who is drinking abusively and often.
The child is often not aware that he or she has lost friends because of the
drinking. New friends need to be found, and they are chosen for the way they
drink.

CoAs often do not think drinking is a problem even though they have been in
trouble with the law on several occasions; they need to overlook any connection
between the drinking and their problems. They need to believe the lie that they
could quit drinking if they wanted to. In the alcoholic home, denial was a habit
learned and internalized—a long-standing way of protecting the self from actual
events. Deutsch recommends that CoAs be given help in understanding their
parents’ denial about alcohol, so that they have a chance to see in advance the
tricks and turns that a person uses to deny drinking problems. Really confront-
ing denial—their own and their families’~—would then help them see these
tactics in themselves if they should develop drinking problems later.

For some adolescent CoAs, there may be a temporary protective factor in
having an alcoholic parent, the children having vowed never to be like their
alcoholic parent. However, they may become prone to alcohol or other drug use
in later adolescence or early adulthood because of depression and stress (Russell
et al. 1985). As adults, about 30 percent of the children of alcoholics are alcoholic
themselves (Miller and Jang 1977).

Research Needs

The state of knowledge about those at risk for alcohol and other drug use
somewhat resembles the pioneers’ knowledge about the American West. The
pioneers’ destination and direction were clear, but they knew little about the
particular routes for getting from one coast to the other. We don’t know enough
about the various paths to alcohol and other drug problems, especially for the
general population. Alcoholism has many causes; moreover, the nature of the
different types of alcoholism and their specific precursors have not been defined.
Also, more research is needed to differentiate the risk factors related to infre-
quent, illegal drug use from those related to compulsive, dysfunctional druguse
(Battjes and Jones 1985).
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The list of factors placing a person at higher risk for alecohol and other drug
problems is a long one, and research does indicate which factors seem to be the
more serious. While the constellation of risks seems undisputed, the process of
interrelationship among these risks has not been clarified. Which problems
precede and which follow, and for which types of alcoholism and drug use? Does
depression, for example, precede some types of parental dysfunction? The action
and interaction of risk factors over time, from early childhood, need to be
clarified.

Some of the questions that lack definitive answers include the following:

¢ What are the patterns of risk for minorities and cultural groups, and how
do these differ from the patterns of those with Northern European
ancestry—a group at particular risk for alcohol problems?

*  Who are the children most at risk for marijuana and other illegal drug
use, and prescription drug misuse?

e  What are the biomedical risk factors for alcohol and for the many other
different drugs used and abused?

¢ How is sensation-seeking related to adolescent drug use?

s Does use of crack, because of its fast addictive properties, pose a greater
risk for the general population than alcohol use?

e What protective factors will be most influential for helping particular
types of children?

¢ Based on the “stages” theory of use, can one prevent more extreme drug
use by preventing use of a “precursor” substance (such as tobacco)?

»  What are the key factors for young children in developing the “intent to
use” that begins to emerge in later elementary school years? How do
children’s health orientations and behavior in general develop over those
early years?

¢ In a society where alcohol use is widely accepted and heavily promoted,
is it possible to stop initial use by the teenagers who are most at
risk—those who find they feel better physically or emotionally when they
drink and, therefore, cannot stop? How can nonuse messages be made
acceptable?

¢ How can preventionists reduce risk factors—that is, deal with the at-
titudes and behaviors that promote problems, notjust the drug use, which
may be symptomatic of underlying problems?

*  What are the knowledge, attitudes, and behaviors of specific subgroups
of youth (e.g., low socioeconomic status and ethnic minorities)?
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Insufficient information exists to provide a reliable basis for developing
communications strategies.

How can promising strategies be tested? Demonstrations or similar
efforts may begin to provide clues to what knowledge is needed, which
attitudes may be shaped, and which behaviors should be targeted to
prevent alcohol and other drug problems, especially among high-risk
youth.

Are high-risk youth more susceptible to pro-use advertising and promo-
tions, and, if so, from what sources—the media, peers (which?), older
siblings, etc.?

Are they receptive to nonuse messages and, if so, from whom and through
which channels? Research is needed with regard to what makes high-risk
audiences become receptive to any alcohol and other drug messages.

Should specific gender-related issues regarding high-risk youth be con-
sidered? (For example, should male-specific messages be designed for
those antisocial boys who are at high risk, and, if so, should they be aimed
at elementary-age boys when this behavior pattern is first emerging?)

Planning Considerations

Target audiences. Segment the audience according to

Type of risk—children who fall into one or more of the categories iden-
tified by P.L. 99-750, including children with conduct disorders and
children of alcoholics and other drug abusers

Age—consider educational and emotional level as well as chronological
age

Gender—for messages to older youth in particular
Socioeconomic status

Ethnic background

Drinking/drug use status

Substance used

Type of family dysfunction—CoAs and CoDAs may have different needs.

Channels

Schools, including alternative schools

National organizations, especially those with local affiliates
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e Businesses in high-risk, urban environments

¢ Community resources, such as WIC sites, convenience stores,
laundromats

¢ Media, including daytime entertainment programming, TV curricula,
PSAs, docudramas

* Health care sites.

Sources

¢ Parents (for younger children)

e Peers (for children in intermediate and high schools)
e Teachers and counselors

¢ Athletes

¢ Law enforcement personnel

e Ministers and other spiritual leaders

¢ Youth group and other community leaders.
Materials

¢ Available materials include

— Videotapes, books, booklets, brachures, comics, coloring books,
posters, curricula

— Materials targeted primarily to a broad audience

— Some materials targeted to CoAs, including vidéotapes, comics,
coloring books, and puppets.

¢ Needed are
— Materials targeted to specific, high-risk populations.
— Low-literacy materials
— Materials for fathers
— Training materials.
Messages
¢ Messages for families should
— Acknowledge the difficulty of parenting

— Stress the support parents can give each other




44

REACHING FAMILIES AND YOUTH

Approach parents as partners

Present a balanced view of children

Provide sample parent-child dialogues

Define what is overly strict and overly permissive
Demonstrate positive parenting

Provide information to parents about risk factors and how to detect
risk in their children

Provide information that empowers parents and children to ask for
help

Identify appropriate resources

Avoid blaming or stigmatizing the family.

* Messages for high-risk youth should

Give as complete a message as possible

Develop materials that help deQelop skills, such as social skills and
refusal skills

Instill reasons for not using alcohol and other drugs

Suggest positive alternatives to alcohol and other drug use in order
to influence behavior

Combine a variety of messages and strategies for each high-risk
group that is targeted

Provide information about resources

Avoid stigmatizing CoAs and CoDAs and other children from high-
risk environments.

Concentrated focus on children at high risk for alcohol and other drug
problems began only in the mid-1980s. Yet already, there is an impressive level
of consensus on guidelines for reaching this population. Over and over, in
telephone interviews with researchers and clinicians and in research reports,
the following points are made about planning communications programs for this

- audience:

*  Use multiple interventions. There is not going to be any simple com-
munications message—any “magic bullet"—that can stop the vul-
nerability of the high-risk child. Most dysfunctional families have a
cluster of interrelated problems (risk factors). Communications and
change strategies should be designed to address as many risk factors as



COMMUNICATING ABOUT ALCOHOL AND OTHER DRUGS 45

possible, with multiple interventions through the media, school, com-
munity, and interpersonal contacts.

Pretest all messages and materials. It is suspected that high-risk youth
may hear and interpret messages differently from message developers or
other children. Messages designed for “mainstream” youth (such as “just
say no”) may be ineffective or even counterproductive for the high-risk
child.

Conceptualize problems and sirategies in three areas: (a) dysfunction of
the family; (b) dysfunction of parents; and (¢) dysfunction of the parenting
role. These distinctions are important for designing messages that enlist
positive parental involvement, rather than generating resistance,

Begin with motivation and information, leading to the building and
practice of skills, such as family management. Media communications
strategies may be particularly valuable in the early stages of this process
and in later reinforcement.

Develop long-term programs. Intervention strategies should have con-
tinuity instead of being one-shot approaches; there need to be follow-
through and skill-building with goals and expectations that are both
realistic and meaningful to the high-risk child and family.

Audience Segments

An understanding of the great diversity in high-risk children and their
families is essential for all communications planning. Although there is a need
to identify those themes that matter to all families, whether rich or poor, urban
or rural, professional or unskilled, many materials, even on the same topics, will
need to be tailored to a specific segment of the high-risk audience. Based on
input received from professionals working in the field, high-risk families can be
segmented according to the following factors: \

Age. Communications should be appropriate for the youth’s cognitive,
educational, and developmental level. Older children have more complex
ways of viewing the world, can conceptualize, and can generalize and
think in abstractions. High-risk youth, however, may have low literacy
skills and relatively poor role models for inductive or deductive reasoning,
and may therefore, even as older youth, have difficulty dealing with
abstractions.

Gender. Messages, images, and other appeals may begin to be male- and
female-specific as youth go through puberty, and special messages are
appropriate for teenage boys and girls.

Socioeconomic status. Messages, images, and appeals need to be ap-
propriate for youth according to socioeconomic status. For example,
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affluent teenagers react negatively to street communication messages
and images, and vice versa.

o Ethnic background. Little is known about the different perception of
messages by teenagers from varying cultural and ethnic backgrounds.

° Drinking/drug use status. At-risk youth who are nonusers need to be
differentiated, for communications purposes, from at-risk youth who are
using alcohol and other drugs. Some experts believe that nonuse mes-
sages, especially for high-risk youth, are perceived by them as showing
caring and protection; others believe that strong nonuse messages may
be perceived by high-risk youth as issues to rebel against.

*  Substance used. Information is needed for youth that classifies the effects
of drugs, rather than giving information on specific drugs. The music
groups to which teenagers listen help show what drugs they use, and may
help to identify which youth are likely to use which drugs.

*  Type of family dysfunction. Children from alcohol-abusing and drug-
abusing families face somewhat different problems, such as whether
illegality, crime, and jail are involved for the parent. Some believe, for
instance, that CoAs have an overdeveloped conscience (always wanting
to do the “right” thing), whereas they believe that CoDAs may have
underdeveloped consciences (e.g., “I don’t care who I hurt”).

¢  Type of risk. Children who fall into one of the categories identified by
P.L. 99-750 as amended (see introduction to this chapter) could be tar-
geted. Children with conduct disorders and children of alcoholics or drug
abusers are also important audience segments.

Channels
National organizations

Communications planners should consider expanding the roster of organiza-
tions that are usually involved in alcohol and other drug use prevention,
intervention, and treatment issues. Many national organizations have issues
affecting multiproblem children and families as their primary agenda. The
significance of alcohol and other drug use in other problem behavior, such as
juvenile delinquency, child abuse, sexual abuse, teen pregnancy, traffic
fatalities, crime, homelessness, and youth suicide, is often not recognized by
these organizations, It is likely that many organizations not currently involved
in alcohol and other drug communications efforts could be mobilized to
participate.

Local organizations may be fearful about implementing strategies for high-
risk children, stereotyping them as violent and out of control. Alcohol and other
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drug organizations may be able to address and allay these fears, and to ensure
that such stereotyping does not occur. Local leaders may need to be told that
they already have many high-risk youth in their group.

See chapter 6 for a detailed discussion of working with intermediaries and
appendix E for a list of specific intermediary organizations that could be
approached.

Businesses

Local businesses and corporations are extremely important to enlist in
intermediary efforts. Many businesses need motivated and prosocial youth and
young adults to fill their current need for employees. Some of the most innova-
tive ideas for helping disadvantaged young people have come from those in
businesses, and high-risk young people in high-density urban areas desperately
need the skills motivation and job training—and the jobs—that industry can
provide. In addition, worksites may offer opportunities for communicating with
parents and improving their parenting skills (i.e., lunchtime seminars). In
addition, industry’s employee assistance programs (EAPs) can help intervene
with problem drinkers, getting them into treatment and reinforcing their
recovery. Through EAP programs, the spouses and children of alcoholics and
other drug abusers also may be reached directly and indirectly.

Community channels

Community channels may be used to encourage and motivate high-risk
families to seek help, but only if community resources exist to provide this help,
even for low-income residents. This help may include addressing underlying
factors such as parenting, job skills, and improved nutrition. Alcohol and other
drug messages, per se, may be ignored until other, more immediately pressing
issues are resolved.

For well-educated or high-literacy high-risk families, community channels
might include bulletin boards and printed information generated by community
sources. Locations where the information can be placed may include

¢ Public and parochial schools
¢ Adult education sites

¢ Community colleges

¢ Publiclibraries

¢ Women’s resource centers

*  Women’s studies centers

¢ City/county parks and recreation departments
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e YMCAs
e YWCAs

¢ Jewish community centers.

Early innovators may live in housing projects as well as in middle-income
homes. For example, a mother in the Alexandria, Virginia, Cameron Valley
public housing developmentbecame concerned when 17 project children “failed”
in elementary school. Realizing the problem was lack of preschool experience
for the public housing children, she helped organize a housing project preschool
that, with financial help from a church congregation, has thrived for 4 years and
ended school failure for the project’s first graders (The Washington Post, March 23,
1988). Media that reach women in the projects can help empower them to take
action. Appropriate media channels might be daytime television for those who
do not work, Black radio stations, signs on buses, or materials distributed by
churches or by tenants’ associations in housing project meeting rooms.

Community resources where lower income families may see notices, buliletins,
or information include

¢ Housing projects

¢ Administration for Children, Youth, and Families offices
¢ WIC centers; youth and drug agencies

® Methadone and health care clinics

* Grocery, convenience, liquor, and thrift stores

¢ Child protective services

* Lunch counters, diners, and bars

* Laundromats

* Movie theaters

* Recreation centers (e.g., basketball courts, bowling alleys)
* Beauty parlors and barber shops

¢ Churches and other religious settings

e Herbalists

» Shelters.

Communications strategies may be used to convince many agencies to become
involved; a multiple approach is called for because high-risk environments
produce multiproblem families and youth. These strategies may also help to
overcome some of the fears of teachers, social workers, and others who deal with
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those from high-risk environments (e.g., help a teacher to understand that an
overly aggressive boy may have developed this behavior as a coping mechanism
to deal with a father who molests him, and then provide knowledge to help the
boy develop more appropriate skills for dealing with such threatening
situations).

The media

Media gatekeepers are an essential target for communications strategies. The
media can be especially valuable in two key areas. First, both broadcast and
print media can be used to motivate parents and youth to get help and can
provide some initial information on skills. Second, television can help to rein-
force healthy and safe behaviors. Media also can be very valuable in telling
citizens about successful programs and raising public awareness and commit-
ment for local programs.

High-risk families with low literacy skills may best be reached through the
electronic media. For example, children and their parents, if unemployed, may
watch daytime commercial television; they may not be reached effectively by
printed media geared to audiences at a higher reading level. Improving literacy
level, in and of itself, may be an important prevention strategy that could be
tested using appropriate research methodologies. Radio is also a viable com-
munications medium, particularly if the material has been targeted according
to specific listening patterns.

Television is a major information resource for families. (See chapter 4,
Reaching Parents, for more information on viewing habits.) Here is a sampling
of television programs that could be useful in a communications program to
prevent youthful aleohol and other drug use.

¢ Television programs focused on how to prevent children from using drugs
(model: Preparing for the Drug-Free Years, which discusses setting firm
but reasonable expectations and getting families involved in activities;
Hawkins et al, 1987a)

¢ Parenting workshops on television in conjunction with docudramas on
families whose teenagers have drug problems; followup can be com-
munity workshops conducted by trainers

* Television curricula (model: the Nova series on the brain)

¢ Television homework assignments for parents/children in conjunction
with outstanding television programs on drugs; could include teacher
guides and parent/child workshops

¢ Inclusion of high-risk issues in segments of television documentary or
dramatic series
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* Commercials or PSAs—for example, OSAP grantees talking about .
parenting and urging families to participate in community family train-
ing programs.

Many more uses of television may be appropriate, and as more creative uses
of telewsmn are developed, such as programs fed du'ectly into schools, the uses
may expand.

Newspapers and magazines offer the advantage of space to discuss oﬁen
complex high-risk issues in greater depth, either in one feature article or
through a series of articles. Such coverage can include the problem and sug-
gested solutions, including referral to community resources for help. Through
concerted community efforts, a special newspaper supplement could be spon-
sored by a group of concerned businesses and agencies. Unlike television and
radio coverage, this printed information can be saved and shared or read again.

Schools

The schools are the only U.S. institution that consistently reaches most young
children. Schools are a setting where children can be helped directly and
effectively. Experts stress the importance of encouraging schools to provide
more help to high-risk children.

Once students drop out of school, it becomes very difficult to reach them. For
such youth, alternative schools can be a promising institutional channel. The
Street Academy Model, Cities-in-Schools, and the Rich’s Department Store
alternative school in Atlanta, Georgia, offer demonstrations of this concept.
Channels for reaching youth in trouble can be community organizations (e.g.,
the Boys Club Targeted Outreach and Smart Moves programs). Traditional
community groups can be successfully set up in juvenile justice settings (model:
Boy Scout troops in juvenile detention centers). Not all young people who are in
trcuble with school or the law are involved in acting-out behavior; many are
looking for structure in their lives. Others may be acting out as a way of asking
for structure.

Health care sites

Physicians’ offices, clinics, hospital waiting areas, and community health
centers are logical and useful settings for distributing information and for
carrying out communications programs. More information on reaching health
professionals will be found in chapter 5.

Interpersonal channels

The channelslisted above all represent fairly traditional avenues for reaching
general populations who are at least somewhat motivated to receive or seek out
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information or services. They may not, however, be the best channels for
reaching families and youth who are often disconnected, isolated, fearful,
alienated, and distrusting of much considered to be mainstream, Such families
may perceive their current lifestyles as relatively comfortable because they are
at least familiar. Many of these families appear to be resistant to asking for help,
perhaps because of an overwhelming sense of shame, guilt, or embarrassment
or because of cultural mores that view asking for help as a sign of weakness.
These barriers, identified most often in retrospect by experts working with
high-risk families, suggest that interpersonal, one-on-one channels maybe more
effective than traditional channels. The channel, as well as the message and
source, must be culturally sensitive and appropriate.

Sources

The credibility of sources may vary with target audience age. Parents are
generally a key source of information during early years, with peers becoming
more influential at about the junior high level. (However, parents can continue
to be a strong influence on teenagers, particularly when parent/child bonds are
close.) High-risk youth, on the other hand, even at younger ages, may not view
parents as credible sources of information. They may be more receptive to
messages from any adult they perceive to be caring or loving toward them (e.g.,
a teacher, scout leader, or minister). However, more research is needed.

Social service providers may also serve as sources. The high-risk child or
parent may be identified at any of many points within the community social,
health, or juvenile justice service network, and may need help from a number
of different agencies simultaneously. For example, a high-risk single parent may
be an immature teenager, dependent on drugs, in need of health care, under-
educated, unemployed, threatened with homelessness, and having little family
support.

Many types of social service providers can act as gatekeepers for programs
to reach youth, including those reaching others through education, welfare and
social services, religious institutions, recreation activities, transportation,
juvenile justice, or health and wellness services. Even a local Department of
Motor Vehicles, as part of its effort to reduce traffic fatalities, may be persuaded
to assist in these efforts.

Gatekeepers could include
* Counselors/trainers in parenting education
* Day-care/preschool/Head Start personnel

* School personnel, including nurses, maintenance engineers, and coaches
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¢ Drug/alcohol treatment personnel

¢  Youth organization leaders (e.g., Boy Scouts, Girls and Boys Clubs, Big
Brother/Big Sister, 4-H Club)

*  Summer camp and recreation counselors
¢ Law enforcement officers

¢ Probation officers

¢ Welfare agency personnel

» Staff at clinics serving teenage girls

* Mental health personnel

*  Motor vehicle personnel

* Aparolee who can convince others that “doing time” is not a status symbol
¢ Valued athletes

e Nutritionists and herbalists

¢ Spiritual leaders

¢ Politicians

¢ Other helpers such as the local barber

* Sororities/fraternities

¢ Extended family members

¢ Peers with positive attitudes.

Materials Review
Availability

A nationwide search for alcohol and other drug education materials located
an abundance of products pertaining to high-risk parents and children (for tally,
see table 5).* Materials came from all major alcohol/drug organizations and
sources (e.g., the National Council on Alcoholism, Alcoholics Anonymous, the
Johnson Institute), from State agencies, from many commercial publishing
firms, and from small, dedicated vendors (e.g., the Feelings Factory in North
Carolina).

*More information on these materials is available from the National
Clearinghouse for Alcohol and Drug Information (NCADI); see appendix E.
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Table 5. High-Risk Families/Youth Product Tally

Total Products Received: 731

Videotapes 185 Comic books 6
Brochures 106 Newsletters 6
Books 92 Articles 6
Booklets 85 Card games 6
Posters 44 Information packages 5
PSAs 43 TV transcripts 5
Workbooks 28 Overhead transparencies 4
Curricula 26 Games 2
Fact Sheets 15 Script 1
Reports 15 Other 7

. Dolls
Classroom material 11 Puppets
Audiotapes 10 gg?ﬁ:\‘grﬁ:o“s
Magazines 9 Conference proceedings
Software 8

Overall, the quality of the materials was high. The technical quality of the
. videos was especially gratifying; a number moved beyond information delivery
to present compelling, believable, and often touching messages and stories. In
general, the finest products came from sources that are actively involved in
alcohol/other drug prevention or treatment programs, where hands-on ex-
perience had been combined with professional video or print production. One
example of such a product is the family activity workbook Preparing for the
Drug-Free Years (Hawkins et al. 1987a). Another is the Johnson Institute’sbook
Choices and Consequences (Schaefer 1987), which describes a coordinated
intervention strategy for schools involving parents and the criminal justice
system.
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Commercially produced materials tended to be targeted to a broad, general
audience and to focus on awareness and information. Many basic, short infor-
mation pieces were received on both alcohol and drugs.

Many small, inexpensive products describing the intervention process with
adult alcoholic family members were received from Al-Anon Family Group
Headquarters and other sources. Several clear, compassionate, and upbeat
booklets and videos are available on this topic. Several books and videos for
caregivers on the treatment of teenagers and their families were received, and
these reflect recent treatment approaches. One Canadian relapse-prevention
program for adults—with videos and manuals—might be a model for adaptation
with teenagers (Alberta Alcohol and Drug Abuse Commission 1987).

One series of videotapes from the Massachusetts’s Governor’s Youth Alliance
Against Drug Abuse (Boston Neighborhood Network Television 1986-1987)
portrays realistic youth scenes involving drug problems, such as a sixteenth
birthday party and a victory celebration. Part one of each tape shows teens
acting out a problem scenario; part two shows community forums in which teens
discuss issues raised in the part one scenario. Tapes can be shown with just the
first story, to trigger discussion, or with the forum included.

Many materials for children of alcoholics, especially of elementary school age,
have been developed since 1980, These are often colorful and upbeat, and
provide helpful, reassuring messages. Examples include videos, comic books,
coloring books, puppets, activity guides, posters, and group-session curricula.
Some sources include the Johnson Institute, Alccholics Anonymous, and Al-
Anon Family Group Headquarters. The Children of Alcoholics Foundation has
several colorful, practical brochures about how specifically to help CoAs, and
the National Association for Children of Alcoholics (NACoA) is an excellent
source of information on available materials. A comprehensive resource list of
materials for elementary school CoAs has been compiled by OSAP and is
available through the NCADI (see appendix E).

An elementary school resource list is also included in a new guide for .
elementary schools, available from NACoA (see appendix E for address). Called
It’s Elementary: Meeting the Needs of High-Risk Youth in the School Setting,
this new guidebook is part of a series of materials in the NACoA “It’s Elemen-
tary” project. Other materials include a teacher’s guide for CoAs, a Spider Man
comic book for children on emotional abuse, and a series of Marvel Comics
posters carrying the message, “Some Moms and Dads drink too much...and it
hurts.” A school-based training film, now in the planning stage, will be available
by 1990; a training program for elementary schools is also being developed. The
Children of Alcoholics Foundation sponsors a traveling exhibit of art by CoAs
available for schools in fall 1989.
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Gaps in what is available

The collection process brought in few hands-on materials for program direc-
tors to use in carrying out workshops, group sessions, and training, and there
was a severe shortage of materials aimed toward working with minority cul-
tures. Most workbooks and group session guides that were received reflected
current prevention techniques. Predominant topics included how to handle peer
pressure, build social and decisionmaking skills, and teach assertiveness and
refusal skills.

No materials were received addressed to fathers, foster parents, or adoptive
parents. A few items, including a videotape, pertained to latchkey children home
alone but dealt strictly with safety issues and did not include alcohol or other
drug matters. Almost no materials were located for parents of preschool children
on identifying risk factors in young children and on communicating with them
in ways designed to help reduce later drug/alcohol problems. Very few materials
are now available for single parents and for low-income parents. (For a review
and description of parent training curricula, including those for minority groups
and substance-abusing parents, see DeMarsh and Kumpfer 1986.)

Information about what puts a young child at special risk of alechol or other
drug use, and how to help the child, is not available in the popular literature for
parents. All types of materials are needed, from videos that demonstrate
high-risk behavior to brochures and checklists for parents.

Some brochures are available on recognizing the signs of alcohol or other
drug use in children and youth, but there is little concrete material for parents
on how to choose treatment or find a counselor. Materials of the Toughlove
parent support groups provide excellent hands-on help to parents of youth who
are out of control; this approach seems to be a suitable ong for families with
younger children whoneed to be protected. Materials from the Johnson Institute
provide excellent intervention guidance for parents or those working with
alcohol- or drug-dependent youth.

Very few materials, except for those available from the Johnson Institute and
Toughlove (York et al. 1982), address the intervention process with teenagers.
Almost no materials were received for gatekeepers or parents dealing with
teenage treatment issues, and none were received on relapse prevention for
teens.

Appropriate messages for high-risk, acting-out teenagers tend to be em-
bedded in materials for general youth audiences. Almost nothing specifically
targets the teenager who is at risk because of his or her own behavior and who
needs to know the effects of alcchol on depression and anxiety.

Areas in which materials need to be developed include the following:
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Materials for parents on raising children in high-risk environments

Materials for low-literacy groups (the general reading level of material
received was about twelfth grade), such as illustrated pamphlets for the
low-literacy, pregnant teenager on parenting skills and how to get help

Materials for out-of-school, alienated teenagers

Upbeat, exciting media materials for kids who are already using alcohol
or other drugs

Materials targeted to fathers

Materials for the single-parent family or two-parent working family on
prevention with the latchkey child

Posters (the limited number received came from only a few sources)
Trigger films (open-ended films used to stimulate discussion)

Information on project ideas and successful models for hard-to-reach,
high-risk kids

Information on risk factors/protective factors for parents, teachers, and
caregivers

Materials that deal with the importance of alcohol/drugs in family dys-
function, including emotional and physical child abuse, sexual abuse,
juvenile delinquency, traffic accidents, family violence, teenage suicide,
and runaways

Training and other materials for gatekeepers and caregivers (Examples
include videos showing teachers how to communicate with a troubled
child who is timidly seeking assistance; videos demenstrating to parents
and to preschool caregivers the behavioral signs of a child who is at high
risk; fact sheets for social workers who deal with family violence or
runaways on the relationship of these problems to family alcohol and
other drug use.)

Information on the genetic/familial vulnerability of some children to
alcohol and other drug problems

Materials for minority groups

Information on the intervention and treatment process with teenagers.

Subsequent chapters contain more detailed discussions of materials available
and needed for specific audiences.
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Messages
Messages for families

Many parents who have alcohol and other drug problems will be in a state of
denial about the personal and family difficulties caused by this behavior, In
addition to this form of denial, stressed and dysfunctional parents in general
may be resistant to direct parent training. Parents may not want to hear that
they could be responsible for their children’s problems or that they are not
rearing their children correctly. High-risk, troubled parents may not want to
admit they are failing as parents.

For these reasons, it may be advisable to approach parents as partners—to
offer a “parent partnership,” not parent training. “Family training” can also be
used as a euphemism for parent training. Help to families can be couched in
terms of “helping children succeed in school” or “preparing children for the
drug-free years” (Hawkins et al. 1987a). Parents welcome information about
how to help their children, and parenting skills can be built within that
framework. This sort of approach also avoids stigmatizing the high-risk or
troubled family, an important consideration.

A range of messages and strategies for parents has been suggested. These
include the following:

¢ Stress the community of parents: “Parenting can be confusing...can be
fun,” “Let’s talk about kids—all kids—my kids, your kids, his kids, her
kids.”

* Present abalanced view of children—the positive and negative sides, the
discouragement and the joy.

* Stress that all parenting is hard—"You're a success if you don’t give up."”

* Communicate sample dialogues, such as some of those in the “T'alking
With Your Kids About Alcohol” (TWYKA) curriculum (Prevention Re-
search Institute, Lexington, Kentucky).

* Define whatis meantby “overly strict” and “overly permissive” parenting,
recommending specific rules and consequences (models: Hawkins,
Preparing for the Drug-Free Years;, Glenn, Developing Capable Young
People).

¢ Teach parents to be “play therapists,” using observations (model: Guer-
ney Filial Therapy Program).

* Help families plan family activities, including how to conduct a family
meeting (model: Hawkins, Preparing for the Drug-Free Years).
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e Provide guidelines on what are reasonable expectations for children at
different ages.

¢ Appeal to all parents’ natural wish to see their children happy and
successful.

In addition, for the family with a high-risk child, one message may be, “You
can be a great parent for your other kids, but still need help with your
special-needs child.” It is important to combat the parents’ feeling that they are
bad parents. Parents with adopted children who may be genetically vulnerable
to addiction may need special help in knowingboth protective factors and danger

signs.
Messages for youth

Those developing materials and messages for all children must be careful not
to stigmatize or label the child. This is particularly true of CoAs and CoDAs who
may already feel different and isolated from mainstream society. In developing
communications messages and campaigns for young people, experts make the
following recommendations:

e Give as complete a message as possible.
* To be complete, go beyond giving knowledge alone.
¢ Provide information about resources.

* Develop materials that help develop skills, such as social skills and
refusal skills.

* Instill reasons for not using alcohol and other drugs.

¢  Suggest positive alternatives to alcohol and other drug use in order to
influence behavior.

¢ Combine a variety of messages and strategies for each high-risk group
that is targeted.

¢ Include where to go for help, such as hotlines or local prevention/treat-
ment programs, on all media announcements or segments addressed to
youth.

¢ Avoid being overly heterosexist. There is a higherincidence of alcohol and
other drug problems among homosexual populations, but messages
designed exclusively for heterosexual populations are less likely to be
accepted by this at-risk population.

e Combat cultural stereotypes; e.g., media messages might show Black
youth who are extremely successful.
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Chapters 2 and 3 have more detailed recommendations for developing posi-
tive messages for minority youth.

Research is only beginning on how different ethnic/racial groups perceive
messages, and too little is known at present. It appears, for example, that some
of the current drug education efforts are more acceptable to Black youth than
to other groups (Bass, internal communication, OSAP 1988). Focus groups are
needed to identify credible sources for messages and to test messages for their
power and acceptability with specific ethnic groups.

Barriers to successful communication

Obstacles at many differing levels may impede the delivery and acceptance
of communications messages. High-risk families and youth are recognized as a
group that is hard to reach, may be resistant to accepting help, and may find
behavior change very difficult because of deep-seated and even multigeneration-
al behavior patterns. Those working with high-risk families mention the follow-
ing as obstacles to be considered in designing communications strategies:

* Lack of credible message sources for families from cultural/racial
minority groups (treatment with caregivers of a different cultural/racial
background is also difficult)

¢ Distrust of the “system”

¢ Denial by families of their family dysfunction and of alcohol and other
drug use

* Fear of being stigmatized and of loss of confidentiality

" o Lack of concern or respect for experts’ opinions about alcohol, since most
people have their own personal experience to judge by

¢ Skepticism about messages that do not fit parents’ own experiences
around alcohol and/or other drugs

* Distortion of messages heard, because a person’s perception of a new
message is colored by his or her attitudes and biases, varying experiences,
beliefs about what is acceptable, and degree of current use

¢ Narcissism of parents

¢ Lack of resources for parenting or counseling services, books, and other
aids

o Lack of energy and time to handle anything more on the part of exhausted
working parents,
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Recommendations

Increase public awareness and support

* Encourage volunteerism

e Alter negative perceptions of high-risk children

» Convey messages of hope

*  Build community and social support.

Raise awareness among community organizations and caregivers
* Promote information exchange among communities

¢ Conduct a community needs assessment and publicize the results

o Announce and reward the network of organizations involved

e Convene groups’ leaders in inner-city programs and widely publish their
recommendations

* Provide training materials for social service providers to communicate
with high-risk youth and families

¢ Develop materials for day-care providers.

Raise family awareness

¢ Target high-risk, dysfunctional families

e Target families with very young children

¢ Develop materials targeted to parents

» Incorporate interpersonal communication components into programs
* Convey messages that focus on family risk factors
* Raise awareness of protective factors.
Develop programs for high-risk youth

* Research and develop effective messages

* Educate all children

* Distribute materials targeted to CoAs and CoDAs

¢ Incorporate CoA and CoDA information into curricula.

Communications activities can be designed to accomplish several major goals:
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s Toincrease knowledge and understanding aboutboth the risk factors and
the protective factors for high-risk families, as well as to encourage
ameliorative actions by everyone concerned about these children,
whether they are professionals, parents, neighbors, or businesses

¢ Toincrease knowledge among community gatekeepers (and individuals)
of ideas and programs being adopted by others, and about how to become
invoived

* To provide a community forum and mobilizing center

e To provide new and expanded opportunities through media and com-
munity channels for parents to learn about the effects on families of
alcohol and other drugs, to enhance their parenting and family manage-
ment skills, and, as appropriate, to obtain help for themselves

* To increase both the number and intensity of informal and formal
supports (from individuals and institutions) working at the community
level to help high-risk children and their families

¢ To provide motivation and encouragement for ordinary people to con-
tribute to efforts to help families and youth in high-risk environments.

To reach goals such as these, consider the recommendations that follow.
These recommendations have emerged from reviews of the literature cited in
previous sections and from meetings with the experts who are listed at the end
of this chapter. Some ideas pertain particularly to national initiatives; others
would be more appropriate at the local or State level. These recommendations
do not constitute a systematic program, nor are they prioritized; rather, they
areintended to provide program planners with ideas that they can adapt to their
own communities, constituencies, and resources.

These fall into four major categories: (1) increasing public awareness and
support, (2) raising awareness among community organizations and caregivers,
(3) raising family awareness, and (4) developing programs for high-risk children
and youth.

Increase Public Awareness and Support

A communications program can raise public awareness and support and
mobilize opinion leaders or early innovators. Using the mass media, such a
campaign can

* Raise the awareness of citizens about which children are at special risk
of alcohol and other drug problems and about the ways in which these
children can be helped
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e Make people feel personally affected and motivated to do something about
the plight of children, and especially the plight of children from high-risk
environments

* Suggest the concrete steps people can take as individuals to help these
children

* Inform people about positive programs that require collective efforts at
the community level.

The public needs to understand that any child—whether rich or poor, living
in a city, suburb, or rural area—can be at risk for alcohol and other drug
problems. This particular problem, which affects children at all socioeconomic
levels, may be used as a rallying point for subsequently helping disadvantaged
children.

Recommendations for raising public awareness are discussed below. They
include

¢ Encourage volunteerism
¢ Alter negative perceptions of high-risk children
¢ Convey messages of hope

¢ Build community and social support.

Encourage volunteerism

Professionals, along with caring neighbors and other natural community
leaders, need to be able to recognize, and to be motivated to reach out and help,
vulnerable children. On the island of Kauai, Werner (1986) found that informal
support from a caring relative or friend was more effective than professional
help in protecting children from adverse consequences.

Itis possible that the Volunteer Office of the Executive Office of the President
could be enlisted to organize a program that would use individual volunteers for
helping families. Like ACTION’s Fosti:r Grandmother program, a national (or
local) “Adopt a Family” or “Help One Family” or “Help One Child” program could
provide a specific mechanism for help by individuals to individuals. A specific
theme, such as “Count On Me,” could provide the type of message most helpful
to high-risk youth.

However, nothing this organized or ambitious is required. Individuals can be
encouraged toinvite a child to the zoo, to dinner, to a family outing. Small, kindly
gestures that show caring really matter to the high-risk child; the public needs
to be aware that such caring can make a tremendous difference in the quality
of life for such a child. Parents, grandparents, teachers, older athletes, sorority
sisters, rabbis, ministers, tribal chiefs, social service workers, telephone
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installers, neighbors—what each can do is different. All sectors can use infor-
mation on this topic—from brief information pieces to videos to workshops to
support groups—and can apply the knowledge to make a difference for a child.

Alter negative perceptions of high-risk children

Prevention and treatment experts recommend that communications efforts
be directed at transforming certain prevailing social attitudes about high-risk
youth, arousing public concern about their plight, and getting people involved
in helping them. Negative social attitudes include

A sense of hopelessness about these children and about the possibility of
helping them. Several key messages could be developed to influence both
opinion leaders and the broader society, such as the following:

These children are young and growing and can, therefore, change;
working with these children is a hopeful field full of promise.

You as an individual can make a tremendous and lifelong difference
for a high-risk child; the turning point for a child can be one person
who cares.

It may take only one event to turn around the life of a child.

Many high-risk children, against great odds, grow up into healthy,
contributing citizens; with a boost from their schools and their
communities, many more of our children can grow up to lead
healthy, productive lives.

Children from high-risk families often have lots of energy and work
very hard (even if it is at defending themselves). This energy could
be more positively channeled for increased productivity, decreased
health care costs, etc.

A rejection of responsibility for these children; lack of concern for the “have
nots” by the “haves.” Messages need to instill the sense that each in-
dividual can help by taking responsibility for helping a child or for
providing some service. Some messages could be these:

High-risk youth learn many skills (e.g., negotiation skills) that can
be applied to improving productivity for the United States.

High-risk children who are cared for are, in turn, more often
motivated to help others.

Help to a high-risk child today buys all of us a better tomorrow.
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* A perception of high-risk children as unappealing. Many high-risk
youngsters are vulnerable and dependent and do not fit the tough,
dangerous stereotype. Messages could include these:

— Every youth group already includes unidentified young people from
high-risk environments.

— Even an apparently tough street kid often masks a vulnerable,
frightened child beneath this facade.

People may become involved only if the message includes concrete actions
that they can take. Ideas for such involvement could be to “Adopt a Family,”
“Adopt a Neighborhood,” or be an advocate for a family that needs help in
locating community services. Building on the positive attributes developed as a
result of living in a high-risk environment could, in fact, contribute to a renewed
energy in America.

Convey messages of hope

Communities developing new communications strategies can counteract the
sense of hopelessness that so many people feel about drug problems. Extraordi-
nary progress has been made in the last 20 years. Children at risk can be helped.
The lives of vulnerable children can be changed. Messages of hope and optimism
that can be conveyed to the public include the following:

e Risk factors are known and many can be eliminated. Many events and
conditions that put children at risk have been identified; the greater the
number of risks the child endures, the more vulnerable the child. Many
of these risk factors are amenable to change.

*  Protective factors are known; individuals can make a difference. Many
children @t high risk grow up to lead useful, healthy lives.

*  Many children at risk for alcohol and other drug problems can be iden-
tified and helped early—at the preschool and early elementary school
stage.

*  Preschools can work in breaking the cycle of hopelessness for disad-
vantaged children. Project Head Start is an outstanding success story
(Schorr 1988).

e Parents can take actions within their families to reduce t