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FOREWORD

Practitioners and researchers interested in youth development and health promotion will find Adolescent Health: Understanding and Preventing Risk Behaviors an excellent source for informing their work. This volume serves as a textbook for graduate students in public health, medicine, social work, nursing, and other behavioral sciences. Knowledge about adolescent health issues should also be incorporated into schools of education so that future educators are informed about the need for collaborative interventions.

I wish that I could invite all the contributors to Adolescent Health to sit around in my living room, where we could chat informally about teenagers. The gathering would include most of the “gurus” of youth development who have labored for years to track the prevalence of problems and the outcomes of interventions. I think there would be a strong consensus that we have accumulated a large body of evidence that many young people growing up in this country face enormous barriers to maturing into successful adults. We would agree that other young people have the necessary equipment (support systems, fortitude, and resilience) to make it, as long as their institutions (family, school, community, and the media) don’t fail them.

We would concur that this volume contains most of what practitioners need to know in order to help adolescents overcome developmental barriers and achieve healthy lifestyles. Risk areas (such as substance abuse, violence, pregnancy, and depression) are explored in depth and the interrelationships between them clarified. Areas of resiliency (youth assets and connectedness) are investigated and illuminated. From this rich source of research findings, we would conclude that young people must be attached to strong adults—if not their parents, then some other person. We would focus on the fact that children must receive attention early enough in their lives to prevent later problems and that they must have access to the requisite social skills to relate to their peers.

In addition to interventions focused on individuals, we would pay attention to the development of comprehensive community-level programs that link together what goes on in the schools with other interventions. Some of the participants in this discussion would be making the case for more refined “theories of change,” while others would argue in favor of more research and evaluation. A strong rationale would be given for changing social policies—gun control, driving regulations, condom distribution, racial desegregation, and school reform. These subjects would generate plenty of steam.

I would not be surprised if the conversation in my living room eventually turned from research and policy to personal experiences with raising children. It is quite a shock when your own children start “acting out,” experimenting with drugs and sex, skipping school, or downloading forbidden material from the Internet. I am currently  dealing with my grandchildren’s developmental issues—they are two beautiful young women, aged thirteen and fifteen. When their parents turned to me for advice, assuming that I was an authority on adolescent behavior, I replied (sheepishly), “I think you have to be stricter or more lenient.” I am certain that the gurus gathered here would confirm that it is more difficult to solve one’s personal problems with raising children and preventing risky behavior than to prescribe broad social measures.

I have observed, however, that my grandchildren receive almost unlimited attention from their parents: listening, shopping, driving, cajoling, monitoring, cooking special dishes, helping with math homework, and, most important, hugging. If the essence of this attention could be bottled and sold, many of the problem behaviors so clearly documented in this book might be averted.

Practitioners, researchers, students, and parents should find the material in Adolescent Health indispensable for gaining an understanding of the complex lives of teenagers today. Most of these authorities claim that more research is needed to complete the picture, particularly on intervention outcomes. However, as readers will observe, enough is known to focus on intervention. Our society owes each new generation the opportunity to grow into effective and healthy adults. The need today is urgent.

 

 

Joy G. Dryfoos
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PREFACE

The primary aim of this volume is to inform health care professionals about adolescent risk-taking behavior; its epidemiology, consequences, prevention and treatment. Our book is intended as both a professional reference and classroom text. It takes a multifaceted approach that includes an epidemiologic assessment of the impact of health risk behaviors, a synthesis of the empirical literature describing factors associated with the onset and maintenance of health risk behaviors, a description of relevant intervention strategies and programs designed to prevent or reduce health risk behaviors, and an examination of social and health policy issues relevant to each health risk behavior. Acknowledging that behavior does not occur in a political or social vacuum, the policy perspective is designed to provide a frame of reference for understanding the scope of the problem posed by specific health risk behaviors and the parameters and options available to effectively confront these adolescent health threats. Authors describe trends and changes in risk behaviors, morbidity and mortality over time; illustrate theoretical models useful for understanding adolescent risk-taking behavior and developing preventive interventions; review the state-of-the-science with respect to prevention strategies for each risk behavior; and identify effective treatment modalities. Special populations at risk and emergent crosscutting issues in risk and prevention research are also presented. Finally, each chapter provides an opportunity for the authors to offer directions for future research relevant to specific health risk behaviors. In each case, we have sought out the leading experts to contribute these chapters. We are humbled and grateful to benefit from their scientific acumen, their wealth of experience, and wise insights.
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PART 1

FOUNDATIONS AND THEORY IN ADOLESCENT HEALTH RISK BEHAVIOR




CHAPTER 1

ADOLESCENTS AT RISK: A GENERATION IN JEOPARDY

RICHARD A. CROSBY ■ JOHN S. SANTELLI ■ RALPH J. DICLEMENTE




LEARNING OBJECTIVES 

After studying this chapter, you will be able to• Identify key features of the adolescent period.
• Describe underlying factors that may influence adolescent risk taking behavior.



Adolescence is a period of rapid and transformative physical, psychological, sociocultural, and cognitive development. The physical changes of puberty—including growth and maturation of multiple organ systems such as the reproductive organs and brain—lay a biological foundation for the other developmental changes. The adolescent brain is rewired, with resulting maturation of cognitive abilities in early adolescence. When these new cognitive abilities are combined with life experiences, we often observe development of social judgment, including judgment about risk and safety. Adolescence is also marked by critical transformation in the relationship of a young person to the world, as the social circles of peers and the adult worlds of work, pleasure, and social responsibility become more central and the family circle becomes somewhat less prominent—at least temporarily. Adolescents must learn to deal with an expanding social universe and must develop the social skills to find friendship, romance, employment, and social standing within multiple social spheres. Finally, a critical task of adolescence is the establishment of a stable sense of identity and the development of autonomy or agency. This development of identity often occurs only after a period of exploration, of trial and error in social roles and social behaviors. Although most adolescents navigate the often turbulent course from childhood to adulthood to become healthy adults and productive citizens, many fail to do so. Too many fall prey to social and behavior morbidities and mortality, and many fail to achieve their full potential as workers, parents, and individuals. Many suffer substantial short-term impairment and disability, and for many this impairment extends into adulthood. Many of these failures of adolescent development are the result of preventable health risk behaviors.

Adolescence is marked by increasing involvement in health risk behaviors. Between the ages of twelve and twenty-five, we observe the initiation of myriad health risk behaviors, including alcohol and drug use, smoking, sexual behaviors, delinquency, and behaviors leading to intentional and unintentional injuries—all of which can adversely influence health in the short and long term. For example, alcohol and drug use are the proximate causes of unintentional injuries during adolescence; they also can lead to adult addiction and social and health impairment. Sexual behaviors often result in unplanned pregnancy and sexually transmitted diseases, including HIV infection. These adolescent risk behaviors may profoundly influence health in adulthood.

Paradoxically, the rise in health behavior-related morbidities is the result of public health success in controlling and eliminating infectious diseases. As the result of advances in medical and public health understanding and technologies such as clean water, sanitation, and vaccines, enormous progress was made throughout the nineteenth and twentieth centuries in controlling these traditional causes of morbidity and mortality. Today adolescents in the developed world are primarily at risk from diseases that originate from behavioral and social circumstances. For example, a teen in the United States is much more likely to die from handgun violence or a motor vehicle injury than polio or whooping cough.

How can we explain this explosion of risk taking within each new cohort of adolescents? Multiple explanations have been suggested, most of which are explored  in this volume. From an evolutionary viewpoint, risk taking may have had important survival value, with inquisitive young humans exploring new lands and willing to develop new ways of surviving in hostile environments. As such, developmental psychology often discusses risk taking as normal adolescent exploration that is an important part of the learning process of a young person.

Social and cultural factors including family instability, poverty, and racism also seem to drive adolescent risk-taking behaviors. While these responses may seem maladaptive from a societal viewpoint, they can also be seen as adaptive responses to unsupportive circumstances. Risk taking may also exist simply as part of the adolescent’s new identification with peers and the desire to attain adult status. Recent attempts to understand adolescent resiliency and the positive health impact of school and community connectedness can be seen as reciprocal processes: adolescents with greater social capital or with greater identification with society’s benefits and values may be more likely to eschew risk behaviors. Finally, these processes of risk taking can be understood at the level of brain chemistry, at the level of individual autonomic responses, and even as social processes that support risk taking.

Today preserving health is a function of understanding and altering the risk behavior of entire populations. This realization is vital because it suggests that population-based strategies to improve public health must begin early, before risk behaviors become ingrained habits. The implication, then, is that adolescents should be the primary foci of health promotion efforts. To understand the rich potential to affect public health through intervention with adolescents, consider just a few examples.

The current epidemics of obesity and diabetes in the United States are an outgrowth of sedentary behaviors combined with the overconsumption of high-calorie or empty-calorie food products (such as soda, chips, burgers, and fries). Similarly, the epidemic of hypertension in the United States is being addressed by changing the dietary and exercise behaviors of adolescents before they develop essential hypertension. Clearly, the public health battle to prevent cancer involves the prevention of tobacco use above and beyond any other single risk factor. Given the strong addictive properties of nicotine, it becomes clear that prevention efforts aimed at nonsmokers or new smokers are highly likely to serve public health; thus, once again adolescents become the critical population.
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DISCUSSION QUESTIONS 

1. What biological and physiological changes occur during adolescence? How does the sociocultural environment interact with these changes to affect the development of individual identity and later risk-taking behavior?
2. Discuss reasons why preventive interventions should focus on adolescents as a means to preserve health and alter risk.




CHAPTER  2

TRENDS IN ADOLESCENT AND YOUNG ADULT MORBIDITY AND MORTALITY

FREDERICK P. RIVARA ■ M. JANE PARK ■ CHARLES E. IRWIN JR.




LEARNING OBJECTIVES 

After studying this chapter, you will be able to• Explain the trends in morbidity and mortality among adolescents and young adults over the last twenty-five years.
• Discuss how high-risk adolescent behavior can affect health outcomes in adulthood.
• Recognize that adolescents and young adults are not a homogeneous group; rather, they are part of larger subgroups with diverse risk profiles.



It is important to consider both early adolescents and young adults along with the middle adolescent ages of fourteen through eighteen when discussing the health of this population.


Adolescence is an age of transition between childhood and adulthood. During this critical time, health habits and behaviors are established that affect health not only during adolescence but throughout the lifespan. Viewed in this context, the health and health care of adolescents take on even greater importance and much greater urgency.

In this chapter, we have chosen to define adolescence and young adulthood as encompassing the ages of ten through twenty-four years. This range includes early adolescents, ages ten through thirteen, who are making the transition from childhood into adolescence, as well as individuals ages nineteen through twenty-four, who are making the transition into adulthood. Given the economic, social, educational, and cultural changes in the United States over the last few decades, it is important to consider both early adolescents and young adults along with the middle adolescent ages of fourteen through eighteen when discussing the health of this population.




POPULATION CHARACTERISTICS 

The 63 million adolescents and young adults ages ten through twenty-four in the United States accounted for about 21 percent of the population in the country in 2006 (Centers for Disease Control and Prevention [CDC], 2007a). Approximately 60 percent of this population is non-Hispanic white, 15 percent non-Hispanic African American, 4 percent Asian or Pacific Islander, and 1 percent American Indian or Alaskan Native. Eleven million adolescents and young adults, or 17 percent, reported their ethnicity as Hispanic or Latino.

Since 1990, the Hispanic population of adolescents and young adults has increased by 92 percent, while the African American population in this age group has increased by 25 percent and the non-Hispanic white population has increased by only 2.7 percent (see Figure 2.1). Hispanics are thus the largest minority group of adolescents and young adults in the United States.

The United States continues to be a country of immigrants. In 1990, 19 percent of adolescents less than twenty years of age lived in immigrant families. This increased to 22 percent by 2004 (U.S. Census Bureau, 2004). In 2006, there were 10.2 million adolescents and young adults (16.4 percent) who were living in poverty, accounting for 27.7 percent of all people in poverty in the United States (U.S. Census Bureau, 2007). There were an additional 12.5 million who were living at incomes between 100 and 200 percent of the poverty level. Over 12.5 million adolescents and young adults—or one in five—were uninsured in 2007, accounting for 26.6 percent of the 47 million uninsured people in this country.

FIGURE 2.1. Race and ethnicity of U.S. population ages ten to twenty-four years, 1990-2006

Source: CDC (2007a).
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MORTALITY 

Overall mortality among individuals 10 through 24 years has decreased over the last twenty-five years (1980 to 2004), as shown in Figure 2.2. Mortality has fallen from 30.8 per 100,000 to 18.7 among 10- to 14-year-olds, from 97.9 to 66.1 among 15- to 19-year-olds, and 132.7 to 94.0 among 20- to 24-year-olds (CDC, 2007b). However, during this twenty-five-year period, the decline has not been constant for all age groups. Death rates among 15- to 19-year-olds increased by 10 percent between 1985 and 1991, and by 4.7 percent among 20- to 24-year-olds between 1985 and 1988, and again by 6.2 percent between 1999 and 2003. This trend is remarkable because these are the only age groups in the United States for whom mortality rates actually increased during this period. To better understand these trends in mortality, it is necessary to disaggregate the data and examine etiologic groups.


Mortality from Natural Causes 

Mortality from cancer has decreased steadily among all three adolescent age groups over the last twenty-five years (see Figure 2.3). Cancer deaths dropped by 40.5 percent  among 10- to 14-year-olds, 33.3 percent among 15- to 19-year-olds, and 34.7 percent among 20- to 24-year-olds. Deaths from cardiac disease showed similar large declines, of 28.6 percent, 31.3 percent, and 18.9 percent in the three age groups, respectively. Respiratory disease- related death showed little progress among the 10- to 14-year-olds, but declined by approximately 25 percent in the two older age groups. Deaths from infectious causes were stable among the two younger cohorts, but actually increased by 60 percent (from 1.0 to 1.6) among 20- to 24-year-olds. This increase is due to deaths related to HIV infection, which accounted for 30,243 deaths among 20- to 24-year-olds from the beginning of the epidemic to 2002.

Death rates among 15- to 19-year-olds increased by 10 percent between 1985 and 1991, and by 4.7 percent among 20- to 24-year-olds between 1985 and 1988, and again by 6.2 percent between 1999 and 2003.


FIGURE 2.2. Mortality from all causes for ages ten to twenty-four years, U.S., 1981-2004

Source: CDC (2007b).
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Mortality from Injuries 

Injury—specifically unintentional injury, homicide, and suicide—accounts for almost three-quarters of all mortality in this age group. Overall injury mortality has declined substantially among people this age over the twenty-five-year period, although the aggregate data hide some important subgroup differences described below. Injury deaths decreased by 44.7 percent, 34.4 percent, and 32.3 percent among 10- to 14-,  15- to 19-, and 20- to 24-year-olds, respectively. Aggregate data also hide the considerable gender differences in mortality. Males have higher mortality rates than females, across these three age groups and for all three causes of injury mortality. For ages 10 through 24, the gap is highest for homicide, with males at a rate more than five times that of females. For unintentional injury mortality, males have just under five times the rate of females; for suicide, this ratio is 2.5.

Deaths related to HIV infection, which accounted for 30,243 deaths among 20- to 24-year-olds from the beginning of the epidemic to 2002.


Unintentional Injuries Mortality due to unintentional injuries declined steadily over the last twenty-five years in all three age groups: 53.0 percent among 10- to 14-year-olds, 44.4 percent among 15- to 19-year-olds, and 39.6 percent among 20- to 24-year-olds (see Figure 2.4). The largest single cause of adolescent and young adult mortality is motor vehicle crashes. There have been substantial and similar decreases in death rates from motor vehicle crashes across all three age groups: 40.9 percent decrease among 10- to 14-year-olds, 41.2 percent among 15- to 19-year-olds, and 40.7 percent among 20- to 24-year-olds. Motor vehicle crash rates peak for ages 20 through 24 and then decrease throughout the life span until age 70, when they peak again.

FIGURE 2.3. Mortality from selected causes for ages ten to twenty-fouryears, U.S., 1981-2004

Source: CDC (2007b).
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FIGURE 2.4. Mortality from unintentional injuries for ages ten to twenty-four years, U.S., 1981-2004

Source: CDC (2007b).
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Homicide Homicide rates demonstrated the largest fluctuation among all causes of deaths for adolescents over the last twenty-five years (see Figure 2.5). In all three age groups, homicide death rates were lower at the end of the period than at the beginning. All three age groups, however, had increases in the homicide rates during the late 1980s and early 1990s, peaking in 1993 and then declining to levels last seen in the 1960s through 1970s. Nearly all of this increase was due to homicides involving guns. Although the causes of this increase (and subsequent decrease) are complex, the sudden appearance of crack cocaine on the East and West Coasts and then spreading inland played a large role (Blumstein, Rivara, & Rosenfeld, 2000).

 

Suicide Trends in suicide deaths among adolescents and young adults are complex (Figure 2.6). Suicide increased among 10- to 14-year-olds from 0.8 deaths per 100,000 in 1980 to 1.34 in 2004. However, during that twenty-five-year period suicides increased in this group of young adolescents to a peak of 1.72 per 100,000 in 1995 before slowly dropping to their current levels. This represents a 115 percent increase from the rate in 1980. Suicide rates among 15- to 19-year-olds were lower in 2004 than in 1980. Again, however, this masks a 34 percent increase during the 1980s. Only among 20- to 24-year-olds was there a slow, steady decline in suicide deaths by an average of 1 percent per year over this twenty-five-year period.

FIGURE 2.5. Mortality from homicide for ages ten to twenty-four years, U.S., 1981-2004

Source: CDC (2007b).
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FIGURE 2.6. Mortality from suicide for ages ten to twenty-four years, U.S., 1981-2004

Source: CDC (2007b).
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Unfortunately, suicide rates among 10- to 24-year-olds have risen recently by 8 percent in 2003-2004 (CDC, 2007c). This overall increase was due to a rise in suicide among 10- to 19-year-old females and 15- to 19-year-old males. Although firearms remain the most common method of suicide for ages 10 through 24, hanging and suffocation have become more common among all suicides in this age group and now represent the most common method for completed suicides among females.




HIGH-RISK BEHAVIORS AS UNDERLYING CAUSES OF DEATH 

By traditional markers such as rates of mortality, chronic disease, and hospitalization, adolescents and young adults are healthy. Most health problems in this age group stem from high-risk behaviors that jeopardize health. Moreover, these behaviors also have implications for health outcomes in the long term, including premature death. In 1993, McGinnis and Foege published a seminal paper on the actual causes of death in the United States. This was updated in 2004 by Mokdad et al., who described actual causes of death in 2000 (Mokdad, Marks, Stroup, & Gerberding, 2004). Half of all deaths are due to potentially modifiable factors: tobacco, poor diet and physical inactivity, alcohol consumption, microbial agents, toxic agents, motor vehicle crashes, guns, sexual behavior, and illicit drugs. Most important for both this chapter and the rest of this book is that all these modifiable behaviors also occur in adolescents and young adults, and for some behaviors (such as smoking) the majority begin during adolescence. Some behaviors and negative outcomes—including use of tobacco, alcohol, and illicit drugs and the rate of sexually transmitted infections—peak in the late teens and early twenties.

Half of all deaths are due to potentially modifiable factors: tobacco, poor diet and physical inactivity, alcohol consumption, microbial agents, toxic agents, motor vehicle crashes, guns, sexual behavior, and illicit drugs.



Tobacco Use 

An estimated 440,000 people die from smoking-related causes each year in the United States (Mokdad et al., 2004). Nearly all smoking-related deaths occur after the age of 35, but the majority of adults who smoke began during adolescence. Eighty-two percent of adults who smoke started smoking before age 18, and virtually no adult smokers start after the age of 25. Young adults ages 18 to 25 have the highest prevalence of recent smoking—60 percent higher than that of adults over the age of 25 (Substance Abuse and Mental Health Services Administration, 2007).

The trends in any daily use of tobacco in the prior thirty days show a steady decline of use by twelfth graders between 1980 (20.3 percent) and 1992, when daily smoking reached a nadir of 17.2 percent in this age group (see Figure 2.7; Substance Abuse and Mental Health Services Administration, 2007). However, rates subsequently increased to a peak of 24.6 percent in 1997 and have since declined to a low of 12.2 percent  in 2006. Among young adults ages 19 through 28, the prevalence of daily smoking in the prior nineteen days decreased between 1986 and 1994, stabilized for a decade, and then decreased again in the last two years to 18.6 percent in 2006. Recent studies suggest that nicotine addiction and symptoms of dependence can begin very soon after the onset of smoking, and they emphasize the dangers of early smoking exposure among youth (Kandel & Chen, 2000; DiFranza, Savageau, Fletcher, O’Loughlin, et al., 2007; DiFranza, Savageau, Fletcher, Pbert, et al., 2007; Rubinstein, Thompson, Benowitz, Shiffman, & Moscicki, 2007).

FIGURE 2.7. Daily cigarette use in last month

Source: Substance Abuse and Mental Health Services Administration (2007).
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Prevention of smoking-related deaths is likely to be more successful if undertaken on a population basis to prevent regular smoking initiation than on an individual basis to promote cessation, especially among adolescents. The available evidence indicates that smoking cessation programs for adolescents have some effectiveness, but the effect size is small (about a 3 percent absolute difference in cessation; Sussman, Sun, & Dent, 2006). School-based smoking prevention programs have been popular, but there is little evidence that these programs have long-term effects on prevention of smoking (Wiehe, Garrison, Christakis, Ebel, & Rivara, 2005). In contrast, programs to increase the tax on cigarettes and implement smoking counteradvertising can potentially reduce adolescent smoking by as much as 26 percent (Rivara, Ebel, et al., 2004) and can result in large cost savings of between $590,000 and $1.4 million per life saved (Fishman et al., 2005).


Poor Diet and Physical Inactivity 

Between the publication of the paper by McGinnis and Foege (1993) and its update by Mokdad and colleagues (2000), overweight and obesity became a dramatically worse problem (Ogden et al., 2006). The changes in weight among adolescents and young adults in the United States as documented in the National Health and Interview Surveys over the last forty years clearly demonstrate this change. In 1966-1970, the mean weight of 12-year-old males was 42.9 kg and 46.6 kg for females this age. In 1999- 2002, this had increased by 16.6 percent to 50.4 kg for males and by 11.6 percent to 52.0 kg for females (Ogden, Fryar, Carroll, & Flegal, 2004). Among 19-year-olds, mean weight increased by 7.7 percent among males and 14.1 percent among females between the 1971-1974 survey and the 1999-2002 survey. There were substantial changes in the weights of 20- to 29-year-olds as well; mean weight in males increased by 12.0 percent and among females by 18.4 percent between 1960-1962 and 1999-2002.

FIGURE 2.8. Body mass index, 1966-2002

Source: National Health and Nutrition Examination Survey.

[image: 010]

The CDC has defined overweight as a body mass index (BMI) of 95 percent or higher for age and gender. The proportion of adolescents ages 12 through 19 who were overweight has nearly tripled, from 6.1 percent in 1971-1974 to 17.4 percent in 2002- 2004 (see Figure 2.8). This trend in overweight has not been uniform across ethnic and  racial groups. In 2003-2004, non-Hispanic black girls ages 12 through 19 had the highest prevalence of overweight in this age group—25.4 percent. The prevalence of overweight also increased the most in this age group, nearly doubling between 1988-1994 and 2003-2004.

Overweight represents a mismatch between energy intake and energy expenditure, and is due to both poor diet and physical inactivity.


Overweight represents a mismatch between energy intake and energy expenditure, and is due to both poor diet and physical inactivity. The average number of calories consumed today is substantially higher than in the past. Moreover, the content of the diet has changed dramatically. One-third of children and adolescents consume fast food on a typical day (Bowman, Gortmaker, Ebbeling, Pereira, & Ludwig, 2004). Those who ate fast food consumed an average of 187 kcal more per day, including 9 grams more fat and 24 grams more carbohydrates. Overconsumption of fast food occurs in adolescence regardless of body weight, but overweight adolescents are less likely to compensate with increased energy intake at other times of the day, compared to nonoverweight adolescents (Ebbeling et al., 2004). Another significant source of “empty calories” among adolescents is soft drink consumption (Berkey, Rockett, Field, Gillman, & Colditz, 2004; AAP Committee on School Health, 2004). In one study, each additional sugar-sweetened drink consumed by children was associated with a 0.24 kg/m2  increase in BMI (Ludwig, Peterson, & Gortmaker, 2001).

Unfortunately, a minority of adolescents engage in adequate physical activity. In 2005, only 36 percent of high school-aged adolescents had levels of physical activity that met recommended levels (CDC, 2006b). Males were more likely to meet the recommended levels than were females; non-Hispanic black girls ages 12 through 19 had the lowest proportion meeting recommended activity levels. Less than two-thirds of adolescents (64.1 percent) reported a more moderate level of activity, exercising for twenty minutes to promote cardiovascular fitness three or more times a week. This figure has changed little since it was first measured in 1993.

Although few adolescents will suffer the consequences of their obesity and lack of physical activity during their youth, nearly all overweight adolescents will be overweight as adults.


The health consequences of this poor diet and physical inactivity among adolescents are many, and they are both immediate and long term. The immediate consequences have included a marked increase in the number of adolescents with type II diabetes mellitus. In the 1999-2002 National Health and Nutrition Examination Survey, 0.5 percent of adolescents ages 12 through 19 years reported having diabetes, among whom 29 percent reported type II diabetes (Duncan, 2006). However, in a subsample of adolescents who did not report diabetes, 11 percent had impaired fasting glucose levels. This is equivalent to 39,000 adolescents ages 12 through 19 years with diabetes and 2.7 million with impaired glucose tolerance.

The longer-term consequences relate to the continuity in overweight over time. Although few adolescents will suffer the consequences of their obesity and lack of physical activity during their youth, nearly all overweight adolescents will be overweight as adults (Deshmukh-Taskar et al., 2006; Whitaker, Wright, Pepe, Seidel, & Dietz, 1997). In the Bogalusa  Heart Study, for example, nearly 90 percent of overweight adolescents became overweight adults (Freedman et al., 2005a; Freedman et al., 2005b).


Alcohol Use 

Approximately 60,000 people of all ages die in the United States annually from alcohol-related causes (Rivara, Garrison, Ebel, McCarty, & Christakis, 2004). About half of these deaths are due to heavy episodic drinking and half are due to chronic medium and high levels of regular drinking. Deaths from chronic drinking are uncommon during adolescence and young adulthood, whereas episodic drinking is a significant cause of death in people this age, primarily because of alcohol-related motor vehicle crashes.

Alcohol use is common during adolescence and peaks during young adulthood, with 28 percent of 12- to 20-year-olds in 2005 reporting that they consumed alcohol in the prior month. Among ninth through twelfth graders, 43 percent had at least one drink of alcohol in the prior month, and one-quarter report binge drinking in the prior month (Substance Abuse and Mental Health Services Administration, 2007). As shown in data from the Youth Risk Behavior Surveillance System, there have been decreases in drinking among high school youth in the first part of this decade, but no changes in the last few years (CDC, 2006b).

Data from the National Survey on Drug Use and Health may be more accurate because they include youth who are not in school. The data are less encouraging in that no group of adolescents shows a sustained decrease in binge drinking from 2002 through 2008, and binge drinking in young adults age 21 to 25 has actually increased substantially (see Figure 2.9). This type of drinking represents the most hazardous drinking for youth, because it markedly increases the risk of adverse consequences such as motor vehicle crashes, violence, unwanted sexual activity, and risky sexual behavior (Davis, Hendershot, George, Norris, & Heiman, 2007; Goldstein, Barnett, Pedlow, & Murphy, 2007). These data also show that the prevalence of binge drinking among people of all ages peaks at age 21.

The other consequence of early initiation of alcohol consumption, especially heavy consumption, is the increased risk for later alcohol dependence and adverse effects from chronic heavy drinking. The median age of onset of alcohol-use disorders is ages 19 through 20. A number of studies have shown that the earlier drinking begins, the greater the risk of alcohol use disorders (Grant & Dawson, 1997; Hingson, Heeren, Levenson, Jamanka, & Voas, 2002; Hingson, Heeren, Winter, & Wechsler, 2003; Hingson, Heeren, & Zakocs, 2001; Hingson, Heeren, Zakocs, Winter, & Wechsler, 2003). More than 40 percent of those who begin drinking at age 14 or younger develop alcohol dependence, compared with 10 percent of those who begin drinking at age 20 or older (Hingson, Heeren, & Winter, 2006). Data from the National Longitudinal Survey of Youth indicate that 14 percent of males ages 17 through 20 who engage in hazardous drinking continue to do so at ages 30 through 31, compared with only 4 percent of adolescents who were not harmful drinkers (McCarty et al., 2004).

FIGURE 2.9. Binge alcohol use in the past month

Source: Substance Abuse and Mental Health Services Administration (2007).
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As with smoking, the most successful interventions to prevent hazardous drinking among adolescents and young adults and decrease the risk of harm from it are population-based measures. These include raising the legal drinking age to 21 years, lowering the legal blood alcohol limit for driving to 0.08 for those over 21 (and zero tolerance for those under 21), administrative revocation of licenses for drunk driving, and raising the alcohol tax. The federal tax on alcohol has not kept up with inflation, and raising it one dollar per six-pack of beer could reduce deaths from harmful drinking by 1,490 deaths annually, equivalent to 31,130 discounted years of potential life saved (Hollingworth et al., 2006).

More than 40 percent of those who begin drinking at age 14 or younger develop alcohol dependence, compared with 10 percent of those who begin drinking at age 20 or older.



Illicit Drugs 

According to the National Survey on Drug Use and Health, the most common illicit drugs used by 12- to 17-year-olds in the prior month during 2006 were marijuana (6.7 percent of adolescents), psychotherapeutic agents (3.3 percent), inhalants (1.3 percent), and hallucinogens (0.7 percent; Substance Abuse and Mental Health Services Administration, 2007). Among 18- to 25-year-olds, the most common illicit drugs were marijuana (16.3 percent of adolescents), psychotherapeutic agents (6.4 percent), cocaine (2.2 percent), and hallucinogens (1.7 percent).

FIGURE 2.10. Illicit drug use in prior month

Source: Substance Abuse and Mental Health Services Administration (2007).
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The peak age for illicit drug use among people of any age is 18 to 20 years. As shown in Figure 2.10, there has been some fluctuation over the decade, but no dramatic trends are evident in this graph. However, it is important to realize that in 2006 an estimated 2.8 million persons aged 12 or older used an illicit drug for the first time within the past twelve months; this averages to nearly 8,000 initiates per day. The average age of initiation among persons 12 through 49 years was 19; the average age for initiation of PCP use was 16.3 years.

There are also important geographic differences. Illicit use of prescription pain relievers (such as OxyContin) among 12- to 17-year-olds is highest (8.7 percent) in areas with populations of fewer than 250,000; in large metropolitan areas, 6.9 percent of youth of this age report past-month use (Substance Abuse and Mental Health Services Administration, 2007). Among 18- to 25-year-olds, the prevalence is 13.5 percent and 11.0 percent, respectively.


Sexual Behavior 

Among high school students in grades nine through twelve, approximately one-third have been sexually active in the prior three months (see Figure 2.11). This proportion has decreased by 9.6 percent since 1991. By ages 18 through 19, the majority of both males and females have been sexually active in the prior twelve months with partners of the opposite sex (see Figure 2.12). This increases to approximately 85 percent for    both sexes by ages 20 through 24. By ages 18 through 19, approximately 5 percent of males and 14 percent of females have had at least one same-sex partner.

FIGURE 2.11. Sexual activity among ninth through twelfth graders

Source: CDC (2006b).
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FIGURE 2.12. Sexually active adolescents and young adults

Source: CDC (2006b).
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Risky sexual behavior is relatively common among adolescents in the United States, although there has been some significant improvement in trends over the last decade (Mosher, Chandra, & Jones, 2005). According to the 2005 Youth Risk Behavior Surveillance, 3.7 percent of females and 8.8 percent of males had had first sex before age 13, compared to 5.1 and 15.1, respectively, in 1991 (CDC, 2006b). Among high school-aged youth, approximately 14 percent have had four or more sexual partners—a 23.6 percent reduction since 1991 (see Figure 2.11). Condom use among this group during last sexual intercourse has increased from 46.2 percent in 1991 to 62.8 percent in 2005 (see Figure 2.13). However, sexual activity after alcohol or drug use—a known risk factor for STD and unwanted pregnancy—continues at more than one in five sexual encounters in this age group.

Chlamydia rates in women ages 15 through 24 have increased over the last five years, whereas rates among 10- to 14-year-olds have decreased somewhat (Figure 2.14). This may not represent an actual increase in cases, but better case finding due to improved screening (CDC, 2006a). On the other hand, AIDS cases among adolescents, at a low around 1998-1999, have increased by 75.9 percent among 13- to 19-year-olds, and 46.5 percent among 20- to 24-year-olds, reflecting continued risk of STD among adolescents and young adults (Figure 2.15).

FIGURE 2.13. Sexual behaviors during last sexual intercourse among ninth through twelfth graders

Source: CDC (2006b).
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FIGURE 2.14. Female chlamydia rates
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FIGURE 2.15. AIDS cases among adolescents and young adults

Source: CDC (2006a).
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Births to teenagers continue to decline since the early 1990s, although there has been an upswing in 2006, the first reported increase since 1991 (Hamilton, Martin, & Ventura, 2007). The rate of births to women 15 through 19 years of age was 41.9 births per 1,000 women in 2006, compared to 40.5 in 2005. The 2005 rate was the lowest rate recorded in the last sixty-five years. The rate for teens ages 10 through 14 has remained low, at 0.6 births per 1,000 (Hamilton, Martin, & Ventura, 2007; Hamilton, Minino, et al., 2007). Equally encouraging is that the overall teenage pregnancy rates have also declined substantially, by 35 percent from the peak in 1990, at 115.8 per 1,000, to 76.4 per 1,000 in 2002 (Guttmacher Institute, 2006; Ventura, Abama, Mosher, & Henshaw, 2007).


Injury-Related Behavior 

A variety of behaviors can dramatically affect an individual’s risk of serious or fatal injury. Perhaps the most important is seat belt use. The proportion of high school students who report rarely or never wearing a seat belt has decreased by 61 percent since 1991, to 10.2 percent in 2005 (CDC, 2006b). Fewer adolescents report riding in the past month with a driver who had been drinking; in 2005 this figure was 28.0 percent, down from 39.9 percent in 1991 (a 30 percent decrease). Less than 10 percent of adolescents reported that they drove after drinking in 2005, compared to 16.1 percent in 1991. The proportion of respondents who reported carrying a weapon in the prior thirty days decreased from 26.1 percent to 18.5 percent in 2005.




MENTAL HEALTH 

Mental health problems have a significant impact on functioning and well-being for people of all ages, including adolescents and young adults. This impact has been well documented using the “burden of disease” concept. This concept takes into account not only mortality and the age at death, but morbidity as well. This is especially relevant for considering the impact of chronic illness, in which most people do not die, but have lives marked by substantial disability. The unifying metric for this is the disability-adjusted life year, or DALY (McKenna, Michaud, Murray, & Marks, 2005), which takes into account the degree to which an individual with an illness is not able to function fully, the age of onset of the disability and its duration, as well as the number of deaths and the age at death. It is the sum of years of life lost due to death plus the years of healthy life lost due to disability from disease or injury.

According to the World Health Organization, in 2002 (the last year available) 12,781 DALYs per 100,000 population were lost from all causes in the United States. Noncommunicable diseases accounted for 10,367 DALYs, and neuropsychiatric disorders accounted for almost half of this, at 4,208 (World Health Organization, 2004). The single largest cause of DALYs lost in the United States was unipolar depression, accounting for 1,651 DALYs lost per 100,000 population in 2002.

As with risky behaviors, many mental health problems first emerge in adolescents and young adults. Recent data from the National Comorbidity Survey Replication demonstrate  both the common prevalence of mental illness and the fact that most mental health problems first appear before adolescence ends (Kessler et al., 2007). In this population of adults ages 18 and older surveyed in 2001-2003, the most common mental health disorders during the lifetime were major depressive disorder (16.6 percent) and alcohol abuse (13.2 percent). As a class, anxiety disorders were most common (28.8 percent), followed by impulse control disorders (24.8 percent), mood disorders (20.8 percent), and substance abuse (14.6 percent; Kessler et al., 2007).

Twenty-five percent of people who develop a mental health disorder during their lifetimes will have onset by age 7, 50 percent by age 14, and 75 percent by age 24.


As shown in Table 2.1, the median age of onset for any mental health disorder was 14 years, with an interquartile range of 7 through 24 years. This means that 25 percent of people who develop a mental health disorder during their lifetimes will have onset by age 7, 50 percent by age 14, and 75 percent by age 24. Anxiety disorders had an even younger median age of onset. For impulse control disorders, 75 percent had their onset by age 15, and 95 percent by age 23. Mood disorders had the latest median age of onset; nevertheless, 25 percent first occurred by age 18. The prevalence of mood disorders then increases linearly through middle age. Substance use disorders generally do not appear until young adulthood, but then increase rapidly in prevalence so that by age 27, 75 percent of people with substance use disorders would have had their onset. The age of onset of the various mental health disorders appears to be very similar across countries where it has been studied (Kessler et al., 2007).

TABLE 2.1. Median age of onset of mental health disorders

Source: Kessler et al., 2007.
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The National Comorbidity Survey Replication reported that approximately 1.5 percent of people had a lifetime prevalence of probable nonaffective psychoses  (Kessler et al., 2007). Treatment data from Australia indicate that the median age of presentation for the first episode of psychosis was 22 years, with an interquartile range of 19 through 25 years (Kessler et al., 2007). Thus, as with the disorders studied in the National Comorbidity Survey Replication, the majority of psychoses have their onset during adolescence and young adulthood (Kessler et al., 2007). Treatment of mental health disorders becomes more difficult and less successful with increasing duration of symptoms before therapy is begun. Among patients with DSM-IV disorders, only 41.1 percent had received treatment in the prior year (Wang et al., 2005).


SUMMARY 

The period of adolescence and young adulthood is a complex time in the life course of an individual. Most of the morbidity and mortality that occurs during this period is related to individuals beginning to experiment with and assume a variety of adult roles. Many high-risk behaviors among adults first began during adolescence and become well-established patterns of behavior by young adulthood (Park, Mulye, Adams, Brindis, & Irwin, 2006).

Many high-risk behaviors among adults first began during adolescence and become well-established patterns of behavior by young adulthood.


The trends over the last twenty-five years in these markers of adolescent and young adult health have been mixed (Park et al., 2006). Deaths from natural causes have largely declined, except for the increase during the 1990s in deaths from HIV infection. Deaths from external causes of unintentional injuries have also dropped, in some cases fairly dramatically, though deaths from violence have not decreased. The recent increase in suicide deaths among middle adolescents is of major concern, and the underlying reasons for this change must be examined and addressed.

Many of the behavioral markers have also declined over the last two decades, indicating that most adolescents and young adults are healthy and leading lives that are likely to result in a healthy adulthood. However, this trend is not true for all behaviors or for all groups. For example, the recent increase in the rate of births to teens in middle adolescence is of major concern and may reflect changes in the economy, a relaxation of fear of HIV infection, and changes in social networking. The heterogeneity of the adolescent and young adult population and their profiles reflect the heterogeneity of American society. Though a cause for celebration, this heterogeneity also requires a thoughtful, nuanced approach to efforts to improve the health of the individual adolescent and young adult as well as that of the entire population.
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KEY TERMS 

Adolescence and young adulthood 
Burden of disease concept 
Disability-adjusted life year (DALY) 
Moderate level of activity 
Overweight
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DISCUSSION QUESTIONS 

1. How has adolescent risk behavior changed over the last twenty-five years in the early, middle, and late stages of adolescence?
2. Explain the relationship between adolescent-onset mental health problems and disability-adjusted life years (DALYs).
3. Which adolescent risk behavior outlined in this chapter is most amenable to change? Which would you target as a focus of intervention? Why?



REFERENCES 

AAP Committee on School Health. (2004). Soft drinks in schools. Pediatrics, 113, 152-154.

Berkey, C. S., Rockett, H. R., Field, A. E., Gillman, M. W., & Colditz, G. A. (2004). Sugar-added beverages and adolescent weight change. Obesity Research, 12, 778-788.

Blumstein, A., Rivara, F. P., & Rosenfeld, R. (2000). The rise and decline of homicide—and why. Annual Review of Public Health, 21, 505-541.

Bowman, S. A., Gortmaker, S. L., Ebbeling, C. B., Pereira, M. A., & Ludwig, D. S. (2004). Effects of fast-food consumption on energy intake and diet quality among children in a national household survey. Pediatrics,  113, 112-118.

Centers for Disease Control and Prevention. (2006a). Trends in reportable sexually transmitted diseases in the United States, 2005. Vol. 2007.

Centers for Disease Control and Prevention. (2006b). Youth risk behavior surveillance: United States, 2005. Morbidity and Mortality Weekly Report, 55, 1-112.

Centers for Disease Control and Prevention. (2007a). Bridged-race population estimates, United States. Vol. 2007.

Centers for Disease Control and Prevention. (2007b). Compressed mortality file. Vol. 2007.

Centers for Disease Control and Prevention. (2007c). Suicide trends among youth and young adults aged 10-24 years: United States, 1990-2004. Morbidity and Mortality Weekly Report, 56, 905-908.

Davis, K. C., Hendershot, C. S., George, W. H., Norris, J., & Heiman, J. R. (2007). Alcohol’s effects on sexual decision making: An integration of alcohol myopia and individual differences. Journal of Studies on Alcohol and Drugs, 68, 843-851.

Deshmukh-Taskar, P., Nicklas, T. A., Morales, M., Yang, S. J., Zakeri, I., & Berenson, G. S. (2006). Tracking of overweight status from childhood to young adulthood: The Bogalusa Heart Study. European Journal of Clinical Nutrition, 60, 48-57.

DiFranza, J. R., Savageau, J. A., Fletcher, K., O’Loughlin, J., Pbert, L., Ockene, J. K., et al. (2007). Symptoms of tobacco dependence after brief intermittent use: The Development and Assessment of Nicotine Dependence in Youth-2 study. Archives of Pediatrics and Adolescent Medicine, 161, 704-710.

DiFranza, J. R., Savageau, J. A., Fletcher, K., Pbert, L., O’Loughlin, J., McNeill, A. D., et al. (2007). Susceptibility to nicotine dependence: The Development and Assessment of Nicotine Dependence in Youth-2 study.  Pediatrics, 120, e974-983.

Duncan, G. E. (2006). Prevalence of diabetes and impaired fasting glucose levels among US adolescents: National Health and Nutrition Examination Survey, 1999-2002. Archives of Pediatrics and Adolescent Medicine, 160,  523-528.

Ebbeling, C. B., Sinclair, K. B., Pereira, M. A., Garcia-Lago, E., Feldman, H. A., & Ludwig, D. S. (2004). Compensation for energy intake from fast food among overweight and lean adolescents. Journal of the American Medical Association, 291, 2828-2833.

Fishman, P. A., Ebel, B. E., Garrison, M. M., Christakis, D. A., Wiehe, S. E., & Rivara F. P. (2005).Cigarette tax increase and media campaign cost of reducing smoking-related deaths. American Journal of Preventive Medicine, 29, 19-26.

Freedman, D. S., Khan, L. K., Serdula, M. K., Dietz, W. H., Srinivasan, S. R., & Berenson, G. S. (2005a). The relation of childhood BMI to adult adiposity: The Bogalusa Heart Study. Pediatrics, 115, 22-27.

Freedman, D. S., Khan, L. K, Serdula, M. K., Dietz, W. H., Srinivasan, S. R., & Berenson, G. S. (2005b). Racial differences in the tracking of childhood BMI to adulthood. Obesity Research, 13, 928-935.

Goldstein, A. L., Barnett, N. P., Pedlow, C. T., & Murphy, J. G. (2007). Drinking in conjunction with sexual experiences among at-risk college student drinkers. Journal of Studies on Alcohol and Drugs, 68, 697-705. Grant, B. F., & Dawson, D. A. (1997). Age at onset of alcohol use and its association with DSM-IV alcohol abuse and dependence: Results from the National Longitudinal Alcohol Epidemiologic Survey. Journal of Substance Abuse, 9, 103-110.

Guttmacher Institute. (2006). U.S. teenage pregnancy statistics: National and state trends. New York: Guttmacher Institute.

Hamilton, B. E., Martin, J. A., & Ventura, S. J. (2007). Births: Preliminary data for 2006. National Vital Statistics Reports, 56, 1-18.

Hamilton, B. E., Minino, A. M., Martin, J. A., Kochanek, K. D., Strobino, D. M., & Guyer, B. (2007). Annual summary of vital statistics: 2005. Pediatrics, 119, 345-360.

Hingson, R., Heeren, T., Levenson, S., Jamanka, A., & Voas, R. (2002). Age of drinking onset, driving after drinking, and involvement in alcohol related motor-vehicle crashes. Accident Analysis and Prevention, 34,  85-92.

Hingson, R. W., Heeren, T., & Winter, M. R. (2006). Age of alcohol-dependence onset: Associations with severity of dependence and seeking treatment. Pediatrics, 118, e755-763.

Hingson, R., Heeren, T., Winter, M. R., & Wechsler, H. (2003). Early age of first drunkenness as a factor in college students’ unplanned and unprotected sex attributable to drinking. Pediatrics, 111, 34-41.

Hingson, R., Heeren, T., & Zakocs, R. (2001). Age of drinking onset and involvement in physical fights after drinking. Pediatrics, 108, 872-877.

Hingson, R., Heeren, T., Zakocs, R., Winter, M., &Wechsler, H. (2003). Age of first intoxication, heavy drinking, driving after drinking and risk of unintentional injury among U.S. college students. Journal of Studies on Alcohol and Drugs, 64, 23-31.

Hollingworth, W., Ebel, B. E., McCarty, C. A., Garrison, M. M., Christakis, D. A., & Rivara, F. P. (2006). Prevention of deaths from harmful drinking in the United States: The potential effects of tax increases and advertising bans on young drinkers. Journal of Studies on Alcohol and Drugs, 67, 300-308.

Kandel, D. B., & Chen, K. (2000). Extent of smoking and nicotine dependence in the United States: 1991-1993.  Nicotine and Tobacco Research, 2, 263-274.

Kessler, R. C., Amminger, G. P., Aguilar-Gaxiola, S., Alonso, J., Lee, S., & Ustun, T. B. (2007). Age of onset of mental disorders: A review of recent literature. Current Opinion in Psychiatry, 20, 359-364.

Ludwig, D. S., Peterson, K. E., & Gortmaker, S. L. (2001). Relation between consumption of sugar-sweetened drinks and childhood obesity: A prospective, observational analysis. Lancet, 357, 505-508.

McCarty, C. A., Ebel, B. E., Garrison, M. M., DiGiuseppe, D. L., Christakis, D. A., & Rivara, F. P. (2004). Continuity of binge and harmful drinking from late adolescence to early adulthood. Pediatrics, 114, 714-719.

McGinnis, J. M., & Foege, W. H. (1993). Actual causes of death in the United States. Journal of the American Medical Association, 270, 2207-2212.

McKenna, M. T., Michaud, C. M., Murray, C. J., & Marks, J. S. (2005). Assessing the burden of disease in the United States using disability-adjusted life years. American Journal of Preventive Medicine, 28, 415-423.

Mokdad, A. H., Marks, J. S., Stroup, D. F., & Gerberding, J. L. (2004). Actual causes of death in the United States, 2000. Journal of the American Medical Association, 291, 1238-1245.

Mosher, W. D., Chandra, A., & Jones, J. (2005). Sexual behavior and selected health measures: Men and women 15-44 years of age, United States, 2002. Advance Data, 362, 1-56.

Ogden, C. L., Carroll, M. D., Curtin, L. R., McDowell, M. A., Tabak, C. J., & Flegal, K. M. (2006). Prevalence of overweight and obesity in the United States, 1999-2004. Journal of the American Medical Association, 295, 1549-1555.

Ogden, C. L., Fryar, C. D., Carroll, M. D., & Flegal, K. M. (2004). Mean body weight, height, and body mass index, United States, 1960-2002. Advance Data, 347, 1-17.

Park, M. J., Mulye, T. P., Adams, S. H., Brindis, C. D., & Irwin, C. E., Jr. (2006). The health status of young adults in the United States. Journal of Adolescent Health, 39, 305-317.

Rivara, F. P., Ebel, B. E., Garrison, M. M., Christakis, D. A., Wiehe, S. E., & Levy, D. (2004). Prevention of smoking-related deaths in the United States from interventions during childhood and adolescence. American Journal of Preventive Medicine, 27, 118-125.

Rivara, F. P., Garrison, M. M., Ebel, B., McCarty, C. A., & Christakis, D. A. (2004). Mortality attributable to harmful drinking in the United States, 2000. Journal of Studies on Alcohol and Drugs, 65, 530-536.

Rubinstein, M. L., Thompson, P. J., Benowitz, N. L., Shiffman, S., & Moscicki, A. B. (2007). Cotinine levels in relation to smoking behavior and addiction in young adolescent smokers. Nicotine and Tobacco Research, 9,  129-135.

Substance Abuse and Mental Health Services Administration. (2007). Results from the 2006 National Survey on Drug Use and Health. Rockville, MD: Department of Health and Human Services.

Sussman, S., Sun, P., & Dent, C. W. (2006). A meta-analysis of teen cigarette smoking cessation. Health Psychology, 25, 549-557.

U.S. Census Bureau. (2004). Foreign-born population of the United States: Characteristics of the population by generation. Vol. 2007.

U.S. Census Bureau. (2007). Current population survey: Annual social and economic supplement. Vol. 2007.

Ventura, S. J., Abama, J. C., Mosher, W. D., & Henshaw, S. K. (2007). Recent trends in teenage pregnancy in the United States, 1990-2002. Atlanta: National Center for Health Statistics.

Wang, P. S., Lane, M., Olfson, M., Pincus, H. A., Wells, K. B., & Kessler, R. C. (2005). Twelve-month use of mental health services in the United States: Results from the National Comorbidity Survey Replication.  Archives of General Psychiatry, 62, 629-640.

Whitaker, R. C., Wright, J. A., Pepe, M. S., Seidel, K. D., & Dietz, W. H. (1997). Predicting obesity in young adulthood from childhood and parental obesity. New England Journal of Medicine, 337, 869-873.

Wiehe, S. E., Garrison, M. M., Christakis, D. A., Ebel, B. E., & Rivara, F. P. (2005). A systematic review of school-based smoking prevention trials with long-term follow-up. Journal of Adolescent Health, 36,  162-169.

World Health Organization. (2004). Revised global burden of disease estimates. Vol. 2007.




CHAPTER  3

THEORIES OF ADOLESCENT RISK TAKING: THE BIOPSYCHOSOCIAL MODEL

JESSICA M. SALES ■ CHARLES E. IRWIN JR.




LEARNING OBJECTIVES 

After studying this chapter, you will be able to• Analyze a multidimensional framework in which socioenvironmental factors affect existing biological and psychological predispositions to influence risk-taking behavior.
• Summarize existing unidimensional theories of adolescent risk-taking behavior.
• Describe future directions for using the biopsychosocial model in understanding adolescent risk taking.



Adolescence is a stage of life characterized by marked physical, cognitive, social, and emotional change. Normative adolescent development consists of increased independence, a change in family relationships toward greater interdependence, prioritizing peer affiliations, identity formation, increased awareness of morals and values, and cognitive maturation, all of which are set against the backdrop of rapid physiological change. Along with the enormous “positive growth” seen during adolescence, this developmental stage also brings increased exploration and risk taking. Risk is defined as a chance of loss, and risk taking is often defined as engaging in risky behaviors that may have harmful consequences (Beyth-Marom & Fischoff, 1997).

Although risk-taking behaviors are considered to be a normative part of adolescence, these behaviors are nonetheless concerning to parents, teachers, clinicians, researchers, and society because they endanger adolescents’ health and well-being. For instance, adolescents frequently engage in health-endangering and problematic behaviors including use of tobacco and alcohol, experimentation with drugs, unsafe sexual activities, poor eating habits, as well as delinquent actions (Sullivan & Terry, 1998; Grumbaum et al., 2004).

Unfortunately, the behaviors established during adolescence often become major contributors to the health problems of adults (Park, Mulye, Adams, Brindis, & Irwin, 2006). The potential long-term result of prevalent adolescent risk-taking behaviors include substance abuse, unwanted pregnancies, sexually transmitted infections (STIs) including HIV, obesity or other health problems caused by problem eating (eating disorders), and serious criminal activity. For instance, in 2006 the Monitoring the Future Study found that 45.3 percent of high school seniors had consumed alcohol and 18.3 percent had used marijuana in the past thirty days, and that the use of prescription-type drugs was high (Johnston, O’Malley, Bachman, & Schulenberg, 2006). Moreover, for the first time in fourteen years, the adolescent pregnancy rate rose in 2006 (Centers for Disease Control and Prevention [CDC], 2008), and recent reports indicate that one in four adolescent females have had an STI. Finally, juveniles accounted for 17 percent of all arrests and 16 percent of all violent crime arrests in 1999, including 14 percent of aggravated assault arrests, 17 percent of forcible rape arrests, and 24 percent of weapons arrests (Snyder, 2000). Adolescent death can be the ultimate consequence, with most cases of mortality (approximately 75 percent) in the United States during the adolescent period resulting from preventable causes like accidents, homicide, and suicide (Fingerhut & Anderson, 2008). Thus, understanding adolescent risk taking has become a public health priority.

A variety of factors, including biological, psychological, and environmental, have been found to be associated with adolescent risk-taking behaviors. However, many theories of risk-taking behavior are unidimensional and focus predominantly on one domain of factors—whether biological, psychological, or environmental—as they affect risk taking. To provide a more comprehensive framework for examining the range of factors thought to influence the likelihood of adolescents engaging in risk-taking behavior a theory or model must simultaneously take into account the roles of biology, psychosocial influences, and the environment. In line with this ideology,  a recent report from the working group of the National Institutes of Health (NIH) Advisory Committee on research in the basic behavioral and social sciences has prioritized the need for a better understanding of the interaction among biology, environment, and behavior and emphasizes the utility of such an approach for advancing our understanding of behavior, particularly behaviors which place one at risk (Working Group of the NIH Advisory Committee, 2004). Consistent with the recommendations of the NIH Advisory Committee, the biopsychosocial model of risk taking (Irwin & Millstein, 1986) provides a framework in which social and environmental factors are brought to bear on existing biological and psychological predispositions to influence risk-taking behavior.

The remainder of this chapter reviews some of the unidimensional theories of risk taking—the biological, psychological, and environmental theories—and provides an overview of the multidimensional biopsychosocial model of risk taking. Empirical evidence supporting the biopsychosocial model is also presented. Future directions for the utility of the biopsychosocial model in advancing our understanding of adolescent risk taking are then discussed.

The National Institutes of Health Advisory Committee on research in the basic behavioral and social sciences has prioritized the need for a better understanding of the interaction among biology, environment, and behavior.





BIOLOGICALLY BASED THEORIES OF RISK TAKING 

Biologically based theories suggest that risk-taking behaviors result from four sources: (1) genetic predispositions, (2) “direct” hormonal influences, (3) the influence of asynchronous pubertal timing (puberty that begins earlier or later than that of peers), and (4) brain and central nervous system development. Examples of each type of biological influence are presented here in turn.


Genetic Predispositions 

The familial nature of health risk behaviors has led some to speculate about the role of genetic predispositions in risk-taking behaviors. Evidence from family studies demonstrates that risk-taking behaviors tend to cluster within families. For instance, certain families have a greater propensity for injury-related behavior. Schor (1987) found that a small number of families accounted for a disproportionately large number of injury-related health care visits, and individual members of these “high-injury” families had similar rates of unintentional injuries, with injury rates being stable over time. Moreover, genetic models have been employed to explain familial patterns of substance use. Many studies have demonstrated that children of alcoholics are more likely than children of nonalcoholics to abuse alcohol (Adger, 1991; Marlatt, Baer, Donovan, & Kivlahan, 1988). Twin-adoption studies have indicated that the association is more than the product of shared environment or learned behaviors, as children of alcoholic biological parents show a greater predisposition toward alcohol abuse even when raised by nonalcoholic adoptive parents (Cloninger, 1987).

Historically, the study of genetic influences on human behavior has been difficult and controversial, but with recent advances in gene mapping techniques, we now have the capability to further explore the role of genetic predispositions. For example, with regard to alcohol use, genetic studies support the Al allele of the D2 dopamine receptor gene (DRD2) as a risk marker for alcoholism and substance use disorders. Conner and colleagues (2005) found that male adolescents with the A1(+) allele tried and got intoxicated on alcohol more often than boys without this genetic marker, providing support for the DRD2 A1 allele as a marker identifying a subgroup of adolescent males at high risk for developing substance use problems. Identification of other genetic markers that predispose adolescents toward other risk-taking behaviors may be on the horizon.


Direct Hormonal Influences 

Hormones have been postulated to play a role in the onset of adolescent risk-taking behavior, both directly and indirectly, through their role in pubertal development. For example, Udry, Billy, Morris, Groff, and Raj (1985) found that the rise in testosterone levels during adolescence was related to male coital debut. Female coital initiation was related to social controls and pubertal development (Udry, Talbert, & Morris, 1986).


Influence of Asynchronous Pubertal Maturation 

The timing of pubertal maturation is related to both genetics and hormonal fluctuations. For example, the menarcheal ages of mothers and daughters are typically correlated, and physical development is preceded by elevations in respective sex steroid levels. Asynchronous pubertal maturation (maturation that is earlier or later than that of peers) is hypothesized to be a factor in risk taking (Irwin & Millstein, 1986). Adolescents who appear physically mature may be more apt to engage in “adult” behaviors such as smoking, drinking, and sexual intercourse (Brooks-Gunn, 1988). This potential early onset of risky behaviors could be the product of associating with an older peer group in which these behaviors may be more normative. Research indicates that early-maturing females are more likely to initiate sexual intercourse at younger ages (Phinney, Jensen, Olsen, & Cundick, 1990). Younger age at sexual debut is associated with less consistent contraception and increased numbers of lifetime sex partners, resulting in an increased risk for pregnancy and STDs (Kaestle, Halpern, Miller, & Ford, 2005; Ford et al., 2005; Manning, Longmore, & Giordano, 2000).


Brain and Central Nervous System Development 

From a developmental neuroscience perspective, the slow maturation of the cognitive-control system in the brain, which regulates impulse control, makes adolescence a time of heightened vulnerability for risk-taking behavior (Steinberg, 2004). According to Steinberg (2007), adolescent risk taking is the product of both logical reasoning and psychosocial factors. Logical reasoning abilities are mostly fully developed by the age  of fifteen, but psychosocial capacities (impulse control, emotion regulation, delay of gratification, and resistance to peer influence) that facilitate decision making and moderate risk taking are guided by the cognitive-control systems in the brain, which continues to mature well into young adulthood (Steinberg, 2004; 2007). The cognitive-control system, which consists mainly of outer regions of the brain such as the lateral prefrontal and parietal cortices and portions of the anterior cingulated cortex, is involved in executive function tasks like planning, thinking ahead, impulse control, and self-regulation (Giedd, 2008). Recent research from behavioral science is consistent with Steinberg’s position. For instance, his laboratory-based research found that the presence of peers more than doubled the number of risks teenagers took in a video driving game and increased risk taking by 50 percent in college students, but had no effect among adults (Gardner & Steinberg, 2005).


Beyond Biology 

Biological development during adolescence is accompanied by physiological changes in the ways in which adolescents perceive both themselves and the world around them. Cognitive development may occur in concert or asynchronously with physical development. When physical development precedes cognitive development (as is often the case with females experiencing early maturation), adolescents are at increased risk for behavioral morbidities. The social world may have unrealistic or unhealthy expectations of mature-appearing adolescents whose lack of experience and relative cognitive and social maturity (or immaturity) may increase their vulnerability. For example, when biological models are expanded to include environmental variables, the combined effects of biological (hormonal) and environmental (social) factors explain more of the variation in problem behaviors (smoking cigarettes or marijuana, drinking alcohol, or having sex) than either of these factors alone.

The combined effects of biological and environmental factors explain more of the variation in problem behaviors than either of these factors alone.





PSYCHOLOGICALLY BASED THEORIES OF RISK TAKING 

Psychologically based theories of risk-taking behavior examine the roles of cognition, personality traits, and dispositional characteristics such as self-esteem in risk-taking behavior. Each of these roles is discussed in turn here.


The Role of Cognition 

Cognitive theories of risk-taking behavior look at the ways in which individuals perceive risk and make decisions about risk taking. Adolescent risk perception theory has been influenced by the premise that adolescents are “optimistically biased” in their perception of risk or that they believe themselves invulnerable. The concept of invulnerability has been used to explain adolescent risk-taking behavior, although little evidence supports this assumption. In fact, people of all ages underestimate their  likelihood of experiencing negative events. Adolescents do not appear to be more biased in that regard than adults.

A great deal of work has examined the role of decision making on risk taking. Fischoff (1992) identified five salient components of decision making: (1) identify alternative options, (2) identify possible consequences, (3) evaluate the desirability of the potential consequences, (4) assess the likelihood of those consequences, and (5) combine the information to make a decision. According to Keating (1990), by middle adolescence most individuals make decisions in a manner similar to adults. By fourteen or fifteen years of age, adolescents have the ability to generate and evaluate a range of alternative options. Although the decision-making process may be similar for adolescents and adults, the content of the aforementioned components may differ substantially based on, among other things, experience, biases, judgment, social pressure, and situations. In support of this position, Beyth-Marom, Austin, Fischoff, Palmgren, and Jacobs-Quadrel (1993) found that adolescent and adult patterns of response to potential risk were similar, with both producing more negative consequences than positive ones. However, overall adults reported more consequences than adolescents.

There is some evidence that adolescents give greater weight to proximal consequences than distal ones when making decisions.


There is some evidence that adolescents give greater weight to proximal (less severe) than distal (potentially more severe) possible consequences when making decisions. For example, Kegeles, Adler, and Irwin (1988) found that among a group of fourteen- to sixteen-year-olds, intentions to use condoms were not related to the adolescents’ beliefs about the degree to which condoms prevent STDs or pregnancy. Rather, intentions to use condoms were correlated with the degree to which the adolescents perceived that condoms are easy to use, popular with peers, and would facilitate spontaneous sex. Adolescent smokers and nonsmokers have similar perceptions of their risk for long-term morbidities such as cancer (Greening & Dollinger, 1991). On the other hand, adolescent smoking prevention programs have successfully emphasized the immediate physiologic consequences of smoking (Flay, 1985).

With regard to perception of risk, adolescents are no worse than adults at perceiving risk or estimating vulnerability to risk (Reyna & Farley, 2006). For instance, Millstein and Halpern-Felsher (2002) demonstrated that increasing the salience of the risks associated with making a potentially dangerous decision had the same effect on adolescents and adults. Moreover, few age differences have been found in individuals’ evaluations of the risks inherent in a variety of dangerous behaviors or in judgments about the seriousness of consequences resulting from risky behavior (Beyth-Marom, Austin, Fischoff, Palmgren, & Jacobs-Quadrel, 1993).


The Role of Personality 

The relative influence of individual factors on adolescent decision making may reflect a general tendency toward unconventional behavior. Jessor’s Problem Behavior Theory links “unconventionality” in personality (as well as perceived environment  and behavioral systems) with an increased likelihood of engaging in problem behaviors such as risky sexual activity, substance use, and delinquency (Jessor & Jessor, 1977). Unconventionality in the personality system is represented by a greater value placed on independence than achievement, lower expectations for academic achievement, lesser religiosity, and greater tolerance for deviance. These factors have been correlated with problem drinking, marijuana use, and early sexual debut (Jessor, 1976; Jessor, Chase, & Donovan, 1980).

Sensation seeking as a personality trait has been used to explain risk-taking behavior. According to Zuckerman (1979), sensation seeking is a “trait defined by the need for varied, novel and complex sensations and experiences and willingness to take physical and social risks for the sake of such experiences.” Zuckerman developed a Sensation-Seeking Scale to assess individual differences in optimal levels of arousal. There is a tendency for high-sensation seekers to perceive less risk in many activities than low-sensation seekers. But even when the evaluation of the risk involved is equal between the two groups, high-sensation seekers are likely to anticipate more positive potential outcomes than low-sensation seekers. Sensation seeking has been associated with risk-taking behaviors such as substance abuse, reckless motor vehicle use, delinquency, and risky sexual behavior (Andrucci, Archer, Pancoast, & Gordon, 1989; Newcomb & McGee, 1991; Tonkin, 1987; Zuckerman, 1991; Kalichman & Rompa, 1995). Interestingly, sensation seeking has been linked to a number of biological markers, including electrodermal and heart rate responses, cortical evoked potentials, and testosterone levels (Zuckerman, 1990).

The impulsivity seen among sensation-seekers may be seen in psychopathologic states that have been linked to an increased likelihood of risk-taking behaviors, primarily in male adolescents. Attention deficit hyperactivity disorder (ADHD) in males has been associated with an increased risk for delinquency. One study found that male youths with ADHD had arrest rates more than twice those of controls (Farrington, Loeber, & Van Kammen, 1990, as cited in U.S. Congress Office of Technology Assessment, 1991). Similarly, male youth with conduct disorders are at increased risk for alcohol and substance abuse (Kazdin, 1989). Finally, neuropsychological testing reveals a variety of cognitive differences between nonaggressive, matched control adolescents and aggressive, violent adolescents (Moffitt, 1990, as cited in Earls, Cairns & Mercy, 1993).


The Role of Dispositional Characteristics 

Self-esteem, depression, and locus of control have often been cited as theoretical predictors of risk-taking behavior. Lower self-esteem has been associated with sexual debut in adolescent females (Orr, Wilbrandt, Brack, Rauch, & Ingersoll, 1989). Depressive mood and stress are related to initiation and intensity of adolescent tobacco use (Covey & Tam, 1990) and, more recently, to various risky sexual behaviors in both adolescent males and females (Crepaz & Marks, 2001). Depression and external locus of control have been implicated in substance use (Baumrind, 1987; Dielman, Campanelli, Shope, & Butchart, 1987). Additionally, Kohler (1996) examined the relationship between locus of control, sensation seeking, critical-thinking skills, and risk taking  among adolescents. He found a significant correlation between risk taking and gender, critical thinking, and locus of control. Research has not supported a consistent role for any of these psychological factors, however (Dryfoos, 1990; McCord, 1990; Spitalnick, Younge, Sales, DiClemente, Crosby, & Salazar, under review).


Beyond the Psychological 

In summary, cognitive factors such as risk perception and decision making contribute to adolescent risk taking. Adolescents’ decision-making processes appear to differ little from their adult counterparts, although differences appear in the content of issues they bring to bear on their decisions. Adolescents lack adult experience interacting with the social and environmental world in general and engaging in decision making specifically. Their judgments cannot reflect the influence of these experiences. Secondly, the influence of peers peaks in early to middle adolescence, as reflected by the high levels of conformity at this age. As a result, decisions during this period may rely more heavily on peer input. Finally, adolescents appear to give greater weight to short-term potential consequences than long-term ones.

The relative strength of the influences on adolescent risk-related decision making may reflect young people’s tendencies toward unconventionality and sensation seeking. Although the tendency toward sensation seeking is clearly related to increased rates of risk-taking behaviors, not all risk-taking behavior can be construed as sensation seeking. Psychological disequilibrium in the form of excessive aggression, impulsivity, and attention deficit and conduct disorders increase the likelihood of adolescents engaging in risk-taking behavior. And although depression has been linked to substance abuse and risky sexual behaviors, the role of depressive mood in other types of risk behavior has yet to be established. The evidence for a causal role for self-esteem and locus of control is unclear.

Biological and psychological factors are themselves important determinants of risk-taking behavior. They also are the personal filters through which social and environmental stimuli are interpreted and translated into action.




SOCIAL AND ENVIRONMENTAL THEORIES OF RISK TAKING 

Social or environmental models of risk-taking behavior look at the roles of peers, parents, family structure and function, and institutions (school and church) in risk-taking behaviors. These theories examine how social and environmental contexts provide models, opportunities, and reinforcements for adolescent participation in risk-taking behaviors. The roles of family, peers, and society in risk-taking behaviors are presented in turn here.


The Role of Family 

Adolescence is a time of emerging autonomy and individuation from the family. Recent evidence suggests that most adolescents maintain close relations with their  parents despite the “minor perturbations” accompanying this transition (Steinberg, 1993). Moreover, the majority of adolescents cope successfully with the demands of physical, cognitive, and emotional development during this time period (Cicchetti & Rogosch, 2002). As a result, a model of transformation, realignment, and revision of roles and expectations has largely replaced traditional views of adolescent “storm and stress.” Consistent with this view, parents continue to influence their children’s behavior throughout adolescence.

Parents play an important role in determining adolescent involvement in risk behaviors. Adolescents may “learn” to engage in risk-taking behavior by observing their parents’ behavior. Parental modeling of and permissive attitudes toward substance use have been implicated in the initiation of substance use in early adolescence (Hawkins & Fitzgibbon, 1993; Werner, 1991). Adolescents are less likely to abuse substances and to initiate sexual activity when parents provide emotional support and acceptance and have a close relationship with their children (Turner, Irwin, Tschann, & Millstein, 1993).

Family structure correlates fairly consistently with adolescent risk-taking behavior. Adolescents from single-parent families are more likely to use illicit substances (Flewelling & Bauman, 1990). Female adolescents from single-parent families are more likely to initiate intercourse and less likely to use contraception than their peers from intact families (Hayes, 1987; Mosher & McNalley, 1991). The nature of the relationship between family structure and adolescent risk-taking behavior is unclear. Newcomer and Udry (1987), for example, found that male adolescents’ initiation of sexual intercourse was more closely related to disruption of a two-parent household than living in a single-parent household per se. The association of risk-taking behaviors with single-parent families may be related to lower levels of adolescent supervision. A recent study found a two-fold increase in substance use among eighth graders who took care of themselves after school as compared to their supervised peers (Richardson et al., 1989).

Parental monitoring has been widely studied as an important correlate of adolescent risk-taking behavior (Jaccard & Dittus, 1991). Monitoring and supervision incorporates both communication between parent and child, and supervision of the youth. Borawski, Ieveres-Landis, Lovegreen, and Trapl (2003) found that perceived parental monitoring combined with trust served as a significant protective factor against sexual activity for both genders, and against tobacco and marijuana use in females and alcohol use in male adolescents. Less parental monitoring has been associated with increased participation in antisocial activities, sexual risk taking, and increased substance use or abuse (Chilcoat, Breslau, & Anthony, 1996; Mulhall et al., 1996; Smith & Rosenthal, 1995; Steinberg, 1990).

Clearly the influence of family structure and monitoring on adolescent risk taking is related to characteristics of the parent-child relationship. In one study the effects of family structure on adolescent risk taking were no longer significant when sociodemographic variables and the emotional distance between parents and adolescent children were taken into account (Forman, Irwin, and Turner, 1990).

Parental influence on adolescent behavior appears to vary with the quality of the relationship between the adolescent and the parent. High levels of familial conflict are associated with increased rates of adolescent risk-taking behaviors. Bijur, Kurzon, Hamelsky, and Power (1991) noted that compared to youth from low-conflict families, British youth from families reporting a high degree of adolescent-parent conflict were almost three times as likely to report having injuries requiring hospitalization. Family cohesion, on the other hand, is associated with lower rates of sexual activity and substance use among early adolescents (Turner et al., 1993).

Parent-child relationships characterized by conflict, increased emotional distance, and nonresponsiveness increase the likelihood of adolescents engaging in risk behaviors.


Parental approaches to child rearing may influence adolescents’ likelihood of engaging in risk-taking behaviors. Baumrind (1991) found an association between adolescent substance use and parenting styles. Adolescents whose parents were “authoritative” (demanding and responsive) were less likely to use substances than either those with “authoritarian” (demanding but unresponsive) or those with “permissive” (nondemanding but responsive) parents. Adolescent with “neglecting and rejecting” parents were the most likely to engage in substance abuse.

In summary, family approval and modeling of risk behavior has been linked to adolescent risk-taking behavior. Family structure is also related to adolescent risk-taking behavior; however, the relationship appears to be mediated by the nature of parent-child interactions. Parent-child relationships characterized by conflict, increased emotional distance, and nonresponsiveness increase the likelihood of adolescents engaging in risk behaviors.


The Role of Peers 

One of the developmental tasks of adolescence involves individuation from the family and identification with a peer group. As a result, parental impact on risk-taking behavior may wane as peer influences increase throughout adolescence. According to Jessor and Jessor (1977), the relatively greater influence of peers compared to parents is associated with a greater tendency (or proneness) toward problem behaviors. Consistent with this theory, Jessor and colleagues found that the relative dominance of peer influence over parental influence predicted marijuana use, problem drinking, and precocious sexual debut (Jessor, Chase, & Donovan, 1980; Jessor, Costa, Jessor, & Donovan, 1983).

Peer influence has been cited as a factor in adolescent substance use (Kandel, 1985; Newcomb & Bentler, 1989; Heights & Jenkins, 1996), alcohol use (Urberg, Degirmencioglu, & Pilgram, 1997), delinquency (McCord, 1990), and sexual behaviors. Billy and Udry (1985) found, for example, that a white virgin adolescent female whose best male and female friends were sexually active was almost certain to become sexually active within two years. Also, adolescents are usually accompanied by one or more persons when committing crimes that range in seriousness from vandalism and drug use (Erickson & Jensen, 1977) to rape and homicide (Zimring, 1998).

One explanation of how peers exert influence on adolescent risk taking is put forth by Lashbrook (2000), who demonstrated that older adolescents may attempt to avoid negative emotions, such as feelings of isolation and inadequacy, by participating in risky behaviors with peers. Traditionally, “peer pressure” has been viewed as an etiologic factor in adolescent risk-taking behavior. However, it is still unclear whether risk behaviors are initiated in order to conform to an existing peer group or whether those inclined to engage in risk-taking behaviors are drawn to those who are similarly inclined.


The Role of Society 

Societal influences such as mass media and community norms may also influence risk-taking behavior. Role models for such behavior are regularly presented by the media (including unprotected sexual behavior and alcohol use), though evidence for the influence of these models on actual behavior is lacking. Different communities and neighborhoods provide adolescents with opportunities and motivations to engage in risk-taking behavior. Local peer norms reflected in local rates of substance use and teen pregnancy create expectations of “typical” adolescent behavior (Crockett & Petersen, 1993). Local ordinances permitting cigarette vending machines or lower ages to purchase alcohol provide opportunities to engage in risk-taking behavior. Johnston, O’Malley, and Bachman (1993) have shown, however, that the perceived availability of marijuana in a community is not necessarily related to prevalence of use by adolescents. Declines in marijuana use by high school seniors have been accompanied by unchanged or even increased perceived availability in recent years.

Cultural expectations may influence the onset of risk-taking behavior. For example, despite similar ages of sexual debut, the United States has the highest rates of adolescent childbearing and abortion in the developed world (Martin et al., 2006). These rates are thought to be related to differing cultural attitudes toward adolescent sexuality and contraception (Geronimus, 2003). Even within the United States, contraception rates vary significantly by ethnicity and religious affiliation (Brewster, Cooksey, Guilkey, & Rindfuss, 1998; Santelli, Morrow, & Carter, 2004). Rates of adolescent substance use and early sexual debut also differ among different ethnic groups (Guerra, Romano, Samuels, & Kass, 2000; Cavanagh, 2004). (Ethnicity-associated differences may be confounded by factors related to socioeconomic status.)


Beyond Environment 

The range of theories reflects the complexity of the interaction between adolescents and their social world. The biopsychosocial model provides a framework in which social environmental factors are brought to bear on existing biological and psychological predispositions to influence risk-taking behavior.




THE BIOPSYCHOSOCIAL MODEL OF RISK TAKING 

The biopsychosocial model integrates two areas of research that have often been considered separately: (1) the relationship of biological development to psychosocial  processing during adolescence, and (2) the relationship of risk-taking behaviors to psychosocial correlates of these behaviors. Specifically, according to this model, biological, psychological, and social or environmental factors influence adolescent risk-taking behaviors (Irwin & Millstein, 1986). The timing of biological maturation directly influences four areas of psychosocial functioning: cognition, perceptions of self, perceptions of the social environment, and personal values. According to this model, biological, psychological, and social or environmental variables—mediated by perceptions of risk and peer-group characteristics—then predict adolescent risk taking. Biological variables influencing adolescent risk-taking behavior include pubertal timing, hormonal effects, and genetic predispositions. Psychological variables associated with risk taking include self-esteem, sensation seeking, and cognitive and affective states. Social influences on adolescent risk taking include peers, parents, and school (see Figure 3.1).

FIGURE 3.1. The biopsychosocial model of risk-taking behavior

Source: Adapted from Irwin and Millstein (1986).
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Given the framework of the biopsychosocial perspective, Irwin and colleagues (Irwin, 1990; Irwin & Millstein, 1986; Irwin & Ryan, 1989) have elaborated on the theory to include conditions that may increase the probability that a given adolescent will engage in risk-taking behaviors (see Figure 3.2). Biological factors thought to  predispose adolescents to risk-taking behaviors include male gender, genetic predispositions, and hormonal influences. Psychological predisposing factors include sensation seeking, risk perception, depression, and low self-esteem. Social and environmental predisposing factors include maladaptive parenting styles, parental modeling of risk behaviors, peer behaviors, and socioeconomic status. Finally, adolescent vulnerability to risk-taking behaviors may be increased situationally by family disruption, school transitions, substance use, and peer initiation of risk-taking behaviors.

 FIGURE 3.2. Factors contributing to the onset of risk-taking behaviors during adolescence

Source: Irwin and Ryan (1989); Irwin and Millstein (1986).
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Support for the Biopsychosocial Model 

Support for the biopsychosocial model comes from a number of sources. Early maturational timing is associated with a more negative self-image and, among female adolescents, with earlier onset of sexual activity (Brooks-Gunn, 1988). Early maturation is a risk factor for the initiation of substance use in both male and female adolescents (Tschann et al., 1994). Studies by Jessor and Jessor (1977) support the role of perceived environment and personal values in the onset of adolescent risk-taking behavior—specifically, the predominance of peer over parental influence and the greater personal value placed on independence than achievement resulted in a greater likelihood of adolescents engaging in risk-taking behavior. Among Japanese students, results from a structural equation analysis showed that egocentrism contributes directly to health-endangering behaviors, whereas influences of self-esteem and perceived social norms are mediated by risk perception (Omori & Ingersoll, 2005). Moreover, Hughes and colleagues (1991) conducted a study with urban delinquent youth and concluded that alcohol and substance abuse during adolescence added to biological predispositions, educational difficulties, and coercive family environments, all of which contribute to delinquent behavior.

Several recent review articles also provide support for the utility of the biopsychosocial model in explaining disordered eating, conduct problems, and aggression and delinquency in adolescents. Disordered eating and the pursuit of muscularity in adolescent males are consistently associated with biological factors such as body mass index (BMI), psychological factors such as negative affect and self-esteem, and sociocultural factors such as perceived pressure to lose weight by parents and peers (Ricciardelli & McCabe, 2004). Dodge and Pettit (2003) conducted a review of the empirical findings pertaining to the development of chronic conduct problems in adolescence. They concluded that reciprocal influences among biological dispositions, contexts, and life experiences lead to recursive iterations over time that either worsen or diminish antisocial development. Additionally, adolescents’ cognitive and emotional processes mediate the relationship between life experiences and conduct problems. Finally, a review by Celio, Karnik, and Steiner (2006) found that early maturation is a risk factor for aggression and delinquent behavior in adolescent girls. However, the way in which early physical maturation is perceived and treated by family, peers, and society often determines how adolescent girls respond. Thus, across various behavioral  domains, research supports the utility of the biopsychosocial model for explaining adolescent risk taking.


SUMMARY 

Because of the complexity of the biopsychosocial approach, it has been difficult to empirically examine all the factors making up the model in one study. However, with recent advances in technology and a concerted effort by researchers (and funding agencies) to engage in interdisciplinary collaborations to more thoroughly examine complex human behaviors, future research may be able to do so.

For instance, the recent mapping of the human genome allows for exploration of the biological underpinnings of behavior and cognition in ways not possible even a decade ago. Advances in gene mapping have led to findings implicating particular genes in alcoholism and substance use disorders (Conner et al., 2005). Also, genetic markers for impulsivity and depression are currently being explored, and the identification of other genetic markers that predispose adolescents toward various risk-taking behaviors may be on the horizon.

Advances in brain imaging science have allowed researchers to examine the brain across development stages and while engaging in problem solving. Neuroimaging studies have revealed that decision making in adult brains is composed of two networks: a highly interconnected cognitive-control network that biases decisions in favor of rational outcomes and a socioemotional network that biases decision making toward reward-based demands (Chein, 2008). The cognitive-control network can regulate the behavior of the socioemotional network, allowing for people to make rational, utilitarian decisions. However, neither of these systems is fully matured during adolescence, and each one develops along different timetables (Giedd, 2008). Therefore, these two underdeveloped networks and their differing rates of development pave the way for heightened risk taking during adolescence, which, as demonstrated by Gardner and Steinberg’s (2005) work with teen drivers, may be further compounded by the influence of peers and other social and environmental factors. Although great scientific advances have been made through neuroimaging studies, our understanding of the relationship between neuroimaging findings and behavior is still in its infancy and a subject of great academic interest and active research. Demonstrating straightforward relationships between the size of, or neural activity in, a particular brain region and a specific behavior or ability has been rather elusive to date (Giedd, 2008).

Technological advances have also improved researchers’ ability to assess adolescent risk taking, as well as psychological and environmental influences on risk taking. For example, it is now possible to detect through self-collected vaginal swab specimens (Yc PCR) the presence of semen in vaginal fluid. These can then be used as nondisease markers of unprotected intercourse (Zenilman, Yuenger, Galai, Turner, & Rogers, 2005). Novel techniques such as GeoCoding allow researchers to spatially place participants in  their physical neighborhoods, which are then mapped onto census data to establish neighborhood profiles. These provide an objective measure of neighborhood-level social conditions including socioeconomic status, racial makeup, and population density.

Thus, in the coming years it will be possible to explore biological influence on behavior and the interaction between biology, psychology, environment, and adolescent risk-taking behavior in ways not possible before. The utility of complex models of adolescent risk taking like the biopsychosocial model will prove invaluable in guiding the next generation of adolescent risk-taking research.
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KEY TERMS 

Biopsychosocial model Cognitive-control system Risk Sensation seeking
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DISCUSSION QUESTIONS 

1. Compare and contrast biologically based theories of risk-taking behavior with psychologically based theories of risk-taking behavior. What are the main components of each?
2. Discuss the role of parents and peers using a social-environmental approach to understanding adolescent risk-taking behavior. How do relationships with parents and peers change during adolescence?
3. Of the future directions and novel approaches for using the biopsychosocial model described at the end of this chapter, which technological advance could prove most valuable in understanding adolescent risk taking? Explain your choice.
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CHAPTER 4

RESILIENCE IN ADOLESCENCE

LYNNE MICHAEL BLUM ■ ROBERT WM. BLUM




LEARNING OBJECTIVES 

After studying this chapter, you will be able to• Define resilience and differentiate between risk and protective factors that affect adolescent health and development.
• Explain the relationship between stress and resilience.
• Compare the efficacy of health interventions that promote resilience with those that focus only on behavior change.



This chapter provides an overview of resilience and the risk and protective factors that lead to behaviors that will either promote or compromise adolescent health and development. As will be seen, there is substantial evidence that interventions that promote resilience have a higher likelihood of affecting health risk behaviors than interventions that focus exclusively on extinguishing the behavior.

Resilience research began in 1954, when Emmy Werner launched the Children of Kauai Study, which went on to follow a cohort of young people born on the island of Kauai, Hawaii, for nearly five decades. Werner wanted to understand why some children did well socially and emotionally in the face of adversity (Werner & Smith, 1982, 1992, 2001).

Since the early 1950s, there has been a plethora of research that has aimed at understanding Werner’s original question, which Garmezy subsequently reframed as “What causes strength to overcome what causes harm?” (Garmezy, 1974). Centrally, resilience research has focused on why some who are reared in adversity “rebound,” while others do not.

Garmezy (1991) defined resilience as “the capacity to recover and maintain adaptive behavior after insult.” Those who are resilient are adaptive; they are not invincible (Werner & Smith, 1982) or invulnerable (Garmezy, 1985).

Early resilience research looked inside the young person for answers to Garmezy’s question. Murphy and Moriarty (1976) found resilient young people to have social charisma—the capacity to relate well to others, the ability to experience a range of emotions, and the ability to regulate emotions (we will return to these points later in this chapter when we discuss adolescent neurodevelopment). Likewise, Rutter (1979) found resilient young people to have high creativity, effectiveness, and competence.

Not only does resilience appear to vary depending on life circumstances, research has shown that it can be enhanced by acquiring a set of skills.


As resilience research progressed, the lens broadened beyond the individual to the environments within which he or she lives. Research began to focus on three domains: attributes of young people themselves, family factors, and the social environments in which young people live (Luthar, 2003). Rutter (1993) came to understand resilience as interactive with risk and developmental in nature, stemming from biology and experiences earlier in life. He also concluded that protective factors may operate in different ways at different stages of development (for example, parental oversight and monitoring in infancy is highly protective, but in adolescence a comparable behavior may impede healthy development).

Likewise, over the past twenty years researchers have focused on processes and regulatory systems that account for resilience. Resilience is not viewed as a state or a personality characteristic but as a “developmental progression with new vulnerabilities and strengths emerging with changing life circumstances” (Luthar, 2006).

Not only does resilience appear to vary depending on life circumstances, research has shown that it can be enhanced by acquiring a set of skills. For example, Farber and Egeland (1987) reported enhancing  resilience through developing skills with maltreated children. Furthermore, Luthar (1991) described how youth with depressed mothers assumed caretaking roles that over time were developmentally maladaptive (what she labeled as “false maturity”).

After looking back over a half-century of research, the following conclusions can be drawn:Young people can be resilient but unhappy (maturing in an abusive environment does not preclude resilience in the face of unhappiness).

Research has underscored the interrelationships of factors that are individual, environmental, and developmental in nature and how they interact to result in adaptive or maladaptive behaviors.

Children do not consistently show resilience across all domains of their life, and we have come to understand specific components such as educational resilience  (Wang & Gordon, 1994) and emotional resilience (Denny, Clark, Fleming, & Wall, 2004).

Failure to address the emotional needs of resilient young people increases the risk of derailing their resilience in adulthood.

Intervention strategies can enhance resilience.




The rest of this chapter will more specifically define the terms we use and present a conceptual model for both understanding resilience and developing interventions.




DEFINING THE TERMS 

Luthar, Ciccetti, and Becker (2000) define resilience as “a dynamic process whereby resilient individuals display positive adaptation despite experiences of significant adversity or trauma.” It is important to note that resilience in this definition is a process, not a trait. Furthermore, resilience exists only in the face of adversity.

Vulnerability refers to a state resulting from the presence of factors (neurodevelopmental, familial, or environmental) that increase the odds of maladaptive behaviors occurring. Conversely, protection occurs in the presence of factors that diminish negative outcomes and increase the odds of positive adaptation.

Cofer and Appley (1964) defined stress as “a state where well-being (or integrity) of an individual is endangered and he must devote all his energy to its protection.”

What makes an event stressful is its capacity to change an individual’s usual activity. Stress demands a response. The extent of the response, as well as the extent of the experience of stress, lies predominantly in the subjective meaning given the event, rather than in its objective reality. Antonovsky (1979) identified the following four stages in response to a problem:1. Problem confrontation 
2. Tension: the inner response to the problem that has been confronted
3. Tension management: the speed with which the problem is confronted and resolved
4. Stress: a state in which the energy expended to deal with the problem exceeds the energy needed for a resolution


As the stages of stress have become better understood, the factors that buffer or exacerbate stress have likewise become clearer, including compensatory factors (factors that counterbalance stressful events, such as ego strength); protective factors  (factors that are interactive with stress, such as social skills); and vulnerability processes (traits that increase vulnerability to stress). It is clear that stress is a real phenomenon that is heavily influenced by the meanings the individual ascribes to an event. Some factors moderate and other factors exacerbate the impact of stress—physiologically, emotionally, and functionally.

Resilience is focused more on social functioning than mental health or other outcomes.


Stress can be viewed as the interaction between the individual’s involuntary, biologically determined response set and the voluntary, environmentally and psychologically determined response set. Stress is not necessarily a risk itself. Arguably, moderate stress in supportive environments can act as a protective factor. When an individual faces a thief in the dark of night, stress can catapult the person into self-protective action (DiPietro, 2004). However, when stress overwhelms the individual’s coping repertoire, it becomes a health risk leading to maladaptive responses. Coping refers to the process of adaptation to a stressor. As Compas (2004) notes, coping can be viewed as the behaviors and thoughts an individual mobilizes voluntarily or involuntarily when faced with a stress.




CONCEPTUAL FRAMEWORK 

It is important to remember that resilience is the capacity to rebound in the face of adversity. An adverse life event triggers stress. Management of stress that leads to positive adaptations is considered resilience. The conceptual framework that drives our understanding of adaptive and maladaptive responses begins with stress. As shown in Figure 4.1, the concept of resilience is a functional notion that an individual is able to adapt to stressful situations in a positive, prosocial manner. Resilience is focused more on social functioning than mental health or other outcomes. Without stress, there is no test of resilience. Garmezy (1985) notes that the concept originated in metallurgy, referring to the capacity of a metal to return to its original shape after stress.

Large-scale factors such as war or natural disaster can certainly influence stress, but the most common macrolevel factors are poverty, discrimination, and inequality (Cicchetti & Dawson, 2002). A variety of proximal domains can also increase or moderate stress, ranging from neighborhood and community to family, school, and peers.

These factors together result in an individual’s interpretation of an event as stressful or not. An individual’s response is moderated by both biological (primarily neuro-developmental) and individual (cognitive and temperamental) factors that result in both voluntary and involuntary responses to the stressor. These components taken together constitute the response that we call resilience (or lack of resilience).

FIGURE 4.1. A model of resilience in adolescence
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ECOLOGICAL FACTORS 

In the pages that follow, we review the current literature on the various ecological factors associated with risk and resilience; our goal is not only to shed light on how these factors influence health behaviors but to show the interrelationships among them as well.


Neighborhood 

As noted earlier in this chapter, poverty has a direct effect on stress, and it is a macrolevel factor that affects stress response. But what is actually known about the effects that neighborhood has on risk and resilience? Much of the research has focused on the interrelationships between impoverished neighborhoods and risk (Furstenberg, 1993; Massey & Denton, 1993; Wilson, 1996). Living in economically disadvantaged neighborhoods is associated with lower grades (Dornbusch, Ritter, & Steinberg, 1991), lower educational attainment (Duncan, 1994), higher likelihood to drop out of school (Brooks-Gunn, Guo, & Furstenberg, 1993), more delinquency (Peppler & Loeber, 1994), and higher rates of precocious sexual activity and childbearing (Crane, 1991).

Exactly how neighborhoods exert their influence is less clear than their behavioral correlates. Wilson (1996) notes that there is a resource differential between high- and low-income neighborhoods that affects social as well as financial capital. Others have pointed to greater social disorganization in low-income communities as a major etiologic factor in the different outcomes. Conversely, Gephart (1997) has seen that a number of negative outcomes of economically disadvantaged communities can be moderated with high levels of monitoring, youth supervision, and consistent adult values across the  community. Such consistent values are what Sampson, Raudenbush, and Earls (1997) refer to as collective efficacy.


Family 

Family connectedness is the single most protective factor reducing negative outcomes for young people. In the United States, young people who feel connected to at least one parent are less likely to be involved with every risk behavior when compared with disconnected peers (Resnick et al., 1997). Parental connection has also been considered a more powerful explanation of the presence or absence of risk behaviors than race, income, and family structure combined (Blum et al., 2000).

The role that family plays in protecting young people from harm has been repeatedly seen across childhood and adolescence (Masten, 2001; Rutter, 2000; Werner, 2000). This consistency is especially salient in light of the myth (that prevailed until recently) that parental influence diminished after puberty. Early child research (for example, Sroufe, 2002) suggests that positive experiences with a nurturing parent early in life not only create a bond between child and caregiver but also give a young child the capacity to establish trust, which is a precondition for exploration of the world around them. As will be seen later in this chapter, early environmental factors directly and irreversibly affect neuromaturation as well.

Family connectedness is the single most protective factor reducing negative outcomes for young people.


The protective role of family is not only seen in United States- based research but is also reflected globally. In a review of research from fifty-seven countries, the World Health Organization (2002) found parents to be consistently protective, especially with regard to three outcomes: early sexual intercourse, substance use, and depression.

When we look at the research on what constitutes effective parenting, a number of factors continue to emerge: behavioral monitoring (Galambos, Barker, & Almeida, 2003; Cavell, 2000; Schneider, Cavell, & Hughes, 2003); closeness and connectedness (Blum et al., 2000); emotional responsiveness (Wyman et al., 1999); knowing one’s child and his or her friends, friends’ parents, and teachers (Dishion & Kavanagh, 2003; Resnick et al., 1997); and setting clear and high behavioral and educational expectations.

In addition to these behavioral aspects of effective parenting, Baumrind has proposed a framework based on parental styles (Baumrind, 1965, 1966; Maccoby & Martin, 1983). The two central dimensions are warmth (what others have called connectedness) and behavioral monitoring or control. Baumrind posited that the authoritarian parent is high on control and low on warmth, whereas the laissez-faire parent is high on warmth but low on control. The neglectful parental style is low on both dimensions. The most effective parenting style, Baumrind concluded, is high on both warmth and behavioral control.

In studying parenting styles empirically, Steinberg and his colleagues concluded that the authoritative parenting style—characterized by behavioral monitoring, clear boundaries, emotional responsiveness, closeness, negotiated rules, and consistent, nonviolent consequences—was the one most strongly associated with positive youth outcomes (Steinberg, Elmen, & Mounts, 1989). In fact, the authors conclude that it is  important for at least one parent to use an authoritative approach because even if the other parent employs a different, less effective style, the authoritative approach will trump it.

There is consistent evidence among European American populations that shows positive associations between authoritative parenting and better academic performance (Steinberg, Mounts, Lamborn, & Dornbusch, 1991; Chen, Dornbusch, & Liu, 2007), social maturity and responsibility (Baumrind, 1971), and a variety of measures of competence, self-esteem, and mental health (Buri, 1989; Maccoby & Martin, 1983; Steinberg, Elmen, & Mounts 1989).

Among those who study parenting in different ethnic samples, Baumrind’s paradigm has not been universally endorsed; in fact, some have argued that it is highly culture-bound. Chao (1994), for example, has found that the construct of authoritative parenting as the most effective style might not pertain to Asian Americans. Specifically, she suggests that Chinese heritage has more authoritarian elements, and high expectations have become the measure of effective parenting, rather than warmth. To Western eyes, this parental approach might appear more akin to the authoritarian than the authoritative approach.

Seeking a more universal paradigm for parenting, Barber and his colleagues explored the impact of the elements of effective parenting in twelve communities from nine countries (Barber, Maughan, & Olsen, 2005). In this framework the authors explored warmth and connectedness versus regulation and control (both behavioral and psychological) as separate dimensions. They concluded that psychological control (such as denying a young person affection, attention, or caring in order to achieve a goal of the adult) contributes cross-culturally to negative mental health and increases negative behaviors. Conversely, behavioral control (such as knowing where one’s child is at all times) reduces negative behavior. Warmth and connectedness were likewise associated with both positive mental health and less risk behaviors.

In sum, there is emerging consensus among researchers with regard to Baumrind’s (1991) and Maccoby and Martin’s (1983) two essential components of parenting:  responsiveness and demandingness. These constructs have been used in many studies of parenting. Although other investigators have used different terms—such as acceptance, warmth, support, or connectedness for responsiveness, and behavioral control or regulation for demandingness—the concepts behind responsiveness and demandingness appear to apply cross-culturally. The ways in which they manifest, however, seem to be heavily culturally determined (Blum & Mmari, 2006).


School 

Outside of home, school is the primary social environment within which young people function (Osterman, 2000). There is ample evidence today that young people who feel connected to school not only do better academically but have better developmental outcomes as well (Catalano, Haggerty, Oesterle, Fleming, & Hawkins, 2004). Following are seven central elements that seem to influence positive school attachment (Klem & Connell, 2004):• Having a sense of belonging and being part of a school
• Liking school
• Perceiving that teachers are supportive and caring
• Having good friends at school
• Being engaged in one’s own current and future academic progress
• Believing that discipline is fair and effective
• Participating in extracurricular activities



When most or all of these elements are present, the evidence shows that young people are less likely to exhibit disruptive and violent behavior, carry or use a weapon, experiment with illegal substances, smoke cigarettes, drink to the point of getting drunk, appear emotionally distressed, consider or attempt suicide, or engage in early sexual intercourse (Blum & Libbey, 2004).

The central role of teachers in creating an environment of school connectedness cannot be overemphasized (Croninger & Lee, 2001). McNeely and Falci (2004) have shown that when young people who report high connectedness to a teacher are compared with those with low connectedness over a one-year interval, those with high connectedness are half as likely to initiate cigarette smoking (2.8 percent versus 5.3 percent), half as likely to report getting drunk on a regular basis (3.2 percent versus 6.2 percent), nearly half as likely to report regular marijuana use (2.6 percent versus 4.4 percent), and nearly half as likely to report a suicide attempt (1.3 percent versus 2.2 percent).

Another aspect of school connectedness is engagement. The National Research Council (2004; Lehr & Christenson, 2002) has identified the following four principles of engaging schools:• High academic standards. Teachers hold students accountable for work completion and performance. All students are expected to excel; “tracking” is avoided.
• Personalized learning. Every student has a relationship with one caring adult. Schools are on a human scale (using, for example, schools within a school or career academics). Mentorship is available, and team teaching is often the educational approach.
• Relevance. The school uses exploratory strategies, service learning, the Internet, and neighborhood events for instruction.
• Flexibility. Instructional methods are varied, using cooperative learning, experiential learning, extended day and year, and educational remediation.




Peers 

School and peers are closely intertwined; as Coleman (1961) showed, most teens’ closest friends come from their school. Thus, peer groups are powerful socializing influences that may be positive or negative.

Positive peer relationships have been associated with decreased stress (Luthar, 2006), and even gang membership has been associated with positive self-esteem. Where young people associate with religious peers, they are less likely to initiate intercourse (Bearman & Brückner, 2001), less likely to smoke cigarettes (Nonnemaker, McNeely & Blum, 2003), less likely to be depressed (Seidman & Pedersen, 2003) and less likely to use substances (Miller, Davis, & Greenwald, 2000; Miller & Gur, 2002). Likewise, Steinberg, Dornbusch, and Brown (1992) found that among African American teens exposed to multiple risks, those who felt they could depend on peers for support did better academically than their unsupported peers.

On the other hand, the quality of one’s peer group is strongly linked with a number of negative behaviors, including drug and alcohol use and gang membership (Case & Lawrence, 1991). Likewise, research has consistently shown that youth are more likely to conform to the views of their peers than their parents (Massey & Denton, 1993; Cauce, Stewart, Rodriguez, Cochran, & Ginzler, 2003; Leventhal & Brooks-Gunn, 2000). This tendency may prove to be especially difficult in low-income, high-deviance communities (Leventhal & Brooks-Gunn, 2000; Jarrett, 1999).

In school settings, peers often reinforce nonacademic norms of work avoidance (Bishop et al., 2004). Furthermore, Luthar (1995) found school popularity was associated with aggression and low academic effort.

Interpersonal aggression is a major issue among youth in schools. Bishop and colleagues (2004) point to one study reporting that 13.1 percent of boys and 6.7 percent of girls were teased, insulted, or made fun of nearly every day—and this percentage represents 2.3 million secondary school children! The more high-status the clique, the more its members will reject others. These groups set the norms for “coolness” in dress, attitudes, and behavior (Brown, 1990).

Brown (1990) draws the distinction between cliques and crowds. Cliques are small groups of friends who hang out together and are personally close. Crowds  are reputation-based collectives (such as nerds, jocks, or burnouts). Clique norms develop from within the group; crowd norms are imposed externally depending on the stereotypic image. Cliques have powerful influence on academic achievement (Damico, 1975). Crowd membership reflects the behavioral roles one is most likely to play out. Traits most associated with popularity include—in rank order—cool clothes, attractiveness, sense of humor, sports ability, outgoingness, self-confidence, toughness, lack of attentiveness in class, working hard for grades, attentiveness in class, and intelligence.




ADOLESCENT NEURODEVELOPMENT, STRESS, AND RESILIENCE 

Because stress is centrally mediated and stress response results from individual interpretation of events, it is important to gain a basic understanding of adolescent neuromaturation and the impact of stress on these processes. Remember that stress and resilience are closely intertwined, because resilience is only manifest in the presence  of adversity. Adversity creates stress; thus, the factors that mediate, moderate, or exacerbate stress will determine the extent to which an individual is resilient.

Adversity creates stress; thus, the factors that mediate, moderate, or exacerbate stress will determine the extent to which an individual is resilient.


A generation ago, the prevailing understanding of brain development was that brain growth ceased when the occipital sutures closed, at about age three. Today we have come to understand that neuromaturation is not complete until the midtwenties. In addition, we have come to understand that brain development progresses at different times for different regions of the brain. For example, the visual cortex matures early—generally in the first year of life—whereas the prefrontal lobe does not fully mature until more than two decades later.

The frontal and prefrontal cortex is the last region of the human brain to mature, and this stage occurs during adolescence. This region controls what is often referred to as executive functions: impulse control, planning, reasoning, regulation of emotions, weighing of risks, and learning from experience. It naturally follows that if the neuromaturation process is impaired, it could potentially affect a number of functions key to adult functioning and adaptability.


Stress and Neuromaturation 

Brain development is not independent of environment; rather, it is experience dependent. For those who mature under conditions of chronic, severe stress—in what Garbarino has referred to as “toxic environments”—a cascade of neuroendocrinologic changes will then precipitate structural changes. This is not to say that all stress is harmful. In fact, a moderate amount of stress within a supportive environment is beneficial (DiPietro, 2005). But what occurs neurodevelopmentally under conditions of “toxic stress”?

First, stress has a direct effect on the pituitary gland, which stimulates the production of cortisol. Stress stimulation of the pituitary results in increased production of adrenocorticotropic hormone, which in turn stimulates adrenal overproduction of cortisol and also suppresses hypothalamic production of gonadotropin releasing factor. This decrease in turn suppresses estrogen and testosterone. Elevated levels of cortisol result in decreased synaptic and dendritic density (less production of dendrites early in life), which in turn will affect brain architecture and functioning throughout life. As the “fight-or-flight” response is neurohormonally mediated, key consequences of persistently elevated cortisol levels in adolescence include:• A decrease in hormones associated with pubertal maturation
• A diversion of brain resources away from learning and development of cognitive skills for survival
• Interruption of normal neurotransmitter functions (such as serotonin)



Given that neurodevelopment is environment dependent, it is easy to see how persistent, severe stress may irreversibly alter neuromaturational pathways by affecting  dendrite density, neurotransmitter receptors, serotonin, and structural changes in the hippocampus, corpus collosum, left hemisphere, and brain volume.

Such environments are, in fact, all too common. Persistent physical or sexual abuse is one example, as are persistently violent environments. Many youth reared in violent neighborhoods suffer from posttraumatic stress disorder, which is associated with the following issues:• Diminished hippocampal volume
• Problems with executive functioning
• Diminished emotional control
• Problems with social relationships and academic achievement




Internal Traits 

When the pioneers of resilience research asked why some children and youth could bounce back from adversity, they placed heavy emphasis on the competence-building traits of temperament and intelligence possessed by youth—as well as the traits of surrounding adults and others with the power to protect children. However, it is important to note that in subsequent research resilience as an individual characteristic did not explain more than a small proportion of variance in behavioral development. As Sameroff and Rosenblum (2006) note, “childhood resilience requires attention to the social risk factors that challenge individuals and their families.” They go on to say, “In our analysis we have found that individual characteristics of mental health and higher intelligence contribute to competence. However, the effects of such individual resiliencies do not overcome the effects of high environmental risk. In our analyses we consistently found that groups of high resilience children in high risk environments had lower later mental health and cognitive competence than groups of low resilience children in low-risk environments” (Sameroff & Rosenblum, 2006). Furthermore, Luthar’s (2006) review of the literature indicates that many attributes are shaped by the environment. For example, self-efficacy is shaped by parents giving permission for autonomy (Bandura, 1997). Self-esteem is affected by parental warmth (Sandler, Wolchick, Davis, Haine, & Ayers, 2003). Early onset of maltreatment has been shown to reduce internal locus of control (Capella & Weinstein, 2001). When teachers are perceived as cold and inconsistent, students feel less confident that they can succeed (Skinner, Zimmer-Gembeck, & Connell, 1998).

 

Temperament Traits Temperament refers to relatively stable, early appearing, biologically rooted individual differences in behavioral traits (Rothbart & Bates, 1998). Largely biologically determined, the traits are also affected by environment and experience. Therefore, children and youth with certain traits are predisposed to behave in ways that spur positive or negative responses, which in turn affect their temperament over time (Rothbart & Bates, 1998).

Temperament is one domain of individual characteristics that may promote resilience in children and youth (Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth,  2001). Wachs (2005) reviewed studies of children from infancy through adolescence and found that there is more evidence for the dimensions of temperament promoting or inhibiting resilience than for the pathways for individual differences in temperament translating into vulnerability or resilience. He notes that despite measurement differences in studies, the literature links the following traits to resilience: easy temperament, emotional reactivity, sociability, self-regulation, and attention or focus.

Wachs (2005) indicates children and youth with easy temperaments experience lower levels of behavioral problems, higher levels of social and emotional competence, lower rates of behavioral-emotional problems, and lower levels of substance abuse.

Wachs (2006) states that emotional reactivity to stress is critical. For those at risk, positive emotional reactivity is linked to resilience because of higher levels of social and emotional competence, lower rates of behavioral-emotional problems, and lower levels of substance abuse. Negative emotional reactivity is linked to reduced resilience, behavior problems, and lower rating of school competence for children under stress. Hauser and Allen’s (2006) long-term study of teens hospitalized with psychiatric diagnoses reported that resilience was evidenced by self-reflection or awareness of their feelings and thoughts, self-efficacy or making choices about their lives, self-complexity in recognizing multiple facts to different situations; persistence and ambition in education and careers, and a positive self-view. Beardslee (2002) identified protective behaviors of teens with depressed parents as including awareness of what they were facing, recognition of their parent’s illness, recognition that they were not responsible, capacity to articulate their feelings, and the ability to establish nurturing relationships with adults outside the family. Harter (2002) described resilient youth as having personal authenticity, which means taking responsibility for one’s personal thoughts and emotions and acting on them. For example, those grieving the loss of a loved one showed better adjustment when they could recall positive experiences with the loved one.

Young people who experience stress and who also possess high social skills show lower levels of behavior problems and higher levels of cognitive performance and social-emotional competence (Wachs, 2006). Likewise, those with higher “approach” skills have lower levels of behavior problems compared to kids low in “approach” skills. Social competence and a quality relationship with a caregiver were strongly linked to latent resilience in a study of young teens ages eleven to fifteen who were referred to the child welfare system for maltreatment (Rajendran & Videka, 2006). In families with depressed parents, Beardslee (2002) found that resilient youth had a well-developed capacity to see things from others’ viewpoints and to think about their needs. Bandura, Caprara, Barbaranelli, Gerbino, and Pastorelli (2003) have shown that high perceived empathic self-efficacy among teens was related to high prosocial behavior and less delinquency. Masten and Reed (2002) note that empathy and altruism are highlighted in the emerging positive psychology movement.

Masten (2001) expands on these characteristics of resilience, noting that the following traits have also been reported in the literature: intelligence, self-regulation, self-esteem, self-efficacy, and internal locus of control. Subsequently Masten (2004)  created a “short list” of widely reported correlates and predictors of resilience in youth: problem-solving skills, effective emotional and behavior regulation, positive self-perceptions of efficacy and worth, belief that life has meaning, hopefulness, religious faith and affiliations, aptitudes and characteristics valued by society such as talent and attractiveness, prosocial friends, effective school bonding, and connections to competent, caring adults. These factors correlate repeatedly with fewer health risk behaviors.

Using her longitudinal study of the children of Kauai (Werner & Smith, 1992) and a review of related studies, Werner describes infants and toddlers who cope well in adverse conditions as having temperamental characteristics that elicit positive responses from caregivers. They are active, affectionate, cuddly, good natured, and easy to deal with. By preschool, they have developed a coping pattern that combines autonomy with an ability to ask for help when needed. Resilient adolescents are outgoing and autonomous, nurturing and emotionally sensitive. These traits also predict resilience in later years (Werner, 1995). We will elaborate separately on social and emotional attributes and cognitive and self-regulatory attributes.

 

Cognition and Self-Regulatory Attributes Recent findings in neuropsychology are relevant to the resilience literature. Intervention programs could be organized to increase executive functioning (organizing oneself to meet a goal), inhibitory control (inhibiting a reaction long enough to think through a response), planning, problem-solving, and attentional capacities (focusing and persisting on problem solving until a goal is reached).

Self-regulation refers to positive executive functioning: inhibition, future time orientation, consequential thinking, and the planning, initiation, and regulation of goal-directed behavior. The development of executive functioning is crucial to self-regulation, and deficiencies in executive functioning have been related to impulsivity and numerous poor outcomes. In one study young people who rated themselves and their parents as high in self-regulation skills showed lower levels of internalizing behavior problems (depression or anxiety) than peers low in these skills. Stressed youth high in impulsivity with poor self-regulation show higher externalizing behavior problems than those low in impulsivity. Buckner, Mezzacappa, and Beardslee (2003) found that good self-regulation contributed to resilience. Teens with strong self-regulation skills that came from low-income families experienced satisfactory mental health and emotional well-being, even after researchers considered self-esteem and nonverbal intelligence. Bandura et al. (2003) found that perceived self-efficacy to regulate positive and negative affect is related to teens’ beliefs that they can manage academic, transgressive, and empathic aspects of their lives, and these forms of perceived self-efficacy related in turn to lower levels of depression, delinquency, and antisocial behaviors.

Masten (2004) describes the following factors as “regulating” a person’s behavior and the outcomes from that behavior: executive functioning, emotion regulation, attachments to adults who monitor and support youth effectively, relationships with  peers who regulate others effectively, bonding to prosocial socializing and community organizations, and opportunities for regulatory capacity building. She describes these regulatory skills as needing to develop in order to handle periods of rapid change and development and the impulses of teens when making decisions about driving, sexual intimacy, or using drugs to cope with stress.

 

Attention and Task Orientation Wachs (2005) notes that the hybrid trait of temperament and cognition allows children and youth to remain focused on meeting goals and expectations. Children and youth facing stressors (of divorce or family conflict) who are rated high in task orientation have fewer behavior problems or problems of substance abuse compared to peers low in these traits.

Dishion and Connel (2006) state that self-regulation is the index of youth resilience, and it is also the goal of intervention: children and youth who learn strategies to regulate themselves will improve their adjustment in problematic environments and stressful circumstances. The authors go on to describe the steps of self-regulation from the time the stress stimulus occurs in the environment to the time the person gives a response: the individual initially appraises the event and its emotional meaning; second, he or she regulates arousal (self-regulation) to take action to initiate problem solving, which in turn leads to a fuller cognitive-affective interpretation of the event, which then leads to the behavior response.

Werner (1995) observes that most studies of resilient children and youths report that intelligence and scholastic competence are positively associated with the ability to overcome great odds, because these youth have the skills to find strategies for coping with adversity either on their own or by actively asking for help. This finding has been replicated in studies of Asian American, Caucasian, and African American children (Clark, 1983). The findings indicate that intelligence is not itself the trait that predicts success, but rather the ability to use intellectual flexibility, think through and plan problem-solving strategies, and creatively apply strategies are markers for intellectual competence. According to a study by Gutmen, Sameroff, and Cole (2003), intelligent teens fared better in school than less intelligent teens when life stress levels were low; when stress was high, bright and less bright teens fared the same. In areas of poverty, teens with high IQ and creativity used their wits to survive, engaging strategies such as entrepreneurship rather than school success.

Yates and Masten (2004) note the following protective characteristics of youth who thrive in the face of adversity:• Flexible coping strategies
• Internal locus of control, which allows them to attribute negative experiences to external factors, while retaining the capacity to value their own strengths and assets
• Intelligence and sense of humor are associated with flexible problem solving and with academic and social competence
• Social responsiveness with ability to elicit positive regard and warmth from caregivers



TABLE 4.1 Programs that build resilience
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With this review as background, we will now turn to what is known about interventions and explore the evidence that resilience can be fostered through deliberate interventions.




RESILIENCE AND EVIDENCE-BASED INTERVENTIONS 

Little (1993), Dryfoos (1990), and Schorr (1988) have analyzed youth programs to identify the key elements for success. Looking across the three researchers, we find that resilience-based programs have the following characteristics:• Built on communitywide, intersectoral collaborations that are not bounded by traditional agency roles or administrative constraints
• Focused on enhancing competence in young people at least as much as reducing a given risk behavior or undesirable outcome
• See youth as part of the solution, not just the focus of the problem
• Start early in the lives of young people, are continuous, and are developmentally appropriate
• Have staff who are collaborative, interdisciplinary, not overly “professionalized,” willing to do what it takes to be successful, and value young people These dimensions of resilience-based programming are echoed in Little’s Four Cs (1993). These programs build the following qualities:
• Competence in areas that improve the quality of a child or youth’s life, such as literacy, employability, interpersonal, vocational, and academic skills, and a sense of being able to contribute to his or her community
• Connection of youth to others through caring relationships manifest in mentoring, tutoring, leadership, and community service opportunities
• Character through values that give meaning and direction to the youth, such as individual responsibility, honesty, community service, responsible decision making, and integrity in relationships
• Confidence-building activities to give hope, self-esteem, and a sense of success in setting and meeting goals.



Table 4.1 lists programs that exemplify these dimensions and employ evidence-based best practices. The table also details which elements of resilience each program has been shown to build. Further information can be found at the program Web sites.


SUMMARY 

Resilience is the capacity to rebound in the face of adversity. It is the ability to view a challenge not as an insurmountable barrier, but as a hurdle that with proper supports can  be cleared. We have learned through a half century of research that those supports are not limited to individual traits. Rather, the factors that embrace resilience are the same factors that protect young people from harm. Some skills can be taught, and some must be learned from experience, but we now know that through deliberate strategies we can enhance resilience in young people, and in doing so we provide them the resources to make positive, adaptive, and health-promoting choices even in the face of adversity.
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KEY TERMS 

Cliques 
Collective efficacy 
Compensatory factors 
Coping 
Crowds 
Parental styles 
Problem confrontation 
Protection 
Protective factors 
Resilience 
Self-regulation 
Social charisma 
Stress 
Temperament 
Tension 
Tension management 
Vulnerability 
Vulnerability processes
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DISCUSSION QUESTIONS 

1. Discuss how resilience is related to individual risk, particularly in adolescence, and how this concept varies depending on circumstantial life events.
2. How would you apply the conceptual framework outlined in this chapter to a particular adverse life event, such as teen pregnancy or an unexpected HIV diagnosis?
3. Describe various factors related to risk and resiliency that influence health behavior. Do you think culture plays a role in this relationship? How?
4. What are the pros and cons of developing an adolescent health behavior intervention that promotes resilience in the school setting?
5. Explain the following statement in terms of adolescent neurodevelopment: “Brain development is not independent of environment; rather, it is experience dependent.” Provide examples to support your explanation.
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Reduce number of partners
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Unintentional injury: 1,343
Malignant neoplasrms: 515
Suicide: 270

Homicide: 220

Congenital anomales: 200

Ages 15-19

Unintentional njury: 6,616
Homicide: 2,076

Suicde: 1,613

Malignant neoplasms: 731

Heart disease: 389
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Antecedent

Exposure to sexual imagery via media

Peer nfluences favoring rsky sex

Lack of perceived social support

Lack of positive aspirations for the future

Lack of Connection to school

Lack of parental monitoring

Lack of parental disapproval of sex

Corresponding Intervention Objective

Provide teens with alternate media or reduce
their consumption of sexualimagery in media

Change teens' faulty perceptions and pro-
mote healthy peer norms

Provide teens with strong social support
mechanisms

Promote optimism for the future among
teens and structure success in ther goals

School programs should accormmodate the
psychosodial needs of allteens

Intervene with parents to promote their
increased vigilance in monitoring teens

Intervene with parents to help them express
their values about sex to their teens
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Outcomes Measured

Delay sex
Delayed initation
No significant resuts
Hastened inftiation

Reduce frequency of sex
Reduced frequency
No significant results
Increased frequency

Increase condorn use
Increased use
No significant results
Reduced use

Increase contraceptive use
Increased use
No significant results
Reduced use

Reduce sexual rsk taking
Reduced risk
No significant results
Increased risk

Reduce pregnandy: self-report
Reduced number
No significant results
Increased number

Reduce STDs: self-report
Reduced number
No significantresults
Increased number

Parent Programs (N = 7)

w=5)

N=2)
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Outcomes Measured

Delay sex
Delayed initation
No significant resuits
Hastened initation

Reduce frequency of sex
Reduced frequency
No significant resuits
Increased frequency

Increase condorn use
Increased use
Nosignificant results
Reduced use

Increase contraceptive use.
Increased use
Nosignificant results
Reduced use

Reduce sexual isk taking
Reduced rsk
No significant resuits
Increased risk

Reduce pregnancy: seff-report
Reduced number
No significant resuits
Increased number

School-Based
or -Linked
Clinics (V= 5)

=2

School Condom
Availability (N = 1)

(N=0)
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Program Characteristic

Meatched assessment and
treatment

Comprehensive and
integrated

Family involvement.

Developmentally appropriate

Engaging and retaining youth

Qualifed staff

Gender and cultural
competence

Ongoing care

Outcome evaluations

Description

Extensive biopsychosodial evaluation to guide treatment
targets.

Interventions that target multiple domains

Improving parent-chid relationships and interactions and
parental monitoring to enhance treatment retention and
sustain gains.

Materials, actviies, content, and language appropriate for
teens' biological, social, emotional, and cognitive levels

Fostering a strong therapeutic aliance to enhance farnily
engagement and retention

Culturally competent staff trained in adolescent develop-
ment, comorbid mental health problems, substance abuse.
‘and addiction, and experienced with diverse adolescents,
families, and communities.

Program content thatis sensitve to gender and culture

Providing continued services, particularly relapse preven-
tion, after-care planning, and referrals to community
agencies

Ongoing assessment of treatment outcornes to measure
success, improve services, and identify additional needed
resources
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Outcomes Measured

Reduce childbirth: sef-report
Reduced number
No significant results
Increased number

Reduce STDs:self-report
Reduced number
No significant results
Increased number

Vocational
Education
w=3)

Learning

(W=0) w=0)
o 0
9 0
0 0

Other Youth
Development
w=3)

W=2)
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Antecedent
Lack of parental communication about sex
Underdeveloped self-efficacy for refusing
sex

Underdeveloped slf-effcacy for negotiat-
ing safer sex

Underdeveloped self-fficacy for condom
use

Long length of relationship with one
partner

Impulsivity

Corresponding Intervention Objective

Intervene with teens and with parents to
foster open communication about sex

Teach teens skill that will enhance sex
refusal self-efficacy.

Teach teens skills necessary to negotiate safer
sex with their partners.

Teach teens how to negotiate condom use
and how to use condorns

Develop learning techniques for teens in
long-standing relationships that promote:
continued safer sex practices

Develop learning techniques that teach teens
how to recognize the signs of “losing sexual
control”
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Cause of death
Motor vehicle traffic
Drowning
Fire or burn
Other land transport
Suffocation
Firearm
Poisoning
Other transport
Pedestrian, other
Fall
Natural or environment
Other Specified, classifiable
Unspecified
Pedal cyclist, other
Struck by or against
Machinery
Other specified, not
elsewhere lassifiable

Note: NEC = not elsewhere classifiable.

Number of deaths

Number of deaths

156.8% 763

[ 198% 132
[ 6.3% 85
[ 4.7%) 63
[ 4.4% 59
[T 2.8% 37
[ 25% 34
[ 24% 32
[0 1.6% 22
[113% 18
[113% 18
[113% 18
[l 1.0% 14
[11.0% 13
[11.0% 13
[ 0.9% 12
07% 10

154 308 462 616 770 94
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Outcomes Measured

Delay sex
Delayed initation
No significant results
Hastened initation

Reduce frequency of sex
Reduced frequency
No significant results
Increased frequency

Reduce number of partners
Reduced number
Nosignificant results
Increased number

Increase condom use:
Increased use
No significant results
Reduced use

Increase contraceptive use
Increased use
Nosignificant results
Reduced use

Reduce pregnancy: self-report
Reduced number
Nosignificant results
Increased number

Vocational
Education
w=3)
N=1)

4
1
4

=

(=0)

=

1)
)
[
1

Service Learning
w=4)

=1

1
(4
4

=

1
4
(4

(V=0)

Other Youth
Development
=3

=1)

=
b
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Protocols  Advance Provision

for Clinic of Emergency Other Clinic
Appointments  Contraception  Characteristics.
Outcomes Measured W=6)
Reduce sexual sk W=2) =4 W=0)
taking
Reduced isk 2 0 0
No significant results 0 3 0
Increased risk 0 1 0
Reduce pregnancy. W=2) w=1) W=2)
self-report
Reduced number 1 0 o
No significant results 1 1 2
Increased number 0 0 o
Reduce pregnancy. =0 W=2) w=0)
laboratory test
Reduced number 0 0 o
No significant results 0 2 o
Increased number 0 0 o
Reduce STDs: sef-report =4 =1 =0
Reduced number o 0 o
No significant results a 1 o
Increased number o 0 0
Reduce STDs: labora- =0 =2) =0
tory test
Reduced number 0 o o
No significant results 0 2 o
Increased number 0 o o
Reduce chidbirth =0 =0 W=1
self-report
Reduced number o 0 [
No significant results 0 0 1

Increased number 0 o 0





OEBPS/dicl_9780470452790_oeb_144_r1.jpg





OEBPS/dicl_9780470452790_oeb_012_r1.gif
5

20

15

10

1@"'

bl

L 4

—e-1213

=5

1617

820 2125






OEBPS/dicl_9780470452790_oeb_121_r1.gif





OEBPS/dicl_9780470452790_oeb_058_r1.jpg





OEBPS/dicl_9780470452790_oeb_129_r1.jpg





OEBPS/dicl_9780470452790_oeb_035_r1.gif
Prenatal  Twoyears Javenile Pubertal Adulthood
onset

Prenatal testes release hormones. Organizational effects predorminate
Early on, the GnRH pulse generator is active. The effects of early experience are
established, influencing the timing of puberty.

The GnRH pulse generator is activly inhibited during juvenile development
Few concurrent hormone-behavior associations are predicted.

The brake on the GnRH pulse generator is lifted. Permissive factors allow puberty
to progress

Gonadal hormones are elevated, permitiing the development of secondary sexual
characteristic. Because these cicuits are activated after along quiescence, the ado-
lescent must acclimate to his or her new biological state

Gonadal hormanes are consistently or cyciicall high in adulthood. Concurrent and
stable activational hormone-behavior relationships are predicted.





OEBPS/dicl_9780470452790_oeb_052_r1.gif
o

14

«f

[ White @ Black_(J Hispanic






OEBPS/dicl_9780470452790_oeb_109_r1.jpg





OEBPS/dicl_9780470452790_oeb_075_r1.gif
HVIAIDS cases Population, 33 states

N=12550 W= 18745,079
<% <% 3% 1%
B Vihite, not Hispanic 0 AsianPacifc slander

American Indian/
I Hispanic Alaska Native





OEBPS/dicl_9780470452790_oeb_161_r1.jpg





OEBPS/dicl_9780470452790_oeb_132_r1.gif
ssouy
JeseAOIpIE) ‘250on[6

safeud) ue> BuIMaIEIU [eUOREATOW

WY UL pasRISIUILIpe-2U0YdafR) ‘Sid (5002)

dn-moo} Jeak-2u0 o ow  diy 1o 1s1em ‘12 Apog 1waxssjope Re2oN 8 ‘unseg

x5 1e saURsa1p dnoiB-Uaam1q ON abewadiad NG 1BRMIZN0 L1 121 Gnoi6 e (@21l ojfel modlus2y

foRa1a-4os pue ‘od

~dns e10s 2ssox2 pue Aieiaip ‘el 1122 6ul
Kie1a1p [e101 “36papwow{ UoAnU Ul 1ioddns panaoiad %oe> ~Uiou Jo Uonenp3 feuonipel
S9BUBL U0 SOURIBYP OU /N -1j2-425 ‘2BpapmoLy = [011U0) ‘SUONEPUALILIO)

pue onewsoul AR 6 (£002) 02285013
-piroId NOY-D PapIng B ezzese>

easAyd paseaiul pue NG PENP3I e [edisAd ‘Sgey
615 U paIsas dnoib WOY-D  Areiaip panosdul INg

A

BUIsuN0> 1B Uoissas

opu
18} Aieyaip o ‘el A612u3 e}
e2q Aleiuapas e e

-1nsu0> aUoydape ‘Uoissas Bu
Splo ~2suno> ueisiyd po

10U PIpING ‘NG U SIUBWRNOI NG paNPI KuNDe  -1eakOL 01-ZL  -Mewpq AiAoe pue Bunea jo (2000)
W UeIIUBS ‘dno)6 UonuBNIZIY] [e21sAyd paseanul  1BIPMIBNO by 1UBLISSRSSe PapING-1aINdo) {212 suajees
6M NG omeyaq Ao
Kienuapas ur pae6UR uads aun *peqps} dooj uado = (011u0>
paanpa Kune [esAyd $1010BiA OF Jomeupq kiey  sploeakzl fauin AL AIeIapas 4o 1oy auo
S1e13pOw Ul 1u3ds 3w} PUE SIUN0  -apas pONP3I AINE  01-8 3530010 Y AN [e3isAyd Jo siunoa (9000)
Aioe [rsAyd panoidu uonuaNRI| [eo1Aud paseanul  IUBBMIBAO0F  2DIOJUIRI O SIISWORIEY e 12 PIARIOD

sunsoy 15oms0d soneyog 196ieL sydues uopuanial ousiogy





OEBPS/dicl_9780470452790_oeb_115_r1.gif
ON: '
THIS PAGE |

THE SEARCH FOR AVIERICA'S SEXIEST PEOPLE
FROM THE CREATOR OF THE BACHELOR.

ihes come off for two hours Thursday February 13 @ 8/7¢ abc)






OEBPS/dicl_9780470452790_oeb_023_r1.jpg





OEBPS/dicl_9780470452790_oeb_069_r1.jpg





OEBPS/dicl_9780470452790_oeb_153_r1.gif
susal0pe s
1o0us © ut auop sern Apms

Joieusq 951Ge 2>0eiSaNs BUIBUB Ul SUGNUSKRIUL L3y OF 2UEKdIDH )
10> paziuIopuUe) = 13K 910N

‘Burmaenut [euoneNTow = I “wonuaNa)

10 asne2aq pappu se
Jouq = g ‘PazuiOpuel 1P = 43

1nq Bumas ferup © 100 61
140> pazOpUeIUOU = LY

pouad
seakom) e 1210 s193ys
tew spoad pue ‘sapduses
waaisuns fenuew pajuid
1@ suoda) 1oeapas, oz
Sioneyaq aNP3I0id Uns 40 3B duEIIUIEW 10 uosiad pateiauat-waiss us
UoPe 34) 0} WNNUNO) 3ueY Jo saBels 24} Buore 0y cn panoa osfe syuedoieq
annsod parous choiB UoRuaaI 34) U 122
~210pe 310 ANEDUBSS SYiuow nof- AUy

sopnaid ase>

5115991 3¢ 40 sopey uompjoid uns e Y

usansuns 6un pue sinoy Aeppus Bunp aimsodia SioneypquopaIO UNS 1o Joweypq
U pue Uns oy BUIONe Ul YO N0} oNUINaIU UOTUNY  uaussasse waiss Uacha  Uompataid uns (o0t pune
s 18 S3BI24P CNCIG-UB3MISG O} PapUOCSa)  pue AUNIDE AU PaSRGHOLO Ue Ul paBEDU o ainseaus B 2123 Suppay
409 1032 UonUaNaII a4 ol [DAUO) o4 Y PaNG29I UONPUOD UoS  SWsaIope au) ‘ol aysorduo sy’
polecion chol UoNUaNRIUL aU Ul PUNG) SrA ST el aU) 0 pazI  (UOU-aRaNY 3Ly pUR U patiodal-jps o s

1910 Si0/eUaq UO10Kd UNS Jo UONOPe JAIEAID  -wWOpUE) SUEAIIEy  APNIS 34} 18 eWS UnS LY WOAIOKI NS SIUSdsAIOPeGlg  Swepy ‘Uewson





OEBPS/dicl_9780470452790_oeb_006_r1.gif
Deaths per 100,000

70

3

8

E

e S
L e e ey

o
I AR A
e s . wow






OEBPS/dicl_9780470452790_oeb_044_r1.gif
Person

Sodal stuation
Pior eaing and physical sy
Intertion to select foods and Peer influences
‘ohyscalactity Prior eatingand
Prio eating and physical physical actiy
activity decisons vith peers
Meaning of eatng and physical acty Famil influences
Eoting and physcl actity coping Socal support

N

Eating and physical actiity availabilty
Media influences
Avaiabilty of alterative resources
Prevaiing community norms.
Demographic factors
Fisca resources

1

Change in eating and physical activty






OEBPS/dicl_9780470452790_oeb_147_r1.gif
65 suopuo> aay paiayo
100 212/ S920a12}p 252U NG SONUD U SILS  arm suedoneg
2181 31401 © pey pue (duausge bul

250 wopuoo 100}
Jounied utew uaun> © aney o A 553

55103 jo 22ueuodun
asarn syuecDied UONUINIUL ‘SUO IO
SO NNV o1 pue uorssusuen

SUOWIXS SO )¢ o ossnasp e
U1 J2uLed [eN¥95 UIRWUOU © YA X35 PBY SIOIUOD  baon pue e
Ueu) S1UEdPIIEd UORUBNIUL 313} SIUOW XY o uonainsp auy e

\puow a0 e sounied uewuow  papinoid sem uon
© 4l 210w 5UOpUOD 251 o1 papua) YU ~eanps piepueis
opuaNEIU S1uedDIed [0AUO) Y PaIEAO)  UONEINPa X35 3)es.

uopuaraid
115 pue foueuBaid
PapnP@ et (D10

pue 13 Bupyows)

SUIOW aWaMY 101451 12 oD Pue U0y
~UNDIUI WOl SEAIRYP OUING ‘SOW O I e © Y Bl
50 3M1dBeUCD PaLIOGR) U SISERIUITUEDHUBIS 35N> [212U36 v

opessan e
0 pasoddo se epyauaq pue paUN0UOId 210w
Sein 51250 6u10Buo Buoue 3sn 61up Jo UOREIAPO wanb 2pe.

Sonu0 0} pue uop
asecuicn dNoJ6 UoUINLUL 3U) 1 3504} BUoWe  B1Up §O 533inos Jnode.
dn-10]0} Uow-3314) ¢ puno 51 Brup pue ‘fou AImbul PaNONU! 1A
~00fe ‘aHa1e6> Uy UORDNPa) eSS Al jensn se wonenp3

wownean 115 241
Jo.un 31 e paruawaid
sern uonuanEIUL unIOd0
scieanpa Giesy e hq pasaniap
0SS UoUaNBIU pIZIENPIA
1Pt 10 panaa: secomed
PPe Ul ‘Suiopuc) S5
4 siods pue siaueLas
2L ok pe 7SIV
anoqy yany 41 00 auy
wo paydepe adeioapn N
uanas uoneanpa 534S 10y

uorsas imsooq e
suow om pue

1 B fevoneniow
o papos fpmis st
Joypauen pue i paienosse
sinpa sy po2ue

usdia A paanyop Gupsunco.
wonuanesd 5 pue foueusaid
{dVHM) weiBoig uawssassy
anpnpoxday SUaOI 104

swuo> pue ‘swaigoid

35 jo seaie eped o)
PO U3y ser Py pas
S6rup Jo 9Bue1 341 U0 PasT0}

4035 @40 uorssas 90 € 4

s e
anai pue 3sn
wopuo3 s

Sfep Ay 12y
w350 papuanu
pue sfep Ay

oo s
pue foueubaig

wiey
pue 1 pateps
pue sbup
Wi pue.
‘0226903 0y
oo josu0n
dsxiad pue
asn pavioda
—yos 950 Brug

(et
741 36 vepaw
“prosieak pz uewy

aseosp
foyewweyu
owad 0, eudkoy

o103 pawpe 1o

asaIOpE £71

(szpuegl jo
960 oy UaaMIaq
9617) sonadey
216> fiewd 331
103u0 Bupuay
e sapueuBaid
papuslun o)
e pp-o1
sabe uawom 19,

sfod s

10} paute
100ups yBnouy

sieak oz-91 sabe.
awas2l0pe 007

suews3 g ‘uaphy
o> ‘wewpoos,
epLpuy “Bus

(£007)
s> B Waieo,
WUy ‘asiaieg

(7000 Buens
pue aBpuquEs





OEBPS/dicl_9780470452790_oeb_041_r1.gif
Cigarette
Use in Last
30 Days
Eighth
eraders

th
eraders

“Twelfth
eraders

1991 2006
14387

208 145

283 216

Highest
Rate
(Year)
210
(1996)
304
(1996)
365
(1997)

Smokeless
Tobacco Use
in Last 30
Days

Eighth
eraders
Tenth
eraders
Twelfth
graders

1991
69

100

Highest
Rate
2006 (Year)
37 77
(1994)
57 105
(1994)
61 122
(1995)





OEBPS/dicl_9780470452790_oeb_126_r1.gif





OEBPS/dicl_9780470452790_msr_cvi_r1.jpg
ADOLESCENT

Understanding and Prever |n.
Risk Behaviors

— /,( 4 L\ ( o
Aaloh ). DicTemente « o, SanteliRicrd A (w‘)y oogy
T [





OEBPS/dicl_9780470452790_oeb_101_r1.gif
e [e63)] pue saies
wawhoidwaun Jamo]

‘aseajo) uodn pue apisul
123 [P2IpaLL SsaWeaS
ai0w 21> ousbrows
1o} wa1shs 25e> yijeay
Uo 2duelfl ‘SaWI0%N0

3y Aunuwuios sanag

SQLS pue 23UsloN s52)

~Wo> UonesB1e3ul Y6y Ul
015303 [e0S paseany|

uonowoid pue.
1awEan ey e
pue asnqe axueisans 1o}

ainpnnselul 1212210

uonowoid
sy yBnoiy foua
1218316 1500 2183 ey
Jamo) ‘wonowoid pue.
a1 yeay Bupiosd 1o
anpnaselu sieas

sanwos apnosd

01 ye1s o 2w pue
SuBwedap sUONDBI0)
wo Bupuny uo 2>
5521 “wonowod pue aie>
ey 1oy 59310591 pue

ainpnaseu eaid

aseaja1 saye fouapuadap
2anpa pue 1wawkojdu
puly 1 Auige paseanul
22125 Wleay e
pue SIS Juawiean
asnge aaueisqns Jo asn
pue o1 55225 pasean

aseaps
12142 51500 21> YEaY
JaMO| 'SUORIPUO3 oI
10 jonu0> panoiduy

213 ey
Auenio saubly oy ssaxoe
“uopowioid pue ase>
{jeay o1 552208 paseany|

aseapss
J2148 pUE 3pISUI UOREINPS.
pue Buien qof apinosd
“Buuina) ajdoad 1suiee
ewis 2onpai ‘aseal
J3148 PUE UOReIDIE!
BuLInp 201035 12410

asnqe a2uersqns apiroid
124} sapiod 218201y

wieay 210w
-01d 0} siapinoid uren

nueneid pue Jew
~afeuew aseasip uonow
-oud

wawnea;

10} 2200pe 0} S
Aunuiwo> 221uebio ‘12
~pinoid sadins2s ok
Pue ‘SuonezUE6io Yy
“SuonezIuebI0 Alunuwo>
LB saBeUI| ysiaes3

21and Aeay piing

saopnias
ieay waioay

ey
1oy vome Ayunu
W03 aLBUanS





OEBPS/dicl_9780470452790_oeb_150_r1.gif
[enuew e pue sadkiospiA My
Pananai Ose s1aieg SUOsSaS
aUoydaaY i U )
Josauas e pue.
auoyd e peo> soieanpa
uaied 3o papNPU VoA
2101 Bunuased awysod 341

Bupuared
oo sdysuonep

a1eudoidde pue Guuaas e
~osoupfd yBoig swaiqoid
Sa1e1 a0l pey ol oAU 34) Ul U3 S
swaigaid vor 21 409 (1) 4ok

1 pue “o1Aeyaq 1uanbuap oy anssaife SInsa - Guowe WawNON DU3ION.
152523599 PaYGYYE NI OB 94 Ul ) Busansay)  npal o) saBaleIs oM U0
UBIPI 'SUAUOL U1 1o [0RUOD Uy paIALOD 395 10U PIP SUEDIUID  PaSI>0} UOUNRIU U} 1Y

sunsoy  dnoip uospieduio uonuonul

Joneuq
wapon

swong pue
eaiy waiqoig

Loeyaq
3P 101310 10}
usans e oo
~s0d paioos pue
sopeidomepsd
3512 1e payuasarct
oupn g1-( sa6e
I 22

uoneindod

(000)
pua 5 uanis
Huakezon
“psnoiog

fpms.





OEBPS/dicl_9780470452790_oeb_093_r1.gif
Outcomes Measured

Increase condom use
Increased use
Nosignificant results
Reduced use

Increase contraceptive use
Increased use
Nosignificant results
Reduced use

Reduce pregnancy
self-report
Reduced number
No significant results
Increased number

Reduce pregnancy

public records
Reduced number.
Nosignificant results
Increased number

Reduce childbirth
self-report
Reduced number
No significant results
Increased number

Reduce childbirth
public records
Reduced number.
No significant results
Increased number

Community-Based Initiatives (N = 6)

W=2)
1
1
0






OEBPS/dicl_9780470452790_oeb_055_r1.gif
sK0q Joj ey spIB 1o} aiows fyue>
B1s 9sn apuelsansAod ui 352311 J0 3101 AL

armols uonuaNEIUI 3y -2sn aouelsgnsod pue

suiorduiks Guzeu U
© pamous s

aseanu jo ajes jamols
45 04103 34} O} paseduod

a5uz3sajope Butinp asn
ueisqnsAiod ut aseaiul 0 9101 34} PIMOS A4

sawonno

Paubisse asam slootps ‘uBls
~3p o[q pazuopues e uj

jpuc>
011403 PeO>fewuIL 10
45 A4Qd suonpuod o}
~uawiadya 331 10 310 0}
pauBisse asam siootps ‘UBIs
-3p *po[q pazwopues e uf

usisaq Apms

(ese =)
UIRISaMPIA 231 ‘S,

(€002) tpods.
18 "ysaB5eH ‘supmen
“Ueus1s0y ‘wosey

(6zr=n)

UISISSIDIA 311 ‘DM

Sideiowaq siopny

I9PURY S 1-01 Weiboid
“f1ods ‘opanazy ‘neapn -3 BuaBUBS

(@35)

(hiad)
sieap 30146110
aup oy Buedasy

swesborg
paseg-fuey

Buos
wonuanoig





OEBPS/dicl_9780470452790_oeb_017_r1.gif
1319 (J20-24






OEBPS/dicl_9780470452790_oeb_072_r1.gif
30000

25,000

000

15,000

10000

5000
0

996 | 1997 | 1998 1999 2000
[ Females 0 Males






OEBPS/dicl_9780470452790_oeb_038_r1.jpg
%





OEBPS/dicl_9780470452790_oeb_076_r1.gif
HIV/ADS cases
W=38760

<1%

Vihite, not Hispanic
B 8lck, ot Hispanic
B Hspanic

Population, 3 states
W= 13,458832

% %

0 Asanpacifc lander

D American indiany
‘Aaska Native






OEBPS/dicl_9780470452790_oeb_110_r1.gif
Playing video games_Listening to musc

sing computers

atching v

4 hous,
317 316
3 hous,
226
2hous, e
122
Thou| '3 052t (=3 e
os mr
ol LI
AN
A < <&

ote:Resuls i any one cluster with a diferent supersrpt ife signficanty





OEBPS/dicl_9780470452790_oeb_005_r1.gif
Deaths per 100,000

Cancer

Cardiac
O0-1a 191
@ 15-19 2004

Respiratory
42004 [@15-19 1981
1951 W20-24 2004

Infections





OEBPS/dicl_9780470452790_oeb_030_r1.gif
s,

w

wos Sun
N

Bosusm
et

IpdpusBnpest
pouspdes

ques e

oxiapournmn.

oues
asapue s
wuans o

Bunuaed pue von
o> wawpe, 51
-

(419 wesbons
Sonuuesu
s





OEBPS/dicl_9780470452790_oeb_133_r1.gif
weiboid
U BuE321 10U UBIRIYD 24 Uy

2101 BunI3s 30 fq UOALINSUO>
9inf pue ‘aige1363h ‘i paseainu

Ay eisiyd pue uondunsuo>
2[qe1263A pue 11 1o} SUOEPUBLLID
291 BUNRRU U] SDUBIRYIP WedUBIS

fuo

101eyoq Kieyuapas i 25ea13p [ews

suonuBuI Ul

Aunoe A ui s3Buey> 1
pey dnoi6 3uiid pue GaM iog

noi6 on
03 SNSIaN [e1UBULIIBAYG Ul S36UEL
161aM pue 18} Apoq UEdIUBIS

wasks 1emjos
6uipio33y 2¥e1ul PO
fq painsesuu syeus 1o}

592104 pooy e

uonduinsuo>

6upjous ‘uonduwnsuo>
a[geraon o)

SIDf Aunnoe [eo1shyd

uogusiulpue
jos e o>
15k ut syuawanoidw)

INg

Swapnis 3peld
o} 8/5'L

ARussanun
pueeaz man e
papuape oy

sploeak iz
-1 8le

snos fog
Paseq-OISNOH

8019 53pei6
uispb 6LE

waied asaqo
w0 M (51 0

11 5368) 16
Wwadsalope es
R ULy
W60 15

weiBoid ou = Ao
‘uondunsuo3 a[qeia6an pue
) 21e1iI>e} 0} UonUARILN
eipaLUynw [euoneaNpROYAsq

oo
[RUAUIL 0 AUO WBLLSS3sSR =
Joauo> ‘dnosb [eaacka
10} peqpad) pazieuosied
PUP JUaLUsS3sSe Paseq-am

UonuBNIZIUI 316624 pue
N1 3Bew) 1oL = [011U0>
SI21W0I3[%8 LM Aide
{edishyd Buppen wesboid
18usB1 pue doon 1no>s Aog

uonuanu
101d = [01UO3 Hjo0gHIOM
paUId © Ul PaIaNIapP 1U21U0>
1E20U3PI Y UoRUBNBIUI
funnoe [e21shud pasea-gom

Anoe eoishd
PU UONAN Lo UoReIOU!
JeuoneaNpa = fonuo3 'sadioy>
P00} ALpfeay pue nne o>
15Ayd “uonunu BuipseBas
uonewoul paseq1auRILl

(€002) 0%
psmouoeg

(5002)
AU g udky

(9002)

12 ober

(9002) e 12 e

(7002) e 12 UM





OEBPS/dicl_9780470452790_oeb_020_r1.jpg





OEBPS/dicl_9780470452790_oeb_118_r1.gif
w
Now you can
effecively treat
~ erectile dysfunction (ED)
with the ease of an
oral medicatioy

IMPROVES THE NATURAL
SEXUAL RESPONSE.
relaes the oot e
e andallows erectionsto

T r—
EFFICACY YOUR
DATIENTS WANT

R Improved o i

TRl pens

7GR resulted in successul
11 urse i up 1 66% of atempts

o

+1AGRAS efective n  brosd ange.

was consistent regadless
i-cline sevety, etclogy.rce
e (191087 yers)

VIAGRA

(sildenafil citrate) ublas

‘The simpl step to improve
erectile function






OEBPS/dicl_9780470452790_oeb_152_r1.gif
BuaIn \L 0 91E1U SAGEIBN P SN U
ARSI 4O UORAUNSIO> U SIBIBYIP ON
sdnoi om 12410 94 o) pasecuio>

ol UoUBNaIUL a4 Ut P3NP Ser 110 B

dnoib fonuc> a4 0 paiedio> (sulseq woi

Suassap pue SRS Jo LoRdUINSUC)
1WeUBSs pamoys dnoib uouaws

saui023n0 eroireyag.

gl Bune s

110G YU W) padPY VORI SUp 18l

paviodas saied a4 40 (51) %6 NG Ut 35239p

AWEUBSS IENSE 0 SN 2194) SO X 1Y

e

oy Bubuewp

sunsey

anuasayios
suoudapy e ybnowy
b3} Wawains
2w Ig Bupnpu!
“fosonoid 3y i suon
sy panaos wie
S0 Ul suepiEpad.
se> prepuels

dnoio uoseduioy

uosas
e 1 fep-omy e papad
o> scno) uonuaNa 24}
1 sueRp pue sueDUIEPag

(nuw

siorssas |y O panedal
dnoib uoguaNul s
s

) U3) 10} 100p 34y
wol} UosSBS Y U0 panedal
dnoib uonuawaIU jew

Bumaalu [euotemou

uopuansa

Buman
ALs3geRo
pue sy
Josbumas
10 up
‘spassap pue
“Speus P
pauspsans
Jouonduns
-u0o swaned
eioneyg
108 5290

swonno pue
oy wolgoig

€10, peid
suepad eje uaas.
anue2id ise
pue Uigg Uaamaq
Sing i 1€
sabe uapI 16

uoneindog

(w000 o>
% nang
‘euioy ooy
“vens ‘sikA

eols ueuassey

‘@
‘e Temps

fpms,






OEBPS/dicl_9780470452790_oeb_047_r1.gif
L8z
rz
vee

vz
9Ll
oe

weL

oLz
661
oz

09z
oLl
sez

ot

sob
901
zou

8yl
7
8oL

s

zoe
vor
9€e

444
st
s9€

W

9Ll
291
78l

e
08
01z

ot

09
79
65

L
8
99

wg

ot
34
05

332
o6z
€7

we

zee
9te
87¢

(43
o€z
oLe

wot

V13
6L
zol

90z
671
6L

e

SHOOM oML 3584 Ul MOY
© U HYuNQ 210N 40 N3

sKeq 0 1sed upfuniq useg

Buinek 4o uzlendid

asn1oyooy hea

01584 J0 2uBlEABIY

oL

ooy
aen
1opuad

SwedsiH

pelg

M
ApgarEoey

apei jooy>s






OEBPS/dicl_9780470452790_oeb_028_r1.gif
oS

oS

s

oS

e unpounis
pdpaunedap
3o

rasHIvG
Fslonpansa

wonuaraid

o o

g3
ooz

aupe pue sep
e oo e
awsod paseanuy

e

o

oy

2

i non
Bupsuoay

SHiv 26

e oy

ey
Sunouoi

amuan 96y

ooy annsos

pr—





OEBPS/dicl_9780470452790_oeb_089_r1.gif
School-Based

or-Linked School Condom
Outcomes Measured Clinics (V=5)  Availability (¥ = 1)
Reduce childbirth: self-report =1 W=0)
Reduced number 0 0
No significant results 1 0
Increased number 0 0
Reduce childbirth public records  (N=3) =0
Reduced number 1 0
No significant results 2 0

Increased number o o





OEBPS/dicl_9780470452790_oeb_014_r1.gif
Percent

%0
8
0
&
50
W
Bl
2
0

e,
hetero

Femsie, e, same
hetero’ sox

Gast teve months

Gfetme

@517 Wie-9 @202e






OEBPS/dicl_9780470452790_oeb_146_r1.gif
108 U payous sep o
12qun 3BeioNe U NP RIEa UEAS ©
i poveossesen 5o
suedoned Suoury
Aensies 1ou 2o
10} 1ERIS a1 a1 PURUISR BUOUS 3arn
A e parnol K Ae-f 3t

PaquDsap-4s aulaseq Buowe Buoxs Aeinanied

0910 SPaY2 JBIERIL SISO P SIHOWS

aujaseq o afduwes paUGUO? a4 Uy ‘dn0lB [0o>
241 0) o) wie woguaNa)

ApueoiyuBis asarnsieaf ony

saounas Buuerd Ay
W pue 251 E0USPYIGD 1) 06 1 1oy MR

dnoib uonuaBIU 3L o 1o SO a1
BN PISIE SEUBIAYP (UOU-INOI ON

Saunseaw J0Aeyq ey
P3UIGIO> 34} pUe ‘514956 21 10} win
aBueyp Jo saBe1s 34) Buce wniuawow

Waiayp Aeansieis 10u yBnou)
1Gn-Ojo} UOU-2214) 12 SIOeyaq 1t eay
16 J21eaib @ parwoys dnoi uonuanaLL|

sunsoy

s
oy s 1035
505 0410y ssaoe ey

05 Ul swaRsIIoPY sopsunc>

Wopusn  pieasai  Aq papinaid suoss
MU paseqiauIaIU| -535 BUI3SUNO) [EnpINpUI oy
e (505) 40 Bunsuo) (08) wonuaKaIU
S10WS 0 duois 210 211 ‘PaseaP 1Y
Suossas 215000 uosiackul

saigeiaGan pue

-pe veowup puoas-Aut o
Popnou aBue> o sbers pue.
smersGupyous o 5eq o
o pasofes ANpINpU Loy

~entow ainun-ony

wosapope
a4 s se s Jo e

afus @ uo Busoj uay

“Siomeyaq parearyeay

o103 Buimannas asiny

sonpexd e g papuod o

i s ~eynsio> Ao 1y

dnoss uospieduio uonuanioul

(9007) wosjern 5.

saves s si-11
“isoeBuows  sabe siyous.
snomeqol  wasopeeEl  “ueybor uanes

abuep -
Josabars pue
uoessa

pue asuaunsqe
asn ovoeqoL.

(5002)

swaslope 9757

abuep
Jossbespue
6

pue upjous spro

e sped  (2002) Ieuen
22p)sometaq 06145 5 178 ITH s
POIRBHIEH WOl Sl-p| 66 ‘Uenouoq a0
sioneuaq iy siaBeURa 016 PuBsIMOL UM
owonnopue  uoneindog fpms

eany waiqoid





OEBPS/dicl_9780470452790_oeb_104_r1.jpg





OEBPS/dicl_9780470452790_oeb_033_r1.jpg





OEBPS/dicl_9780470452790_oeb_127_r1.gif
Abstinence has
a high failure rate.

www.condomsdlife.org | CaTy Frer Cnolglg






OEBPS/dicl_9780470452790_oeb_073_r1.gif
18,000

16,000

14000

12,000

10000
8000
6000
4000
2000

o

1996 1997 1998 1999 2001
O Fispanic WBack @ White






OEBPS/dicl_9780470452790_oeb_092_r1.gif
Outcomes Measured

Delay sex
Delayed initation
No significant results
Hastened initation

Reduce frequency of sex
Reduced frequency
No significant results
Increased frequency

Reduce nurber of parters
Reduced number.
No significant results
Increased number

Community-Based Initiatives (N = 6)

=4





OEBPS/dicl_9780470452790_oeb_050_r1.jpg





OEBPS/dicl_9780470452790_oeb_056_r1.gif
pnok o103 0}
pasediuion sUNOW i 1310 35N euenfiew Ul o
5 ParOYS UOIPUO> UonUaNW]
210 pasn
56Up Jo j2quInU pue ‘25N euenliew 251 oYoSle
1 [enxas papaloidun paanpas Aued
1PUCS UONUNIYUL 34} i Sleuwia} sieak omy
G2 (011403 3L Ut sajewd} 0} paseduiod

40140 52101 1WRI241P 12 YINOK 10} SUOPNPas
10s[ennba pue 3sn euenfueu pue 03eqo) uisieak
33141 12 SUONPaI WEAUBS ‘S00LPS UOST
W00 31 Ut sec1UN0) 13y Ul (euenfiew
pue ouon
2uaferaid J2mo) ANURILIUBS P2y sfooLps.
~UBIZIUI U S1U3pNYS “Uorenjen Jeaf-au0 3t Y

dn-wolo} 3k auy e 52ya 950
awnoy WeouBs pey auole 151 pUe 1S171-01
445 yiog ‘dn-mojjoj Jeak-gy Yy 18 asn Jeak-ised
pue suitay] o 202 WU pomous 151
1-01 di 2 Aps U aulaseq 1sed 19K 5
18 UOIPUOD (011103 343 U1 562 € i pasedcd
52 90/018 Walayyp ANEDUSSs sem v
sumadueyiaw seskised g5 auy L fpmis Ul

dnoss
031402 10 uonuBNRU
pauBisse siayays ‘ubisap
Je1uawada-senb e Buisn

dnoib jouo>
10 UORUNRILL I
01 paubisse Ajuiopuey

wonipuo>
{003 1o “auofe 157151
p1-01 4d5) Butex 435
PS4 50 (71-01 435)
i pasina) ) paubisse
asamnsjo0ups °2 fpris ul
uonipuo> jonuo>

10 Add 445 01 paubisse
asamn siooups ° fpris ul

(E=n)
swadsefope Kemeuns

(209’
ueauBuIy WISy %7 |
DAuedsiH % HPEIg
%T6L DU %99,

69=1)
eI

e ‘2 2 fpmis
uso=m
wersomp fens

"UIM %86 :L hpmis

(€002)
121 sniog-wesayioy

(0661) e 32 uosutjor

(9002) puow

ews 12015

(4
Dolo1g uonuBNag
vimsampI

swesboly
paseg-Apununoy





OEBPS/dicl_9780470452790_oeb_107_r1.jpg





OEBPS/dicl_9780470452790_oeb_098_r1.gif
Siqesn pue ajes jeaishyd sreudoidde-sapua
pue -36e 1o} suondo ‘suieiBoid 50| 1UBIaM '5pooy
Auieayun o ssexde pINPR ‘2dINs Pooy AUeaH

suondo 33ses
aseafonsod pue pased-Ayoe} Jo a6e) AP 'SEdINIZS
uononpas ey ‘sueiBoid uonuanaid LoneaNp 120

218> [eieuaid pue UoRIoqe o} 552332 BUIRNPUL 'S2D1as
ey NPNPoIdas jE[eRe WOPUO) WONEINpR X3S

suieiBoid uauaBeuew 126U pue ‘o
150d pue pased-Aloe} i
25 Snewnensod ioj Juaunean pue
U385 ‘S3unful pasEq-ANIDey J0} 21e3 [eIpaL UMDY

SuieiBoid Uonesse> Buows aseaf2) 3142 pue
uondo 1wawiean atetdoidde-2oueisans

hiows 11eIAsd pue Buiuza1s wioldufs

SUOIIPUOY PaIJIUPI 10} 1UaLLIEaI) YUBLLSS3SSE (21U

Aunpe fedisfyd aiou pue 1aip paroidu

250 0232901 pue ‘Y031 BNIp PaoNPR pUe J2jes,

Joineyaq fenxas jajes.

2307

‘251 022201 pue ‘loyodfe ‘g

suonpuo>

uphsy

swaiqoid [e1vaq

uonowoid yyeaH





OEBPS/dicl_9780470452790_oeb_130_r1.jpg





OEBPS/dicl_9780470452790_oeb_113_r1.gif
031

&
#

o
\\V@‘

010
i I

»"’:‘fp 558

5

010
}i‘g

04
03
0.

01

005
.
eﬁ;} s





OEBPS/dicl_9780470452790_oeb_008_r1.gif
'Deaths per 100,000

ot £

e o

2 e -
10 -—

s —

5

4

B e e = = e —ererer
ol

R i
BT )






OEBPS/dicl_9780470452790_oeb_155_r1.jpg





OEBPS/dicl_9780470452790_oeb_067_r1.gif
Age Group

10-14

15-19

Total

Sex

Males

Females.

Subtotal

Males

Females.

Subtotal

Number
of Deaths

a71

1343

4685

1971

6616

7,959

Popul

10,692,773

10,185,970

20,878,743

10,803,526

10,259,596

21,063,122

41,941,865

Crude Rate

810

468

643

43.00

1921

3141

1898





OEBPS/dicl_9780470452790_oeb_138_r1.gif
asinovieyuse|
12 351 WOPUO> P3ROIdLL UOUANUI
6UISUNO> pue O3PIA PUIGUIO 2185
[ensn Woi 10a3p ANUEDUBS 10U
aUofe BulesuN0) pue Uoje GAPIA

dn-mojo} 1 1S Mo e Busodas
iamo| Aueayuis
5WI0pUO> 0 35
10 36pRIMOUY Ut s3UBI241P ANOJ6 ON

siouLied 1oma Ajue>
U patioda pue Ae fensas
413606U3 o A 552 UGS

GoJ6 uonuRNRIUI PEZURINAWI0D

10950
wopuo> paviodar-fies

Joineyaq fenxes
Fysu pue ‘uonisinboe
Q1S “oneysq 1 aLs

anoge a6paivou

stpuou a1 15
i R fenes jo
2 (s2h= | ‘ou=0)
stauow 3314 15ed
ujsinosiiul fenas

spIoIeak 12 0151
eune1 pue xpeiq
anpe Ajensas 0oy

splo-teakg1 011
e fjlenxas 00

ensn se ase>
10 6uRsUN> = 011U0> ‘a5
Wiopuo> o sialiieq Bunbel

RIsiaNp S1uga G 03pIA

Wio} 3009 10 21LpoIq Sjos
U0 OM} {UORUBAIZYUI O3PIA

2ej-01-22)
dnoJ6-fews Jo UonuaNEIU!
ou = [onuo> paseq-iainduwo>
= dnoi6 fewwauiiady

(£002) 1212 2foy

(¥002)
e sumog

(002)
e 12 10080617





OEBPS/dicl_9780470452790_oeb_042_r1.jpg
lylzizlsh





OEBPS/dicl_9780470452790_oeb_025_r1.gif
Proximal level

Macolere! Envitonmental  Indiidud Behavioal
Envronmental potectne sk and protectie  response
friiog e facons
Farly Ty
esporse.
Foery Foers
crminaton] <o
[Regrbertond e

Outcome





OEBPS/dicl_9780470452790_msr_cvt_r1.jpg





OEBPS/dicl_9780470452790_oeb_081_r1.gif
Curriculur-based sexuality education programs in any setting
Abstinence education programs
Sexuality and HIV education programs.
Sex and HIV education programs for parents and their families
Stand-alone video-based and computer-based interventions
Clinic-based programs designed to provide reproductive health care o to improve access
to condoms or other contraceptives
Family planning services
Protocols for clinic appointments and supportive activties
Advance provision of emergency contraception
Other cinic characterstics and programs
School-based health centers, school-inked reproductive health clinics, and school condom
avallabilty programs
Community-wide pregnancy or STD/HIV prevention iniiatives with multiple components
Programs Focusing Primarily on Nonsexual Factors
Youth development programs for adolescents
Senice-learning programs
Vocational education and employment programs
Other youth development programs
Programs Focusing on Both Sexual and Nonsexual Factors
Prograrms to address substance abuse, violence, and sexual risk
Very intensive long-term programs





OEBPS/dicl_9780470452790_oeb_124_r1.gif
100%

0%

0%

0%

20%

0%

89% il
22% kaa
18% 7%
3%
=
Mories Fopuia songs

[ licitdrugs [ Tobacco [ Alcohol [l Any substance






OEBPS/dicl_9780470452790_oeb_141_r1.jpg
dylziyls





OEBPS/dicl_9780470452790_oeb_011_r1.gif
50
a5
w0
S
0
2
20
15
10

200 2001

2002

—e-1213

=3

1617

1820 ——2125






OEBPS/dicl_9780470452790_oeb_095_r1.jpg





OEBPS/dicl_9780470452790_oeb_036_r1.jpg
CUUUU





OEBPS/dicl_9780470452790_oeb_149_r1.gif
SR IDEPIP 24 Ut ey e BUIRSUNG)
) 1 310 2130 115 12U 534S 3 34} 50D

Suie 36essaul 12pIp 24} 0 palecuios BulRs
U2 Jo1 34 pUe BU3SUNO) PR2UELUS ) Y10G
U1 12461 Ser 251 WOPUO) ‘UG 5 PUR 3R 1Y

(sysnn
s
pue auu s "o
PapnpuL € Yol |
swiy) sysn dn-1ojoy

suedoied 10956 ¢
iy se awes—(suors
525 o) abessaus
pepp p Wy
Supsinos

mpesayu uiyuedon.
ed 3} 368603 10u
PP 1nq ‘wonuanaid s
Inoge sabessau jaug
—{suorsses o) saBes
52U EPIP i WY

Bupsuncy
NH PapUawIWO 5303

e ———
5N 211 7 Wy

251 wopuo> bul

~42pun suiou panadiad pue.

203 pu uonoe paucsea)
o paseq—(su0ssas noy)
Bujpsunca pasueua | wry

siopsuncy
4qpoianiap pue A3 Y51 0F
PZENPINPU 2190 SUOUN
o Bnanoy siouped e
1 95 U2 pue [euiben 1o}
250 Wiopuo> ualssuc) pate
o33 SUORaNU € 1Y

oup s A
sauup yend g
103u001 aue>

aap  oumssplo pue

-pullISpUe  p| abe uawom

250 Wopu>  pue uaw ameBu

NHpUe IS NHEZEY

(e661)
uewg 3 ‘sikg

PO “GuiomOH
wewiuaz

vejog ‘siaboy
s3pouy 'sefBnog
“Uaqus3 ‘quey





OEBPS/dicl_9780470452790_oeb_019_r1.jpg





OEBPS/dicl_9780470452790_oeb_070_r1.jpg





OEBPS/dicl_9780470452790_oeb_053_r1.gif
Uiy 1
jesomepq ‘suonerpadxa annewiou
paw s

1403 01 annerps 35N BrupAod pue ‘asn
UEfeUUL'SOULRUIP ‘BUDYULP ‘BUD{OWS PoonpaY

o} puou
-9 38 san091eU Jayio pue ‘uioiay ‘susboudNey
10 251 p2anpa ‘251 61 Y3 e1210 PaaNpaY

shoq 1t
S22URIYP WEIUBIS 0U PaMOYS
0> pue AUO LTV [0U03Ie Ys-UBiY pue
592UaNb35U0 [0YO3Ye U0 521035 Jamo) Aued)
PaLI0dai sID ‘510103 0} paseduion asn euenf
e pue foLoa(e Appeam jo

sowonno

10160 0 (61>
0q 01 pue apes6
\puanas Uy suoissas |
15101 pausse Awopuey

0030 (uu
Ui 1500G S pue Py
51215009 0} ‘9pei6
{pUaNDs Ul su01sas 1)
15101 paubise Awopuey

wonpucs
010> 0 ‘@pes6
pppe suosso] 215000) g
yory ‘(wnouin> apess
Qo pue -yiuanas) Auo
waly o1 pousisse Ajuiopuey

uBisaq Apms.

29 = ) uegin
10 %65 '
weisy 549 e
et UL %19

()
ueqINANS M %ET6

(@L2'y = N) awymwou
961 V2 ‘OWIM %6 5L

Siydesbowaq

(0002)
o132 umog

(£002) 1>
158 Koieon
“wospI
‘aloysBuo)

sioyiny

sy
Buuel
sintsayn

sweibolg
paseg-{ooips

Bumos
[






