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Foreword

Adolescence, the poet suggested, *'is the one age [that] defeats the metaphor.’’ In many respects, such
as legal and financial dependence, adolescents are still children; in other respects, such as physical
development, they approach and then reach adult status. In part because they experience profound biological,
emotional, intellectual and social changes, adolescents as a group—and some adolescents more than
others—are uniquely vulnerable to the impact of many of the Nation’s social policies. For numerous reasons,
policymakers and the public have long struggled with the establishment of appropriate health-related policies
and programs for adolescents.

OTA’s report responds to the request of numerous Members of Congress to review the physical,
emotional, and behavioral health status of contemporary American adolescents, including adolescents in
groups who might be more likely to be in special need of health-related interventions: adolescents living in
poverty, adolescents from racial and ethnic minority groups, Native American adolescents, and adolescents in
rural areas. In addition, OTA was asked to: 1) identify risk and protective factors for adolescent health problems
and integrate national data in order to understand the clustering of specific adolescent problems, 2) evaluate
options in the arganization of health services and technologies available to adolescents (including accessibility
and financing), 3) assess options in the conduct of nationa! health surveys to improve collection of adolescent
health statistics, and 4) identify gaps in research on the health and behavior of adolescents.

Senator Daniel K. Inouye, Chairman of the Senate Select Committee on Indian Affairs, and Senator Nancy
Landon Kassebaum, Ranking Minority Member of the Subcommittee on Education, Arts, and Humanities of
the Senate Committee on Labor and Human Resources, were the lead requesters of OTA's adolescent health
study. Requesters included Chairmen or Ranking Minority Members of the Senate Appropriations Committee,
the Senate Commerce, Science, and Transportation Committee, the Senate Finance Committee, the Senate
Labor and Human Resources Committee, the Senate Small Business Committee, the Senate Veterans' Affairs
Committee, and the House Interior and Insular Affairs Committee; and the Chairman and six senatorial
members of the congressional Technology Assessment Board. A letter of support was received from the House
Select Committee on Children, Youth, and Families.

This OTA assessment is being published in three volumes: Volume I, Summary and Policy Options;
Volume 11, Background and the Effectiveness of Selected Prevention and Treatment Services; and Volume I,
Crosscutting Issues in the Delivery of Health and Related Services. Volume I was published in April 1991,
and Volume IH was published in June 1991. Two related reports have already been issued as part of this study
(see appendix A in Volume I).

OTA was greatly assisted by an advisory panel, chaired by Felton Earls, Professor of Behavioral Sciences
at the Harvard University School of Public Health. Michael 1. Cohen, Chairman of the Department of Pediatrics
at the Albert Einstein College of Medicine in New York, served as vice chairman. In addition, many individuals
from academia, the Federal Government, the private sector, and the public provided information and reviewed
drafts of the assessment. OTA would like to especially thank Carnegie Corporation of New York, and its
operating program, the Camegie Council on Adolescent Development, for their generous and diverse
assistance throughout the course of this assessment. Finally, the members of our Youth Advisory Panel—a
group of 21 individuals ages 10 through 19, who met often with OTA staff, vith OTA s advisory panel, and
with workshop participants—were essential to the study. These young people provided the adolescent
perspective on health concerns of importance to young people, and made valuable suggestions for improving
health services and health policy. The final responsibility for the content of the assessment rests with OTA.

JOHN H. GIBBONS
Director
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Chapter 1
INTRODUCTION

This is Volume II of OTA’s assessment, Adoles-
cent Health. This volume, Background and the
Effectiveness of Selected Prevention and Treatment
Services, provides background information on im-
portant aspects of adolescents’ lives and detail on the
effectiveness of selected prevention and treatment
interventions. Volume 1 is entitled Summary and
Policy Options (2). Volume IlI is entitled Crosscut-
ting Issues in the Delivery of Health and Related
Services (3).

As shown in box 1-A, which lists the table of
contents for all three volumes of the assessment,
Volume II has two major parts:! Part I: Background
on Adolescent Health and Part II: Prevention and
Services Related to Selected Adolescent Health
Concerns.

Part 1: Background on Adolescent Health
provides a framework for viewing the lives and
social environments of contemporary adolescents,
Chapter 2, ‘“What Is Adolescent Health?’’ provides
a brief overview of aspects of adolescent develop-
ment that may affect adolescents’ health, the deliv-
ery of health services, and public policy with respect
to adolescents. This chapter notes that rescarchers
have found that popular conceptions of adolescents
as a group whose behavior is overwhelmingly
determined by ‘‘raging hormones’’ and of adoles-
cence as a period when to be abnormal is normal are
misguided. These misconceptions are not benign:
they may have deleterious effects on attitudes
towards individual adolescents and on interactions
with individual adolescents and on policy and
program development, with neglect of adolescents
being a predominant response. Adolescence is a
period of profound biological, emotional, intellec-
tual, and social transformation, and substantial
societal support may be needed by adolescents and
their families in order to promote healthy develop-
ment. Chapter 2 also discusses conceptualizations of
health, providing background for the broad concep-
tualization used by OTA in its assessment.

Chapter 3, “‘Parents and Families’ Influence on
Adolescent Health,”’ addresscs a most important
aspect of adolescents’ lives and social environments,
their families. Research suggests that being the
parent of an adolescent requires an approach differ-
ent from that required for being the parent of a
younger child. But relative to the amount of guid-
ance and support provided to parents of infants and
young children, little guidance and support are
provided to parents as their children mature into
adolescence. Promising models of parent-adolescent
interaction are available, however, and these are
reviewed in chapter 3. More research is needed on
these models and on models of appropriate govern-
mental and private support to make parents more
appropriately available to their adolescent children.?

Chapter 4, *‘Schools and Discretionary Time,’’
turns to two other important aspects of adolescents’
lives. These two facets of the social environment
become increasingly important as adolescents spend
more time physically away from their families and
testing a range of skills, beliefs, and bebaviors.
Although little systematic empirical research has
been supported, the studies that have been conducted
suggest that academic and health outcomes of
adolescent students are influenced by school envi-
ronments; studies of school environments and the
policy implications of the studies are reviewed in
chapter 4. Also discussed is the time that adolescents
spend away from school in “‘discretionary’’ activi-
ties such as being with their friends, solitary leisure
activities, doing volunteer work, and engaging in
hobbies. Although information is again scarce, the
chapter focuses on the apparent paucity of activities
for adolescents that are satisfying to adolescents,
conducive to healthy development, and acceptable
to the adult community.

Part II: Prevention and Services Related to
Selected Adolescent Health Concerns includes
chapters 5-14, each of which examines a specific
health problem of concern to policymakers, the
public, parents, and, to varying degrees, to adoles-

Wolume I—Summary and Policy Options was pubiished in April 1991 (2), and Volume 1H—Crosscutting Issues in the Delivery of Health and Relared
Services was published in June 1991 (3). An order form for all three volumes is at the back of this publication. Copies for congressional use only may

be obtained by contacting OTA.

IFamily factors found to be specific to the occurrence of particular problems (¢.8.. pregnancy and parenting; alcohol, tobacco, and drug use;
delinquency; homelessness) are discussed in the risk factors sections of the chapters in Part It of this volume.
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cents themselves: accidental injuries (ch. 5); chronic
physical illnesses (ch. 6); nutrition and fitmess
problems (ch. 7); dental and oral health problems
(ch. 8); AIDS and other sexually transmitted dis-
eases (ch. 9); pregnancy and parenting (ch. 10);
mental health problems (ch. 11); alcohol, tobacco,

14

and drug abuse (ch. 12); delinquency (ch. 13); and
homelessness (ch. 14). As discussed in each chapter,
the problems reviewed do not constitute the entire
set of possible adolescent health problems; rather,
the intent of the chapters is to provide detail on
selected problems illustrative of important policy



Chapter 1—Introduction e [i-5

Box 1-B—Summary of Major Policy Options Related to Adolescent Health

In Volume I of this Report, OTA suggests a range of options that could be implemented in an effort to help
improve adolescent health, broadly defined (2). Three major options that OTA believes Congress may want to
consider are as follows:

1. improving U.S. adolescents’ access to appropriate health services,

2. restructuring and invigorating Federal efforts to improve adolescent health, and

3. improving adolescents’ environments.

Strategies to improve U.S. adolescents’ access to appropriate health services include:

¢ support the development of centers that provide, in schools and/or communities, comprehensive and
accessible services designed specifically for adolescents—e.g., by providing seed money, continuation
funding, or removing existing financial barriers;

¢ increase financial access—e.g., by expanding Medicaid to immediately include all poor adolescents, by
increasing access to private insurance, and by increasing outmach for Medicaid;

e increase legal access to health services—e.g., by supporting the development of a model State statute, or
requiring or conditioning States’ receipt of Federal moneys for specific programs on substantive changes
in consent and confidentiality regulations;

¢ increase support for training for the providers of health and related services; and

o empower adolescents to gain access to health and related services—e. ., through education and encouraging
adolescent participation in the design of services.

Strategies to restructure and invigorate Federal efforts to improve adolescent health include:

e create a new locus for a strong Federal role in addressing adolescent health issues;

o strengthen traditional U.S. executive branch activities in: 1) program development for promising or
neglected areas of intexvention, 2) research, and 3) data collection.

Strategies to improve the social environment for adolescents include:

e increase support to families of adolescents—e.g., through tangible supports such as child allowances or more
flexible working hours, and through providing information on appropriate, health-promoting parenting for
adolescents;

* support additional limitations on adolescents’ access to firearms;

e support the expansion of appropriate recreational opportunities for adolescents; and

¢ monitor the effects on adolescents of the implementation of the National and Community Service Act of
1990,

In addition to these major options and strategies, which cut across the areas examined by OTA, a number of

topic-specific policy options are listed in Volume I of the Report.

OTA notes that, apart from whatever specific strategies the Federal Government may adopt to improve
adolescents’ health, there is a need for a basic change in approach to adolescent health issues in this country, so that
adolescents are approached more sympathetically and supportively, and not merely as individuals potentially
riddled with problems and behaving badly.

issues. This detail provides support for the major
policy options discussed in Volume I of this
assessment (see box 1-B).

Each of the 10 chapters in Part 11 follows a similar
format. A background section in each chapter
discusses limitations of existing sources of data on
the adolescent health problem that is the focus of the

chapter. It is important to note that OTA generally
found data limitations to be considerable.? Using
available sources of data, the background section of
cach chapter also provides information on the
prevalence of the problem among adolescents.
These sections typically provide support for OTA's
conclusion that individuals may encounter signifi-

ISee app. C, “'Issues Related to the Lack of Information About Adolescent Health and Health and Related Services," in Vol. 1, for a synthesis of

limitations in available data.
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cant health problems during the course of adoles-
cence.* Also presented in the background section of
each chapter is available information about differ-
ences in prevalence by selected sociodemographic
characteristics (e.g., age, gender, race, ethnicity,
social class, and residence) and nondemographic
risk factors (e.g., family factors, community and
peer influences, biological factors, adolescents’
beliefs and attitudes). These sections provide sup-
port for the importance of targeting interventions to
adolescents based on demographic characteristics
and other risk factors but also for the conclusion that
many adolescent health problems (e.g., alcohol use,
suicide) cut across a wide variety of ages, races,
ethnicities, and social classes.’

The primary focus of OTA’s analyses in the 10
chapters in Part IT of this volume was to determine
the effectiveness of prevention and treatmem imer-
ventions for adolescent health probdlems. Thus, each
chapter in Part II has sections on the prevention and
treatment of the health problem that is the focus of
the chapter. Information is presented on the appro-
priateness of prevention and treatment interventions
and problems adolescents may encounter in gaining
access to services. Particular attention is paid to the
effectiveness of interventions, in terms of improved
health outcomes for adolescents. Evaluations of
preventive interventions for adolescents suggest that
many of the interventions are not based on available
knowledge about risk factors, and that too many
interventions rely on attempts to change individual
behavior, when research—albeit limited®—has
shown that primary preventive interventions based
on automatic protection and other environmental
change (e.g., legislation and regulation) are more
effective than those that rely solely on education and
persuasion. Too little attention has been paid to
secondary prevention through early intervention:
adolescents face many barriers to gaining access to
needed health services.”

Each of the 10 chapters in Part II also includes a
section on Federal policies and programs that are
most relevant to the health problem discussed in the
chapter. Federal agencies’ attention to adolescent
health problems has varied over time and by topic,
with much attention now being paid to illicit drug
use and preventing sexual activity. OTA’s analysis
identifies a number of problems with the Federal
approach to adolescent health topics. A major
problem is the very limited attention being paid by
Federal agencies to providing adolescents with
needed health and related services. Another problem
is that the sheer number of congressional commit-
tees and U.S. executive branch agencies and pro-
grams contributes to fragmentation in data collec-
tion, r:search. and service delivery related to adoles-
cents.

rinally, it should be noted that each chapter in this
volume ends with conclusions and policy implica-
tions. Specific legislative options pertinent to each
of the issues discussed in this volume (and in
Volume HI of this assessment) can be found in
Volume I—Summary and Policy Options (2). Ap-
pendix A of this volume is a glossary of terms and
abbreviations.

The way OTA went about conducting the assess-
ment—including lists of workshop participants and
members of OTA’s Youth Advisory Panel for the
assessment—is described in sppendix A of Volume
I. The many individuals who assisted OTA in the
development of the three volumes of this Report are
listed in appendix B of Volume I. The congressional
requesters of the assessment are listed in box 1-C
below.
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Senator Charles Grassley, Member of the Technology Assessment Board;

Senator Barbara Mikulski, Chairman of the Subcommittee on Veterans Affairs, Housing and Urban Development,
and Independent Agencies of the Senate Committee on Appropriations;

Senator Emest Hollings, Chairman of the Senate Committee on Commerce, Science, and Transportation;

Senator Arlen Specter, Ranking Minority Member of the Subcommittee on Veterans Affairs;

Representative Henty A. Waxman, Chairman of the Subcommittee on Health and the Environment of the House
Committee on Energy and Commerce;

Senator Daniel K. Akaka;

ve Morris K. Udall, Chairman of the House Committee on Interior and Insular Affairs;

Senator Frank H. Murkowski, Vice Chairman of the Senate Select Committee on Intelligence;
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Senator Claiborne Pell, Chairman of the Senate Committee on Foreign Relations;

Senator Dale Bumpers, Chairman of the Senate Committee on Small Business;
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Chapter 2

WHAT IS ADOLESCENT HEALTH?

Introduction

Although analyses by OTA and others certainly
suggest a need for attention to the health of U.S.
adolescents, it is important to note that what is meant
by adolescent health is still not all that clear (37,56).
Considerations of the meaning of adolescence and
the way the health of adolescents is conceptualized
are important, because such conceptions have signif-
icant consequences for:

e judgments about how healthy adolescents are;

¢ judgments about which adolescent health prob-

lems are most important;

® judgments about what health-related policies

are justified; and

e decisions about the development of measures

of health and health services utilization that are
in tumn used to help judge the need for changes
in services and policies.

Conceptualizations of health are important in
considering the health of any segment of the
population, but because of the unusual social status
of adolescents (55), unique issues are raised. This
chapter provides a brief overview of some of the
basic changes that occur during adolescence and
their implications for adolescent health policy. It
then discusses issues in defining health and adoles-
cent health in particular. As discussed below, the
focus of the chapter, and of this Report, is on
adolescents ages 10 through 18 years.

What Is Adolescence?

For some adults, the period of adolescence is one
they would rather forget (they *‘leamed the truth at
17'"). For others, it is a period they continue to recall
with happy memories (the **Glory Days’"). Probhably
most adults view adolescence, like other periods of
development, as a period of both positive and

negative experiences and emotions. But there is
something about the intensity of adolescence that
marks it as subjectively different from other periods.
At the same time, no two adolescent experiences are
alike, and *‘capturing the adolescent experience’’
(18) in research, and on paper, is a difficult task. This
section on adolescent development reviews evi-
dence for the notion that adolescence is *‘a social
construct, one that is changing even as we examine
it’’ (55). It then describes the basic biological and
cognitive foundations of change during adolescence.
The section relies heavily on chapters by Modell and
Goodman (55), Keating (43), and Brooks-Gunn and
Reiter (11) in the recent volume, At the Threshold:
The Developing Adolescent (24), which should be
consulted for more comprehensive analyses, and on
a summary of these chapters and others by Zaslow
(89).

Historical Perspactives on Adolescence

As Zaslow notes, ‘‘our understanding of adoles-
cence is enhanced by placing it in a historical
context’’ (89). Basic physical changes do mark the
transition from childhood to maturity (see below),
but the long period that we now refer to as
adolescence has largely been constructed in re-
sponse to economic and social changes in the last 2
centuries (55). According to Modell and Goodman,
in terms of the current social status of adolescents,
‘“The most critical component in this evolution was
the spread of schooling. . .”’ (55).!

According to Modell and Goodman, the contem-
porary idea of adolescence in Western Europe and
the U.S. emerged from particular economic and
social circumstances associated with industrializa-
tion (55.89). Just prior to the industrial revolution,
there was a special status for young people that

'Modell and Goodman provide an interesting comparison of changes in the status of adolescents and the relative importance of schooling v. labor

in Great Britain and the United States (55). This portion of Modell and Goodman's analysis suggests that it is not

only economic forces, but the

predominant ideology of a pation, that determines a nation’s social structure (55). A comprehensive analysis of the forces that determine s nation's social
structure is beyond the scope of this Report. As summarized by Modell und Goodman, the British tended to be more concerned with inculcating and
maintaining **internalized codes of behavior appropriate to one's station in life," while the Americans were interested in *‘conveying to its citizens the
scuse of a capacity to master whatever situation might arise’* (55). Thus, ‘*when American schoo! anthorities urged children to stay in school, they
reflected the ideological structures that beld that extended schooling meant opportunity* (55). In contrasy, the British system made decisions early on
about educational and thus employment opportunities far young people. For example, until 1921, Britons as young as ages 12 and 13 could attend school
for only half a day and leave school by age 13 (55). The American experience was also marked by a great influx of unskilled immigrants at around the
fun of the century, with fewer requirements for the labor of children (55).
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‘*gave modest recognition to [youth] as [a period] of
preparation for adulthood™’ (55). But in this period,
‘‘youth roles were almost continuous with adult
roles’* (55).2 In the agrarian societies that predomi-
nated, the family was the primary economic and
social unit and thus the dominant force in an
individual's life.3 Occupational choices were lim-
ited and fairly well-defined.

With the coming of the industrial revolution and
the urbanization of industrialized nations, the pro-
gression from childhood to adulthood became more
difficult:

It was no longer entirely clear what steps one had
to take to become an adult. The shrinking of
opportunities for farming led families to encourage
sons to seek other professions requiring formal
training. The tradition of apprenticeship declined.
Adolescents became economically dependent on the
family. Adult roles were no longer inherited and
prescribed, but now involved choice and initiative
(39).

Whereas before young people were integral 1o the
economic survival of their families and thus to
society, they came increasingly to be seen as
“marginal”’ (55). For a while, young people—
especially those in cities—were viewed as ‘‘brash
and troublesome.”’ This perception shifted to a view
of young people as ‘“‘vulnerable and in need of
help,”’ and ‘*various extrafamilial institutions came
into being to help socialize individuals into the new
corporate and bureaucratic world*’ (55,72). Chief
among these extrafamilial institutions was the public
high school, which was becoming an upward route

into the American middle class (55).4 Other institu-
tions (e.g., Boy Scouts, settlement houses’) also
became part of the child development movement.®

As summarized by Modell and Goodman:

With the industrialization and urbanization of the
nineteenth century, the orderly progression of young
people toward adulthood became so widely problem-
atic that concemed middle-class adults elaborated a
specialized vocabulary and set up special institutions
for adolescents (55).

According to Modell and Goodman, *‘no single
individual did more to popularize and solidify
adolescence as a critical developmental phase than
G. Stanley Hall," the psychologist and author of the
1904 volume Adolescence: Its Psychology, and Its
Relations to Anthropology, Sex, Crime, Religion,
and Education (28,55). According to Modell and
Goodman, Hall's volume **contributed to the coop-
eration in America between academic psychology,
the rapidly spreading public school bureaucracy, and
the lesser groupings of professionals outside the
schools committed to the task of aiding child
development’’ (55).

Hall and his followers’ conception of adolescence
was as a period in which a person is virtually reborn;
it was ‘‘a phase of upheaval and trauma, storm and
stress, corresponding to mankind’s evolutionary
progress from savagery to civilization’ (55).7 8
These conceptions of adolescence also became ‘‘a
powerful justification for the institutional speciali-
zation and even segregation of youth, so they might

2The term youth was used, but it was not age-specific. and it overlapped considerably with uge of the term childhood (55). *“Youth®® referred (o *‘an
extended stage defined by the economic status and role of the individnal who sas pot fully dependent on his or her pareats for economic support, who
contributed to the financial stability of the family, but who was nonetheless not in a position to assume an independent adult role and set up his or her
own houschold'” (55). Indrviduals as young as age 12 or as oid as age 24 conld be referred to as youths, but the term children encompassed individuals

ages 18 or 21 and younger (55).

3Modell and Goodman note the tradition of **fostering out’* that seems contrary to the dominance of the family of origin (55). Children who were
**fostered out’* worked in other households while they were aged 12 to 15. This tradition provided **further training in economic roles, [and] a transitiopal

pesiod toward independence but within a family setting®* (89).

$Eventually, the *“fotal high school experience [became] romanticized as an episode of irreplaceable social and personal discovery. The high school
popularized & new image of youth. . .as & creative and progressive life stage’” (74). The reality of the contemporary high school experience varics
considerably, of course. Evidence for the impact of middle and high school environments on adolescent health is reviewed in ch. 4, **Schools and

Discretionary Time,"* in this volume,

SSetitement houscs were institutions providing various community scrvices, especially to large city populations.

SAt about the same time, there was concern aboat the fate of children on a national level, The establishment of a Children’s Buresu in the U.S,
executive branch is described in ch. 19, **'The Role of Paderal Agencics in Adolescent Health,' in Vol. 1,

™Mb Hall and his followers, each stage of life comesponded to the developmental process of the human race as a whole (55).

$As discussed elsewhere in this Report, this formerly popular notion has been discredited (24). Such notions led to the view that poor health, in
particular, poor mental health, odd behavior, and subjective distress, were to be expected during adolescence.
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more productively act out phase-specific turmoil
understood as characteristic of their age'’ (55).

It is usually more difficult to characterize contem-
porary times than to reflect on historical changes.’
As noted above, there are many adolescent experi-
ences, in the past (55) and in modern times (12a). It
seems fair to say that many of the changes in
conceptualizations and social structure of adoles-
cence that occurred following the industrial revolu-
tion (e.g.. 28) persist today. As summarized by
Modell and Goodman:

At the beginning of the twentieth century, most
youth were in the work force, not in school.!® Good
behavior was positively sanctioned not by promises
of future utility and reward but by immediate
payment and preferment. Bad behavior was sanc-
tioned negatively not by physical or social humilia-
tion but by the threat of dismissal. At the same time,
marriage was typically far in the future,!! and a
youth’s commitment was solidly to the family of
origin.

There were many points of tension in the tum-of-
century transition pattern. . .The modal adolescent
increasingly found herself or himself at school, and
his or her perceived needs and deficiencies changed
accordingly. School, unlike the work force, is an
age-segregated institution which, by its nature,

focuses on socializing young people for adult
roles. . .In thie school} setting, adolescence has
evolved as a transitional period of preparation for
adulthood (55).

In late-20th century United States, there is some
ambiguity about social expectations during adoles-
cence (box 2-A), although there continues to be
considerable age-segregation of youth. Staying in
school until high school graduation (typically age
18!2) or, increasingly, beyond (i.e., college or
graduate school) is the preferred norm!? (87). There
is increasing concern that adherence to this norm
results in the neglect of the millions of young people
who do not go on to college—the so-called **forgot-
ten half”** (87), as well as to a prolonged sense of
rolelessness among young people who remain in
school (60a). The young people who do not go on to
college and who obtain jobs!> may be better able
than young people still in school to perceive
themselves as adults in some respects (i.e., they are
more financially independent), but the reality is that
the initial eaming power and the long-term prospects
for advancement of these young people have de-
clined considerably in comparison with the eamning
power and prospects for advancement of young

9As Modell and Goodanan, note, however, **social-historical accounts are rarely definitive'"; thus, a chapter like theirs is necessarily interpretive (35).

WIn 1900, U.S. males typically left school at age 16 and entered the work foroe at age 15.5: British males left school at age 13 and entered the work
force at age 14 (55),

{1 The typical age of marriage for U.S. females in 1900 was 22.5 years; in 1960, it was about 20 years; and in 1980, about 24 years (55).

1ZWithout aftempting to come (o a definitive definition of adolescence, OTA decided 10 focus this Report on 10- thsough 18-year-olds. Many
individuals have begun puberty by age 10, and health issues of young adolescents have boen relatively neglocted. While the Jegal age of majority is 18
in most States (and thus many 18-year-plds arc legally adults), many adolescents are still in high school at age 18 and thos are more or less dependent,
High school completion continues to define the end of adolescence in many ways; age 18 is used as a surrogate marker for high school completion. As
discussed in the W.T. Grant Commission report, the fact of high schoot graduation or legally becoming an adult creates a whole new set of contingencies
and opportunities for addressing health issues (87). OTA felt that attempting to address these issues as well as those affecting younger adolescents would
compromise its overall effort, however, this does not mean that the post-high-school period is not potentially fraught with health-related difficulties and
does not deserve aftention (58,87).

The Repaort tries to be as specific as possible in referring to adolescents of different developmenial stages. However, much of the research refers to
adolescents of unspocificd ages. When ages arc indicated, the adolescents involved in the rescarch are more likely to be older than younger adolescents.
As a general matter, 10- to 14-year-olds are considered early adolescents, 15- to 17-year-olds are considered middie adolescents, and 18- to 21-year-olds
are considered late adolescents (c.g.. 18). But, as discussed below, age is not an ironclad indicator of developmental status.

3In 1988, 80 percent of U.S. 25- to 29-year-olds, and approximately 70 percent of those 28 and older, had been graduated from high school and bad
somne college (76). Many individuals finish high school and go on to collcge, but do not complete 4 years of colicge. In 1988, 60 percent of U.S. 28-
10 2%-year-olds had completed at least 12 years of high school, but had less than 4 years of college; 20 percent had completed 4 or more years of college
{76).

4The calenlation that **half™* are forgotien is based on the 20 million 16- to 24-year-olds in the U.S. population who have not graduated from high
schoot er gone on to collcge and who are unlikely to go to college (87). Notc that this calculation is somewhat different from calculations of the numbers
who have been graduated from high school or gone to college by age 25 or older (76).

Bin Jupe 1991, uncmployment rates for young U.S. workers ages 20 to 24 were 9.9 percent for whites and 22.7 percent for blacks (83). In June 1991,
unemployment rates for adolescents ages 16 to 19 were 17.5 percent on average (19.9 percent for white males), and 33.7 percent for blacks (37.4 percent
for black males) (83). Unemployment rates are calculated only for those who are looking for employment; they do not inclnde adolescents attending
school or keeping house, or adolescenis who are discouraged workers, defined as persons who did not look for work because they believed that no jobs
were available in the arer or that no jobs were available for which they could quatify (83).
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adolescents can legally assume adult-like rights and

* can be licensed to drive at age 143 or 16 (2a);

* aro able to buy cigarettes at age 17 (80);
o are sble to sign contracts at age 184

o are able to buy aicohol at age 21 (78).

attondance &t age 16 (75).

(e agad 18 in Wyoming: aged 21 in Atkensgs).
Health Care Decisionmaking, " in Vo, I,

for health care

the Law and Public Policy*’ (27).

Box 2-A—Examples of Differences in the Legal Status of U.S. Adolescents by Category of Activity
Although the age of majority is 18 in all States but three (Alsska, Nebraska, and Wyoming, whers it is 19),

responsibilities
or obligation in question, and, sometimes, the State in which they live, adolescents:
© are able 10 work part time at 14, full time at age 16! (84);
e are able to leave school at 14, 16, 17, or 18, depending on the State? (76);

® are able to consent to health care at age 18 or 19, except in five States® (27,75a);
¢ are sble to vote at age 18 (Public Law 91-285);
¢ must ealist for draft at 18 (males) (Public Law 96-107); and

!Mmmmmmmummm-awmmwwm¢1mmmmduus.cm)
m).mmmmmmmmmmuwm»mmummmmm
summsarized i the U.S. General Accounting Office report on child labor violations (84),

znd:m.mmmmmpmmmmmmmﬂum 14 (76). Thirty-two States endod compulsory school

$There are restrictions in the States that aliow driving at age 14, but the restrictions vary (2a). In some of the States that silow driving
at age 14, the driver merely must have compicted an approved driver education course (6.g., in Idsho) or must have & guardisn's or panent's
conseat to get the driver’s license (0.g., Nevada). In other States, 14-year-old lioensed drivers must be accompanied by an older loensed driver

%mmmmmwmmdmhhyhl9.ma 17, **Consent and Confidentiality in Adolescent

Snvemmmxmmmmsmmmmmmmmu
kave reached & designated sgo—mnging from xmm-nm»mmhmmmdmmmmmudmny
concerning adoicscents {5 iasge and complicated and theve e many
MMhMWhmw«mmdnmmmuWMmﬂw.Seaeh. 17, “‘Consent
and hmmmm"hmmnm.momam"mmmmmm

at different ages. Depending on the privilege

people who go on to college (87).'® The impact of
“rolelessness’’ on adolescent health is less well-
documented, but anecdotal evidence suggests that it
may be considerable.

In addition to the lengthening of adolescence,
biological changes in the past 2 centuries, induced
by the control of infection and better nutrition, have
caused adolescence to begin earlier, at least in the
biological sense (29,52). According to McAnamey,
recent decreases in the average age of menarche
have occurred at approximately 3 months per decade
(52). Thus, at the turn of the century, the average age
of menarche in the United States would have been
about 141/2 years of age, approximately 2 years older

than the current average of about 121/2 years (29,70).
As discussed below, maturation of the reproductive
glands (e.g., the ovaries and testes) begins at about
ages 9 to 10, before overt signs of reproductive
maturity such as menstruation (68). Thus, individu-
als are becoming reproductively mature at earlier
ages. Although she is in the minority with respect to
the upper age bound for adolescence,!” Baumrind
suggests with good reason that contemporary ado-
Jescence can be said to span ages 10 through 25, with
biological markers indicating the younger age bound-
ary and social changes (end of postsecondary
education, marriage) indicating the upper boundary
(6).

'6According to the W.T Grant Commission's analysis of data from U.S. Census Bureau Current Population Susveys, between 1973 and 1986, real
mean annual eamings of 20- to 24-year-old civilizn makes not enrolled in school declined 42 percent for those without & high schoo! diploms, 28 percent
for high school graduates, 16 percent for those with somcconcgc,md&pmemfmcoﬂegemmmtsn.mmmmofmmdammwmc
camings of slightly older groupings of males (tmales ages 25 to 34 and 35 to 44) from 19?9md!986foundmnluthmmﬁnﬂhr.thon@hmnmqu

©®n.

170ther boundaries on adolescence include ages 10 to 20 (2); ages 10 to 18 (39); ages 10 to 18 and 10 to 19 (3,58); and ages 12 (0 17 146).
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Adolescence is a period of profound biological, emoticnal,

In the co United States, the core
**developmental tasks’'!8 of adolescence can be said
to be the following (18):

e becoming emotionally and behaviorally inter-
dependent, rather than dependent;

¢ dealing with emerging sexuality;

¢ acquiring interpersonal skills and preparing for
mate selection;

¢ acquiring education and other experiences needed
for adult work roles; and

¢ resolving issves of identity and values.

Societal expectations may make appropriate com-
pletion of the developmental tasks difficult by at the
same time: i) expecting all adolescents to take one
developmental pathway; 2) sending ambivalent
messages about the completion of adolescence and
the beginning of adulthood; and 3) lending relatively
little support for coping with developmental changes.

A retum to a more siructured, family-dominated,
agrarian life in the United States, and thus a more
well-defined adolescence, is unlikely; in any event,
it would be foolhardy to romanticize pre-20th
century life for young people (55). But in consider-
ing public policy related to adolescents, it is
important to recognize that, a; a consequence of
economic and social changes, the years of prepara-
tion for adulthood in contemporary times may be
‘““fuller, tenser, and more overwhelming for the

young people moving through them’’ (55); they may
also span a longer portion of an individual’s life. As
noted by Modell and Goodman in the conclusion to
their chapter, *‘these observations may be somewhat
troubling to readers,”’ but the notion that adoles-
cence is a social construct “*should not deflect our
attention. Rather, the malleability of adolescence
points to the deep importance of understanding its
attributes within a concrete context;. ... [yjoung
people. .. need more guidance from caring and
watchful adults’® (55).17

Succeeding parts of this section provide a brief
review of basic physiological and cognitive founds-
tions of change that occur during adolescence. The
recent book Ar the Threshold: The Developing
Adolescent provides a more comprehensive review
of the knowledge base on adolescent development
(24). Understanding these changes is basic to
understanding the experiences of contemporary
adolescents.

Basic Physiological Changes in Adolescence

Physical development, in particular **the spectac-
ular development of the reproductive system'’ (69)
permeates every aspect of development during
adolescence, especially early adolescence (11,24,69).
The progression of physical development during
adolescence has been well-described (see 11,69), but
the physiological mechanisms responsible for initi-
ating and regulating maturation and bodily growth,
and the environmental factors that may interact with
biological ones to enhance or impede maturation are
still not fully understood (11,68).

Overt Physical Changes in Adrlescence

Figures 2-1 and 2-2 present several of the critical
overt physical aspects of the developmental course
of adolescene in relation to each other: the height
spurt, the begiiniug of menstruation (menarche),
breast development, and pubic hair development in
adolescent females (figure 2- i ); and the height spurt,
penile and testicle development, and pubic hair
development in males (figure 2-2). In females, the
height spurt takes place between 9.5 and 14.5 years
on average; menarche between 10.5 and 15.5 years
on average; breast development in five stages

WDevelopmental rasks are skills, levels of achievement, and social adjustment considered important at cestain ages for the successful adjustment of
the individual, and for the individual to progress to the pext **stage*” of development (e.g., adulthood).

"mtmmnhmmmmmammwcomuﬂormmmc was afso reflectod in the W.T. Grant Commission report on
youth ages 16 to 24 who do not go on fo college: **The world around us has changed. but our institutions have not responded with the flexibility required
1o help lay a new foundation under young familics and their children® (87).
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Figure 2-1—Sequence and Timing of Four Key
Pubertal Events During Adolescence:
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fpjote that the figure indicates averages, ranges, and the normative
nequence for four spedific svents. The horizontallines and rating numbers
marked pubic halr stand for its advent and development The rating
numbears for pubic har indicate stages of pubertal development (69). The
appesrance of the breast taxf is as & nule the first aign of puberty in the
female, though ths appaamnce of public hair may sometimes precede it
Stages of breast deweicpmeant are incorporated within the solid fine o the
right of the word breast. The range of times for appeanance of the breast

ead, the beginning of pubic halr, menarche, and peak vollcity inheight are
shown directly under thoss events (69).

SOURCE: J M. Tanner, Growth at Adolescence, 2d ed. {Oxford, England:
Blackwall Sclentific Publications, 1962). Reprinted with permis-
slon,

between ages 8 und 18; and pubic hair development
in several stages between ages 11 and 14 (figure
2-1). In males, the acceleration of penis growth
begins on average at about age 12.5, but sometimes
as early as 10.5 and sometimes as late as 14.5 (70).
According to Tanner, ‘“‘the sequence of events,
though not exactly the same for each boy, is much
less variable than the age at which the events occur.
The spurt in height and other body dimensions
begins on average about a year after the first
testicular enlargement [ages 10 to 13.5] and reaches
its maximum. . .after about a further year.. ."” (fig-
ure 2-2) (70). At various points, dramatic changes
occur in other body systems (e.g., weight, facial
structure and expression, brain structure) (see figure
2-3). The fact that these changes are not simulta-

Figure 2-2—Sequence and Timing of Four Key
Pubertal Events During Adolescence:
Adolescent Males®
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&Note that the figure indicates avemges and ranges for four spedific events,
as weil as the average sequence of four pubertal svents, as follows: The
solid areas markad penis and testis represent & general picture of the
period of accelerated growth of these andthe horizontal fines and
rating numbers marked publc halr stand for its advent and development,
with the miting numbers for publc hair indicating stages of pubertat
development (69). Figurss for the range of ages at which the spurts for
height and for penis and testis growth begin and end are inseried
undernaath the first and last points of the curves or bars. The acoslsration
of penis growth, for axample, begine on averags &t about age 13, but
sometimes it cocurs as sarly as 11, and sometimes as inte as 14'2, The
compietion of penis dovelopment oocurs about age 18, but
sometimes at 132 and sometimes at 17. Al ages 13 and 14, there is an
mn&&ﬂymnwmd”.ﬁnmwwﬂuﬂ*d
the way from complete matusity to absolute preadolescence.
saequence of events, though not exactly the same for every adoloscent
male, is mch lese variable than the time at which the svents oocur (69).

SOURCE: J M. Tanner, Growth at Adolesoence, 2d ed. (Oxford, England:

Blackwei! Sdentific Publications, 1962). Reprinted with permis-
slon.

neous is important to understanding what individu-
als face during adolescence.

Hormonal Changes in Adolescance®’

In addition to confronting overt and discontinuous
changes in themselves and others, with attendant
concerns about being ‘‘normal,”” adolescents must
begin to deal with sexual arousal and other intemal
changes (11). Prior to and during adolescence, the
following normative physiological and hormonal
changes occur, as summarized by Susman and her
colleagues:

Dfformones are chemical substances, formed in one organ or part of the body and carried in the blood to another organ or part of the body, that can
x alter the functionat sctivity (and sometimes the structare) of another otgan or organs.
(S
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Figure 2-3—Growth Spurts During Adolescence
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SOURCE: Figure 5on p, 131n J M. Tanner, Growth af Adolescence, 2d ed.
{Oxford, England: Blackwell Sclentific Publications, 1962) based
on L. Reynolds and G. Schoen, “Growth Patterns of kentica!
Tripists From B to 18 Years,” Amercan Joumal of Physical
Asthropofogy 5:165-200, 1847, Copyright © 1947 by John Wiiey
& Sons. by permission of Wiey-Liss. @ Division of
John Wiley & Sons.

Adrenarche, maturation of the adrenal glands,?!
begins at ages 6 to 8. Following adrenarche, there is
a gradual rise in adrenal androgens?? that continues
up to the age of 18 to 20, when levels reach a plateau.
Adrenarche is followed in rather rapid succession by
gonadarche [maturation of the reproductive organs],
which is accompanied by a rise in gonadotropins?
and gonadal steroids that continue to rise up to age
15 or 16, when adult levels are reached (68).

The physiological changes during adolescence
are profound and discontinuous with earlier periods

of development (68). According to Tanner, *‘Pu-
berty is the time of the greatest sex differentiation
since the early intrauterine months’’ (70). Thus, it is
not surprising that a popular conception about
adolescents is that they are controlled by raging
hormones. Many commonly observed adolescent
*“attitude problems’’ such as talking back to teachers
and parents, sullenness, moodiness, and irritability,
as well as major emotional and bebavioral distur-
bances, have been attributed to the hormonal changes
that occur prior to and during adolescence (68).
According to Susman and her colleagues, ‘‘the
natural rise in hormone levels at puberty provides for
an experiment in nature. . . adolescence is an ideal
developmental period in which to trace the patterns
of change in both hormones an1 behavior within a
short period”’ (68). Unfortunately, research in this
area has begun relatively recently (circa 1978), and
the effects of the rise in many hormones on the
behavior of adolescents generally are unknown (68).
While there is some evidence that hormonal changes
in adolescence influence some behaviors (see 68),
there is also considerable evidence for the primary
influence of prior expectations and social environ-
ment on adolescents’ behavioral responses to puber-
tal processes (24).

As Susman and her colleagues note, *‘the connec-
tion between normal ‘attitude’ problems and
bormone changes is of major concern to those
individuals who are entrusted with the socialization
of youth’’ (68). She and her colleagues suggest that
additional resources and effort be put into studying
the hormonal and other aspects of emotional devel-
opment in normal adolescents. Important research
questions include: What are the mechanisms whereby
pubertal hormone changes affect brain development
and behavior during adolescence? To what extent is
adolescence continuous or discontinuous with other
periods of development? What is the causal role of
hormonal variations in adolescent mood fluctua-
tions? As noted elsewhere in this Report, very few

#¥The adrenal glands are endocrine glands situated near the kidney that produce steroids like sex hormones (e.g., estrogen, testosterone. estradiol),

hormones related o metabolic functions, and adrenaline.

ZAndrogens (or androgenic hormoncs) arc male sex hormones such as testosterone, which is responsible for inducing and maintaining secondary male

sex characteristics.

BGonadotropins are hormones that act upon the gonads (e g., follicle-stimulating hormone, which stimulates the growh of follicles containing ova

{eggs] and activates sperm-forming cells).
Q
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Box 2-B—In Search of Self: 1dentity Development in Adelescence

mmmdmmmmyammimmmmm:mamnm
emotional and social development; optimally, much of this development takes place during the adolescent years
(z;).Hm'smmammdwm&ommmmmmmgmmmm
Developing Adolescent (32) helps to encapsulats the subjective meaning for adolescents of some of the basic
processes described in other chapters in that volume (11,43,55).

An adolescent’s emerging ability to think abstractly makes it possible to imagine *‘ideal” selves, which can
be compared to perceived actual sclves. Yet the same cognitive changes that can facilitate the journey of
self-development during adolescence make its navigation difficult. Like inconsistencies between the real world and
the ideal world (24,43), substantial inconsistencies between one’s actual and ideal selves can be a canse of extreme
subjective distress (35), as is evident from the following synthesis of a self-partrait at mid-adolescence:

What am I Jike as a person? Complicated! I'm sensitive, friendly, outgoing, popular, and tolerant, though I can
also be shy, self-conscious, and even obnoxious. Obnoxious! I'd fike to be friendly and tolerant all of the time. That's
the kind of person I want to be, and I'm disappointed when I'm not. . .

smlwm.wmm.mmemmuwhmmmx
try to act different, like Madonna. I’ be flirtatious and fun-loving. And then everybody, I mean everybody clse is
mnummmrmmmrmxwwmmmammw
hmomwd,mdldon‘tknowwholmnyam!Amljnanyingmimpmsdmm-whn?nmldm'ueanymwhat
ﬂnyﬂ:h&myw.ldm’tmmwe,thnis.ljustmmh)owwhatmyclmfdmdsmh:hlmbemymself
with my close friends. I can’t be my real self with my parents. . .

At least at school people treat you more like you're an adult. That gets confusing, though. I mean, which am I,
a kid or an adult?. .. (32).

As summarized by Harter:

This personal narative exemplifies numercus prototypic features of self-description during middle adoles-
cence. . .. We witness an introspective self-portrait that is couched in the language of traits of the self—obnoxious,
mmm.mwmwmwnhmm.%mmm
display of different selves in different social contexts is cause for concern, as the adolescent struggles to reconcile
tlnsedifferentselvesasweﬂasdemimwhichisﬂn‘mﬂm’&p«inmningwhhm'spemm.istypm;r
an emotional experience for the adolescent preoccupied with the challenge of self-definition. . . (32).

Federal resources are dedicated to studying normal e show an appreciation of the relativity and

adolescent development, 2 uncertainty of knowledge;
¢ tend to think in terms of abstract rather than

only concrete representations;
Cognitive Changes During Adolescence » show a far greater use of strategies for obtaining
. knowledge, such as active planning and evalua-
The evidence suggests that the early adolescent tion of alternatives; and
period_isakey juncture in the development of human e are self-aware in their thinking, being able to
cognitive capabilities, in that.gcross the age range of reflect on their own thought processes and
11 to 14, “what was previously a minority of evaluate the credibility of knowledge sources
successful reasoners becomes a mayority’’ (43,89).2% (43,89).

Thus, in contrast to younger children, adolescents:
Although these changes clearly give adolescents

e show an increased ability to generate and hold an advantage over younger children in daily deci-
in mind more than one complex mental repre- sionmaking, the process of going through these
sentation; changes may be difficult for some adolescents and

#USec ch. 19, **The Federal Role in Adolescent Health," in Vol. 11, which notes that under 7 percent of the budget of the National Institute for Child
Health and Human Development (Nationa! Institutes of Health, Public Health Service, U.S. Department of Health and Human Services) is devoted to
adolescent issues. Much of this is problem-oriented rather than focused on normal development.

SThis is consistent with the evidence (sparse though it may be) on adolescents’ reasoning during health care decisions (see ch. 17, **Consent and
Confidentiality in Adolescent Health Care Decisionmaking,** in Vol. ). Also sce Mann, Harmont, and Power (49) whose review found that transitional
periods for shifts in decisionmaking tend to fall at about 11 to 12 years, and again at 1$ 1o 16 years.
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Harter notes further that these processes *‘do not occur within an introspective vacuum’’ (32). Peers, parents,
and teachers are impostant sources of expectations, evaluations, values, directives, feedback, and social comparison
(32). Others have noted that adolescent experiences can vary considerably in different gender groups (26) and racial
groups (66a,71).

An important contribution of work on the process of identity development by Harter and others is the finding
that the dramatic changes in the conceptions of self that occur during adolescence do not occur ovemight; important
changes occur throughout the adolescent period (13,32). The most subjectively distressing shift appears to occur
around ages 14 or 15, when individuals not only detect inconsistencics across what they perceive as their various
selves (:.g., their behavior fn relation to parents, friends, romantic partners), but *‘are also troubled and
coanflicted over these contradictions, much more so than are the youngest (around ages 11 to 12) or oldest (around
ages 17 to 18) groups®* (13,31,32). For example, the youngest adolescents, who are apparently unconcemed about
potential contradiction, make remarks such as ** Well, you are nice to your friends and then meanto people whodon’t
treat you nicely; there’s no problem’ (31,32). By about age 17 or 18, many adolescents have reached an
accommodation with their different **selves’” and can make such statements as: ‘*Sometimes it’s fun to be rowdy,
but 8¢ other times you just want to be in a quiet mood; you really need to do both with really good friends”’ (31,32).

Harter refers to these shifts as **normative’’ because they typically happen in a normal adolescent; however,
certain deficiencies in an adolescent’s social and psychological environment may interfere with their occurrence.
In addition, although these shifts are narmal, some of them are accompanied by significant subjective distress while
they occur. As Harter points out, it is a *‘myth’’ that these *‘normal’’ changes necessarily produce happy outcomes
in the short nmn (e.g., 21). Further, adolescents may act out these possible selves (22,62), and this role
experimentation can “‘usher in another potential source of tension among maltiple selves’ (32).

To summarize, the elements of self and identity development during normal adolescence include
differentiation of the self into multiple domains (e.g., scholastic competence, athletic competence, physical
appearance, social acceptance), the construction of actual and ideal selves, and the integration of multiple
self-concepts into a unified sclf-theory (32). It is no wonder that adolescents often evidence a preoccupation with
the self (17,32,40,41).

SOURCE: Office of Tchnology Assessment, 1991, based on S. Hartey, **Adolescent Seif and Identity Development,'* Ar the Threskold: The
Developing Adolescent, §.5. Feldman and O.R. Elliott (eds.) (Cambridge, MA: Harvard University Press, 1990).

the adults in their lives. For example, while Keat-
ing’s review concludes that, in general, the 11- to
14-year-old range is the period during which a
minority of generally successful reasoners becomes

cognitive changes to the process of thinking about
themselves.

The origins of these new or more developed

a majority, he also finds some evidence that there is
a period in early adolescence that Keating terms
‘‘rampant relativism.”’ That is, when early adoles-
cents first begin correctly to give a ‘“‘can’t tell’”
response to logical syllogisms, they also give such
an answer when, indeed, there is a valid conclusion—
and one that younger children can infer (43). Keating
suggests that this may be a necessary cost of
becoming a critical reasoner. Additional research is
needed on this apparent propensity to question
everything, which is a familiar one to parents of
carly adolescents. Box 2-B suggests some of the
necessary difficulties adolescents face as they apply

abilities and strategies are an important research
question with practical implications for educating
adolescents and for their abilities to make decisions
affecting their health. For example, whether and how
physiological and cognitive changes may be related
is still a matter in dispute (19,43,68).28 According 1o
Keating, the available evidence indicates that changes
in cognitive ability occur gradually with age and
over time, rather than showing a sudden onset or
irreversible stepwise increments (43,89). But, as
Keating notes, at the beginning of the 1980s,
research on adolescent thinking could easily have
been organized around a fcw central questions, but

For example, Susman and her colleagues note that gonadal steroids are thought (o affect brain development during adofescence, and changes in
cognitive abilities are hypothesized o be related to changes in gonadal steroids, although the findings reviewed by Susman and ber colleagucs in 1987
were not consistent across studies (68). According to Keating, while theories of brain maturation associated with pubertal development continue to arise,
the evidence has not been found sufficient to support some of the changes in cducational policy that have been suggested (43).

Q
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“*since then, accumulating evidence from a variety
of perspectives has strikingly expanded the ques-
tions that must be considered and [has] made
consensus a more distant goal’’ (43).

One major change in conceptualizations of ado-
lescent thinking has been the lack of independent
support for Piagetian stage theories of cognitive
development. Piaget theorized that the changes in
thought processes in adolescence reflected internal
structural changes in the ability to think logically
regardless of content. Although Piaget, his col-
leagues, and others found evidence of sequential
changes in children’s abilities to make logical
inferencss, the identification of structural changes in
logic as the source of the age-related changes has
proved problematic (43).27 There are other potential
limitations on the cognitive abilities of younger
children that researchers have not been able to rule
out as accounting for changes in individuals’ cogni-
tive abilities, such as memory capacity or efficiency,
content knowledge differences, and task familiarity
(43).

There is a practical implication of the lack of
evidence for cognitive developmental stages as
such. One common use of the Piagetian model was
to view age-related shifts as placing limits on the
ability of adolescents to think logically or critically
(43).”® On the contrary, much of the research has
shown that *“supportive contexts and early attention
1o the development of reasoning are precisely what
is required to increase the likelihood of its emer-
gence’’ (43). For example, Vygotsky has found that
many differences in cognitive performance may be
related to identifiable features of the cognitive
environment (86,44).

Nonetheless, Keating concludes that the current
research provides ‘‘encouraging” evidence that
higher order thinking among adolescents is attaina-

ble (43). The caution, he says, is that desirable
cognitive outcomes are neither easily nor automati-
cally antainable. Positive outcomes have largely
been achieved in controlled situations in which
ample time is given to solve problems. In the real
world, adolescents’ and adults’ *‘spontaneous think-
ing’’ is rarely as systematic, reflective, or intentional
as in controlled situations (14).2% At a practical level,
then,

.. . it would be foolhandy to assume that cognitive
interventions for adolescents could rely on highly
active and reflective engagement with demanding
material. Yet attempis to encourage sich higher-
level engagement, if carried out systematically, do
offer considerable promise.

~~

The implications of research on adolescent think-
ing for the delivery of health care services and
health-related education to adolescents seem clear.
Adolescents cannot be expected to automatically
have the cognitive wherewithal to understand dis-
ease processes and the increasingly complicated
delivery of health services. As is true with adults, a
certain amount of ability to draw inferences and
make reasonpable decisions will depend on adoles-
cents’ experience and the accumulation of knowl-
edge. The context in which the knowledge is
delivered also appears to be important (86). But
rather than assuming that adolescents are incapable
of making health care decisions,® the working
assumption might be that adolescents have the
capacity and can be taught to do so in a participatory
fashion (43). Certainly, it would be preferable for
parents to be the teachers of this information, but
often parents and children experience discomfort in
discussions of sensitive topics or are themselves nut
knowledgeable (11).3! Thus, schools and a broad
range of health service providers could broaden their
roles as educators. Such an expansion of roles

T'The tenets of Piaget's theory have been well-described (43). As summarized by Keating, *‘Piaget focused on the development and organization of
logicomathematical operations through four major stages of periods: the sensorimofor functioning of infancy; the preoperational, largely egocentric
thinking of early childhood; the concrete operational logic of middle and later childbood; and the formal operational logic that characterizes adolescence
and adulthood'’ (43). Further, **the cognitive operations within any given stage are organized in a structure; thus, stage changes imply shifis in underlying
structure brought about throngh the constructive interaction of the individua! with the physical and social world. . .This progression is presumed to be
universal and invariable’* (43).

Asimilarly, Epstein's theories about possible whole brain growth spurts inspired 8 move in education to delay challenging coursework until Iate in
adolescence (19.43).

FBoth Keating (43) and Koslowski and Ogaki (45) find that adolescents are more similar to, than different from, adults in drawing causal inferences.
Level of education appears to make a difference as well, with noo-college-cducated adults scoring between sixth- and ninth-graders (47).

©The legal presumption that minors are incompetent to make health care decisions is discussed in ch. 17, **Consent and Confidentiality in Adolescent
Hcalth Care Decisionmaking,* in Vol. I} (75a).

31Also see ch. 3, **Parents and Familics® Influence on Adolescent Health,** in this volume.
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taking, there is no paucity of beliefs about how to
characterize adolescent behavior in these areas’’
(26b). In their review of the empirical literature
relevant to these beliefs, 3 Furby and Beyth-Marom
conclude:

. . . there is as yet little evidence that adolescents are
more likely than adults to engage in behavior that
seems risky to them. That is, there is little evidence
that they seek out or are willing to accept greater
risks. However, neither is there clear evidence that
they do not seek or accept greater risks. The lack of
empirical evidence on this issue reflects, in large
pan, the dearth of information on how adolescents
(and adults) perceive the options they do consider
[and] the likelihood of [the options’] possible

Phoro credll: Benjamin Smith

Available svidence suggests that higher-order thinking
among adolescents is attainable, but it is neither easily nor
automatically achieved. Attempts fo encourage higher

lsve! cognitive engagement require intensive, systematic
offorts that involve real-world content.

would, however, have training?? and cost implica-
tions.

A Perspeclive on Adolescent Risk-Taking

An area important to the delivery of health
services (particularly health education) that is re-
lated to research on cognitive development is the
area of adolescent risk-raking.3* As noted in a recent
review of adolescent risk-taking by Furby and
Beyth-Marom, *‘Although there is little empirical
research on adolescent decisionmaking and risk

consequences. . .This lack of information on option
and consequence perception and evaluation is not
surprising, given the methodological difficulties
involved in measuring these variables. However,
without better evidence, it is hard to justify the
[perception] that teenagers are particularly prone to
seek out or accept risks. . . (26b).

Knowledge about adolescent risk-taking and de-
cisionmaking is important in considerations of
adolescent health policy. For example, Furby and
Beyth-Marom raise the possibility that, instead of
being poor decisionmakers, many adolescents may
be making rational decisions, given the existing
conditions and contingencies (26b).35 If adolescents
are engaging in fanlty decisionmaking, it seems
reasonable to focus on improving their capacity to
make better health-related choices, for example,

XFor example, Keating notes two findings with implications for an insensity of effort: 1) that modest inferventions have little impact (in tmproving
formal Jogic); and 2) that the greatest difficulties arise when individuals are asked to reason in tasks for which there is no real conteat, Those who become
involved in improving adolescents’ cognitive development would also have to be aware of other purported aspects of adolescent thinking that may affect
adolescents’ abilities to meke rational bealth-related decisions: adolescents appear to have great difficulty in attempting to achieve an integratod
understanding of their personat and social experiences (32,42,64) and adolescents may have a specific form of egocentrism in which they assume
themselves to be the focus of most other people’s perspectives much of the time (17). (Keating notes that the latter model is intuitively appealing but
has litle empirical support (43),)

3Purby and Beyth-Marom provide definitions of risk and risky behavior: **The texm risk. . .refers to a chance of loss, that chance being greater than
O percent but less than 100 percent. Thus, the definition of risky bekavior . . .is action (or inaction) that entails a chance of Joss® (26b). They note that
risk taking *‘may or may not be deliberate. That is, one may or may not be conscions that a given behavior entails a non-zero probability of loss'* (26b).
Furby and Beyth-Marom*s perspective on risk taking is based on a decision-making perspective: *‘Decision theorists define decision making as the
process of making choices among competing courses of action. . . The normative models of decision theary prescribe the processes that people should
follow in order to have the best chance of maximizing their well-being, given their beliefs and vatues** (26b). (Furby and Beyth-Marom also provide
areview of other perspectives on risk taking (e.g., risk taking as sensation-seeking).)

4The following, according to Purby and Beyth-Marom, are some common myths about adolescent decisionmaking and risk-taking: ) adolescents
are not capable of competent decisionmaking; 2) adolescents take more risks than do adults, and their risk taking endangers their well-being; 3)
adolescents do not consider sufficiently those possible consequences (of various options) that might occur in the distant future; 4) adolescents think that
they ase invulnerable; 5) adolescents let emotions rule their choices; 6) adolescents rely heavily on peer information and attitudes when moking decisions
about risky behavior (26b).

3For example, if alt known alternative outcomes are taken into account, it may scem most rational to an adolescent female 1o bear a child. An abused
adolescent may seck refuge in the use of alcohol or illicit drugs. Reviews of risk factors and preventive interventions related to selected adolescent health
concerns can be found throughont this volume and in Vol. 1 of this Report (75).
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with training in decisionmaking.3 If, on the other
hand, adolescents are, from their own perspectives,
making rational choices, the emphasis should be on
encouraging changes in the social structure that
would make health-generating choices more likely
among adolescents (26b).3

A potential implication of realistically evaluating
the literature on adolescent decisionmaking and
risk-taking relates to adults’ attitudes towards ado-
lescents and towards particular activities. As have
adolescents themselves (74a), Furby and Beyth-
Marom note inconsistencies in societal attitudes
around sexuality, drug use, and risk taking in
general, suggesting that adults may have concerns
other than adolescents’ health:38

Exactly what these other concems are is an open
question. . .Perhaps it is somewhat threatening to
adults to see their children acquiring this new (and
more equal) status. Or, perhaps these are simply
behaviors about which adults are quite amrbivalent
themselves, being uncentain whether to condemn or
condone them even in adults (26b).

A considerable amount of additional research and
thinking needs to be done with respect to conceptu-
alizations of adolescent decisionmaking and risk-
taking.?®

Summary

Adolescence is a period of profound biological,
emotional, intellectual, and social transformation,
which appears to be lengthening as a result of
national economic demnands. One difficulty in gain-
ing the attention of policymakers for some adoles-
cent health concems is that adolescence is often
viewed solely as a transitional period between
childhood and adulthood (93). But this *‘transitional
period”’ can take as long as one-seventh of the

typical life span. One can argue—without coming to
the conclusion that to be normal in adolescence is in
itself abnormal (26a) (and, perhaps, therefore, that
striking aberrations in behavior, should be ignored
(88))—that contemporary adolescents deserve sym-
pathetic societal attention, including attention to
their perspectives on health, during their second
decade of life.

Defining Adolescent Heaith

As ooted in the introduction to this chapter,
definitions of health have important implications
for:

e judgments about the health status of any

particular group;

» judgments about what health-related services

and policies are justified; and

e decisions about the development of indicators

of health status that are in turn used to help
judge the need for services and policies.

For adolescents, these implications translate to:
How healthy are adolescents? What kinds of inter-
ventions, if any, should be developed to improve
their health? How shall the health of adolescents—
and the effectiveness of interventions—be moni-
tored?%0 Hence, an understanding of contemporary
conceptualizations of health, and of their implica-
tions for the allocation of health-related resources, is

important.

Current Conceplualizations of Health

As is adolescence, the concept of health is socially
defined and subject to change. To some extent,
adolescents have been affected by recent reconcep-
tualizations of health and attributions of responsibil-
ity for health status.

36As discussed below, this spproach is part of the approach to hesith improvement that emphasizes individual responsibility.
This corresponds to the health protection approach to prevention, described below and in Furby and Beyth-Marom (26b).

3For example, **. . the considerable controversy over whether to make contraceptives easily available to teenagers suggests that these may be
wmmmmmkﬁmthmmmmm!mmmwme.mﬂnmnchglutucomcxpmscd
abcnuheﬁskssomeaﬁolmmmkchysmokingmijummnnaboutthcﬁsksmnymmmnsmhyddnﬂngﬂwhol.. .suggests that there may
be something other than the possibility of negative behavioral or health effects that bothers adults about adolescents® smoking marijuana’” (26b).

Suggested directions for future rescarch can be found in Furby and Beyth-Marom (26b).

4OThese questions are addressed throughont this Report.
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A complete history of evolving conceptions of
health is beyond the scope of this Report.#! In the
past century, as measures such as improved sanita-
tion, and later, immunizations against bacterial and
some infections diseases have helped to improve life
expectancy,? there has come to be more of an
emphasis on nonphysical aspects of health and on
the notion that much disease and disorder is avoida-
ble (5a,53a,77,82a). For example, in 1948 the World
Health Organization (WHO)defined health as *‘com-
plete physical, mental, and social well-being, not
merely the absence of disease or infirmity* (33).
While the WHO definition has not been completely
adopted, the accepted definition of health is, accord-
ing to some observers, evolving toward including
well-being as well as the absence of disease (8).

The idea that, especially for younger people,
‘“‘natural’’ causes of death, disease, and disability
had been largely replaced by mortality and morbid-
ity related to behavior is an idea that has taken hold
in the last 15 or so years (e.g., 56,60,82). However,
most health data systems, heaith care systems, and
insurance reimbursement arrangements in the United
States continue to emphasize care for physical
illness. 43

The idea that much premature death, disability,
and disease is largely avoidable (and even associated
with behavior) should not lead exclusively to the

notion that preventable avoidable death and disabil-
ity are the sole responsibility of the individual. For
example, a 1979 U.S. Surgeon General's report
placed approximately equal emphasis on societal
measures to protect the health of the U.S. population
(“*health protection’’), on health promotion, and on
prevention of specific diseases and disorders (77).44
By at least 1984, however, many in the field of
public health had come to recognize that much of the
responsibility in health promotion and preveation
had fallen to individual, rather than collective, action
(5a,73) and one of the main objectives of 8 WHO
conference in the mid-1980s was *‘to shift the focus
from individualistic explanations of variations in
health to an awareness of the public policies which
WeTe necessary to promote and protect health'’ (5a,
emphasis added). Thus it was at the 1984 conference
that the idea of the “*healthy city’’ (later to become
the ““healthy community’’) took root as a WHO
strategy for promoting health for all by the year 2000
(Sa).

The notion that the health of adolescents is also
grounded in the health of their communities is one
that may be gaining momentum (e.g., 78a). For
example, a recent publication by the Office of
Substance Abuse Prevention in the U.S. Departmer t
of Health and Human Services sought to *‘provide
balance to the public health model of agent, host, and

inmmimﬁom3)ﬂretherapcuticcm(lmmu)ﬂ:slmwﬂhm:dvcmofmmmumiuobdﬂs,mdnhwaploﬂonofm

mumwmmmmmgmmeoimuedm"mem

disappearance of the major infectious discases on the one hand, and the

humdxginvo!vemmofgummminmcpmisimofhcﬂmmsocia)suvmcntheothc“;mdotbempnwcﬁmhkmm

(197S-present), which can be traced to increases in
awarencss of the limitations of therapy (5a,53a).

longevity, recognition matamdeslofpmmdmmmdlmmmymsvoidmmm

“meﬁfecxpecmofmavasgeAan(aHmbomgendm)bomin 1988 was 74.9 years; in comparison, the lifc expoctancy of an average
American born in the period 1900 was approximately 41.3 years (82a). (The figure for 1900 is approximate becaase it inciuded only the U.S. **death
registration ares’’ of 10 States and the District of Columbia (82s).) In both 1988 and 1900, the life expectancy of nonwhite Americans was lower then

“*For cxamples, see ch. 15, **Major lssucs Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents,’* and ch. 16.
**Financial Access to Health Services,”* in Vol. II.

“Health protection comprises strategies for bealth promotion and disease prevention that are related to environmental or
confer protection on large

messures that

groups. As most broadly defined, health promotion is a philosophy of bealth or a set of activities that takes as its
the prevention of disease; WHO has definod health promotion as the **process of enabling people to increase contro}
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environment by targeting the environment’’ (78a).

- However, relatively few of the Healthy People 2000

national objectives related to adolescents (or to other
age groups) were objectives requiring eaviron-
mental or regulatory measures to improve health
(82b).4

Measures of Health

Measures of the Health of Individuals

In no sense have widely published measures of
health status in (¢ United States approached broader
and more positive definitions of health (8).% In the
United States, the health status of the population is
still measured primarily in terms of mortality or is
inferred from the extent to which individuals seek
care from physicians (e.g., 82a).87 ¥ There is in-
creasing publication of behavioral risk factors as
indicators of the health of the U.S. population (79).

Measures that are limited to the absence of
physical health problems can be used to infer that
US. adolescents as a group are healthy and,
therefore, that they may not require health care
services and other health-related resources (37,88).
As noted above, a potential problem with an
exclusive emphasis on individual bebaviors, how-
ever, is that social and environmental factors that
play a role in eliciting individual behaviors may be
overlooked (8,73).

Measures of the Social Environment

The literature on health does not typically include
objective measures of social and physical environ-
ments and the ways in which those factors affect
adolescent health.®® For example, precious litle
research has been done on how adolescents perceive
their environments and the effects those perceptions
have on their health (for examples of exceptions, see
20,85).%0

The evidence that is available suggests that
adolescents believe that there is considerable social
ambivalence when it comes to adolescent behavior
such as sexuality, alcohol, tobacco, and drug use,
and other risk-taking behaviors (e.g., dangerous
driving practices) (74a),%! that many adults do not
really care about them (85), that health care provid-
ers do not discuss the issues of concern to them
(36,48,66),5? and that many adults scem only to see
the negative when it comes to adolescents (34).
Adult observers have also noted that public attitudes
toward adolescents are, if not negative, then largely
unsympathetic (7,65).

Faclors Atfecting Conceplualizations of
Adolescent Health

Apart from considerations of adolescence as a
period of life, additiopal issues relating to the
definition of adolescent health include: who defines
health and bealth problems, the social context of the
definition of health problems, difficulties in opera-

45For an analysis of the Healthy People 2000 objectives pertaining to adolescents, see the discussion of Major Option 3 in Vol. 1, **Summary and Policy

Options,”” of this Report.

46For a synthesis and critique of widely published measurcs of adolescent health, see app. C. *‘Issues Related to the Lack of Information About

Adolescent Health and Health and Relatod Services,” in Vol. 1.
IThe

prcsenccofamenu!heanhpmblunisﬂsoconsidaedanaspectcfhealm(SG).athPedcmlovmiewsofmeheahhmmsofmepopmﬁm

rarcly include information on mental health status measures {€.g., 82a), Further, many adolescent mentat disorders arc definod in behavioral tesms (3).

# Additional issues concerning the informstion available about adolescent health status, even using widely accepted indicators as measires, ane
discussed in app. C, *Issues Related to the Lsck of Information About Adolescent Health and Health and Related Services,” in VoL L

#Ajzen notes that measurement of social and contextual factors in health and human behavior is underdeveloped (1). Although the healtk of
communitiesaswllasthawﬁndividualsisbecuﬂnganaddiﬁomlfminchmginsoonccpmlimﬁomofheanhw).mmnuohcmnily’shwth
sppear at this point to be limited to sggmgmionsof!bchmlthmoﬁhccomunﬂy‘s individual members (8). For cxample, a recent **conscnsus set
ofindicamsfmassmingcommmityhealthmms"publishedbytheCmmsmelmeonmlhtheU.s.DepmdﬂedmmdﬂmnSmm
includes only one measure of the physical environment (propartion of persons mmmumu.s.wmw

stmdnrdsfmah'qmmydmmglheprevimyw)mdonemmmofmc socioeconomic environment (childhood

poverty,
ofchi!dsmlessthanlsycmofagelivmsinfmﬂiesatorbdowthcpoveﬁylcvd)amons 18 suggested indicators (81). Nine of the indicators are
mortality rates, 4 are reported incidence mtes for physical illncsscs (i.¢., scquired immunodeficiency syndrome, measles, tuberculosis, and primary and
secondary syphilis), and 3 are *‘indicators of risk factors'® (i.e.. incidence of low birth weight, bisths te adolescents, and tack of prenatal care) (81).

Also see app. A. “"Method of the Study,” in Vol. 1(75).

SiFpr example, OTA's Youth Advisory Pancl pointed out that while they are formally instructed to abstain from sex, drinking, and drugs, they are
bombarded daily with contradictory messages from the adult-controlled media.

$2Por discussions of these studies, and analyses of the competence of health care providers in treating adolescents, see ch. 6, “*Chronic Physical
Ilinesses: Prevention and Services,”* in this volume, and ch. 15, “*Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services

tp Adolescents,”” in Vol. H1.
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tionalizing well-being, and the potential conse-
quences of broadening the definition of adolescent
health.

The way that adolescent health and health prob-
lems are defined and measured greatly influences
adolescents’ lives, but as a generally (legally)
powerless group, adolescents have very little say in
the way health and health problems are defined and
measured. As noted above, adolescents have been
found to see discrepancies between issues of concern
to them and issues likely to be discussed by health
care providers and others who have the potential to
affect adolescent health and make referrals to health
care services. Clearly, if there is disagreement on
what adolescent health and health problems are,
there is likely to be disagreement on appropriate
approaches to promoting health and to addressing
problems.

Another factor in defining adolescent health
problems is some things that are regarded as
adolescent health problems are problems only in the
context of the contemporary social environment
(55). Possibly, for example, dropping out of high
school (or not going on to college) might not be so
terrible for some adolescents if jobs at living wages
or other alternatives were available (87) or if
academic paths were more flexible. The social
environment is the product of longstanding cultural
and philosophical roots in this country that are not
about to be changed in a wholesale manner (9,55),
but in considering what an adolescent health prob-
lem is, it is important to recognize the social
environment’s impact on the way adolescent health
problems are defined.

A related social dilemma concerns operational-
izing the concept of *‘complete. . . well-being”” or
**optimal functional status’’ (33,37). Although broadly
acceptable definitions of complete well-being could
be socially constructed, they would be difficult to
devise because to a large extent complete well-being
is inherently a subjective notion. Findings such as
those by Malus and colleagues suggest, for example,
that, in contrast to health care providers, adolescents
perceived sexual intercourse, alcohol and drug use,
as common occurrences, but not serious health
problems (48). Malus’s findings suggest a gulf
between adult and adolescent perceptions of adoles-
cent well-being. Broadening the definition of health
can have implications for the organization of health

services and, as a consequence, cost implications.
Q

Summary

Clearly, the issue of defining health as a general
matter across the life-span—and all the implications
of that definition for intervention and resource
allocation—is not yet settled. Scholars in the field of
adolescent health, realizing the limitations of more
traditional definitions of health and health-related
interventions for that group, seem considerably
more inclined to subscribe to broad definitions such
as WHO’s. For example, Irwin argues that a
reconceptualization of adolescent health as *‘opti-
mal functional status’’ may provide a better under-
standing of the broader issues affecting adolescents’
health (37,53).

Issues surrounding the definition and measure-
ment of adolescent health may receive greater
attention as the findings of OTA’s Report, and others
related to adolescent health (e.g., 3.4,12,15,54,57,
58,59,60), are considered by local and national
policymakers, parents, researchers, and adolescents
themselves. Many of these issues are relevant to
populations other than adolescents, but a broader
definition of health is especially important for
adolescents because adolescence is both a critical
transitional period (24,29) and a period that com-
prises perhaps one-seventh of the life span, and
because narrower definitions of health can lead to
the neglect of important health issues during adoles-
cence (88).

Conclusions and Policy Implications

The discussion of adolescent development in the
first part of this chapter, as well as discussions of
specific health and related topics later in this
volume, suggest that, in attempts to define health for
adolescents, is important to consider a broad range
of issues and to include measures of adolescents’
sense of well-being, their social environments, as
well as the more familiar individual measures of
physical illness, mortality, and behavioral risk
factors. However, OTA found during its assessment
that existing quantitative assessments of adolescent
health, and even attempts to further develop defini-
tions of adolescent health have not caught up with
the conclusion that adolescent health needs to be
thought of broadly (37,56).

Throughout this Report, OTA attemplis to take a
broad view of adolescent health. Health is viewed
in this Report in the most *‘traditional’’ terms of
the presence or absence of physical disease and

e® -
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Box 2.C—Toward 1 Adolescent Health: Key Concepts Developed by Adolescent Health
Scholars at the 1986 National Invitational Conference on the Health Futures of Adolescents

1. Provide a prolonged supportive environment for sdolescents. Healthy adolescent development is
fostered by providing & prolonged supportive environment during early adolescence, with graded steps toward
2. Devise a precise conceptuatization of risk-taking behavior. Positive as well a5 negative
and healthy outoomes are associated with certain

4. Mumnyumewmadolmnmnaposiﬂvemy.ﬂnkhymwbmmdbyamd
mutusl, positive engagement between the adolescent and various adults and peers. This process should occur

through family and other significant aduits and take plgce in schools, health institutions, and the community.
3. Study adolescence in multiple contexts. Healthy development must be studied and viewed in relation to
the various contexts within which it occurs. Demographic, sociceconomic, psychological, biological, sociological,

EKC -

wll Toxt Provided by ERIC

and historical factors can modify the characterization of nomal development.
SOURQCE: C. Irwin, “Editor's Notes,"* Adolescent Social Behavior and Health (San Francisoo: Jossoy-Bass, Inc., 1987).

disability; the implications of that view for
interventions and the allocation of resources are
discussed. As has become well-accepted in the
adolescent development and health research com-
munities, the health of adolescents is also viewed
in this Report in behavioral terms—such as
engagement in behaviors variously characterized
as ‘‘risky,” *‘‘health-compromising,”* ‘‘health-
enhancing,” or “‘problem’’ behaviors. The Re-
port also attempts to measure health in positive
terms (e.g.. social competence) and health and
well-being from the perspective of adolescents
themselves (e.g., perceived quality of life). The
influence of the social context on health-related
behaviors is also discussed (e.g., families, schools,
discretionary time).

In many cases, however, OTA s attempt at a broad
analysis of adolescent health was hampered by a
lack of data, The future of monitoring adolescent
health needs to take a well-rounded approach to
measuring health and the factors that affect it, rather
than continuing its emphasis on mortality and
behavior. In addition, the differences that occur
during the long (10 or more years) period of

adolescent development (e.g., 13) are important to
integrate into an agenda for monitoring adolescent
health and well-being.

In addition, it is important to continue the
““renaissance’” in research on normal adolescent
development noted recently by the Carnegie Council
on Adolescent Development (24,25,89). The Carne-
gie volume suggests many opportunities for such
research and emphasizes three priority areas of
crosscutting importance (24,25).5

In order to make adolescence a better period of
life, it may also be important to attempt to *‘market”’
adolescents differently to the American public and
to health care providers. As discussed above, many
carlier hypotheses that seemed to describe universal
processes in adolescent development have now been
tested and found wanting (24). In the process of
testing grand theories, the field of adolescent devel-
opment has found that the popular conceptions of
adolescents as a group whose behavior is over-
whelmingly determined by '’ ‘raging hormones’’ and
of adolescence as inevitably a period of storm and
stress are overstated. But on the other hand, the rapid

$3According to Feldman and Ellioft, the three crosscutting areas of primary importance are: learning more about nonwhite youth; examining the
contexts of adolescent development; and considening adolescence as part of the life course (24.25), Snggestions for future research can also be found
in varions reports from the 1986 National Invitational Conference on Health Putures of Adolescents (e.g., 37,39) and in a recent review by Susman and

her colleagues (68).

36



Chapter 2—What Is Adolescent Health? » 1]-29

physical change that occurs during adolescence, and
the increasing ability of adolescents to think reflec-
tively, can make adolescence a difficult period for
some individuals, their parents, teachers, other
adults, and their peers. Little help is provided to
adolescents, and their parents and teachers, as they
try to cope with these changes. Societal expectations
for adolescents are inconsistent and may simultane-
ously restrict adolescents unnecessarily and demand
from them an unrealistic level of maturity.

It is important to consider the basic physiological
and cognitive changes that occur during adolescence
in the design of health and related services, health
education, and adolescent environments generally.
It is important to continuously acknowledge that
adolescence is largely a social construct, and one
that is continuously changing, even as we study it
(35). As a starting place, the key concepts developed
by participants in the 1986 National Invitational
Conference on the Health Futures of Adolescents
deserve additional application and testing (box 2-C).
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Chapter 3

PARENTS AND FAMILIES’ INFLUENCE ON ADOLESCENT HEALTH

Introduction

The family has long been considered the bedrock
of American society. Pictured as a place of refuge
from the trials and tribulations of everyday life, the
family has been praised from podium and pulpit.
Poets remind us that the family **is where, when you
go there, they have to take you in."’ It is a safe harbor,
a supportive environment for personal growth and
expression. And, indeed, for most people, the family
is a place of succor and nourishment—if not always,
then at Jeast most of the time.

But there is a darker side to some families that
belies these virtues. Life in such families can be
terrifying, as violence replaces tranquility, hatred
preempts love, hope becomes despair, and a corro-
sion of character directs the development of family
members. These are the families in which night-
mares are real and children and adolescents are
transformed into victims of oppression.

Adolescent growth and development are deeply
affected by the family environment in manifold and
enduring ways—for good or for ill. This chapter
explores the positive and negative influences of
families on the health and maturation of adolescents.
Since parents are central authority figures in most
families (even during their children’s adolescence,
when peers’ influence increases), the discussion that
follows emphasizes the role of parents vis-a-vis
adolescent family members. The interactions of
siblings, grandparents, and other significant individ-
uals in a variety of family structures are clearly
important for adolescent health, but the body of
research on their significance to adolescent health is
sparse.

This chapter provides a brief overview of the
changing nature of the American family, and dis-
cusses positive, then negative, influences of parents
on adolescents, including maltreatment of adoles-
cents. The chapter is intended to provide an over-
view of the importance of parents in the lives of
adolescents. For some specific adolescent health

problems, there has been considerable research on
the negative impact of specific features of parent-
adolescent relationships; this research is discussed
in more detail in the relevant chapters in this
volume.! It is important to keep in mind, however,
that some widely held views that parents are not an
important positive influence in the lives of their
children during adolescence are now seen as inap-
propriate inferences drawn from a small body of
influential writings earlier in this century. The
relationship between parents and their children
during adolescence is complicated and clearly dif-
fers from that between parents and their younger
children, This chapter concludes that more research
is needed to investigate the positive and negative
features of the parent-child relationship during
adolescence, and more guidance is needed for
parents during this important period.

The Changing Nature of the
American Family

The traditional American nuclear family is often
depicted in popular culture as a father, a mother, and
several children. Grandparents are depicted either as
living with the family or residing somewhere
nearby. The father works and the mother cares for
the children and home. Today the picture of the
traditional family is evolving rapidly into a plural-
istic collage of alternative structures (79).

Economic and social forces have brought about
significant demographic changes that are reflected in
family life throughout the Nation. Divorce, for
example, has made the one-parent family common-
place, and remarriage has introduced a stepparent
into many homes. Over one-third of the marriages
performed in 1988 were second marriages (47,93).
With about half of all marriages now ending in
divorce and about 23 percent of children born today
bomm outside of marriage, 15.5 million children
under age 18—including 6.7 million 10- to 17-year-
olds (92a)—live with one parent. In the vast majority
of cases (90 percent), children in single parent

1See especially ch. 10, **Pregnancy and Parenting: Prevention and Services,” ch. 12, ** Alcobol, Tobacco, and Drug Abuse: Preventionand Services,””

and ch. 13, **Delinguency: Prevention and Services,” in this volume.

~{1-35~

4.



1-36 » Adolescent Health—Volume II: Background and the Effectiveness of Selected Prevention and Treatment Servicas

households live with their mother (47,92a).23 Ac-
cording to the US. Department of Commerce,
Bureau of the Census, in 1990, only 28 percent of
households consisted of married couples living with
their own children® under age 18; in 1970, 64 percent
of households consisted of married couples living
with their own children under age 18 (92a).’ Data
from the Bureau of the Census’s Current Population
Survey indicate that 6,789,000 U.S. children under
18 (approximately 11 percent of the resident popula-
tion) lived in stepfamilies in 1985 (92d). In 1986,
Garbarino and his colleagues estimated that about 11
percent of all adolescents lived in stepfamilies (67).

New social values and fiscal imperatives (e.g.,
self-actualization, professional opportunities, desire
for a higher standard of living) have enabled or
compelled many women to work outside the home.
Two-thirds of adolescents (17.5 million of those
ages 10 to 17) live in households where both parents
(or a single parent) wotrk full time (92c). Group
housing or similar extended family configurations
are sometimes encountered. And all of these and
other forms of nontraditional family structures are
now part of the domestic landscape of America (3).

In addition, changes in employment are now
routine, and families may move from one geo-
graphic area to another several times during the
course of a decade, removing a child or adolescent
from close contact with grandparents and altering
the stability of peer relationships. Changes in
longevity, later/delayed childbearing, and improve-
ments in health care and putrition have increased the
number of older parents of adolescent children. The
automobile and easy access to mass transit in urban

areas have also provided adolescents a broader
degree of mobility, and with it certain independence
from parental influence. Although the specific
influences of television and other electronic media
on adolescents are not known with certainty, it is
widely believed that adolescents are exposed to a
more diverse set of messages through the media than
they would be tkrough their parents alone (92).

For parents with responsibility for their minor
children, these changes can be confusing. Families
modeled along traditional lines may feel embattled
as they witness the changes occurring around them.
Furthermore, many of the new family models have
no established or tested guidelines for raising
children. Instead, they place parents in the position
of having to improvise without the benefit of the
historical experience of others to assist them.

Neither research nor custom yields much counsel
outside of the traditiopal nuclear setting. In fact,
society tends to question (and sometimes condemn)
nontraditional families, so that support is virtually
nonexistent. At the same time, those in nontradi-
tional families sometimes criticize traditional family
arrangements, further adding to the confusion sur-
rounding families in contemporary society.

Science, too, has added to the problem. New
discoveries offering genetic linkages to a variety of
health problems raise unanswered ethical questions
about parental responsibilities for preventing heredi-
tary conditions. There is increasing evidence, for
example, that genetic factors play a role in schizo-
phrenia, major affective disorders, and alcoholism
(16,37,38,39,81,106). Genetic factors may also play

2according to the U.S. Department of Commerce, Burean of the Census, the increase in the number of family households maintsined by women alone
has sccounted for a considerable amount of the change in family composition, especially during the 1970s (92b). About 17 percent of family households
were maintained by women alone in 1990, compared with 15 perceat in 1980, and 11 percent in 1970 (92b). However, it Is important to gote that families
maintained by women do not pecessarily include any dependent children. For example, these families could include 2 woman sharing her home with
an clderly parent or any other sdult relative. In about 61 percent of these families in 1990, one or more of the woman's children under age 18 was present
(92b).

3The proportion of familics with dependent children maintained by mothers alone is much higher for blacks (56 percentin 1990) than for whites (18.8
percent in 1990) (92b). About 30 percent of Hispacic family groups with children under age 18 were maintained by mothers alone (92b).

4''Own children’’ in a family sre sons and daughters, including stepchildren and adopted children, of the householder (92b).

31t may be somewhat important to note that the absolute number of U.S. households increased between 1970 and 1990, from 63 miltion to 93 million,
largely because of large increases in nonfamily households (e.g.. men or women living alone) (92b). Even so, there was a greater sbsojute sumber of
Samily kouseholds consisting of married couples Hving with their own children under age 18 in 1970 (40.3 million, or 50 percent of family houscholds)
than in 1990 (26.3 households, or 27 percent of family households) (92b). (The U.S. Department of Commerce, Bareau of the Census defines a family
a5 & group of two persons or move, one of whom is the bouseholder, related by birth, marriage, or adoption and residing together (32b). A household
consists of all the persons who occupy a housing unit (@ house, an apartment or other group of rooms, of & single room occupied or intendad for occupancy
as separate Hving quarters, that is, when the occupants do not live and cat with any otber persons in the structure and there is direct access from the outside
or through a comzmon hall) (92b). A family household is a household maintained by a family; in addition, any unrelated persons who may be residing
there are included in the count of bousebold members (92b).)

See ch. 7, **Nutrition and Fitness Problems,'* and ch. 13, **Detinquency: Preventions and Service,'* in this volume for further discussion.
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a role in some cases of obesity and violent delin-
quent behavior.5

As if these points of departure from past experi-
ence were not enough, parents of adolescents also
must face an additional transition in their parenting
roles. Adolescents bring challenges that may de-
mand revision of parenting skills; as a result, parents
may confront personal uncertainty about appropriate
responses to adolescence. Furthermore, some par-
ents may be experiencing significant life changes
themselves. And, indeed, studies have found that the
parents of adolescents feel less adequate and more
anxious about their roles than do parents of younger
children (2,48,101).

Positive Parental Influences on
Adolescent Health

Many nontechnical books on parenting laud the
role of parents in shaping the character of their
children,’ but the predominance of this theme in the
popular press is not paralleled in research literature
on adolescent health. Instead, most research concen-
trates on adolescent behaviors, attitudes, and prob-
lems and systemic or institutional approaches to
problem solving. As Irwin observes, much of the
existing research on adolescent health has serious
limitations:

Past research has been guided by the *‘storm and
stress’’ perspective of adolescence and has focused
on what goes wrong, went wrong, of is going wrong
during adolescence. Less is known about what
contributes to positive growth and health-enhancing
behaviors (51).

To be sure, demonstrations and ‘‘projects’’ that
marshal schools and community agencies in efforts
to promote improved adolescent health abound—
and some of these include family components. But
the concept of the family as a front line of defense
against adolescent health problems has not perme-
ated the research or services consciousness to any
significant extent. As pointed out elsewhere in this

OTA Report, for example, there are few carefully
evaluated primary prevention efforts that target
families for the prevention of human immunodefi-
ciency virus (HIV) infection in adolescents and
virtually none that target families to prevent sexually
transmitted diseases in adolescents.? Furthermore, in
those research studies where the family is considered
at length, it is usually considered in one of two
contexts—either the family’s economic or caregiv-
ing burden for adolescent health problems or the
family’s role in causing or exacerbating adolescent
health problems (73a).? 10

A balanced approach would seem to demand
some recognition of the positive parental influence,
in the majority of families, on the health and
well-being of adolescents. Yet there is a clear need
for additional research in this arena—for all family
structures, but particularly for , minority,
and nontraditional families (6,42,43,45,85). In 1987,
Campbell noted that fewer than 5 percent of the
articles in the literature on families and health were
empirical studies (96). If, in fact, parents serve as
role models for their children, then the behaviors of
parents and the strength of adolescent behavior
modeled after parents would seem appropriate areas
of investigation. Unfortunately, the old adage ‘‘Like
father, like son*’ has not been evaluated extensively
from a serious scientific perspective.

The opportunities for significant research on the
positive influence of parents and families on adoles-
cent health are manifold. Examples are cited below.

Parents Who Serve as Positive Behavioral
Role Models and Transmifters of Values
and Information

To what extent are the values and behaviors of
parents regarding health practices, personal hygiene,
and safety transmitted to adolescents? Do parent
models influence adolescent attitudes and behavior
to any significant extent? Under what conditions are
parental values and behaviors imitated by adoles-

Very few noncHuical books are writen to guide the parents of adolescents, however.
*This point is made in ch. 9, **AIDS and Other Sexnally Traosmitted Diseases: Prevention and Services,” in this volume.
9This observation, of course, is not intended to denigrate the importance of a family's financisl contribution to adolescent health, nor is it intended

to diminish the significance of caregiving within the family setting.

10l contrast, Small's review of preventive programs intended to support parents of adolescents found that most programs addressed the pareatal role
inenfomhgmlumﬁ!hnitsthomamgwﬂhmmmpmmwmehﬂcmwmmdmmdmy
few addressed the role of parents as advocates for their children (i.c.. by attempting to help parents become more knowledgeable about the svailability
and use of community resources) (82a). Very few of the programs had been cvaluatod for their effectivencss (83a).
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cents? How do a parent’s positive health- and
safety-related values and bebaviors relate to adoles-
cent health outcomes? If a parent always uses a seat
belt, is an adolescent driver any more likely to do so?
If parents have strong objections to alcohol, mari-
juana, or other psychoactive substance use, will the
adolescent be less likely to engage in the use or
abuse of such a substance? To what extent do family
attitudes about sexuality affect risk of pregnancy,
sexually transmitted diseases, and HIV-infection?
Do sound family exercise and nutrition practices
reduce adolescent problems of obesity or dietary
deficiencies?!! Are parental dental practices corre-
lated with the presence or absence of caries in their
adolescent children?

Several studies have found that adolescents agree
with their parents on most basic values (7,21,53,56,
72). It has been established that parents are viewed
by most adolescents as credible sources of informa-
tion (17,46,74,88,105). To what extent is this
credibility merited? Do parents generally transmit
accurate and current information on health, mental
health, and safety issues to adolescent family
members, or is their information incomplete, out-
dated, or incorrect?

There is some evidence to suggest that parents
exert a great influence on particular health behaviors
of adolescents (particularly daughters) within a
family (4). When one examines risk factors for
adolescent pregnancy, for example, there emerges a
strong relationship between the mothers’ experi-
ences and those of their daughters (70). Girls in
female-headed households are more likely to have
intercourse at earlier ages, as are those who have
large numbers of siblings (49.109). Although the
evidence is not strong, some studies suggest that
open communications between parents and adoles-
cents about sexual issues result in less sexual
activity, better use of contraceptives, and parental
support in seeking family planning services (27,50,
59). And Rosen has shown that parents play a major
role in the decision to terminate an unintended
pregr:?ncy——panicularly among young adolescents
(81).

What is not known is how generalizable the
limited existing data on the parental influences are
to subjects that have not received the close scrutiny
given to the parental role in adolescent pregnancy,
nutrition and fitness, or substance use and abuse. Do
parental influences shape the type and quantity of
foods consumed by adolescents? Are cautious par-
ents more or less likely to raise adolescents who
escape accidental injury or avoid risk taking behav-
iors? Are childhood handwashing and teeth-
brushing drills effective in shaping the personal
hygiene habits of adolescents?

Parents Who Provide Emotional/Psychological
Support and Encouragement

Adolescence is a time of rapid changes.!? Rela-
tions with peers—and particularly with members of
the opposite sex—raise new and perplexing ques-
tions. Can the experiences of parents provide a
useful reservoir for adolescents seeking counsel on
issues surrounding dating behavior, friendships, and
appropriate interactions in society? If so, under what
conditions? How is such counsel best conveyed?
Similarly, for those physical and emotional changes
which may seem inexplicable, can parents help
guide their adolescent to greater understanding and
knowledge, a sense of perspective, and self-accept-
ance—thereby reducing unnecessary anxiety? To
what extent can a parent’s views about an adoles-
cent’s disability-—or sexuality, or need for increased
autonomy, or any of a number of other issues—
enhance or impede sound psychological develop-
ment in the adolescent?

Parenis Who Connect Adolescenis fo
Needed Services

To what extent do parents serve as early screeners
of health care needs for adolescents, either making
their own discretionary diagnoses and referrals or
providing direct health care services themselves?
How important are parental ‘‘home remedies’’ for
adolescent health care? Are these parental interven-
tions appropriate and beneficial? What role do
parents play in connecting an adolescent to dental,

YICh. 7. *"Nutrition and Fitness Problems: Prevention and Services, ” in this volume, notes that exescise levels are similar among membess of the same
family and that children in obese families expend less energy than those in 1ean families, suggesting that family lifestyte can be a strong factor influencing
bealthy behavior in adolescents. However, findings such as these must be tempered by the recent finding that obesity may have & genctic compeonent.

2The limited rescarch on the effects of parental pressurc on health care decisionmaking by adolescents is discussed in ch. 17, **Consent and
Confidentiality in Adolescent Health Care Decisionmaking. * in Vol. IT1. A 1988 study by Scherer and Reppucci examined the effects of parental pressure
on hypothctical health decisions by adolescents ages 14 and 15 and found that these adolescents yiclded greatly to parental pressure (82).

13See ch. 2, *“What Is Adolescent Health?"’ in this volnme for discussion of these changes.
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health, and mental health services?'* How important
are the financial, transportation, and scheduling
roles of parents in the connection of adolescents with
needed services? What are the role and significance
of family caregivers in the system of adolescent
health care? How can parents become more effective
in promoting the health maintenance of their adoles-
cent family members?

These are just a few areas where families may be
making a major, and largely unrecognized, contribu-
tion to the overall health of their adolescent mem-
bers (73a). Future research should help illuminate
how the *‘personal’’ family sector interacts with the
public and private systems of health care, since
many health problems may be first noticed in the
home setting and decisions to seek professional
intervention are initiated through the threshold of
family concern.

Parents Who Promote Adolescents’ Aulonomy
and Independence

As they mature, adolescents typically demand a
more nearly equal and active role in family discus-
sions and decisionmaking (87). Thus, it is perhaps
not surprising that families which allow latitude for
adolescent participation in family decisions have
fewer problems during adolescence than more rigid
and authoritarian families. According to Laurence
Steinberg, a family that combines democracy with
warmth and demandingness is likely to foster an
adolescent’s mental health:

Generally speaking, adolescents thrive develop-
mentally when their family environment is charac-
terized by warm relationships in which individuals
are permitted to express their opinions and assen
their individuality and in which parents expect
mature behavior and set and enforce reasonable rules
and standards. This constellation of warmmth, democ-
racy, and demandingness has been labelled *‘author-
itative.”’ According to several comprehensive re-
views of the literature on parenting practices and
their outcomes, adolescents who grow up in authori-
tative homes score higher on indices of psychologi-
cal development and mental health, virtually how-
ever defined (86).

Thus, basic questions on parent-child relationships
during adolescence include: How cun parents best
facilitate movement toward adolescent autopomy

Photo oredit; Office of Technology Assessment

Views on the nature of adolescent and family development
have undergone radical transformation. Rather than
becoming detached and independent of their parents,
adolescents need to learn to assume increasing
responsibility and decisionmaking within the context of
their close relationships, not away from them. A

burgeoning body of research suggests that parents can
help their adolescent children become socially and

cognitively competent by adopting a style of interacting
that is simultaneously stimulating, demanding, loving,
supportive, and committed to the adolescent.

and interdependence? What external controls should
be relaxed and when should relaxation occur? Most
parents continue to exercise some restrictive anthor-
ity throughout adolescence. Where behavioral re-
strictions are imposed for health or safety reasons, to
what extent are these effective? What kinds of
restrictions are appropriate and under what circum-
stances? How can parents more effectively transfer
external controls fo intermalized self-controls in
adolescents?

As summarized r~~ently by Ooms and Owen for
the Family Impact weminar:

Views on the nature of adolescent and family
development have undergone radical transforma-
tion. Earlier research and writing about adolescence
described the central [developmental] task of adoles-
cence as . . .becoming detached and independent of,
in effect ‘emancipated’ from, parents. Recent re-
search has led to a reconceptualization of the
developmental tasks of the adolescent stage of the
family life cycle.

4We do know that most childhood cancers, for example, are detected af early stages, as parents are likely 1o seek medical care soon after observing

2 health problem (100).
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Adolescents need to leam to assume increasing
responsibility and decision making but within the
context of their close relationships, not away from
them, They must renegotiate their relationship with
their parents so that they can assume greater
autonomy, but they also need to remain connected
with their parents in a new relationship of mutuality
and friendship rather than dominance and control.
Parents need to gradually ‘let go,’ but stay interested
in their children, and provide them with continued
advice and support. . .(73a).

Baumrind describes two parent types that have
positive outcomes for adolescents: authoritative ad
democratic parents (3,6). She states:

Authoritative parents, by definition, are not
punitive or authoritarian. They may, however, em-
brace traditional values. Authoritative parents, in
comparison to lenient parents, are more demanding
and, in comparison to authoritarian-restrictive par-
ents, are more responsive. Authoritative parents are
demanding in that they guide their children’s activi-
ties firmly and consistently and require them to
contribute to family functioning by helping with
household tasks. They willingly confront their chil-
dren in order to obtain conformity, state their values
clearly, and expect their children to respect their
norms. Authoritative parents are responsive affec-
tively in the sense of being loving, supportive, and
committed: they are responsive cognitively in the
sense of providing a stimulating and challenging
environment. Authoritative parents characteristi-
cally maintain an appropriate ratio of children’s
autonomy to parental control at all ages. However,
an appropriate ratio is weighted in the direction of
control with young children and in the direction of
autonomy in adolescence. Authoritative parents of
adolescents focus on issues rather than personalities
and roles, [and] they encourage their adolescents to
voice their dissent and actively seek to share power
as their children mature (3).

Democratic parents are highly responsive, moder-
ately demanding, and not restrictive. They are less
conventional, directive, and assertive in their control
than authoritative parents, but like authoritative

parents are supportive, caring, personally agentic,
and manifest no problem behavior or family disor-
ganization (6).

The extent to which American families follow
these models is not known. Research has shown,
however, that adolescents in authoritative and demo-
cratic families on the average are better adjusted in

terms of mental health, self-image, social integra-
tion, and ability to make independent decisions
(self-directed) than their peers from authorirarian
homes (i.c., homes in which parents exert rigid
controls) or permissive homes (i.e., homes in which
parents are either uninvolved or are lax in control-
ling behavior of their children) (3,5,6,15,20,44,45,63,
78.86).

In the Family Socialization and Developmental
Competence Project, Baumrind evaluated the conse-
quences for children of four parental styles in terms
of the children’s social and cognitive competence:

« authoritative,

» authoritarian,

¢ permissive, and

» rejecting-neglecting (or indifferent) (6).

Preadolescent children from auwrhoritative/demo-
cratic families, Baumrind found, had developed the
greatest social and cognitive competence (6). Preadoles-
cent girls from permissive families were less self-
assertive than preadolescent girls from authoritative
families, and boys and girls from permissive fami-
lies were less cognitively competent than those from
authoritative families. Preadolescent children from
rejecting-neglecting families, were the least socially
competent of all. Baumrind found that the effects of
family structure among preadolescents varied with
the socioeconomic and demographic characteristics
of the family. An authoritarian family upbringing,
for example, was more harmful, as measured in
terms of a variety of social competency scales, to
middle-class boys than to girls; more harmfui to
preschool white girls than to black girls, and more
harmful to white boys than Hispanic boys (6).!

When children in the Family Socialization and
Developmental Competence Project were adoles-
cents, Baumrind measured the consequences of
differc 1t parental styles again (using a different
categorization), and the findings were similar to
those for preadolescents (6). Adolescent children
from democratic/authoritative homes were the most
socially competent, and adolescents from permissive
and rejecting-neglecting families continued to have
the most interpersonal problems.

Researchers other than Baumrind have identified
yet another type of family that frequently produces

15The problems faced by many poor adolescents and adolescents in specific racial and ethnic minority groups are discussed in ch. 18, **Issucs in the

Delivery of Services to Selected Groups of Adolescents,” in Vol. IIL.
Q
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psychological dysfunction and involvement in vari-
ous problem behaviors in adolescents—the indjffer-
ent family (63). An indifferent family is one in which
the parents are uninvolved, making few, if any,
demands on their adolescent family member. In this
model, decisionmaking is laissez-faire and there is a
low level of warmth and affection among family
members,

Negative Parental Influences on
Adolescent Health

Whereas positive family influences on adolescent
health have received only scant attention from
researchers, negative parental influences are more
widely documeated. Dysfunctional families,! for
example, have been shown to be associated with
poor diabetic control in adolescents (96). Further-
more, there is some evidence to suggest that stresses
within families can “‘trigger’’ streptococcal infec-
tions or increase the severity of respiratory illnesses
(12,66). And, while the **schizophrenogenic mother*’
concept has been largely discredited as a causal
factor in major mental illnesses and replaced by
genetic/biological or other theories of etiology, there
is evidence that environmental factors (including
family interactions, support, and stress) contribute to
both the course and treatment of such illnesses (96).
High levels of family conflict and lack of intimacy
have been correlated with heroin abuse in adoles-
cents (40). Some other adverse ways in which
families can affect the health and well-being of their
adolescent members are described below.,

Parents Who Serve as Negative Behavioral
Role Models and Transmitters of Values
and Information

Just as parents can presumably contribute in a
positive way toward adolescent development
through their behaviors and values, so too can they
provide negative role models. Furthermore, well-
intentioned but uninformed parents may, through
ignorance, provide adolescents with information
that is incorrect.

Substanca-Abusinu Parants

Alcoholism and illicit drug use by an adolescent’s
parents or siblings have been shown to significantly
increase an adolescent’s vulnembility to becoming
an alcohol or drug abuser (18,38,84,91).17 Some
research suggests that sons of alcobolic fathers may
have up to nine times greater probability of becom-
ing alcoholics than sons of nonalcoholic fathers
(11,16).

Whether these increased risks are due to an
inherited genetic vulnerability, adolescent identifi-
cation and mimicking of parental or sibling sub-
stance use, easy accessibility to substances, or lack
of family prohibitions and punishments hias not been
established. According to Kandel, however, parents
who use alcohol can become role models for an
adolescent’s use of alcohol, while families charac-
terized by lack of closeness, lack of maternal
involvement in the activities of children, lack of or
inconsistent parental discipline, and low parental
educational aspirations for the children tend to
experience greater adolescent illicit drug use (55).
Kandel identifies three parental factors that help to
predict initiation into drug use during adolescence:
parental drug-using behaviors, parental attitudes
about drugs, and parent-child interactions.

Violent Parents

The risk of a child’s being physically abused
increases proportionately tc the degree and severity
of assault between that child’s parents (89). This
relationship appears to camy over into the child’s
adolescence, although the greater physical power of
abused adolescents may lead to reciprocal assault
(and even parricide) in some instances (13,76). In
fact, adolescents who kill their parents (and wives
who kill their busbands) often do so in retaliation for
abuse, usually as the culmination of a long period of
mutual assault (31).

In 1980, one research group found that 18 percent
of the children and adolescents they studied engaged
in physical attacks on their parents (90). Since the
research team interviewed mothers in half of the
families and fathers in the other half, the team
estimated that as many as one out of every three

¥Dysfuncrional families are families which lack cohesion and mutual suppon within a framework of affection that respects individual differences and
the need for perso, ! expression of autonomy. Such families may either stifle individuality or use ingppropriate means of expressing such individuality

{conflict and confrou:~tion).

Y’For a general discussion of substance use and abuse by adolescents, see ch. 12, **Alcobol, Tobacco, and Drug Abuse: Prevention and Sesvices,™

in this volume.
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children in their sample hit their parents at least once
during the year in which the interviews occurred.
They attributed this violence to retaliation for
physical abuse and mimicking of parental behavior
which was itself violent. Within families where
parents were categorized as *‘nonabusive,’’ the rate
of assault by a child upon a parent was only 1 in 400.

Parents Who Are Unable To Resolve Conflicts

Observational research shows that abusive fami-
lies are behaviorally differentiated from nonabusive
familie- mainly in their handling of the 5 to 10
percent of parent-child interactions that are negative
(30). Nonabusive families are able to conclude {or at
least terminate) these negative interactions quickly.
Abusive families are ineffective and become e¢n-
meshed in escalating conflict.

parents Who Do No? Have Accurate Information

Parents, in assuming a conscious teaching role or
as unintentional conveyors of knowledge and atti-
tudes, may not always possess accurate or current
information. Thus, parents may sometimes inadver-
tently transmit erroneous ‘‘facts’’ or myths and
superstitions, causing potential problems for the
adolescent who acts on the basis of the information.
The low rates for which adolescent girls seek care for
dysmenorrhea,'® for exampie, may be due in part to
their mothers’ beliefs that nothing can be done about
menstrual cramps (61).

In addition, although parents are often seen as
credible sources of information, they do not often
discuss sensitive topics like sexuality, homosexual-
ity, or prostitution with their adolescent family
members (46,88,99). Sixty percent of U.S. parents
receiving the brochure ‘‘Understanding AIDS'’
from the Centers for Disease Control in the U.S.
Department of Health and Human Services (DHHS)
did not discuss it with their 10- to 17-year-olds
according to a 1988 National Health Interview
Survey (97,98).

Parents Who Maltreat Adolescents

As noted earlier, some parents abuse or neglect
their adolescent children, either emotionally or
physically.1?

Emotional abuse and neglect are difficult to
define (31,34). Emotional abuse can involve the
deliberate or unintentional assault on the emotional
well-being of a dependent. Emotional neglect is the
withholding of warmth, affection, and psychological
support necessary to maintain sound mental health.
Mild emotional abuse or neglect is difficult to
differentiate from normal and occasional *‘ribbing”’
or expressions of disapproval. But in extreme cases,
parents can destroy an adolescent’s self-esteem or
ability to cope by belittling the person and making
repetitive attacks on personality traits or ego needs.

Some, emotional abuse results from well-
meaning ignorance, as when a parent taunts an
adolescent about acne, ascribing the condition to a
failure to attend to personal hygiepe. Sometimes,
however, emotional abuse is pathologic in origin and
may reflect a parent’s need to maintain dominance
and control in the face of increasing resistance by an
adolescent. Like emotional abuse, emotional neglect
can be innocent and unknowing. The parents of an
adolescent with a disability, for example, may deny
the adolescent's growing sexuality or limit his or her
socialization with able-bodied peers out of protec-
tive instincts and ignorance, but the adolescent must
pay the price in stunted sexual development, a8 more
confining self-image, and restricted opportunities
for emotional expression (64).

Whether resulting from benign motives or not,
emotional abuse and peglect can have long-lasting
adverse consequences for an adolescent.?® In her
studies of parenting styles, Baumrind has demon-
strated that adolescents from families characterized
by a Jack of warmth and affection—families whose
members are disengaged from any emotional in-
volvement with one another—consistently rank

8Dysmenorrhea is painful menstruation and may be caused by any of several factors. Sec ch. 6, “*Chronic Physical Illnesses: Prevention and
Services,"" in this volume, for information on the rate at which adolescents seek care for dysmenorrhea.

9Maltreatment includes both abuse and neglect. Abuse, which refers to the active assanli upon a dependent victim (as distinguished from violence
against an individual over whom the perpetrator has oo dependency relationship), may be physical, sexual, or psychological. Neglect, which refers to
acts of omission that inctude failure to meet basic noeds (as defined by prevailing community standards), may be either physical ncglect (i.c.. grievous
failure (o provide physical necessities such as food or clothing) or psychological neglect (i.c., faiture to provide appropriate supersvision or basic emotional

responsiveness and stimulation necessary for development),

2A( least one authority believes that emotional neglecs generally has more serious consequences than emotional abuse for personality development

(30).
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lowest on social competency scales and highest on
substance use and other problem behaviors (6).

Physical abuse and neglect are less elusive than
their emotional/psychological counterparts and have
been studied in greater depth. Wauchope and Straus
have analyzed parental self-reports of **minor vio-
lence’’ (ie., corporal punishment such as spanking,
pushing, or slapping generally accepted as non-
abusive in American communities) and found that
prevalence varies with the age of recipient (104).
Minor violence by parents against children increases
from a prevalence of 20 percent in the first year of
life, to a high of 90 percent at age 3, and then
declines to approximately 15 percent by age 17. The
prevalence of ‘*severe violence’2! exhibits a similar
pattern, moving from 5 percent during the first year
to a high of 16 percent at age 6, and then declining
10 6.5 percent by age 17. When **hitting or trying to
hit’* was removed from the data, however, age
differences disappeared, yiclding a uniform 2 to 4
percent prevalence of physical abuse throughout
childhood and adolescence.

There is some evidence that physical maltreat-
ment is related to an adolescent’s behaviors consid-
ered unacceptable to the abuser (e.g., disobeying or
arguing). Libby and Bybee report that in more than
90 percent of the cases they studied, specific abusive
incidents were preceded by negative adolescent
behavior (60). One cannot tell from the existing data,
however, precisely what is cause and what is effect.
The precipitating behavior may itself be the result of
earlier maltreatment.

As defined by the U.S. Department of Health and
Human Services' National Center on Child Abuse
and Neglect, sexual abuse of a child can take three
forms: actual penile penetration; molestation with
genital contact; and other unspecified acts not
known to have involved actual genital contact (e.g.,
fondling of breasts or buttocks. exposure), or inade-
quate or inappropriate supervision of a child’s
voluntary sexual activities.

Incidence and Prevalence of Adolescent Maltreatment

Table 3-1 outlines the small body of research on
adolescent victims of maltreatment. As noted in box
3-A, studies of adolescent maltreatment have several

limitations related to the availability of data. Fur-
thermore, such studics use different definitions of
maltreatment,

Table 3-1 includes both surveys and small-scale
studies. The surveys are as follows:

e two studies of the national incidence and
severity of child abuse and neglect conducted
by the National Center on Child Abuse and
Neglect in DHHS—one in 1979-80 (published
in 1981) (94) and the other in 1986 (published
in 1988) (95);

e the annual tabulation (through 1986) of re-
ported cases of maltreatment compiled by the
American Humane Association (1), and

* two pational probability samples assessed for
domestic violence conducted by Straus and
colleagues in 1975 and 1985 (89).

The small-scale studies include clinical and ques-
tionnaire studies of identified or suspected cases of
adolescent maltreatment (34).

The National Center on Child Abuse and Ne-
glect’s study of the national incidence and severity
of child abuse and neglect conducted in the late-
1970s defined maltreatment as **demonstrable harm
due to maltreatment®’ (94). Using a sample of 26
U.S. counties, this study estimated that there were
approximately 650,000 cases of maltreatment (in-
cluding ‘‘educational neglect’’?) of children and
adolescents in the United States. The national
incidence study by the National Center on Child
Abuse and Neglect conducted in 1985 defined
maltreatment as instances where **a child’s health or
safety is seriously endangered.”’ This study esti-
mated that there were 1,025,900 cases of maltreat-
ment of children and adolescents in the United States
95).

The 1979-80 national incidence study by the
National Center on Child Abuse and Neglect found
that 47 percent of the known cases of all forms of
child maltreatment were against adolescents, who
made up just 38 percent of the population under age
18 (94). A 1985 American Humane Association
survey, on the other hand, found that adolescents
were victims in 24 percent of all reported cases of
child maltreatment (1). The discrepancy between the

2S§evere violence includes kicking, biting, hitting with one's fist, beating, burning or scaldmg and |Iu'catcmng t0 OF using & weapon.
REducational neglect vefers to the failure to provxdc appropriate education (c.g.. through failure 1o enrofl 2 dependent in school or
permitting/encouraging truancy).
Q
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Table 3-1—Studies of Adolescent Malireatment

Stucty* Sample Age  Types of maltreatment Measures
Sarveys
1J.5. DNHS, Ofice of Human 26 counties—all mal- 017 All typas, including educationsl  Case rscords
Devalopmsnt Sarvices, National troatment casas known negloct
Center on Child Abuse and to professionals sur-
Nsglact, Survey of 1979, veyed
1880
U.S. DHHS, Office of Human 29 counties—all mal- 0-17  Alitypes,includingeducationsl  Case records
Development Services, National freatment cases known neglect
Centsr on Child Abuse and to professionals sur-
Negiect, Survey of 1886, veyed
1588
American Humane Association, 40 States' casereports  0-17  Alitypes Domographic and case records
Survey of 1885, 1887 of maltreatment
Straus, Gellss, and Steinmetz, 2,143 families 317 Physical abuse and “normal Conflict Tactics Scale (parents’
1980 violanco” (corporal punishment)  saif reports)
Gslles and Straus, 1987 3,229 famifigs 017 Physical abuse Conflict Tactics Scale
Powers and Eckenrode, 1988 1.874 roported cases 0-17 Al types (31% nogloct, 42% Protective services® cass reports
{NY State) saxuaf abuse, 19% physical
abuse)
Small-scale studies
Farber ot at., 1984 199 runaways 12-18  Physical abuse Conftict Tactics Scals
47 abused profective
services cases
Farber and Joseph, 1985 77 youth (diverss 12-18 rhysical abuse 8) Conflict Tactics Scale
sample) b) Structured Clinical Asssssments
Checidist
t) Demographic background
McCormack, Janus, and 89 malo runaways 15-20  Sexual abuse Interview on dealing with sexual abuse,
Burgess, 1988 55 female runaways delinquancy, and demographic back-
grotind
Garbarino, Sebes, and 27 fomales 10-16 Al forms of maltreatmsnt 1) Adolascent Abuss Inventory
Scheltenbach, 1984 35 males b) Child Behavior Chacidist
¢) FRCES—(family cohesion and
fiexibility)
d) Demographics
¢) Adolescont Family inventory of Life
Evants and Changss
Bordis and Waxier, 1984 163 families 12417 Allforms of malirsatment Ctinica assessment
Libby and Bybes, 1878 25 repor.ed casas 12-17 Soxual abuss excluded Case history based Protoctive
Service
Lourls, 1977 70 reported cases 1217 Physical abuse Clinical assessment case records
Palcovitz et al.,, 1984 33 cases to protactive 1217 Physical abuss Ciinical assessment

Garbarino and Kostelny, 1889

sorvices

2 neighborhoods, inner
city Chicago

10-18

Physical abuse, neglect,
sexual abuse

‘Fuﬂ citations are listed at the end of this chapter.
Protective services are an aspect of social services designed to prévent naglect, abuse, and explvitation of chiidren by reaching out with social services fo
stabilize family life (0.g.. by strengthening parental capacity and ability to provide good child cars). The provision of protective services foliows a complaint
oc raferral, frequently from a source outside the family, although it may be initlated by an adotescent him or herssit.

SOURCE: Office of Technoiogy Assessment, 1991,

national incidence study by the National Center for
Child Abuse and Neglect and the American Humane
Association survey may be accounted for by the fact

that the former study included data from not only
children’s protective services?’ but from other agen-

cies as well.

BChildren's protective services are services provided by a State or Jocal child welfare agency to children and adolescents who have been identifiod
as being abused or neglecied. They may include assessment, family support services, removal from the home and placement in foster care, or similar
interventions and assistance by a caseworker.

o1



Chapter 3—Parents and Familigs' Influence on Adolescent Haalth e 1/-45

agencies other than children’s
and included in the

confound the data.

variation in definitions has made it difficult to
to survey findings.

commendablo—in another,

these samples await firther rescarch.

of thess studies cite data on age

focused on in this study.
SOURCE: Office of Technology Assesgment, 1991,

Box 3-A—Limitations of Research on Adolescent Malfreatment

MMWN&:&MMMMMNWMWW
Pezhaps the most important is that they rely on dats from official reports
have serious limitations snd are likely to undemepresent the extent of adolescent maltrestment. Parents who maltreat
their children are ualikely to give seif-reports that accumtely reflect the true incidence snd provalence of
maltrestment because abuse and neglect are criminal offenses. Official reports may significantly

incidence of abuse and neglect because public ageacies are unlikely to leam about instances of sbuse and negloct
that do not result in major physical injury. Pusthermore, adolesoent victims of maltreatment tead to be served by
sexvices and bospitals, which makes adolescents less 1ikely to be idantified
bospital and children’s protective services samples.

degroes of competence in and fidelity to reposting abuse and neglect cases or have

Yet another problem with available studies of maltreatment is that researchers have used various definitions
of maltreatment, with some including and others exciuding spanking, verbal sbuse, and emotional sbuse. The
compare data across studies and has led to contentions challenges

Compounding the problem, communities (and laws) vary in their tolerance and soceptance of
physical expressions of parental discipline; some actions deemed sbuse in one area of the country may be considered
appeopristo—even

An sdditional problem is that the bulk of family studies involving maltreated sdolescents have been conducted
on samples of white, middle-class, two-parent families. Family influences within minority populstions have .:0t
MuMWMnmmmmmmmmm

AMdmmammmmmdmmmhmM

groups other than the 10- to 18-year-old age group. Thus, the figares quoted from
mmwmammwmmmmmwmmmmmm

and self-reports. Both these dats sources

wnderoount the

Finally, local jurisdictions may bave varying
administrative practices that

Table 3-2 shows the overall rate of maltreatment
cases known to professionals (children’s protective
services and other agencies) from the 1975 national
incidence study by the National Center for Child
Abuse and Neglect. Also shown are rates of mal-
treatment cases from the 1985 survey. In both
surveys, known maltreatment rates were higher
among older children than among younger ones.

The 1986 national incidence study by the National
Center for Child Abuse and Neglect found that
psychological abusc was more common among
adolescents ages 12 and over than among children
ages 0 to 11 (32 percent of reported adolescent cases
v, 25 percent of cases reported among children) (95).
Conversely, it found that physical abuse was more
common among children ages 0 to 11 than among
adolescents (52 percent of reported children's cases
and 42 percent of adolescent cases). In a smaller
clinical study, Berdie and Wexler reported that 68
percent of their sample of abused adolescents
suffered emotional maltreatment, 54 percent experi-

r .
K)\,

enced physical abuse, 35 percent were neglected,
and 24 percent had been sexually abused (9).

Gender Differences in Adolsscent Maltreatment

Some gender differences are evident in the dataon
adolescent maltreatment. Females appear to be more
likely to be abused as they pass through adolescence
than in childhood, while risk for males peaks early
and generally declines through adolescence. The
study of the national incidence and severity of child
abuse and neglect conducted by the National Center
on Child Abuse and Neglect in 1975 identified two
female adolescent maltreatment victims for every
one male (73).

Small studies tend to confirm the finding that
female adolescents are at greater risk for maltreat-
ment than males, with the reported figures for
females in their samples of maltreatment adoles-
cents ranging from 55 percent (34) to 77 percent
(62). Powers and Eckenrode’s analysis of New York
State data found that among 12- to 17-year-olds,
females accounted for 65 percent of the physical
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Table 3-2—Casos of Maltreatment per 1,000 Children/
Adolescents, 1979 and 1986

Nationa! Center on Child Nationa! Center on Child
Abuse and Neglect, Abuse and Neglect,

Age Survey, 1879 Survey, 1986
02 ......... 6 6
35 ......... 6 10
68 ......... 11 15
L2 25 & SR 11 15
12-14 ....... 12 23
15497 ....... 14 28

fDefinitions lor maltreatment ware difforent in the two wirveys. in the
survey condiucted in 1979-80 the dafinition of maltreatment was “Gemon-
strable harmdue to maitreatmant.” in 1888 the definition of maltraatment
included instances whare a child's haalth or safety is seriously endan-
gered.”
SOURCE: J. Garbarino, “Adolososnt Victims of Mallreatment,” contract
paper prapared for the Office of Technology Assessment, U.S,
Congress, Washington, DC, April 1980,

abuse cases reported, 88 percent of the sexual abuse
cases, and 54 percent of the neglect cases. A 1984
study by Pelcovitz and others, however, found that
only 45 percent of the abused and neglected adoles-
cent population studied were females (75).%

Perpeirators of Adolescent Maltraatment

Families at high risk for maltreatment of adoles-
cents can be characterized in terms of family
structure or family dynamics. These factors may not
be independent, but there has been little research on
family dynamics (e.g.. authoritative v. other styles)
in nontraditional families.

Family Structure—Considerable research dem-
onstrated that families at high risk for maltreatment
in adolescence often contain stepparents. A variety
of analyses point to the stepparent-adolescent rela-
tionship as a very risky one (19,54) and studies of
maltreatment discussed below tend to confirm this.

Libby and Bybee reported that 28 percent of the
families in their study of adolescent maltreatment
were stepfamilies, even though only 11 percent of all
adolescents live in stepfamilies (60). Berdie and
colleagues reported similar findings; 25 percent of
their families were stepfamilies (8). Olson and
Holmes analyzed the data from the National Center
on Child Abuse and Neglect's 1979-80 study of the
national incidence and severity of child abuse and
neglect and concluded that 40 percent of the

adolescent maltreatment cases occurred in families
with a stepparent (73). Garbarino and his associates
found that, among a sample of 10- to 16-year-old
adolescents (from families containing two adults—
not always married) whom professionals identified
as ‘‘having problems,’’ families at ‘*high risk’’ for
adolescent maltreatment were more likely to have a
stepparent (35). Farber and Joseph reported that only
30 percent of their maltreated adolescents were
living with both biological parents (25),

Obviously, these findings do not imply that the
majority of stepfamilies are abusive or that intact
birth families are nonabusive, but they do suggest
the stepfamily as a possible risk factor in adolescent
maltreatment.

Family Dynamics—Families characterized as
being high risk for adolescent maltreatment reveal a
general pattern of difficulty in relating as an
interpersonal system (6). Such families are at high
risk on the dimensions of adaptability, cohesion,
support, discipline, and interparental conflict.

Pelcovitz and colleagues conducted a clinical
analysis of 22 families in which adolescents were
physically abused. classifying them either as fami-
lies in which the onset of abuse was during
childhood (8 families) or as families in which the
onset of abuse was during adolescence (14 families)
(75). The eight families with adolescents who were
first physically abused in childhood (involving 14
adolescents) manifested intergenerational abuse,
spousal abuse, and developmentally inappropriate
demands (75)—all elements of what has been
termed *‘the world of abnormal rearing*’ (41).

Pelcovitz and colleagues classified the 14 families
with adolescents where physical abuse first occurred
during adolescence (involving 19 adolescents) in
one of two categories on the basis of multiple,
independent clinical assessments—*‘authoritarian
families'” (7 families) and *‘overindulgent families**
(7 familics). The authoritarian families (as distin-
guished from the *‘authoritative’’ families discussed
earlier) were characterized by paternalistic, harsh,
rigid, domineering styles of childrearing (75). They
were also characterized by denial by the parents of
their feelings toward each other and about the family

XHowever, this study only involved 33 adolescents from 22 families, with ages ranging from 13 to 18, In 80 percent of the cases where girls were
the victims of maltreatment, the abuse was attributed to dating or sexua? exploration, while in all cases of maltreatment of boys, the abuse was associated
with truancy or delinquent behavior. The investigators used the definition of “*abusc’” found in the New York State Family Court Act of 1976, which
includes physical injury, risk of death or disfigusrement, impairment of physical or emotional health, and impairment of a bodily organ. The record does
not indicate if any of the maltreatment cases involved sexual abuse—the exclusion of which could be a source of sample bias.

~
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system. Incidents of abuse typically arose from a
challenge by the adolescent (acting out or testing
behavior) that was met with overwhelming force.
The high priority placed upon control provided the
foundation for high levels of force.

In contrast, the overindulgenr families were char-
acterized by parental efforts to compensate for the
emotional deprivation that they had experienced in
their own childhood (12 of the 14 parents had lost
one or both of their parents during childhood) (75).
These families made few demands upon their
children, set few limits, and desired a high level of
emotional gratification from their children. But
when the children reached adolescence and souglit to
form primary attachments outside the home or began
1o act impulsively in important social settings, the
overindulgent parents also reacted with excessive
force.

Garbarino and bis colleagues have contrasted the
family system of families judged to be abusive with
that of families judged to be nonabusive (34). There
researchers used FACES, a measure of family
adaptability and cohesion, to assess overall family
interactions. Abusive families were more likely to be
scored as “‘chaotic’’ or *‘enmeshed.’”” Nonabusive
families tended to fall into the more normal **flexi-
ble’” and *‘connected’’ ranges.”> On a measure of
interparental conflict, adolescents in the abusive
families tended to rate their parents as evidencing
more conflict. It is important to note, however, that
the average difference masks the fact that some
abusive families evidenced extremely high conflict
while, consistent with the finding that abusive
families were more likely to be *‘enmeshed,”’ others
evidenced extremely low conflict. In a 2-year
followup, it appeared that some abusive families
dealt with conflict by expelling the adolescent, while
others simply suppressed all manifestations of
conflict through a conspiracy of silence.

Poverty and Adolescent Maltreatment—
Families at high-risk for destructive parent-
adolescent r .ations are less heavily concentrated
among families living in poverty than families at
high risk for chéld maltreatment (34). The National
Center on Child Abuse and Neglect's study of the
national incidence and severity of child abuse and
neglect conducted in the mid- 1970s suggests that the

big social class differences that characlerize child
maltreatment cases are attepuated in the case of
adolescent maltreatment (94). Families in which
adolescents were abused were half as likely to be
poor (i.e., earning less than $7,000 per year in 1979
dollars) as families in which children were abused.
Presumably, some of the observed attenuation of
social class differences in adolescent maltreatment
is attributable to the fact that parents of adolescent
tend to be older, »nd thus eamning higher wages (on
average) than ihe parents of young children. The
attenuation may also be due to the greater difficulties
that some families have in dealing with adolescence
than with early childhood.

Blum and Runyan reported, for example, that 42
percent of all confirmed cases of maltreatment in
Minnesota involved adolescent victims (10). Minne-
sota is a State with relatively little of the extreme
poverty that tends to be associated with maltreat-
ment (particularly neglect) in early childhood, and
has been a leader in promoting professional aware-
ness of adolescent maltreatment. In contrast to the
Minnesota study, Garbarino and Kostelny report an
intensive study of maltreatment rates in inner city
Chicago neighborhoods where poverty is a major
problem and there is little leadership in dealing with
adolescent maltreatment 32). This study revealed a
different picture, but still supported previous find-
ings of a relatively poor predictive association
between poverty and adolescent maltreatment, at
least relative to child maltreatment (see table 3-3).
Garbarino and Gilliam also reported findings con-
sistent with the National Center on Child Abuse and
Neglect’s study of the national incidence and
severity of child abuse and neglect (31). In their
work, they found that families with adolescent-onset
cases of maltreatment were about half as likely to be
poor as families with the child onset (and child
maltreatment) cases.

Despite the finding that family income alone is
not a powerful predictor of risk for adolescent
maltreatment, some research does suggest that a
feeling of deprivation and strained resources, often
associated with larger family size, may play a role
(102). In addition, other measures of social status not
based on income yield contradictory results, Farber
and Joseph report that their families were predomi-

A chaoric family is a family characterized by lack of structure. An enmesked famuly is 2 family in which individuals are excessively dependent upon
cach other. A flexible family is one that ig able to combine structure with responsiveness to situational conditions. A cennecred fumily is one that is able

l!o have close relationships without finding them stifling,
(&
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Table 3-3—Incidence of Maltreatment Among Children/Adolescents in Two Poor

inner-City Areas of Chicago
Cases per 100 children/adolescents
Physical atuse Neglect ] Sexual abuse

Age Area I* Arpa lI® Area I* Area |P Area I* Area I®

(o 5.1 38 40.0 328 1.6 1.7

. S 52 46 223 225 07 1.8
1014 .......ehnls 24 1.8 108 135 05 1.8
1519 ... 1.5 18 39 48 1.0 A

BArea | poverty rate « 51 peroent.
baraa It poverty rate = 40 percent.

SOURCE: J. Garbarino andK. Kostelny, “Pattemns and Trendsin Reported Casaes of Maltreatment and infant Mortaiity
in Chicago Conmvmunity Areas,” Erikson Institute, Chicage, IL, 1989.

nantly lower class, while Pelcovitz and his col-
leagues report that 59 percent of their families were
classified in the top two socioeconomic groups on &
five-point measurement known as the Hollingshead
Index (25,75). Only 12 percent of Libby and Bybee's
families were categorized among the lowest socioec-
onomic groups, while Garbarino’s research team
found differences on the Hollingshead Index of
socioeconomic status among abusive and non-
abusive families (35,60). Berdie and colleagues
reported that about 51 percent of the families in her
study of maltreated adolescents eamed less than
$15,000 at a time when approximately 20 percent of
all families did so (8).

Genesis of Adolescent Maltreatment:
When Does It Begin?

Two theories dominate current thinking about the
origins of adolescent maltreatment. The first holds
that parents establish pattems of child abuse and
simply continue such behavior through their child’s
adolescence. The second avers that much adolescent
maltreatment occurs independently of earlier child-
hood abuse and may reflect the inability of a
previously functional family to adapt to the new
challenges of adolescence (28). The existing body of
research on this question suggests that both theories
account for a portion of the adolescent maltreatment
population, but that there is a distinctly adolescent
genesis to a significant number of cases—ranging
from a high estimate of 90 percent to a low of 24
percent (8,9,25,31,60,62,75).

Sexual abuse may represent a special case, since
studies suggest that sexual abuse begins in child-
hood, before the onset of adolescence. Kendall-
Tackett and Simon interviewed 365 adults who were

O

victims of childhood sexual abuse and found that the
average age of onset was reported to be 7.5 years,
with less than 10 percent having an onset after 12
years of age (57). In over half of the cases, the sexual
abuse did not continue past the age of 12. This study
offers an intriguing opportunity for further research
to identify factors related to the ages of the victim
and perpetrator which may be associated with both
the onset and the cessation of sexual abuse within
families.

Effects of Adolescent Maltreatment

Adolescents who are malireated seldom die from
the maltreatment. The fatality rate declines with
age—from 0.09 per 100 0- to 2-year-old children to
less than 0.01 per 1,000 adolescents. As Garbarino
notes, however, some adolescent deaths may be
indirectly attributable to maltreatment:

A full accounting of the adolescent fatalities
attributable to maltreatment could reasonably in-
clude numerous suicides and other self-destructive
behavior appropriately linked dynamically and de-
velopmentally to the experience of maltreatment.
For example, a munaway who leaves home to escape
abuse and then falls prey to AIDS, or is murdered, or
becomes suicidal on the streets is, in a very real
sense, an **adolescent maltreatment fatality** (29).

Berdie and her colleagues report that 49 percent of
their adolescent maltreatment victims exhibited
signi t clinical indicators of depression (8).
Between 45 and 70 percent of the adolescents
showed problems such as nervous habits, isolation,
poor social skills with peers, lethargy, low self-
esteem, low frustration tolerance, temper outbursts,
and stubbcmness.
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Running away from home is directly correlated
with maltreatment.® Approximately 73 percent of
adolescent female runaways and 38 percent of the
male runaways in one recent study reported that they
ran awcy to avoid further sexual abuse (65).

Who Investigates Adolescent Maltreatmant Cases?

The study of the national incidence and severity
of child abuse and neglect conducted by the National
Center on Child Abuse and Neglect concluded that
“the child’s age may be a major determinant of
whether or not a recognized maltreatment problem
is reported to CPS [children’s protective services]
for investigation and treatment’’ (95). The bulk of
adolescent maltreatment cases are reported to and
handled by agencies other than children’s protective
services. Thus, intervention models designed from
study findings that rely on data from children’s
protective services and hospital samples may not be
generalizable across the full range of adolescent
maltreatment cases.

One reason that adolescent maltreatment is so
often investigated by agencies other than children’s
protective services is that it is often viewed as a
consequence of ‘‘acting-out’’ behavior by the ado-
lescent or dysfunction within the family; and agen-
cies such as community mental health centers or
family services may be called upon to provide
assistance.

Adolescents in the Child Welfare Sysiem

For children and adolescents who—for reasons of
parental abuse and neglect, findings of delinquency,
or other causes—are unable to live in an acceptable
home environment with their parents, an elaborate
child welfare system has been developed throughout
the Nation.Z” This system includes the foster care
system, a network of public and private institutions
and agencies intended to provide substitute out-of-
home care for dependent youth. Primarily regulated

by the States, the child welfare system is backed up
by juvenile and family courts.

While child welfare programs have their historic
roots in orphanages and institutions, today the
emphasis is largely upon community-based care,
provided by surrogate families under professional
supervision by public entities (23).28 Two-thirds of
all children in foster care are placed in families; the
remainder are sent to institutions, including deten-
tion centers, mental hospitals, and special schools—
often because no suitable family homes can be found
(108). Foster care is designed as temporary place-
ment until a child or adolescent can be returned to his
or her family or pending completion of necessary
treatment and rehabilitation.

Unfortunately, the reality has fallen short of the
promise of foster care. The criteria for removal of
children from their homes tend to be vague and
subjective, and studies have confirmed significant
differences in the handling of cases by caseworkers
and judges (58,68). Nonwhites and Hispanics are
placed out-of-home more freque.:ly than other
children (108). But worst of all, the ‘“*system’’ has
tended to “‘lose’’ children and adolescents, in the
sense that temporary out-of-home placements have
resulted in nt failures to reintegrate clients
back into their homes.?® In 1984, the average foster
care stay was about 17 months (108). Tragically,
children who remain in care longer than 18 months
are seldom ever returned to their parents (58,68).

The 1990 F....y Impact Seminar notes that a
recent study of 500 adolescents/young adults who
received care from the Casey Family Program
indicates that the more placements they had, the
more difficulties they encountered later in life (23).
Between 20 and 30 percent of those evaluated had
serious difficulties. In addition, a significant number
of children in foster care were exposed to physical
and sexual abuse from foster parents (24). A 1988

2For a discussion of the health and other necds of homeless and runaway adolcscents, see ch. 14, “Homelessncss: Prevention and Services,”* ia this

volume.

T hild welfare services include adoption, child protection, foster care and centers, independent living programs, drop-in centers, sexual abuse and
prevention programs, victim assistance programs, adolescent pregnancy programs, and shelters for runaway children and adolescents. Frequently,
programs are operstcd by private nonprofit entitics under grants or contracts with govemmental agencies.

B1n 1982, 76 percent of children in foster care were in family or group bomes, and only 16 percent were in institutions. Group bomes are the fastest
growing form of care, yet they accounted for only 7 percent of out-of-bome placements in 1982—mostly for adolescents.

®There are clearly instances when anadolescent's welfare requires continued out-of-home placement. But even though the return of some adofescents
to the home environment may ot always be desirable, the adolescents who are considered **lost”” in the child welfare system do not retum for other
reasons (e.g., becanse family reintegration efforts are nonexistent, superficially conducted, or easily abandoned in poorly monitored programs?.
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study by the William T. Grant Foundation’s Com-
mission on Work, Family, and Citizenship found
that older adolescents average four different place-
ments and at least one runaway episode while in
foster care (108).

There has in general been increasing recognition
that the child welfare and foster care systems are not
functioning well. In a recent article in the journal
Child Welfare, Woolf noted that:

A review of foster care history reflects a perpetual
march down a road of good intentions with the
failure to check the quality of the road, and, indeed,
whether the interim goals to be accomplished along
the way coincide with those of the final destina-
tion. . .The time has come to integrate good inten-
tions and optimism with wisdom in the development
of child welfare strategies for foster care. Coop-
eration, teamwork, and self-discipline between profes-
sionals and organizations is imperative to the devel-
opment, implementation, and monitoring of a sys-
tematic treatment approach to foster care services
¢108a).

A 1989 National Health Policy Forum workshop
referred to the child welfare system as *‘a crisis
intervention system in crisis” (58a). In their issue
brief for the National Health Policy Forum work-
shop, Koppelman and Jones noted the emerging
health and social problems that burden a child
welfare system; in turn, the child welfare system is
fraught with case overloads and personnel shortages
(58a). Personnel shortages include a shortage of
foster parents (58a).

Although they are indicative of the problems
faced by the child welfare system, it is important to
note that recent commentaries have not focused
specifically on adolescents in the child welfare and
foster care systems.

Recognition of the problems associated with
foster care has led to increasing emphasis on
preserving families and reuniting children with their
natural parents. Between 1977 and 1983, the number
of out-of-home placements for children of all ages
declined from 502,000 to 272,000 (108). Apparently
aiding this trend was passage of the 1980 Federal

Adoption Assistance and Child Welfare Act (Public
Law 96-272).% In addition to requring child welfare
agencies to make ‘‘reasonable efforts’’ to maintain
achild or adolescent in the home prior to placing him
or her in foster care, this act funded family preserva-
tion demonstration programs and research. Nonethe-
less, between 1984 and 1985, 31 States reported an
increase in foster care placements (108). In 1985,
there were 270,000 children in foster care, and about
45 percent of these (121,000 children) were between
the ages of 13 and 18.%

In an effort to reduce out-of-home placements,
State and local governments have experimented
with innovative family preservation programs in
which adolescents are viewed as an integral part of
their family system.3? These programs seek to assess
and treat families as units (23). The family is seen as
a part of the community in a broad ecological
context. Services provided to families are generally
oriented to specific and limited goals, which are
jointly defined by the family and a program worker,
in accordance with the expressed needs of the
family. Such services may include parent education
and skills training, referral to other services, family
therapy, and individual psychological support and
counseling. Family preservation programs attempt
to draw on the strengths of families, with a case-
worker acting as a catalyst and enabler.

Among the widely replicated models of family
preservation programs are the following;

® the Homebuilders model, a crisis intervention
model, which provides intensive services to
families over 4 to 8 weeks, based on the
assumption that the placement crisis presents a
“window of opportunity,”” when parents are
most likely to be able to leam and change;

e the FAMILIES model, a home-based services
model, which is adapted to rural areas and
widely used in lowa, where it had its begin-
nings; and

e the Oregonlintensive Family Preservation Serv-
ices model, which unlike the other two places
primary emphasis on family therapy rather than
on the provision of concrete services (23).

®In a 1989 report, the U.S. General Accounting Office made the poiot that in the sbsence of national evaluations or comprehensive information
systems, they could pot determine whether or to what extent the Public Law 96-272 reforms were responsible for reducing the number of unnecessary

out-of-home plicements.

3In the preceding year, about 180,000 children entered foster care and an equial oumber left it (108).

The Family Impact Seminar bas identified programs in California, Colorado, Connecticut, Delaware, Florida, Itinois, fowa, Kentucky, Maryland,
Michigan, Minnesota, Missouri, New Jersey, New Mexico, New York, North Dakota, Orcgon, Peonsylvania, Tennessee, Texas, and Washington (23).

Q
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According to a review for the Family Impact
Seminar,3? the Oregon Intensive Family Preserva-
tion Services model emphasizing family therapy has
the highest success rate (87.3 percent, measured at
termination of service) in terms of preventing
out-of-home placement of children and adolescents,
but the other two models have nearly as good
success rates (81.4 percent for the crisis intervention
model and 79.6 percent for the home-based services
model) (23).¢

Implicit in family preservation strategies is the
assumption that it is better for a child or adolescent
to remain with his or her family than to be taken out
of the home and placed in foster care. It is important
to note, however, that there may well be circum-
stances when preservation of the family is not in the
best interests of the child or adolescent. For some,
like the munaway and homeless adolescents studied
by Shane, there isn’t always a home to which they
can return (83).3% For others, the home environment
is irretrievably hostile and destructive. Thus, reduc-
tion in out-of-home placements should not be the
sole criterion for program success or public policy.
Future evaluations of family preservation services
should develop broader measurements of effective-
ness and clearer definitions of outcome expecta-
tions.

Finally, Woolf notes that the family preservation
policy mandated by Public Law 96-272 has meant
that only the severest cases are remanded to foster
care (108a). The implication has been that foster care
has had to become more treatment-oriented, al-
though, according to Woolf, it is not nearly treatment-
or family-oriented encugh (108a). A true treatment-
and family-orientation would place foster care in a
continuum of services for children and families, in
which *‘the entry of a family into the foster care
system should be accompanied by a diagnostic
component to assess specified areas such as family
system dysfunction, placement requirements for the
child, and recommendations for treatment of family

members’’ (108a). Such an initial assessment would
be the first component in determining the treatment
services needed to assist the family in becoming a
healthier, functioning system (108a). Additional
research on attitudes and skills needed by pareats of
adolescents (e.g., 5,6,86) may help to keep adoles-
cents in their homes or improve the foster care
system for adolescents.

Conclusions and Policy Implications

Adolescents do not grow up in a vacuum. Both
their health and their development are influenced by
myriad social and environmental interactions from
the immediate (e.g., daily contact with peers, par-
ents, and teachers or physical contact with poison
ivy) to the global (e.g., changes in the ozone layer).
The family’s significance in this constellation of
influences, if not preeminent, is at least major—for
it touches the lives of most adolescents on a daily
and deeply personal basis. Because parents usually
have continuing proximity and can exercise some
degree of power over the actions of adolescent
family members, they are centrally important to any
configuration of social factors shaping adolescent
health. From time to time, peers and community may
loom larger or smaller among an adolescent’s
external influences, but the family and parents will
remain as constant elements despite fluctuations in
their relative importance.

Given their ongoing role, if parents and families
are to be a positive influence, they need to have
accurate and useful information about adolescent
development. Using parenting strategies with ado-
lescents that were successful with children may
generate conflict that could be avoided through
alternative approaches to resolving differences.

Research (as documented through this Report) has
suggested that the enhancement of parenting skills
can improve the quality of life within families and
reduce conflict, but studies of the effectiveness of

¥The Family Impart Seminar is an activity of the American Association for Marriage and Family Therapy Research and Education Foundation;
Family Impact Seminar meetings provide information to public policy staff (23).

3The Family Impact Seminar notes that these comparisons are hampered by methodological concems but suggests that the Oregon Inteasive Family
Preservation Scrvices model cmphasizing therapy seems best adapted to familics with adolescents at risk of placement. At an average cost of $1,000
pes family, the Intensive Family Preservation Services model also appears to be the least expensive (the average cost of Homebuilders is $2,600 per family
and that of FAMILIES is $2.000). The reader is cantioned, bowever, that these cost figures, in the absence of experimental designs, do not provide a

reliable basis for estimating cost savings over placement services.

While **runaway'* adolescents usually leave their homes voluntarily and without parental permission, sometimes parents or guardians cocourage
them to Jeave, abandon them, or force them out of their residence. The parents or guardians of these **pushout’* or **throwaway"* adolescents may resist
family preservation services and deny an adolescent reintegration into the family. For a gencral discussion of homeless and runawsy adolescents, see

J‘h' 14, *'Homelessness: Prevention and Scrvices.'* in this volume.
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parenting programs on improving parent-adolescent
relations and reducing specific problems of adoles-
cence remain inconclusive (83a).3¢ Still, the evi-
dence suggests that authoritative parenting skills
should be encouraged and information and training
about this family model more widely disseminated.

A variety of public and private supports could
help to relieve families in distress. Respite care to
relieve family caregivers, family and parental leave,
comprehensive (or at least catastrophic) insurance
coverage, and increased access to family therapy and
parenting education programs all merit serious
consideration for development or expansion.

Policy aimed at reducing adolescent maltreatment
should be a high priority. First, however, more
analysis is needed conceming the definition and
causes of adolescent maltreatment. Much of the
research, policy, and programs on the causes,
prevention, and treatment of maltreatment has not
been specific as to the age of the child victim or has
focused on younger children.

Additional research on a range of other issues and
aspects related to families and adolescent health
would be useful. Research on the effect of parenting
styles on adolescent health and development in
nontraditional families (e.g., stepfamilies and single-
parent families) and ethnic and racial minority
families, for example, is sparse (42,4345,85). It
would be useful if additional research emphasis were
given to examining effective, well-functioning fami-
lies and their impact on adolescent health rather than
maintaining the traditional focus of research on
family dysfunction and pathology. Knowledge of
family influences that work to enhance adolescent
bealth and development is as important as an
examination of negative family influences. To assist
researchers, improvements in the collection and
reporting of data about intrafamilial maltreatment
and family caregiving are desirable.

Perhaps most importantly, though, parents need to
be viewed with respect and treated with dignity in
their interactions with public and private agencies.
The institutions of society—religious, social, and
political institutions and the media—should recog-
nize the diversity of America’s families and the

Rather than adhering to the outdated notion that
parents are solely the obstacles to treatment for
children and adolescents, many more professional
health/mental health care providers should try to

regard parents and other family members as partners——
together with the practitioner and the patient—in the
prevention, treatment, and rehabilitation of adoles-
cent health problems (73a). While some families
surely bear culpability for the health problems of
their members, a ‘‘blame the family’’ or ‘‘blame the
parents’’ approach to understanding the problems of
adolescent health obfuscates more than it illumi-
nates. Through strengthening the many positive
contributions of families and parents to adolescent
health, a more balanced and constructive perspective
can be maintained.
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Chapter 4

SCHOOLS AND DISCRETIONARY TIME

Introduction

Every day, some 26 million U.S. adolescents ages
10 through 18 go to school. How do school
environments affect adolescents’ health—that is,
their physical, social, and behavioral development
and well-being? The role of schools in adolescent
health is the subject of increasing debate (e.g.,
27,147,210). School personnel often think that
adolescents bring their health problems to the
schools and regard efforts to address specific prob-
lems and generally improve adolescent health as the
responsibilities of adolescents themselves, their
parents, the health care system, and perhaps other
institutions in the community (107b). The view that
adolescents bring a considerable number of health
problems with them to the school building each day
is certainly supported by clinical evidence, but there
is also evidence that schools play a role in exacerbat-
ing or ameliorating adolescents’ health problems,
broadly defined.!

As discussed elsewhere in this Report, some
schools offer health education, fitness activities, and
lunch or other meals to students, and some schools
provide health care services through school nurses or
school-linked health centers (SLHCs).2 Some school
buildings, are located in unsafe neighborhoods and
have deteriorating facilities with asbestos, lead
paint, radon, or other problems with potential
implications for the health of their adolescent
students, but these risks will not be addressed in this
chapter. The question addressed in the first half of
this chapter is how school academic and social
environments affect U.S. adolescents’ health. As
discussed further below, particular aspects of school
academic and social environments have been corre-
lated with indicators of school adaptation (e.g.,

school grades, attendance, educational attainment,
being retained in grade, and school dropout?), and
some of these indicators have been comelated with
adolescent health outcomes (e.g., self esteem, sub-
stance use, adolescent pregnancy and childbearing,
and delinquency). Some major Federal policies and
programs related to the education of adolescents are
also discussed.

U.S. adolescents attending school spend some of
their time every day away from school. It is virtually
certain that the physical, social, and behavioral
development of adolescents is shaped, at Jeast in
part, by the experiences that occur during their
discretionary time (ic., time that is not spent at
school or in essential maintenance activities such as
cating or sleeping). The second half of this chapter
is devoted to an examination of adolescents’ discre-

Photo credit: Bruce Clark/Education Week

Each day, some 26 million U.S. adolesoents go to school,
but the rols of school enviranments in promoting
adolesoent health, whether discretely or through

academic achisvement, only recently seems to have
emerged as a conoern.

1As noted in Vol. I of this Report and inch_ 2, **What Is Adotescent Health?"* in this volume, a broad definition of healih—im3uding physical, social,
mdmentalupecumdempmmgamofweﬂ-bdnginmiuonwmcabsmmofmblcmn—ﬂmmepaiodofmmmm:mw

definition

the absence of physical health problems. In considering adolescent health, one should take into account traditional measures of

physicalhedth.ncwbemviomlmns.Mabmmmsedm&nmdopmm&mﬂm(hcmmmmmmwu

quality of life). A fully realized view of adolescent health should also be sensitive to the developmental changes that occur during sdolescence.
Nutrition and fitness activities in schools are discussed in ch. 7, *“Nutrition and Fitness Problems: Prevention and Services,'” in this volume,

Information abcut SLHCs is presented in ch. 1S, *“Major Issues Penaining to the Delivery of Primary and Comprehensive Health Services to

Adolescents,’* in Vol. ITI.

JAlthough "schooldmpom"lsnwkwarﬂminology.mhismchncmnmonmmh(heﬁcmmonhnmgi&wampommhcm
in various ways. In the U.S. Department of Education's report Dropous Rates in the United Scases: 1988, distinctions are made AIORg event dropows
rates (the proportion of students who drop out in a single year), starus dropous rates (the propostion of the population that has dropped out a2 a given
point io time), and cohort dropows rates (the proportion of a group of students that drop out oves ime) (202b).
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tionary time. It discusses available research on how
adolescents spend their time and describes issues
related to the development of health-enhancing
altematives, including the National and Community
Service Act of 1990 (Public Law 101-610). The
chapter ends with conclusions and policy implica-
tions.

School Influences on Adolescent Health?

Evidence that allows inferences sbout causal
relationships between school environments and
adolescent health outcomes such as substance abuse,
pregnancy, delinquency, or victimization to be made
with confidence is limited. The reason is that schools
are seldom considered as factors in discussions of
ways to improve adolescent health, and most of the
research that has been dope in this area shows
correlational relationships rather than causal rela-
tionships. Another problem is that school and
nonschool factors (e.g., individual factors, family
factors, neighborhood factors) interact with each
other in complex ways that have yet to be fully
understood. When considering how school environ-
ments affect the health, behavior, and well-being of
10- to 18-year-old students, it is important to keep
these caveats in mind.

The bulk of the discussion below details available
evidence for the effects of different aspects of school
environments—academic policies, school size,
school decisionmaking and other processes, timing
of school transitions, and classroom size, teachers’
attitudes and behavior, school policies regarding
cultural diversity, and parental involvement in
schools—on adolescent health. First, however, over-
view of the U.S. educational system, with descrip-
tions of Federal, State, and local funding responsi-
bilities, and student enrollment statistics, is pre-
sented as background in the first section below.
Major Federal programs related to education are
discussed briefly after the discussion of evidence on
the effects of school environments on adolescent
health,

Ovsrvisw of the U.S. Educational System
for Adolescents

Figure 4-1 provides an overview of the structure
of elementary and secondary education in the United
States. Students usually spend 6 to 8 yeass in the
clementary grades and then go on to a 4- to 6-year
program in high school. They normally complete the
entire program through grade 12 by age 17 or 18
(204).

Ten-year-olds typically enter grade 5, 11-year-
olds grade 6, 12-year-olds grade 7, 13-year-olds
grade 8, 14-year-olds grade 9, 15-year-olds grade 10,
16- year-olds grade 11, and 17-year-olds grade 12.In
1987, adolescents ages 10 to 18 totalled an estimated
26.4 million students (13.2 million in elementary
school and 13.2 million in secondary school) (204).3
From 1971 to 1984, enmliment in U.S. elementary
and secondary schools stead.ly declined, but a new
wave of secondary school students is expected in the
years ahead (204).

U.S. schools are affected by funding, policies, and
regulations at various levels of govemment, but
public education is primarily a State and local
responsibility. States establish State educational
policies and determine how State monies are allo-
cated. Generally, the States delegate operational
responsibility for schools to local school boards.
Some 15,000 local school boards set most policy for
over 100,000 individual elementary and secondary
schools in the United States (202).

The Federal Govemnment supports elementary and
secondary education through financial aid programs
that include the Chapter 1 program discussed later in
this chapter. In fiscal year 1989, the appropriation
for Chapter 1 was $4.6 billion (202a). Federal
spending for education is a small percentage of
overall spending for elementary and secondary
education. At its highest point in 1979-80, Federal
spending accounted for 9.8 percent of total expendi-
tures. in 1985-86, the Federal Government contrib-
uted only 6.7 percent of total revenues, with the
States picking up nearly half of the expenses (49.4

mwctmnmamsamnﬁallyﬂvmapapetpmpwedMammtoOTAbyMicbeucﬂmmﬁued“MlddleamtSmnduySaoo!

Environments as They Affact Adolescent Well-Being** {T2a).

SAs noted in ch. 18, *‘Issues in the Delivery of Services to Selected Groups of Adolescents,” in Vol. ITl, adolescents ages 10 throngh 18 nombered
about 31 million in 1987. About 22.01 millios (71 percent) are white, non-Hispanic adolescents; about 4.65 million (15 percent) black, non-Hispanic

6o

* (including Asian) adolescents. The
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Figure 4-1—Typical Patterns of Progression From Elementary School Through High School*
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SOURCE: U.S. Department of Education, Office of Educational Resaarch and improvement, National Center for Educaticn Statistics, Dipestof Ecxeton
Statstics, 1989 (Washington, DC: U.S. Government Printing Office, 1889).

percent) and local sources picking up the rest (43.9
percent) (72a). Schools have grown increasingly
dependent on Jocal tax bases and other resources
(94).

The proportion of U.S. students who graduate
from high school has increased dramatically in the
last century. In 1989, the graduation rate (defined as
the percentage of 9th graders in 1985 who have been
graduated in 1989) was calculated to be 71.2 percent
(20db). Despite the improvements, dropping out of

school is a serious problem in this country. Each
year, more than 425,000 students in grades 10
through 12 drop out of school; others leave before
reaching high school (202b). As of October 1989,
the status dropout rate among 16- to 24-year-olds—
i.e., the percentage of 16- to 24-year-olds reporting
themselves to be dropouts—was 12.6 percent (204a).
This means that about 4 million 16- to 24-year-olds
in October 1989 were without a high school diploma
or certificate and were not attending school.” Drop-
out rates for blacks, Hispanics, and Native Ameri-

SLegal challenges brought in several States (e.g.. New Jersey, Texas, Montana, and Kentucky) have recently resulted in court decisions striking down
school financing systems because of disparities between spending in poar and wealthy schoot districts (107a). Similar challenges canbe expected in the

future.

TSome high school dropouts cventually cam a high school degree, either by setuming to school or by passing the tests of general educasional

development (GED).

¢
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cans are higher than aggregate rates for the U.S.
population (202b) (see figure 4-2).

Relationships Between Adolescent Health
and School Adaplation

In the course of this assessment, OTA found that
school environments, academic achievement and
failure, and adolescent health are typically viewed as
discrete entities. If relationships between academic
achievement and failure and adolescent health are
considered, it is the impact of health problems on
academic achievement that is discussed, not the
reverse (e.g., 108a). The role of school environments
in promoting or impeding academic achievement
has been controversial (32a,103a,178). The role of
school environments in promoting adolescent
health, whether discretely or through academic
achievement, appears to be a recent concemn and one
not vet fully recognized by many professional
educators (27,107b,147). This section reviews re-
search that suggests that, just as adolescent health
probiems can affect school adaptation,? some indica-
tors of school achievement have been found to affect
adolescents’ health, well-being, and ultimately, their
long-term economic productivity, After briefly a.-
dressing measures of school adaptation, the nex:
section reviews evidence for the impact of aspects of
school social environments and policies on schosl
adaptation and on adoles~ent achievement 7nd
health. It is important to note that OTA kncws of no
single study that has tracked in a syst.matic way the
impacts of schoo! environm:nts on school adapta-
tion and health, and the feedback loops that must
occur among these elements (see figure 4-3). It is
difficult, of course, to disentangle the effects of the
academic achievement and health of students attend-
ing a school from other aspects of the school
environment.’ Thus, tentative inferences must be
drawn about many of the relationships among school
processes and adolescent outcomes.

Students’ adaptation to school can be measured
using a varicty of indicators. Short-term indicators
of school adaptation include school attendance,
school grades, participation in extracurricular activi-

Figure 4-2—High School Dropout Rates in the
United States, 1089 b

Percentage of dropouts among
g Mdividuals ages 16 to 24 o
| 33%

!

15.4%

12.6% 1248 poam
| l
o . -

White  Biack

Total US. Centrat
cities

2Dropoutrates shown in this figure are status dropout rates (the proporiion
of individuals of a specified age who are not enrollad in schoo! and have
notfinished high school at any given point in time) among indivicuals ages
16 1o 24 as of October 1989,

bThedala onwhichthis figure is based are Curront Population Survey data

from the U.S. Department of Commerce, Buraau of the Census.

CHispanics may be of any race.

SOURCE: Office of Ti Asseasment, 1991, based on U.S. Dapart-
ment of Education, Office of Eucational Research and improve-
ment, National Centerfor Education Statistics, Dropouf Rafesin
n'nl.;—..':adsutc. NCES 90-658 (Washington. DC: Saptember
198).

Mispanic® -

ties, and being retained in grade. Short-term indica-
tors of school adaptation are sometimes predictive of
school dropout. One highly predictive short-term
indicator is retention in grade (70,112). After social
class controlled for ability, being retained in grade
(and therefore being overage for that grade) is the
best predictor of school dropout (68a).

As shown in table 4-1, studies have found that
dropping out of school and other indicators of poor
school adaptation are associated with adolescent
health outcomes that include substance abuse, delin-
quency, and adolescent pregnancy and childbear-
ing!® (1,14,62,84a,85,137,210). Furthermore, the
lack of a high school diploma seriously jeopardizes
adolescents’ future economic and social well-being
(216). The consequences are particularly adverse for
poor and minority students (14,81a,198). Having a

For an analysit of sdolescent school loss (i.c., absences) occurring as a result of illness, see ch, 6, **Chronic Physical Illnesses: Prevention and

Services,”” io this volume,

®For example, & school in which many students are routinely absent, or hang around school but skip classes, or are violent in school, can have a
deleterious impact on teachers and administrators (c.g.. they may come to focl powerless and depressed), who in turn have an impact on the more
wetl-bebaved students. Environments such as these are commonly observed but have rarely been systematically researched (72a).

*The relationship between school dropout and adolescent pregnancy and school dropout is complex. For further discussion, see ch. 10, ** Adolescent

Pregmancy and Parenting: Prevention and Services,** in this volume.

65




Chapter 4—Schools and Discretionary Time e 11-63

Figure 4-3—Possible Relationships Among School Environments,
School Adaptation, and Adolescent Health
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high school diploma, even with a poor achievement
record, significantly improves labor market partici-
pation (216), although poor achievement may have
other negative consequences (84a,137). High school
dropouts are more likely to be unemployed or
underemployed than high school graduates and are
half as likely to hold white collar jobs as high school
graduates are (216). Because they are less likely to
be employed or to have jobs with good career
prospects, high school dropouts are more likely to be
poor and to experience the health and other disad-
vantages associated with poverty {e.g., substandard
living conditions, poor nutrition, diminished access
to health care services). Their children are also likely
to experience disadvantage.!! For society as well as
dropouts, dropping out of school has high costs. The
societal costs include not only lost productivity and
increased social welfare costs but more intangible
costs associated with poverty and lack of education
among certain segments of society.

According to some observers, high dropout rates
and high rates of retention in grade are one indica-
tion of the failure of schools to meet their students’
educational or social growth needs (81a). This
failure seems particularly apparent in schools serv-
ing largely poor, racial, and ethnic minority adoles-
cents, and adolescents in central cities. Unfortu-
nately, dropout rates are typically reported by
population groupings based on race, and not by
school or community. Reporting measures of school
adaptation in this way makes it difficult to disentan-
gle school environment effects on dropout and
retention in grade from the influence of other factors
(e.g., family economic need). National data suggest
that socioecopomic status and race/ethnicity are
related to students’ school adaptation, as measured
in terms of retention in grade and school dropout (see
table 4-2). An analysis of data from the High School
and Beyond Survey using a composite family
socioeconomic status index (including family in-
come, parental education, and other factors) found

HThe health and other effects of growing up poor are complex and not fully understood. Scc ch. 18, *‘Issues in the Delivery of Services to Selected

Groups of Adolescents,’” in Vol. I

b



Table 4-1—Evidence for the Relationship Between School Adaptation and Adolescent Health

Study® indicator of school adaptation

Adolescent health

DPropout
Berlin and Sum, 1988 (High School and Beyond ~ School dropout.
survey data)

W.T. Grant Foundation, 1988 (natlonal survey Dropout rates.
data)

Young, 1983 Dropout status.

Hispanic Policy Development Project, 1989 Dropout and low-achieving graduates.
{review of the literature)
Lack of high school diptoma and poor academic
achlevement.

Fagan and Pabon, 1988 Male dropouts.
Other indicators
Garbarino and Asp, 1981 More years of school.
Gottfredson, 1988 Poor school gradss, limited educational

attainment, special education placement,
being retained in grade, poor attendancs.,

McPartiand, Colderon, and Braddock, 1987 Poor school grades.

Academy for Educational Development, 1989 Lower than average academic performance,
school dropoust.

Pallas, Natrielio, and McDill, 1987 Participation in extracurricular activities.

Associated with adolesoent pregnancy and parenting®; high rates of
subsequent poverty and unemployment; skill defidits. Situation
gotting worse for blacks—in 1973, 14 percent of black male

dropouts reported no earnings, as compared with 43 percent in
1984,
Associated with higher rates of adolescent pregnancy.b

High school dropouts are far more likely to be underemployed or
unempioysd than high schoo! graduates; employed dropouts are
half as likely to hold white collar jobs as are high school graduates.

Decreased likefthood of enroliing in postsecondary education;
Increased levels of weifare recelpt; higher unemployment rates.

Associated with early childbesring

Weak social attitudes, more drug problems, and more delinguency
among dropouts than among high school graduates.® Male
dropouts are far more likely to be involved In criminal behavior
than thelr in-sohoo! peers.©

Positively associated with enhanced quality of child care offered to
one’s own children and with political competence; negatively
assoclated with criminal activity.

Associated with juventle delinquency.©

Associated with school property violence.
Associated with adolescent pregnancy.b

Correlates, particutarly for academically marginal students, with
academic progress, hefghtened self-expectations, reduced
frequancy of definquency, and increased persistence in schools.

8Full citations are listed at the end of this chapter.

relationship between schoot dropout and adolescent pregnancy Is discussad in ch, 10, “Pregnancy and Parenting: Preventlon and Servicas,” In this volume,

©For a discussion of adolescent delinquency, see ch. 13, “Delinquancy: Prevention and Services,” in this voiume.

SOURCE: Office of Technology Assessment, 1981,
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Table 4-2—National Data on the Relationship of Students’ Race/Ethnicity ana Socioeconomic Status to School Adaptation

Study*

Adolescent health outcomes

Aspira, 1983 (cohort study)
Tobier, 1884 (survey of adults)

Natlonal Assessment of Educational Progress, 1890
{(large data set on the reading abllity of students)

U.S. Department of Education, 1987 (national survey data
ooftected from schools)

Neckerman and Wiison, 1687 (U.S. Bureau of the Census data
collected retrospectively as self-reports from aduits)

Rumberger, 1887 (L.S. Department of Education national survey
data from 1384)

Barrow and Kolstad 1887 (Migh School and Beyond survey data)

Berla, Henderson, and Kerewsky, 1989 (review of the literature)

NewYakOhymbpommesemoedsepermmrmweopemmmspanm

In 1985, 32 peroent of New York City's white adults had fewer than 4 years of high school, as compared
with 39 peroent of blacks and 57 percent of Latinos.

swemtnmmmmrmmmewsosmmmmm 19703, aithough no discernible
ocourred between 1884 and 1988; blacks and Hispanics made improvements during the
period of 1971 to 1988—nearly all 13- and 17-year-olds can read basic material; however, the
mean reading profile of biack and Hispanic 17-year-olds remains only slightly better than white
13-year-olds.

In 1986, among 18- to 19-year-olds, 13 percent of white males, 11 parocent of white females, 15 percent
of biack males, 15 percent of black females, 29 percent of Hispanic males, and 24 percent of
Higpanic fomales were classified as dropouts.

Natlonal dropoutrate Is 27 percent; central city dropout rate is 42 percent; dropout rate in poverty areas
Incentral cities Is 54 percent. In poor neighborhoods—defined as over SO percent living below the
poverty line—dropout rates vary: in Anaheim, California, for instance, the dropout rate is 75
parcant; in poor neighborhoods in Madison, Wisconsin, the dropout rate is 20 percent; in poor
nelghborhoods in New York City, the dropout rate is 58.5 parcent.

In 1872, national dropout rate was 22.8 percent; in 1984, dropoutrate was 20.1 percent; New York State
dropout rate was 25.3 percentin 1972 and 37.8 percent in 1984: New York State estimates that
62 percent of Hispanics gédp out, and 53 percent of blacks drop out.

The dropout rate among students from the lowest sodloeconomic quartife is about 22 percent; the
dropout rate among students from the highest socloeconomic quartile is about 7 percent. The
relationships between socioeconomic variables and dropout rates often differ substantlally
between the sexes and among white, black, and Hispanic students.

By age 15, 25 percent of alt students have been held back once of more. By age 11, 44 percent of black
males, 26 percant of biack females, 38 percent of Latino males, and 32 percent of Latino females

have repeated one grade.

8Fyl citations are fistedt at the end of this chapter.
SOURCE: Oftice of Technology Assessment, 1991,
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that the dropout rate among students from the lowest
socioeconomic quartile was about 22 percent, whereas
the dropout rate among students from the highest
socioeconomic quartile was about 7 percent (10a).

Blacks and especially Hispanics have consider-
ably higher rates of retention in grade and school
dropout rates than white non-Hispanic adolescents,
especially in urban areas (7,175,198,203). As shown
in table 4-2, Berla and colleagues report that by age
11, 44 percent of black males, 26 percent of black
females, 38 percent of Latino males, and 32 percent
of Latino females have repeated at least one grade
(12). As noted above, 13.8 percent of black 16- to
24-year-olds, 33 percent of Hispanic 16- to 24-year-
olds on average, and 15.4 percent of 16- to 24-year-
olds living in central cities report not having a high
school education (the so-called status dropout rate)
(figure 4-2). It is notable that dropout rates in central
cities are higher than in the United States as a whole,
and dropout rates in cities with a high proportion of
minorities are about one and a half times greater than
the overall dropout rates (148).

Overview of the Effects of Specific Factors on
School Environments and on Adolescent Health

The next several sections of this chapter examine
evidence regarding the effects of the following
factors on adolescent health:

¢ specific academic policies (e.g., use of mini-
mum: competency tests, use of other standard-
ized tests, tracking of students by achievement
levels),

¢ school size,

school decisionmaking policies and orientation

to punishment,

arrangements for school transitions,

class size,

teacher behaviors,

school policies regarding cultural diversity, and

parental involvement in schools.

As discussed below, school academic policies
that emphasjze raising achievement levels through
means such as standardized testing and school
policies that implicitly or explicitly track students by
achievement level may have some positive effects
on high-achieving students but generally have been
found to have detrimental effects on academically
marginal, low-income or minority adolescents. Es-
pecially for low-income or minority students, school
environments that emphasize these practices are

Q
1

likely to affect adolescent health by diminishing

self-esteem, increasing psychological symptoms,
and segregating adolescent friendships (89,188).
These policies have been found to be associated with
low levels of academic achievement and increased
rates of retention in grade and school dropout among
academically marginal low-income and minority
students (84,89,110,117).

School size has often been found 1o be related to
student attendance levels, levels of participation in
extracurricular activities, and reported sense of
responsibility (74,168). Large school size—e.g.,
more than 1,000 students—has been associated with
adverse adolescent health outcomes, even when
location (e.g., urban, rural) and social class or
minority composition of the school is controlled for.
These include increased rates of a range of behaviors
including vandalism, drug selling, theft, and vio-
lence (74,137,203) and elevated rates of school
expulsions, disciplinary transfers, and school sus-
pensions, which are indicators of delinquency (127,133).
Some studies have found larger schools to have
higher rates of retention in grade and dropout
(127,168). In contrast, some studies have found that
school size has no effect on academic achievement
(178), a measure of school adaptation that is related
to health outcomes (table 4-2).

Some school decisionmaking and other processes
have been associated with high dropout rates and
delinquent behaviors (84,137,158,178). Adolescents
in schools where students, teachers, and parents
collaborate in school decisionmaking and other
processes tend to have higher rates of attendance,
fewer behavioral problems, and higher levels of
academic achievement (84,137,178). Some studies
have found that students in schools with a punitive
orientation are more likely to be violent and express
feelings of alienation (178).

The timing and nature of transitions to different
levels of schooling also have been found to influence
adolescent health. In general, school transitions that
occur in the 7th and 10th grades seem to cause the
most difficulties (18,22,169). Such transitions seem
to have the most detrimental effects on females and
may also negatively affect low-income students
(11,18). During school transitions, some adolescents
show diminished levels of self-esteem, school par-
ticipation, and academic achievement (18,22,169).
These effects are influenced by the number of
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teachers adolescents are exposed to and the size of
their classes (22,151).

As discussed further below, the evidence on the
effect of class size on student achievement is
somewhat ambiguous. It does appear, however, that
small classes are beneficial to academically mar-
ginal students.

Teachers are likely to be influential in mediating
the effects of school environments on adolescent
health and well-being. Of course, school environ-
ments are likely to have a large influence on
teachers' attitudes and behaviors. For example, a
school’s orientation towards punishment, its deci-
sionmaking strategies, the school’s physical condi-
tions, and work demands have been found to affect
teachers (9,40,144). When teacher practices are
substantially controlled by administrative decisions,
teachers are more likely to have low levels of morale
and job satisfaction, and high rates of absenteeism
(9,40). In schools that emphasize shared decision-
making, teachers have better attitudes about their
students, higher levels of morale and satisfaction,
and are more likely to successfully implement and
maintain new practices (24,40,45,72,122,194). Teach-
ers that use cooperative teaching strategies (e.g.,
team teaching) foster adolescent health through their
effects on achievernent, cross-racial friendships, and
lower levels of delinquency (75,141,178). Working
conditions and administrative policies that affect
teachers’ behaviors (e.g., absenteeism) and teachers’
attitudes (e.g., morale, attitudes toward students)
and evidence for the effects of teacher behaviors on
adolescent health are discussed below,

School policies that ignore racial and ethnic
differences in their social arrangements and curric-
ulum may have adverse consequences for students’
social development and academic achievement (72).
It could be argued that minorities are forced to
choose between their own culture and their academic
and professional development when schools sensi-
tivities, and resultant curricula and activities, do not
reflect the cultural diversity of their members. In
schools that lack a multicultural perspective, minor-
ity students are likely to develop negative attitudes
about their ethnicity or oppositional cultural forms
(e.g., consider ‘‘being smart’” to be “*acting white’")
(43,102,157a). Schools with bilingual programs

have been found to enhance minority students’
levels of academic achievement (43).

Finally, it appears that adolescent students’ levels
of achievement are enhanced by parental expecta-
tions of achievement and parental presence in
schools (25,35,70,73,195).12

Evidenes for the Effects of Specific Academic
Policies on Adolescent Health

Among the school reforms of the 1980s were
efforts to raise academic standards by increasing
course requirements for graduation and by using
standardized testing or minimum competency tests
(MCTs). Another approach that some schools have
used is separating students by achievement levels—
also known as academic tracking,

Using Standardized Testing and Other Prac-
tices To Raise Academic Standards—Since 1980,
45 States and the District of Columbia have changed
requirements for eaming high schoo! diplomas,
primarily by increasing the course units required to
graduate (166). The length of the school day has
been changed (or changes have been recommended)
in 13 States and the District of Columbia. And in 12
States, the teaching career ladders have been
changed. Increases in requirements have been found
to place additional responsibilities on teachers and
lengthen the school day without additional support.

Available evidence suggests that such policies
have had some adverse consequences, especially for
academically at-risk students. Increased course re-
quirements diminish time for participation in extra-
curricular activities, participation which particularly
for marginal, poor and minority students, enhance
academic progress and reduce delinquency. Pallas
and colleagues found that an increase in course
requirements was associated with increased aliena-
tion among marginal students who seem to be most
attached to courses outside the core cutriculum
(164). Unfortunately, Pallas and colleagues noted,
teachers in the schools where increased course
requirements were required were seldom given the
support they needed to reach academically marginal
students. Raising standards was therefore an empty
gesture, tending to push low-achieving students out
of school.

12For further discussion of parents’ influcnce on adolescents’ health, see ch. 3, **Perents and Families® Influence on Adolescent Health,™ in this

@ ~lume.
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Table 44 also suggests that the use of standard-
ized testing and MCTs have adverse consequences
for marginal students. One study found that stand-
ardized testing is practiced in larger schools where
there are more marginal students and tends to result
in curricula that conform to the test (138). Several
studies have found that, although standardized
testing has small positive effects on high-achieving
students, students in schools where such testing is
used are more likely to be retained in grade
(84,138,185). Educators gencrally agree that pro-
moting adolescents who are not ready io be pro-
moted will not be beneficial to their beslth unless
they receive additional support to leamn the skills
they lack (71), but many educators have voiced
concerns that standardized testing has the capacity to
further marginalize disadvantaged students (209,213).

Similar, yet more pronounced, are the effects of
the recent national shift toward the widespread use
of M7Ts. In 1989, 24 States used MCTs for
remediation, 12 for promotion, and 24 for graduation
(91). According to Haney and Madaus, the recent
national shift toward the use of MCTs has had
profound and devasting consequences for students’
academic performance (91). The use of MCTs has
been linked to increased rates of retention in grade
and school dropout in school districts that use MCTs
(91). Some evidence suggests that dropout rates may
be disproportionately high for at-risk (e.g., black and
bilingual) adolescents (91,110). MCTs may also
have adverse psychological consequences (e.g.,
apprehension, diminished self-esteem) for some
students.

To sum up, school academic policies that empha-
size raising achievement levels by inc-easing courses,
using standardized testing, or using MCTs can
adversely qaffect academically marginal students
through increasing rates of retention in grade and
increasing rates of school dropout.

Tracking Students by Achievement Levels—
Policies used to track students by achievement level
range from the use of selective criteria for entry into
schools which parents can *‘choose’’ for their child,
district-wide stratification of public high schools,
heterogeneous course offerings, school intake poli-
cies, teacher-selected ability groupings, and differ-
ential access to school guidance counselors. Such
policies may be developed and implemented by
local school districts, by individual schools, by
& ~chers within schools, or by guidance counselors.

B {t

School districts that stratify their public schools and
use sclective criteria for entry into *‘choice’’ schools
foster differential ability groupings across schools.
Administrators who build in specialized courses,
and who admit a homogeneous intellectual mix of
students to schools are tracking within a school,
whereas teachers who create student ability group-
ings are tracking within their classes. Finally,
guidance counselors who devote more of their
resources to counseling academically tracked stu-
dents about educational and vocational options
reinforce the existing system of tracking.

Schools that use student selection criteria typi-
cally receive a disproportionate share of district
resources (211). Furthermore, national data suggest
that schools that have a higher concentration of
at-risk poor and minority students receive fewer
resources for staffing and materials, and such
schools have been found 1o rely more heavily on
remedial and rote memory activities (143).

Tracking practices that skim the best students off
the top and place them in selective schools may not
only have adverse consequences for
schools but may also minimize overall achievement
records of entire school districts. In a longitudinal
analysis of adolescents attending nonselective
schools in London, Rutter and colleagues found that
the intellectual heterogeneity of students was strongly
associated with positive educational outcomes for
the entire school (178). Rutter and colleagues
concluded that schools need a substantial nucleus of
average- to above-average-inteliectual-ability stu-
dents in order to achieve schoolwide. Other re-
searchers, examining schools with good academic
records, have found that most such schools restrict
or reject tracking, reinforcing Rutter’s conclusions
that heterogeneous ability groupings enhance school
achievement outcomes (79). Furthermore, schools
where school composition is skewed towards mar-
ginal students have been found to have dispropor-
tionately high rates of dropout and low rates of
achievement (211).

Tracking that occurs when teachers place students
into ‘‘ability groupings’’ is sometimes rather arbi-
trary; criteria unrelated to the ability of students have
been demonstrated to have effects on the placement
of students into ‘‘ability groupings.”’ According to
Hallinan, for example, teachers often create a set
number of equally sized groups that assume that
student ability is equally distributed in their class-
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room (89). Students who are older when entering an
elementary school are more likely to be placed in the
highest ability groups, an observation suggesting
that advantages resulting from age and previous
experience play a role in determining ability group-
ings (89). Adolescents who are placed in low-ability
groups have been found to fall behind academically,
and students chosen for high-ability groups have
been found to achieve more than their peers of equal
ability who are not in high-ability groups (89).
Placement in ability groupings also seems to exert an
effect on adolescent friendships: students placed in
ability groups are less likely to have crossracial and
crossachievement friendships than students not
placex! in ability groups (89,188). Minority students
may alio come away from tracking with more
negative attitudes towards their own ethnic group.
For example, ladicola examined the effects of
tracking across schools and found that Hispanics,
especially females, who attended schools with
higher rates of testing and higher numbers of ability
groupings were more likely to express negative
attitudes toward their ethnicity (102). Ingrained
social patterns of racial stratification seem to be
reinforced by institutionalized tracking practices
which only reinforce white students’ preferences to
bond with similar others.

Some studies have found that minority, poor,
rural, and vocationally tracked students report that
counselors do not play a significant role in their
future goals, whereas academically tracked students
report that they do (118,119). This situation may
sometimes result from academically tracked stu-
dents’ greater initiative in contacting guidance
counselors, but it may sometimes result from
counselors’ secking a greater role in counseling
academically tracked students. Evidence suggests
that in some situations, guidance counseling is more
directed to high-achieving students (118,119).

To sum up, tracking students by achievement level
is inequitable because academically tracked stu-
dents receive better instruction, easier access (o
counseling, heightened teacher expectations, better
peer evaluations and more interesting curricular
content than students in lower achievement groups
(155). Since there is evidence that ability groups are
sometimes based on arbitrary criteria (e.g., a stu-
dent’s entry into selective ‘‘choice’” school may
reflect the parents’ ability to negotiate or may be
determined in part by a student’s age) and because
*he students in groups receive different school

~}

resources, it can be argued that ability groupings
create differences in students’ academic achieve-
ment levels rather than minimize them. Students
marginalized by the tracking process achieve less
and drop out more than stud. .ts in matched schools
that do not use tracking (155).

Available evidence suggests that a heterogeneous
mix of intellectual ability is associated with high
rates of overall school achievement. Thus, it can be
argued that minimizing the intellectual mix of
schools (i.e., tracking across schools) or offering
specialized courses to high achieving students and
remedial courses for low-achieving students (i.e.,
tracking within schools) may not responsibly serve
the majority of adolescents. Policies that place
students into homogeneous groupings may have
detrimental effects on the majority of adolescents’
academic achievement levels. Nonetheless, some
observers have concluded that tracking persists
because of fears about the effects of *‘untrack
schools on the best students (37).

Evidence for the Effects of School Size
on Adolescent Health

In considering the differences between the effects
of large and small schools on adolescent health, it is
important to realize that size of school is confounded
with variables that include Jocation (i.c., rural v.
urban), financing, and school-related processes.
Large schools are typically in urban, often more
socially disorganized, settings than small schools
with a high density of low-income students. These
schools often receive less money or receive money
with restrictions on how it can be utilized (25). Large
schools are also often associated with more adminis-
trative staff, more centralized decisionmaking proc-
esses, and fewer opportunities for teachers and
students to participate in school policymaking (40,168).
Furthermore, large schools have been found to have
more rigid and compartmentalized roles, more
complexity in their communication patterns, larger
class sizes, more institutionalized tracking, and
punitive and controlling disciplinary orientations
(25,27,75,85,163,203). Finally, the students attend-
ing large schools may be different from students
attending small schools. For example, more students
attending large schools (i.e., minority, lower in-
come, and poorer students) may confront problems
with health, housing, language, welfare, and aca-
demic difficulties (24).

—
{
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Many large urban schools serving sodoeconomically
disadvantaged students lack the combination of
features that promotes adolescents' health

and well-being.

A longitudinal study in England by Rutter and
colleagues found no relationship between school
size and students’ academic achievement (178), but
numerous other investigators have found correla-
tions between large school and adverse academic
and health outcomes, especially for marginal, poor,
and minority students (27,74,75,118,130,162).

Large school size has been correlated with high
levels of alienation among students and teachers
(24,25). with high delinquency rates, high suspen-
sion rates, low atiendance rates, and high dropout
(27,133,137,168). Smail schools have been found to
have lower levels of vandalism, less anomie, and
lower levels of victimization (74).

Although small schools seem to be beneficial for
all students, they appear to be most beneficial for
~cademically marginal low-income and minority

students (27,75,130,162). School size seems to
affect social cohesion, participation in school activi-
ties, sense of responsibility, and interactions with
faculty (168). Small schools offer greater social
cohesion and intimacy and Garbarino found mar-
ginal students to be four times more active in small
schools than in large ones (74). Large schools tend
to have more diverse curricula and more tracking,
and such schools may tend to marginalize adoles-
cents with relatively poor academic achievement
records (see discussion above).

To sum up, small schools seem to be associated
with better academic and health outcomes for
adolescents than large schools. Furthermore,
school size appears to differentially matter most to
academically marginal low-income and minority
students. Larger schools are associated with nega-
tive academic outcomes (i.e., increased rates of
retention in grade and school dropout), as well as
delinquency (i.e., higher rates of drug selling, theft,
vandalism), behavioral problems (i.e., higher rates
of expulsions, suspensions, and disciplinary trans-
fers), and lower rates of participation in extracurricu-
lar activities and fewer interactions with faculty.

It may be that the health outcomes of adolescents
attending schools of different sizes are particularly
influenced by the impact that size of school has on
shaping school-related processes. Possibly school
size is only important because it shapes & wide array
of school processes. If that is the case, simply
changing the size of the school without attending to
all of the associated factors (e.g.. less funding,
increased bureaucracy) would, in all likelihood, be
futile. In the next section, the effects of school-
related processes that have sometimes been associ-
ated with school size are examined for their impact
on adolescent health.

Evidence for the Effects of School Decisionmaking
and Other Processes on Adolescent Health

There is limited evidence regarding the relation-
ship between school processes and adolescent health
outcomes. Rutter and his colleagues were among the
first investigators to systematically examine the
relationship between processes that occur within
schools and student outcome variables (178). They
devised a composite school process measure which
reflected the degree of emphasis on academic
achievement, the extent to which courses were
planned and taught by teams of teachers, the
availability of incentives and rewards for student

Y
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performance, and the degree of encouragement that
adolescents were given to participate and take
responsibility for themselves and for others. In a
longitudinal study in England, Rutter and colleagues
found that such processes improved adolescents’
academic achievement and school attendance rates
and minimized behavioral problems and delin-
quency.

Some investigators have examined the relation-
ship between the decisionmaking process vsed by
school administrators and school staff and adoles-
cent health.!> McPanland and colleagues found that
schools where students participate in decisionmak-
ing have lower rates of vandalism, and students
report enhanced communication (137). Gottfredson
and colleagues found that the schools where stu-
dents, teachers, administrators, and parents have
access to the decisionmaking process tend to have
reduced rates of delinquency (84). Furthermore,
schools that have poor teacher-administration coop-
eration and where teachers report lack of administra-
tive soundness tend to have higher dropout and
delinquency rates and more discipline problems
(34).

Some investigators have found a relationship
between a school’s orientation towards punishment
and adolescent health, They have found that schools
that frequently use punishment and that focus on
control tend to have high rates of school victimiza-
tion and increased rates of disciplinary problems and
that students who attend those schools often report
feeling alienated (84,178). Optow has argued on
theoretical grounds that schools that underreact to
school-based violence (e.g.. ignore) or overreact to
school-based violence (e.g., inflict excessive pun-
ishment) make it difficult for adolescents to develop
trusting relationships with adults from whom they
can learn to control their aggressive impulses (158).

1o sum up, available evidence suggests that some
school processes—e.g., relying on team teaching
efforts. encouraging students to participate in deci-
sionmaking and relying more on rewards and
positive incentives for student performance than on
punishment—improve students' academic achieve-
ment, school attendance rates, and are associated
with reduced rates of delinquency, dropout, schoo!
victimization, and reported alienation among stu-
dents.

Evidence for the Effects of School Transitions
on Adolescent Health

School transitions are changes from an ele-
mentary school to either junior high or middle
school and changes from junior or middle school to
high school. Figure 4-1 illustrates the common ways
that school transitions have been organized in the
United States. The most common school configura-
tion is kindergarten through 6th grade (elementary
school), 7th through 9th grade (junior high schoo}),
and 10th through 12th grade (high school) (204).
Another common configuration is kindergarten
through 8th grade, followed by 9th through 12th
grade. Yet another common configuration is kinder-
garten through 4th grade, 5th through 8th grade
(middle school), and 9th through 12th grade.

Whether looking at evidence of retention in grade,
suspensions, schoolwide victimizations, or aca-
demic achievement, several studies suggest that
seventh grade is often a difficult year, especially
when it corresponds to the first year out of ele-
mentary school. In a 1988 analysis of Philadelphia’s
grade reorganization, Pugh compared seventh and
eighth graders in junior high schools (schools
configured grades 7 through 9) with seventh and
eighth graders in middle schools (schools config-
ured grades 5 through 8 or grades 6 through 8) (169).
The seventh and eighth graders in junior high
schools—i.e., students who underwent school tran-
sitions in the seventh grade—had substantially more
suspensions (35 v. 23 percent) and retentions in
grade (15 v. 8 percent), had lower rates of atten-
dance, and on achievement tests adjusted for socio-
economic status scored 12.9 points lower than the
seventh and eighth graders in middle schools did.
The Pugh analysis is consistent with cther analyses
(72a).

Blyth and colleagues conducted a 5-year longitu-
dinal study of 594 white adolescents from the 6th
through 10th grades (1974-79) in 18 schools in
Milwaukee (18). Some of the students attended
schools configured kindergarten through grade 6,
grades 7 through 9, and grades 10 through 12 and
others attended schools configured kindergarten
through grade 8 and grades 9 through 12 (18). Blyth
and colleagues interviewed the students in grades 6,
7, 9, and 10. They looked at the students’ global
self-esteem, grades, achievement tests, and partici-

"¥The effects of school decisionmaking policies on teachers® aftitudes and behaviors are examined in a separate section of this chapter below.
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pation in extracurricular activities. Blyth and col-
leagues found that seventh grade female students in

" schools where transitions occurred in the seventh

grade were more likely than female students in
schools configured kindergarten through grade 8 to
have drops in grade point average, self-esteem, and
rates of participation in extracurricular activities.
Seventh grade male students in schools where
transitions occurred in the seventh grade similarly
had lower grade averages than seventh grade male
students in schools configured kindergarten through
grade 8. Male self-esteem was not affected by school
transitions. Adolescent males’ rates of participation
in extracurricular activity decreased in the seventh
grade when they changed schools, but their rates of
participation ultimately returned to the base level;
the rates for females never returned to their base
level.

Becker found that students from the lowest
income groups scored higher on achievement tests in
elementary schools than adolescents from the same
background in middle schools, suggesting that
low-incoine groups fare better with elementary
school structures than with middle school structures
(1.

In an attempt to understand why school transitions
cause difficulties for adolescents, some investigators
hrve examined how different school arrangements
mediate the effects of school transitions on adoles-
cent health. Braddock and other investigators have
found that schools where adolescents change class-
rooms for different content areas are associated with
the majority of problems at transition (11,18,22).
Braddock and colleagues found that seventh grade
students appear to be most academically productive
in schools where they interact with two or three
different teachers rather than with six or seven (22).

Reviewing the evidence and building on develop-
mental theories of adolescents, Eccles and Midgley
found that structures and practices in middle or
junior high schools are not suited to the developmen-
tal needs of early adolescents (57a). They argue that
size differences, tracking practices, competitive
motivational strategies, controlling teacher behav-
jors, using a lecture format and the absence of
opportunities for students to practice autonomous
behaviors all conflict with adolescent development.
These investigators also found that transition effects
(c.g., student attitudes about school) are mediated by
changes in the school and classroom environment
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such that negative attitudes were associated with
schools that were not developmentally appropriate.

To sum up, available research on school transi-
tions is limited, but some evidence suggests that
school transitions are associated with increased
rates of suspension, retention in grade, and de-
creased levels of achievement, attendance, self-
esteem, and participation in extracurricular activi-
ties. Female students seem to be particularly ad-
versely affected by transitions that occur in the
seventh grade. The research that has been conducted
to date suggests that there may be better and worse
developmental moments for shifting from one
school to another; the experience of transition may
in and of itself be traumatizing; and some school
transitions may conflict with adolescents’ develop-
mental needs (72a). In addition, some research has
shown that adverse effects can be ameliorated by
specific changes in school environments such as
prolonged contact with a single teacher rather than
multiple classes and teachers (27).

Evidence for the Effects of Class Size on
Adolescent Health

The evidence on the relationship between class
size and adolescent health is somewhat difficult to
interpret. In 1986, Robinson and Wittebols compiled
a comprehensive review of the literature on class
size and achievement for the Educational Research
Service (174). Their review of 22 studies published
from 1950 to 1985 found that 50 percent of
kindergarten through grade 3 studies, 38 percent of
the grade 4 through grade 8 studies, and 18 percent
of the grade 9 through 12 studies indicate that small
classes have a positive effect on student achieve-
ment. Robinson and Wittebols concluded that avail-
able research fails to show that small classes have a
positive effect on high school students’ achievement
levels generally.

According to Fine, a class size of 15 to 20 seems
to be substantially more productive when dealing
with low-achieving students than a class size of 35
(72a). In high schools in which students are educa-
tionally disadvantaged, classes of 35 reinforce what
Goodlad and others have written about-—passive
downtime will constitute upwards of 85 percent of
most secondary classroom instructional practices
(83). McNeil argues that such teaching is a structus-
ally created characteristic of large schools and
oversized classes (82).
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To sum up, it appears that class size may have
differential impacts on students in differcnt grade
levels. At the high school level, class size may have
more impact on academically imarginal students
than on average students. Improved classroom size
may be a necessary but not sufficient condition for
improved academic achievement of academically
marginal students (72a).

Evidencs for the Effects of School Environments on
Teachers’ Attitudes and Behaviors

Studies examining the relationship between
school environments and teachers’ attitudes and
behaviors are summarized in table 4-3. These studies
relate contextual factors (e.g., working conditions,
location, size) and teacher involvement in decision-
making practices with teachers’ attitudes and behav-
iors.

Corcoran and colleagues, analyzing national
school and teacher survey data, report that many
U.S. educators—especially urban secondary school
teachers—experience poor working conditions (40).
According to Corcoran and colleagues, poor work-
ing conditions reported by educators include sub-
standard facilities, a lack of space, inadequate
classroom materials, large classes, a lack of influ-
ence in decisions, and concerns about safety. These
conditions are associated with high absenteeism,
low effectiveness, low morale, and low job satisfac-
tion. Moos found that teachers on whom work
demands are high tend to rely more on rote teaching
methods (143).

Various school reforms have been investigated by
researchers as sources of influence on teacher
behaviors (see table 4-3). One wave of reforms has
emphasized ‘‘standards”’ and monitoring teacher
behaviors in public schools. Bachrach and col-
leagues have characterized schools that operate
under these reforms as schools organized around
controlling teachers’ activities, centralized decision-
making, and rendering the curriculum *‘teacher-
proof”’ (9). A more recent series of reforms, often
called ‘‘restructuring,”’ has emphasized bringing
teachers into policy and decisionmaking processes.

National survey data indicate that teachers in
urban and other schools where incentives and school
policies are determined largely by school adminis-
trators report being more suspicious, feeling more
contempt, having higher rates of absenteeism, expe-
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Teachers’ morale, sense of commitment, and other
attitudes and behaviors that can be expected to improve
the school environment for adolescents are enhanced
by school reforms emphasizing collaborative and
cooparative relations within schools,

riencing lowered morale and feelings of powerless-
uess, and being distrustful of administrators (9). The
majority of these teachers also experienced prob-
lems with inadequate instructional time, receiving
minimal feedback from admuinistrators, and the
extensive use of standardized tests (9,40). Further-
more, teachers in schools where decisionmaking is
centralized express a desire to be given a greater
voice in decisionmaking and to have more commu-
nication with administrators (9).

School reforms emphasizing collaborative and
cooperative relations within schools have been
found to increase teacher satisfaction, successful
implementation and maintenance of new practices,
morale, sense of ownership and commitment, while
they tended to decrease rates of absenteeism (9,24,
40,194). Furthermore, educators who reported hav-
ing a substantial say in shaping policy also report
more positive views of adolescents and more opti-
mism that they can make a difference in the
adolescent’s academic accomplishments (72a).

To sum up, there is clear evidence that teachers
are negatively gffected by poor working conditions
and administrative policies that centralize decision-
making and use narrow authority structures. Teach-
ers’ attitudes and behaviors that can be expected to
improve the school environment for adolescents are
enhanced by a collective and cooperative school
environment.

51



Table 4-3—Evidence for the Relationship of Various School Environments to Teachers’ Attitudes and Behavlors

Study* Schoo! environment Adolesoent health
Poor working environment
Corcoran, White, and Walker, 1988 Urban schools where teachers expressed concerns  Poor working conditions related to absentesism, low affectiveness, low
{national school and teacher survey about substandard physical conditlons, lack of morale, and low job satistaction for teachers—especially for urban
data) Space, resowrces, safety, and dassroom size. secondary schoo! teachers.
Schools In which teachers are required to use Teachers report that standardized tests are a threat to their
standardized testing. professionatism.
Moos, 1985 Schools where very high work demands are placed  Teachers In such schools tend to rely more on rote learning teaching

Bachrach, Bauer, and Shedd, 1965
(natlonatl survey of teachers)

Pallas, Natriefto. and McDill. 1989

By, Lee. and Smith, 1980

Bachrach, Bauer. and Shedd, 1986

Fine, 1084

Bryk and Driscoll, 1888

on teachers.

Centralixed decisionmaking with littie input trom
tsachers

Schools In which policies and incentives are made
vy administrators.

Schools are currently organized around controlling
teachers’ activities, centralized decislonmaking
and rendering curriculum “teacher-proof.”
Malority of toachers experience problems with
instructional time, problems recelving feedback
from administrators,

School social climate percaived as posiive.

Positive schoot climate.

Increased administrative control and narrowing of
authority of teachers.

Centratized decisionmaking in schools.

Schools in which teachers’ dlassroom policies are
controfied,

Teachers’ perception of intluence in shaping wolicy.

Collaberative environment with teachers
involived In decisionmsking

Schools that have collaborative relationships
batween teachers and administrators and
schools that focus on cooperative processes.

methods.

Teachers who report having minimal input to decisions concerning thetr
working conditions and incentives had higher rates of absenteelsm
and lowar morale.

Teachers are alienated, tired, and feel powerless.

Teachers’ perceptions of mean abliity of students in their dassroom were
positively related to perceived school social dlimate (regardiess of the
actual abliity levels of their studants).

Positive school climate is positively related to the extent to which there
seems to be a shared sense of purpose among teachers—goal
CONSensus.

Teachers expressed that they did not fee! a part of the school community
and that people did not listen to their ideas (allenation).

Teachers report being more suspicious, feeling more contempt, having
deteriorated morale, and being distrusttul of administrators; teachers
indicate that they should be given a greater voloe In decislonmaking;
teachers reported dissatisfaction with communications with
administrators.

Teachers have higher rates of absenteeism and lower reported morale.

Educators who saw themselves as poweriess tend to view adolescents
they work with as beyond heip; educators who report having
substantial say in shaping policy also report more positive views of
adolescence and more optimism about making a ditference.

Teachers report increased sutisfaction; decreasedrates of absenteelsm.

T
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Table 4-3—Evidence for the Relationship of Various School Environments to Teachers’ Attitudes and Behaviors—Continued

Study* Schoo! environment Adolascent health
Stevenson, 1987 Caollective and cooperative school climate. Teachers raeport enhanced sense of ownership, more successhi
implamentation of new practices.

Lifton, 1988; Dade County Public School,  Schools restructured to give teachers more input Preliminary evidence that teacher morale, commitment, willingness fo
1988 {preliminary evidence from into decisionmaking. continue teaching are enhanced.
teacher surveys in restructured
school district)

Corcoran, White, and Walker, 1988 Small schools, with high ievels of teacher influence  Teachers In such schools expressed more positive attitudes towards
{nationa! schoo! and teacher survey and with staff cohesion. students.
data)

aFull citations are listed at the end of this chapter.
SOURCE: Office of Technology Assessment, 1991,
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Evidencs for the Effects of Teacher Behaviors on
Adolescent Health

Limited evidence suggests that the behaviors of
teachers and students are interconnected. Educators
using team teaching (where teachers share responsi-
bility for a group of students either within or across
schools) affect adolescent health in a positive way.
Furthermore, teachers in schools with centralized
decisionmaking, where there is little coordination
between the efforts of teachers and school adminis-
trations, are more likely to use authority and
coercion as part of their instructional style, which
also affects adolescent health.

Studies have found that adolescents who have
teachers that use team teaching have increased levels
of academic achievement and are more likely to
develop interracial friendships (24,124,141). Team
teaching approaches also have been associated with
decreases in student dropout, delinquency, and
suspension (75,178). Further, the use of coercive
techniques by teachers has been associated with
lowered self-esteem among students and increased
frequency of classroom disruption (137). Students
who report that they are treated disrespectfully by
their teachers report higher rates of feelings of
alienation and school victimization (85). Further-
more, in schools where coordination between teach-
ers and principals is poor, adolescents are more
likely to have high discipline and criminal problems
(133).

Evidence for the Effects of School Policies
Regarding Cultural Diversity on Adolescent Health

It has been argued that ‘‘social education’ in
which students come to learn about and respect
critically and creatively their own ethnic and racial
heritage is important so that adolescents can gener-
ate strategies for managing difference as difference,
not as deficits (73). It also has been argued that
schools as they are currently organized do not
educate students about ethnic diversity and students
are, therefore, more likely to form stereotypes and
have their racial and other biases reinforced (69,73).
There is currently considerable debate—and limited
evidence—about how to celebrate, rather than dis-
parage, cultural diversity (58a).

Research that has examined the effects of schools
on racial and ethnic minority adolescents’ health
outcomes’® suggests that there are insidious school
processes that differentially affect minorities. For
example, when schools ignore ethnic differences in
their social arrangements and in their curriculum,
there are consequences for minority adolescents
related to academic achievement and the degree of
attachment to their own ethnic group. ladicola
compared schools that differed with respect to the
degree of Hispanic cultural influence on the curric-
ula and the percentages of non-Hispanic white and
Hispanic students. Iadicola found that Hispanic
students in schools with a high degree of non-
Hispanic white cultural influence were more likely
to express lower levels of attachment to their own
group (102). It could be argued that schools in
low-income communities that do not embrace cul-
tural differences are structured so that Hispanic
students are forced to ‘‘make a choice’’—between
self and family and between personal development
and community involvement (102). Obgu has ar-
gued that racial stratification and classroom materi-
als that reflect the perspective of whites with listle or
no acknowledgement of minorities results in black
adolescents’ behaving in ways that undermine their
academic success (157a). Some studies suggests that
muliicultural education and school-based collabora-
tions with minorities in the community can improve
minority adolescents’ academic achievement (43,102).
In interviews with students and educators, Fine
found that students in irtegrated schools valued
differences between diverse groups as strengths, not
defects (70). In contrast, students in a fully segre-
gated school leamed stereotypes and had their racial
biases reinforced (70). However, there is still consid-
erable confusion among teachers and others about
defining and implementing multicultural education
(58a). According to one informed observer, the
support that multicultural education needs will come
only from comprehensive policymaking and from
teachers who see differences among students as
reasons for ‘‘celebration’’ rather than for hand-
wringing (58a).

1The delivery of health and related services to racial and ethnic minority adolescents is discussed in ch. 18, ““Issucs in the Delivery of Scrvices to

cted Groups of Adolescents,'” in Vol. I,
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Table 3-4—Evidence for the Relationship of Parental involvement In Schools to the Schoo! Environment
and Adolescent Health

Study* Form of parental involvement School environment Adolescent health

Svec, 18886 (experimental study) in experimental study, randomly Mora schools refused the drop-
assignod high schoo! drop- outs who did not have their
outs went to school with or parants with them.
without parents to negotiate
reentry to schoo!.

Bryk, Loe, and Smith, 1990 Parents axpect achievement and Parental expectations are highly

(raview) piace importance on educa- and consistently related to
tional attainment. academic outcomes.
Parents volunteer in schools. Parental is assodi-
ated with positive outoomes,
especially for elementary
school students.
Parent invoived in professional Intervention had no significant
councils at school sites. influsnces on student aca-
deimic achiovement.
Decentralization ( con-  Principals are more sensitiveto  intervention had ambiguous Im-
trol) in New York City. community interests, pacton student achlevemont,
schoois have more legitimacy
in the community, culturally
relevant curriculumis devel-
oped,

Fine, 19889; Fine and Phillips, Parents’ presence at schools, Especially with low-Income stu-  Students whose parents ques-
1990 (interviews with educa- dents, parents’ presance tion school polictes are more
tors and with low-income par- Serves 85 a reminder to teach- Iikely to recelve fak treat-
ents of middie-schoot stu- ers that they need to be ment.
dents) concernad about the Impact

of school on thelr students.

Comer, 1988 (intarvention among As part of a comprehensive Relations betwoen parents and Preliminary evidence suggests
3rd, 4th, and 5th graders in school intervention school staff improve. Schoo! intervention improved read-
schools in low-income dis- parents work clogaly with administrators, staff, andpar- ing, language, and math
tricts in New Haven, Con- schooladministrators, teach- ents’ collaboration rasults in scores. Bahavior problems
necticut, and Maryland) ers, amental health special- increased organizational ef- dedlined.

Ist, and a nonprofessionat fectiveness.
support person fo meet the

smotional, social, -

logical, andacademic nesds

of their children. Some par-

ents work as clagsroom as-

sistants, tutors, or aldes;

some Join the school's gov-

srning body.

SFufl citations are listed at the end of this chapter.
SOURCE: Office of Technology Assessment, 1991.

Evidence for the Effects of Parental Involvement in
Schools on Adolescent Health

Research on parental involvement has been lim-
ited until recently to national surveys that focus on
traditional forms of involvement by parents. Investi-
gators have examined the effects of parental expec-
tations, parental volunteering, and parental presence
in schools and have generally found—especially
when research findings are related to local school
districts—that parental involvement is beneficial to
adolescents (see table 4-4).

Q

Probably the most thoroughly documented effect
that parents have on adolescent health is related to
their expectations that their children will achieve. A
review by Bryk and colleagues noted that studies
consistently find that parents who expect their
children to achieve and who place importance on
educational attainment affect their levels of aca-
demic achievement (25). Although not as well
documented, evidence suggests that adolescents are
also positively affected by the presence of their
parents at school—whether at school to volunteer, to
serve as advocates for their children, or simply to be
present (25,70,73,195). The importance of parental
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involvement is recognized in Comer's compre-
hensive school interventions, first implemented in
New Haven, Connecticut, elementary schools, and
now being implemented in more than 50 schools
eround the country, including 2 middle schools and
a high school (35) (see box 4-A).

In a recent review, Bryk and colleagues noted that
involvement on professional councils at
school sites in Salt Lake City had no significant
influence on student academic achievement (25).
These investigators also described a study of com-
munity control in New York City. This evaluation
found that parental choice had an ambiguous effect
on student achievement (25).

Summary: School Influences on Adolescent Heaith

Although it is limited, of variable methodological
quality, and difficult to conduct, available research
strongly suggests the importance of school environ-
ments on academic achievement and on adoles-
cents’ health. Studies in the last 20 years provide
contrast to earlier studies that led many to believe
that schools make little difference (32a,103a). These
earlier studies have been criticized because they
focused mainly on a limited measure of attainment
and examined a very narrow range of school
variables (175a). According to Rutter’s studies in
England, and a host of studies in the United States
reviewed in this chapter, social variables account for
much of the variation between schools, and hepce
some of the variation in adolescent health (175a).
Generally, school policies found to have mdverse
effects on the minority, low-income, academically
marginal students include MCTs without the addi-
tion of academic supports, academic tracking, large
school size, punitive orientation, little support dur-
ing transitions between levels of schooling, and lack
of cultural diversity and appreciation of racial and
ethnic differences. School policies generally found
to have positive effects on adolescent health include
participatory decisionmaking, parental involvement
in schools, and a combination of other process
variables (178). Effects of the school environment
on adolescent health are often mediated through
teachers’ attitudes and behaviors and through ado-
lescents’ academic achievement, most prominently
retention in grade and school dropout. The most
compelling evidence suggests that improving

schools to benefit adolescents requires a combina-
tion of approaches. This combination can be sum-
marized as a school that is a small, comfortable,
safe, intellectually engaging, and emotionally inti-
mate commusity (72a). Transitions are minimized,
and when they must occur, they are managed with a
view toward meeting the developmentally appropri-
ate needs of adolescents. Teachers are encouraged
to initiate and develop new programs that are
sensitive to the diversity of their students. The
curriculum responds to individuality as well as to
differences, while developing a common knowledge
base among students in a particular school. Teacher,
parent, and student participation in decisionmaking
is encouraged. Unfortunately, this combination of
features characterizes few schools, particularly those
public schools serving socioeconomically and edu-
cationally disadvantaged students, many of whom
are racial and ethnic minorities.

Box 4-A revicws selected promising interven-
tions that attempt, at least in part, to address the
shortcomings of many contemporary American
schools.

Major Federal Policles and Programs
Related to Education

As discussed elsewhere in this Report, Federal

grams related to education are primarily the
responsibility of the U.S. Department of Educa-
tion.!S The U.S. Department of Labor also has some
responsibilities in this area.

1.S. Department of Education

In 1989, the U.S. Department of Education had a
budget of approximately $22 billion and was respon-
sible for 187 programs spanning six different offices
(see figure 4-4). The U.S. Department of Education
does not administer educational programs targeted
specifically to adolescents but includes adolescents
as part of the school-aged population. It is impossi-
ble to determine total expenditures on adolescents,
because U.S. Department of Education funds are
distributed to State and local educational agencies
that determine their own priorities.

The U.S. Department of Education’s priorities
include increasing educational services to econom-

15See ch. 19, **The Role of Federal Agencics in Adolescent Health,” in vot. .
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Box 4-A—Innovative Approaches to Improving American Schools’

In recent years, promising intérventions in schools have been tested and found to demonstrate beneficial effects
on adolescent health through their effects on adolescents’ levels of scademic achievement, school persisteace,
attitudes toward school, self-esteem, and confidence. These interventions, discussed further below, are generally
of two major types:

¢ interventions that are focused on improving individual learning and preventing selected health problems

associated with school failure (e.8., adolescent pregnancy and parenting); and

¢ interventions that are focused on changing sohool andior community environments.

Interventions focused on individual leaming and preventing selected health problems associated with school failure
include peer tutoring interventions; cooperative leaming interventions; summer leaming interventions; and
inteyventions that provide incentives and supports to students to graduate and go on to college. Interventions focused
on improving school environmeants include the School Deveiopment Program developed by Yale child psychiatrist
James Comer and also include some school-linked heaith centers (SLHCs). Examples of these two major types of
interventions that have undergone some evaluation and seem to show some promise are discussed below. Also
discussed below is the **comprehensive school/community health** model, which is drawing considerable attention
from researchers and policymakers who are concerned about the health of U.S. adolescents (27,107b,108b,147).

Promising Interventions Focused on Improving Individual Learning and Preventing Selected Health
Problems Associated With Schoo! Failure

As noted above, interventions that focus on improving the skills of low-achieving students through means that
do not involve academic tracking include peer tutoring interventions, cooperative leaming interventions, summer
leaming interventions, and, most recently, interventions that provide incentives and supports to students to graduate
and go on to college. Several interventions that offer a more intensive focus on individual students than can typically
be found in the large public schools that are attended by many minority, poor, and academically at-risk adolescents
are discussed below. All of the interventions discussed below have undergone at least some preliminary evaluation
in terrlns of outcomes for adolescents and appear to hold some promise for enhancing adolescents’ adaptation to
school.

Peer tutoring interventions—Peer tutoring means using older or same age students to work individually with
students to teach a particular content area. Peer tutoring strategies emerged from concems about how educators can
deal creatively with 35 students or more, engage students in appreciating rather than depreciating peer differences,
and promote active participatory leaming among students, Generally, peer tutoring appears to be an effective
approach for adolescents. Some studies have found peer tutoring to be less costly than computer-assisted instruction,
to enhance levels of academic achievement beyond those found in conventional classes, and to be beneficial for
tutors and tutees (31,97,121),

Cooperative learning interventions—Teachers using cooperative leaming strategies create groups where
each student has exclusive knowledge of a topic and where the students need to work together as a group to create
a final product. This strategy often stimulates interdependency among students. Cooperative learning appears to
satisfy many educational ends simultaneously (104,206). Cooperative learning enables heterogeneous groups of
students fo work across ability levels, thus reducing the need to track students. It encourages students to participate
actively as teachers and as learners with their peers. It facilitates empathy across and within racia, ethnic, and ability
groups, and it shifts the questions of absolute authority away from teachers.

In elementary schools, cooperative leaming strategies tend to enhance students’ academic achievement,
teaching instruction, and students’ sense of empathy (6,152). Investigators have sought to document the effects
of cooperative leaming on achievement in secondary schools. One analysis of 27 selected studies involving 37
comparisons of cooperative v. control leaming strategies concluded that over two-thirds of the studies favored
cooperation (207). Math and language arts seem to be the curricular areas most amenable to positive effects of
cooperative leaming.

Summer learning interventions—Particularly for socioeconomically disadvantaged students, summers are
typically a time of enormous educational regress. Heyns argues that schools that provide educational interventions

!Bvidcoce on preschool interventions wili not be taken up in this chapter.
Continued on next page
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Box 4-A—Innovative Approaches to Improving American Schools’—Continued

during the summer to low-income and academically disadvantaged students can and do reduce disparities in the
academic skills associated with the background characteristics of children and adolescents (99).

The Summer Training and Education Program (STEP) is an intervention designed to help reduce dropout levels
among poor and educationally deficient youth by focusing on two factors that are closely associated with dropping
out of school: poor academic performance and adolescent parenthood (184a). STEP targets low-income 14- and
15-year-olds who are performing below grade level in cither reading or math and offers them two consecutive
summers of remediation, life skills instruction and work experience, and various support sexvices (e.g., counselor
advocates and group meetings) during the intervening school year. The goal of STEP is to reduce pasticipants’
summer leaming losses, increase their reading and math skills, increase their graduation rates, and docrease their
pregnancy and parenting rates.

A national evaluation of STEP managed by the Philadelphia nonprofit corporation Public/Private Ventures is
comparing STEP participants’ outcomes to outcomes for a control group of students in the federally funded Summer
Youth Employment and Training Program (who receive.! remedial education and a summer job but no other support
services) (184a), Preliminary results from the evaluation indicate that STEP minimized participants’ academic
losses over the summer.2 Furthermore, STEP increased participants’ reading and math scores and increased their
knowledge of contraception (184a). Preliminary findings regarding STEP’s impact on dropout rates among
participants are consistent with the hypothesis that STEP reduces dropout behavior but are based on small numbers
and are not statistically significant. Firm conclusions about STEP’s long-term effects on participants will have to
await the completion of the research in 1993.

Interventions to provide incentives and support for adolescents to graduate and go on to college—
Eugene Lang’s celebrated I Have 8 Dream (IHAD) Project is pethaps th. best known of these types of interventions.
The IHAD project began when Lang promised to pay college tuition fees for a class of sixth-graders then preparing
to graduate from his elementary school alma mater (99a). Lang realized quite quickly, however, that while a tuition
guarantee was essential, if THAD students were to graduate, they would need considerable additional social and
academic support. The basic features of all IHAD projects have come to includs *‘a sponsor,? a tuition guarantee,
a project coordinator,* and additional support services [for students (e.g., tutoring, cultural enrichment)]** (99a).
IHAD student participants are known as *‘Dreamers’’ (99a).

The publicity sumrounding Lang's project heiped it become the formal prototype for many similar
programs—140 by summer 1990, at a total cost in private funds of $50 million, according to a 1991 report by
Public/Private Ventures (99a). Evaluating the effectiveness of IHAD projects is difficult, however, both because
IHAD spoasors have been reluctant to allow formal research (992,207a) and because individual IHAD and similar
projects (207a) vary considerably within the basic framework.

Public/Private Veatures obtained permission from the Greater Washington IHAD Foundation to evaluate its
[HAD Projects, most of which were begun in the 1988-89 school year.3 It is too early to tell whether the Greater
Washington area projects will be effective in achieving their ultimate objective of high school graduation and

2See ch. 10, **Pregnancy and Parenting: Prevention and Sesvices,'" in this volnme for further discussion of the national evaluation of
STEP

3Sponsars are the individuals who gusrantee the college tuition and provide financial support for other aspects of IHAD projects. Contacts
hammmmmhﬂm.hmmmwmmvw'wm“hymnhﬂbybahm"@h).
Personal contact socmed to be contral %o the meaning sponsors desived from IHAD support, as opposed (0 more snonymons forms of charity
(992). Comments by Dreamers suggested that *‘some Dreamers develop commitment to THAD's [achisvement) goals as @ way to reciprocaie
sponsass’ generosity (992).

4 According to Poblic/Privato Ventures, **the selationship with the project coordinator is s Dreamer's crucial link to the IRAD program””:
**Project coordinators represent & continuous stable source of support for these youth. Uniike teachers, project coondinators provide a haven in
the midst of s schoo! eavironment that can be indifferent or competitive. . Project coondinators advocste for Dresmers within a school snd
Icverage additional resources, such as tutoring, tripe of concress assistance diring emesgencies. They can sad do drive youth to school, Gus
improvil tendanoe, and tring in pareats for teacher consultations, thus increesing parental itnvolvoment®* (99a). Many Dreamers form strong
mmwwmm.mmmmnmmmmmmm
coordinators. Project coordinators sre not formally associated with the studeats’ schools.

$Tho Public/Privats Ventures evaluatioo is funded by & private foundation (99a). Various supporters back the 8 classes now oversean by
the Grester Washington THAD Foundation. An initial sponsor formed the Grester Washington IHAD Foundation and coavened & clams fn 1987.
Sponsoss i of September 1990 includod individual bensfactors (three classos); pairs of business executives (throe cissses); & groop of
professional athictes and & bosiness executive (one class); aod two chorches (ono class) (99w).
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college entry (99a).® However, Fublic/Private Ventures’ preliminary 1-year review of three of the Washington area’s
IHAD projects, based on interviews with 14 of the Dreamers and project coordinators, found that IHAD was a
*‘promising”’ intervention (99a). In its 1-year review, Public/Private Ventures found that:

mmmmmmmm).mmmmmmvw.mm
oleADmayderiveﬁvm!HAD'smvatcspmsonhip:

Nonetheless,itmyhmmmydmeehmmofmmmmmmﬁd«ahavmfm
adalmeentsinaemnpeﬁﬁwmdoﬁmbosﬁlewhmlmvkmmmgmmg,meMmmtmsivesociﬂmdacademic

support services, guarantoed college tuition-—can be reproduced in school and commumity settings using public
funds.

Promising Interventions Focused Largely on Changing School and Community Environments

While some interventions focus on improving the school adaptation of selected individuals, other interventions
focus largely on changing school and sometimes community environments, although they may ‘‘build in**
individually focused i

adolescents (141a).% These approaches come under the general rubric of ““comprehensive school health*
(107b,108a), establishing the schoot as a health-promoting environment (27), or school/community linkages to
promote adolescent health (147),

spoctfic adolescent health prodlems are discussed in otber chapters in this volume; there are no evaluations of such tnteretntions svatl i

"merobofSl.HCshhulﬂ:mieesde&mymdm:ndfthd.toﬂthmSmmmdPoﬂcyOpdm.mdha
15, “Mmlmehmmhndmmcwmﬂwmsmbmm"hvam.
Continued on next page
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Box 4-A—Innovative Approaches to Improving American Schools'—Continued

oxganizaﬁonalmsponsivcnmtomdents'pemonMneedsmdsNM'mdmﬁcmk(SS).Unﬁkemewm
edwaﬂmalmfmmwhichfmmhmcﬁmmdmimﬂmﬁe@mumtmﬁmisbwedmﬁxe
understanding that ‘‘many kinds of development, in social, psychalogical, emotional, moral, linguistic, and
cognitive areas, are critical 1o future academic leaming’* (35).

mmmmmmumwmmmmmmwmm
terms “ahasicproﬂmmdeﬂymgmesdmh’dimdmadmicmddisdplhmymﬁzmemmm
misalignment between home and school™ (SS).Formanyblackandmspanicchildmwhosepmmtshwehada
mumaﬁcsocialhistory,Comrmmemcaﬁmmmdommmmmm(lﬂa).ltmustalsoaddmss
stugents’ emotional, social, and psychological needs (1273). The School Development Program has three goals: 1)
toindueeparmtstop@cipateind:eschool’sﬂfe;2)wofomeschooladminmm's.mchmandomamﬁmshm
authority in managing the school; md3)tobringguidmcecomselms.mmmlheahhpmfessimals,mdm«s
intoateamthatmeetsmgulnﬂytoemnbatbehaviorpmblems(1273).Aschoolgovumneeandmmagemmtem,
consisting of parents and teachers, the principal, a mental health specialist, develops a comprehensive school plan
covering academics, social activities (e.g..poﬂuckmppmwteachchﬂdmsocialskﬂlsandmableparmtstomea

The Comer process has already been adopted by more than 100 schools in nine districts in eight States (127a).
In the schools where Comer’s programs are being implemented, the evaluation data for at-risk students are very
ing. In the two New Haven elementary schoolswlmethepogramwasimplemmwd,behavimnlpmblems
in the schools declined and math and reading scores climbed. Similar results were achieved, from 1985 to 1987,
in 10 predominantly black schools involved in the Comer program in Prince Georges County, Maryland (35). A
moreﬁgormscvaluationotheCmnermtctVenﬁminhimeGmesCmmtyisbeingdeveloped.
School-linked health centers®—As discussed further elsewhere in this Repont, SLHCs vary in the services
they offer. Comprehensive SLHCs (and comprehensive community-based centers for adolescents) are centers that
asyixetopmvidchealﬂxservicesthatnddmssmcmgeofpmblemsma!manyadokmts face: care for acute
physical illness, general medical examinations in preparation for involvement in athletics, mental health counseling,
laboratory tests, reproductive health care, counseling for family members, prescriptions, advocacy, and coordination
of care. The more comprehensive of the centers may also offer adolescents additional services, such as educational
services, vocational services, legal assistance, recreational opportunities, child care services and parenting education
fmadolesoe:npamms.Thedeﬁnhngwumofacompmhmivesewicemfmadolmismeanmtwwhich
the center attempts to be responsive to the speciﬁcnwdsofadolescmtsby'fmexample. offering free care or using
sliding-fee schedules for payment, evenhgandweehendhonmofopasﬂon.omﬁdenﬁalily of services, and staff
members who are knowledgeable about and committed to adolescents. OTA has concluded that SLHCs are the most
promising recent innovation to improve U.S. adolescents’ access to health and related services. Although there is
as yet little systematic evidence that SLHCs for adolescents improve health outcomes, there is clear evidence that
such centers can improve adolescents® access to the health and related services that adolescents are most likely to
need.

In the opinion of many observers, however, SLHCs are not just a site for delivering health services to
adolescents. SLHCs can be a means of integrating a health perspective into a school and making schools more
health-promoting environments. They can provide health services to faculty, provide linkages with health
professionals and services outside the school building, serve as a source of referral and consultation for teachers and
students, and make health- mmoﬁngmggesﬁomtoschooladminisn'atomPabapsasawmaqumofﬂﬁs
perspective on SLHCs, some cvaluations of SLHCs have focused on whether the presence of an SLHC improves
the health of the entire studentbodyinasehool.nmjnstmeumofcﬁnicsaviees(c.g..lmc).ﬁom.itisas
yet difficult to make judgments about the ability of SLHCs to improve school environments and so influence the
health of entirc student bodies: there have been few evaluations and those that have beecn conducted are

95ee Vol. I of this Report, Summary and Policy Options, the **Report Brief,'* and cb. 15, **Major Issues in the Delivery of Primary and
Comprehensive Health Services to Adolescents,”* in Vol. I
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methodologically weak; hence, findings conceming impact are mixed. 1 Moss important, however, evaluations have
not formally evalusted whether SLHCs have become fully integrated into schools.

The comprehensive school/community health model—An increasing recognition that there are inherent
limitations to what individuals, the traditional health care system, schooss, and social services can do on their own
to promote and improve adolescent bealth hias lod obsexvers to recommend more comprehensive and integrated
approaches. Evaluations of SLHCs (see above) by Kirby and others have painted to the need for additional
integration of SLHCs into schools and commumities (e.g., 2a,107¢). In their review of the of mental health
services in SLHCs, for example, Adelman and Taylor suggested that SLHC-based mental health sexvices take a
more preventive orientation, in part by becoming better integrated into the daily life of s school (24). Kirby and his
colleagues suggested that SLHCs develop communitywide programs involving parents, youth-serving sgencies,
religious and other community leaders, and the media (107¢).

mmmmmmmmmwmmmmmm
of the effort: are subject to commumity control and programs are overseen by a **child health council”*

regularly
represent the peblic institution with the greatest oppostunity for playing an important
mxmmnommmdmm"ﬁmymmmm.ampmmmvmmm
program at the school level:

-mwmm«mmmmlmmm:mmmml
environment;

¢ integrates special programs for parents xad includes adult mentors; snd

* has linkages with health and youth-serving agencies, churches, businesses, and local media (107b).
mwmmmwaeﬁmmmmmmmmmmmw
to act alone (see also 27,147).

Mwmmbyxkbyanduhm(lmb.uh.mehnﬂmmﬂmdwmemvmmhy
mmmmmwwmmm:wdmmmmmmmmmm
WMmMMWMMaMdWWﬂmMWWM
programs are more effective than more segmented efforts (107b). Recently, however, a sense of urgency about
mmmmmwmymmmmmmum
eoumnity.mmeominmmdamﬁemehWWM&&.ﬂJﬂ)ﬁhc
analysis in this chapter (and throughout this Report) strongly suggests that @ key to improving adolescent
healthwoddbemenmmgemeviewdschm!sasenvhmmmtsmatunenherpmmnw impede
adolescent health, rather than merely as settings in which to place additional responsibilities, such as the
delivery of additional ‘‘programs,” without providing additional supports.

10See ch. 13, *Major Issucs in the Del: very of Primary and Comprehensive Health Services to Adolescents,” in Vol. L

SOURCE: Office of Rchnology Assessment, 1991,

ically and educationally disadvantaged children. For
the past two decades, the primary Federal vehicle for
helping schools meet the educational needs of
educationally disadvantaged children (i.e., children
performing below their appropriate grade level,
children of migrant workers, children with physical
disabilities, and neglected or delinquent children
under State carc) has been grant programs author-
ized by Chapter 1 and administered by the Office of
the Assistant Secretary for Elementary and Second-
ary Education.

The Office of the Assistant Secretary for Ele-
mentary and Secondary Education has one of the
largest appropriations in the U.S. Department of
Education, approximately $6.6 billion in fiscal year
1989. Although the propertion of funding alloca.
to adolescents cannot be precisely determined,
major programs that provide adolescent-related
efforts include the following:

¢ Chapter 1 grants to provide financial assistance
to State and local educational agencies to meet
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the special educational needs'¢ of disadvan-
taged children and adolescents;!”

e education of homeless children and youth, as
authorized by the Stewart B. McKinney Home-
less Assistance Act;

¢ Indian education programs, as authorized by
the Indian Education Act of 1988;

e training for elementary and secondary school
teachers in math and science, as authorized by
the Dwight D. Eisenhower Mathematics and
Science Education, Hawkins-Stafford Amend-
meats of 1988; and

e drug abuse education and prevention coordina-
tion in States and communities, as authorized
by the Drug-Free Schools and Communities
Act of 1986.

Chapter 1, Title I of the Elementary and Second-
ary Education Act, provides Federal assistance for
State and local programs of education for disadvan-
taged U.S. pupils at all levels, from prekindergarten
through secondary school (202a). The fiscal year
1989 appropriation for Chapter 1 was $4.6 billion,
making this program the largest program of aid to
elementary and secondary education in the United
States.

Chapter 1 was initially authorized as Title I of the
Elementary and Secondary Education Act in 1965
(202a). In 1988, Congress reauthorized the Chapter
1 program, again as part of the Elementary and
Secondary Education Act, in the Augustus F.
Hawkins-Robert T. Stafford Elementary and Sec-
ondary School Improvement Amendments of 1988
(Public Law 100-297) (202a). The 1988 law, better
known as the Hawkins-Stafford Act, made a number
of changes in Siate and local educational agency
programs of Chapter 1.'® Among other things, the
Hawkins-Stafford Act provided for the following:

e incentives to enhance accountability and im-
prove performance—the Hawkins-Stafford Act
contained several provisions aimed at evaluat-
ing the performance of individual pupils,
schools, and local educational agencies served

by Chapter 1 and at providing Federal assist-
ance to improve this performance. The law
specifies that if an individual pupil participates
in Chapter 1 for a year without academic
improvement, the local educational agency
must consider changing the services provided
to that pupil. If the aggregate performance of
pupils in a school fails to improve over 1 year,
the local educational agency must develop a
program improvement plan. It is important to
note that the law allows State and local
educational agencies a great deal of flexibility
in setting the standards to which they are to be
held accountable.

e programs to increase parenial involvement in
the education of Chapter 1 participants—The
law requires local educational agencies to
implement procedures *“of sufficient size, scope,
and quality to give reasonable promise of
substantial progress toward achieving the goals’’
of informing parents about the Chapter 1
program, training parents to help instruct their
children, and consuiting with parents. The
agencies are required, among other things, to
develop written policies for parental involve-
ment in planning and implementing Chapter 1
programs, to convene an annual meeting of
parents, and to provide program ‘nformation
and an opportunity for regular meetings for
parents if the parents so desire. The law gives
general guidance and lists numerous examples
to illustrate the types of authorized parental
involvement activity that would allow local
educational agencies to meet their responsi-
bilities—e.g., parent training programs, the
hiring of parent liaisons, the training of school
staff to work with parents, the use of parents as
tutors or classroom aides, and parental advisory
councils—but it leaves local educational agen-
cies with about the same level of flexibility in
the area of encouraging parental involvement
as they had before. Thus, it remains to be seen

15Federal support for **special education'* programs under Public Law 94-142, the Education of the Handicapped Act, 2s amended, is not discussed
in this chapter. See ch. 19, **The Role of Federal Agencies in Adolescent Health,* in Vol. IIE, and ch. 11, **Mental Health Problems: Prevention and

Services,”* in this volume.

1"No age breakdowns are available for current funding of Chapter 1. However, in the 1987-88 school year, 21 perceat (1,037,127) of the population
served were students in grades 7 through 12 in both public and private schools, with funding for these adolescents totaling $3.8 bittion.

18] pcal educational agency programs of Chapiter 1 represent about 90 percent of Chapter ! funding (202a). Chapter 1 locat educational agency grants
are calcnlated by the Rederal Government on a county basis. State education agencies receive the aggregate funds for connties in their Stases, then allocate

the county amounts to individual local educationat agencies.
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what impact the new provisions will have on
the actual level of parental involvement.!®

e programs for secondary school pupils and
school dropouts—The Hawkins-Stafford Act
devoted substantial attention to establishing
programs specifically for compensatory educa-
tion of secondary school students. Although
local educational agencies have always been
authorized to use Chapter 1 funds for secondary
school students, Chapter 1 services have histor-
ically been focused on pupils in kindergarten
through sixth grade. In 1985-86, for example,
about 88 percent of all Chapter 1 basic grant
participants were enrolled in kindergarien
through grade 6, while only 5 percent were in
grades 10 through 12. Two different titles of the
Elementary and Secondary School Education
Act, as amended by the Hawkins-Stafford Act,
provide authorizations for programs of school
dropout prevention and secondary school basic
skills improvement: Title VI and Title I,
Chapter 1, part C,

—Title VI contains 1-year demonstration grant
authorizations under the School Dropout Dem-
onstration Assistance Act of 1988 and the
Secondary Schools Basic Skills Demonstration
Assistance Act of 1988. The former act author-
izes demonstration grants to local educational
agencies for dropout prevention and reentry
activities both within schools and in coopera-
tion with community organizations and busi-
nesses.2 Dropout prevention and reentry activ-
ities may include services to address poor
academic achievement, work-study programs,
services intended to improve student motiva-
tion and the school leaming environment,
remedial services to youth at risk of dropping

out, occupational training, educational pro-
grams offering jobs or college admission to
students who complete them, summer employ-
ment, etc. The fiscal year 1989 authorization
for this program to address school dropout
programs was $50 million; the appropriation
was $21.7 million (202a).2! 2 The Secondary
Schools Basic Skills Demonstration Assistance
Act authorizes a program of national demon-
stration grants to local educational agencies for
activities to help educationally disadvantaged
secondary school students attain grade level
proficiency in basic skills and leamn more
advanced skills. The grants may be used to
initiate or expand compensatory education
prr- - uns for secondary school students or
dropouts, transition-to-work activities in coop-
eration with the private sector or community-
based organization, and use of secondary stu-
dents as tutors of other educationally disadvan-
taged pupils. The fiscal year 1989 authorization
for this program was $200 million; however, no
funds were appropriated for the program. In
fiscal year 1990, the first year of funding, just
under $5 million was appropriated for the
program (202b), According to the U.S. Depart-
ment of Education, basic skills programs can
continue to be carried out through Chapter 1
basic and concentration grants and the School
Dropout Demonstration Assistance Act.
—Title I, Chapter 1, part C established a longer
term formula grant program of State grants to
secondary schools for basic skills improvement
plus dropout prevention and reeatry. In general,
funds will be allocated to States in proportion
to the Chapter 1 basic grants their schools
receive.?

19The Hawkins-Stafford Act authorized on a demonstration basis, in the Even Start program, support for projects that provide basic education for both
educationally disadvantaged children ages I through 7 and their parents who reside in arcas of relatively high poverty concentration. This program is
intended to provide general basic education o0 parents and to increase their involvement in helping to instruct their children (202a). It may have the
potential to benefit adolescent parents,

At least nine other U.S. Department of Education programs and three U.S, Department of Labor programs may help schools that have dropout
programs. For information about these programs, which range from large grant programs {e.g.. Chapter 1 and the Job Training Partnership Act programs)
to small programs explicitly focused on helping students complete school, see the March 1990 C Research Service issue brief entitled *‘High
School Dropouts: Cumrent Federsal Programs®* (202b). That publication notes that fittle is known about the extent to which the available programs actually
help students complete school (2025). It also notes that because the fragmentstion of programs may be confusing to orgeaizations working with dropouts,
grmtaooordinationmybcdesmble OTA s&mmof&cgwﬂpm&mofﬁmamum%ﬂmﬁmaﬂolmismm&dh
ch. 19, **The Rele of Federal Agencies in Adolescent Health,"* in Vol. Il of this Repon.

2iTitle V1 also roquired the Secretary of Education to establish a standard definition of the term *‘school dropout.’* Such a definition was published
in the Federal Register on May 10, 1988, p. 16667 (2023).

ZZA5 of March 1990, fiscal year 1988 and 1989 appropriations for the School Dropout Demonstration Assistance Acthad provided 2 years of assistance
0 89 projects in 3t States and the Disgtrict of Columbia (202b). Evaluations were not yet available.

BAR of these changes are discussed at length in a January 1989 Congressional Research Service report entitled **Education for Disadvantaged
Children: Major Themes in the 1988 Reauthorization of Chapter 1°° (2022).

87
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U.S. Department of Labor

Within the U.S. Department of Labor, the Em-
ployment and Training Administration is the agency
most directly supporting activities affecting adoles-
cents. In program year 1989, funding for youth was
estimated to account for 58 percent ($2.2 billion) of
the budget. Employment and Training Administra-
tion projects for youth typically focus on adolescents
and young adults ages 16 and over. The Employment
and Training Administration supports employment
and training programs for economically disadvan-
taged youth under the 1982 Job Training Partnership
Act. Three programs authorized under Titles II-A,
II-B, and 1V of the Job Partnership Training Act
support the provision of services to high school
dropouts and potential dropouts ages 14 or 16 to 21
(202b).

Title 1i-A provides training grants for disadvan-
taged adults and youth to States, which pass on 78
percent of the funds to local service delivery areas
for training of people who are economically disad-
vantaged or face other barriers to employment (e.g.,
lack of a high school diploma) (202b). Local service
delivery areas must spend 40 percent of the funds for
vouth ages 16 to 21. States must use a portion of their
education set-aside (8 percent of the total grant) for
literacy training, dropout prevention, and school-to-
woth transition programs. The fiscal year 1990
appropriation for Title II-A was $1.7 billion.

Tir*~ 1I-B provides Summer Youth Employment
and Training grants for low-income youth to States,
which pass on funds to service delivery areas for
summer on-the-job training, work experience, and
suppoitive services for disadvantaged youth ages 16
to 21 (202b). At local option, 14- and 15-year-olds
may also be served. Local service delivery areas’
plans must include assessments of participants’
reading and math skills and describe available
remedial education activities. The fiscal year 1990
appropriation was $699 million.

Title IV authorizes various federally administered
programs affecting adolescents, such as Job Corps
and programs designed for Native Americans and
migrant workers (202b). Job Corps, a joint venture
between the U.S. Department of Labor, private

corporations, and nonprofit organizations, provides
employment and training in primarily residential
centers for severely disadvantaged adolescents and
young adults ages 16 to 21. The U.S. Department of
Labor provides funding for the centers, which
totaled $741.8 million in program year 1989, and
corporations and nonprofit organizations organize
and manage the centers under a contractual agree-
ment. In program year 1989, there were 100,000
participants in Job Corps. After completing the
program, 66.9 percent of the participants were
placed in jobs and 16.7 percent went on for further
education.

Title IV also establishes funding for research,
which is administered by the Division of Research
and Demonstrations in the Office of Strategic
Planning and Policy Development. One of the
primary goals is to address the problem of unem-
ployed youth or those at risk of becoming unem-
ployed. Specific programs include grants to inte-
grate Federal, State, and local services; to investi-
gate patierns of youth achievement; to link school
and employment with apprenticeships; to evaluate
demonstrations providing alternative education to
at-risk youth; and to analyze interagency demonstra-
tions. In one recent year, there were 35 such research
projects underway, and the average cost per project
was zpproximately $275,000.

Under the Employment and Training Administra-
tion’s Office of Work-Based Learning, the Bureau of
Apprenticeship and Training administers various
apprenticeship programs authorized by the National
Apprenticeship Act of 1937, Federal staff from the
Bureau of Apprenticeship and Training, as well as
State personnel in some States, assist in providing
technical assistance to the apprenticeship programs,
which are sponsored by industry. The average age of
most apprentices is about 29, and about 17 percent
of apprentices are between the ages of 16 and 22.
There is one type of apprenticeship program de-
signed specifically for adolescents. The School-to-
Apprenticeship Program, which makes up less than
1 percent of all apprenticeship programs, provides
adolescents with the opportunity to attain valuable
job skills in an apprenticeship when they are high
school seniors (101).

* o~
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Adolescents’ Discretionary Time?*

Neither researchers, policymakers, nor even par-
ents know a great deal about how U.S. adolescents
use their time when they are not in school or engaged
in basic maintenance activities (e.g., eating, sleep-
ing). A number of questions remain to be answered.
For instance, how many hours per week do adoles-
cents typically spend in discretionary activities?
Where do they engage in such activities? With
whom, if anyone, are such activities shared? Further-
more, does the use of adolescents’ discretiopary time
vary by age, race, gender or other cultural, ethnic, or
demographic factors?

Despite the paucity of systematic data on the
topic, it is virtually certain that the physical, social,
and behavioral development of U.S. adolescents is
shaped, at least in part, by experiences that occur
during their discretionary time. Hence, it is likely
that the constructive and creative use of discretion-
ary time will enhance adolescents” prospects for
healthy development. Toward this end, future poli-
cies regarding adolescent developnent must be well
informed by knowledge about the past, present, and
potential uses of discretionary time.

Given the large amounts of time that adolescents
devote to highly structured activities (such as
schooling and homework) and essential mainte-
nance activities (such as eating, sleeping, and
personal hygiene), their discretionary time probably
constitutes the most abundant and flexible resource
that exists for the provision of health-enhancing
programs. Studies have shown that recreational and
leisure activities, as well as work activities, can
provide adolescents with opportunities for experi-
ences of mastery and competency (103); creativity
and self-expression (50); self-improvement and
self-definition (125); self-fulfillment and personal
meaning (50); enhancement of character and person-
ality (103); testing oneself in competition (106);
development of interpersonal and social skills (103);
and, the development of autonomy (50). Leisure and
work activities also can contribute to social experi-
mentation and recognition (125); improved physical
health (17), an increased sense of freedom (50);
identification with positive role models and mentors
(66); companionship and improved relationships
with others (50): and, of course, entertainment and

relaxation (132). Research has shown that leisure
and work activities which involve the attainment of
specific goals (59) and meaningful goal-directed
activity (65,129) are positively related to important
developmental variables such as self-esteem, posi-
tive affect, and life satisfaction.

For a number of reasons, U.S. adolescents today
probably spend much less time with their parents
and families than in previous years. The reasons
include the breakdown of two-parent families due to
separation and divorce (29,77); the deterioration of
extended family relationships as a result of high
rates of geographic mobility and urban migration
(76); the rapid entry of mothers into the work force
(216) and the concurrent emergence of numerous
‘‘latchkey’’ children who are unattended after
school (192); high incidences of parental substance
abuse and mental illness, and parents’ attendant
inability to exert positive socializing effects upon
their children (68); decreased family size and,
therefore, fewer siblings who are available to
socialize youngsters (16,29); and, fiscal exigencies
which constrain the availability of funds for after-

school programs (128).

According to some observers, U.S. adolescents
have become increasingly separated from adults,
have fewer adult responsibilities, and communicate
less frequently with adults, Indeed, one study
indicates that relatively few adolescents ask their
parents for advice about such basic concems as jobs,
college, school problems, sibling problems, health
or diet, drinking, sex, trouble with other adolescents,
and drugs (154). To the extent that adolescents spend
less time with their parents, their development is
likely to be shaped less frequently and less influen-
tially by parents and more often by peers or others
with whom adolescents come into contact during
their ‘‘free’’ time or by parental surrogates and role
models who appear on felevision or elsewhere.
Some observers suggest that the relative isolation of
adolescents from adults has helped to bring about
‘‘adolescent rolelessness’’ (153). Others contend
that adolescents’ insulation from ‘‘the real business
of life’” produces apathy, self-hatred, boredom,
loneliness, meaninglessness, and acute feelings of
frustration (46).

24This section draws substantially from a paper catitled *‘How Can Society Contribute to Meaningful Use of Adolescents’ Spare Time,'* prepared

under contract to GTA by Ronald Feldman (66a).

Jo



Chapter 4—Schools and Discrstionary Time « 11-89

Given the central role of discretionary time in
adolescent growth and development, it is unfortu-
nate that relevant research concerning this topic is
very limited. Such research is essential to better
comprehend how adolescents use their discretionary
time and how we can devise appropriate policies and
programs to promote health-enhancing uses of

How Do U.S. Adolescents Spend Their Time?

Results from the Monitoring the Future/High
School Seniors Survey, which surveyed a nationally
representative sample of about 17,000 U.S. high
school seniors, indicate that U.S. adolescents con-
sider discretionary and leisure activities to be of
great importance (8). Seventy percent of the high
school seniors who were interviewed in 1986 stated
that it was either **extremely important’’ or *‘quite
important’’ to have **plenty of time'’ for recreation
and hobbics. This was the highest®® percentage
reported in the survey's 10-year history. In consides-
ing the attributes of preferred jobs, 78 percent of the
1986 high school semiors regarded more than 2
weeks of vacation as *‘pretty important’* or *‘very
important,”” while 83 percent deemed it *‘pretty
important’’ or “‘very important’* that their job afford
*‘a lot of time for other things in life.’’ Both figures
were higher than at any other time in the survey’s
history.

A review by Easterlin and Crimmins further
substantiates that a significant shift has emerged in
the leisure aspirations of American adolescents
during the decade from 1976 to 1986 (55). Among
14 life goals studied, the goal with the greatest
increase in importance to adolescents in the decade
from 1976 to 1986 was ‘*having lots of money."”’ The
1986 adolescent respondents considered it much
more important than their counterparts a decade
earlier to own such items as a vacation house, at least
two cars, and a recreational vehicle. Although in
both 1976 and 1986 these goals were exceeded in
importance by other goals, including “‘a good
marriage and family life,’’ the foregoing goals rose
most in importance and were integrally related to
high valuations of leisure time.

Perhaps the most systematic study of American
adolescents’ use of time was a study by Czikszent-

Table 4-5—Where Adolescents Spend Their Time*

Home (41%)
Badroom .............ccheiivnn.., 12.9%
Uving room ..........oovieeninnlL, 89
Kitohen . ......ooiiiiiiiiiiin e 8.1
Yardorgarage ..............c..on. 4.1
Diningreom ..............ooioeaie. 3.3
Basoment..........cconivinnnnnnnn 22
Bathmom..................coeelt. 1.6

School (32%)
Classroom. ..........covevnnennn. 18.8
Miscellaneous locations . ............ 23
Cafeterda .............cevvnvvennnn 22
Halls ...oiiiiiiiiiiiiiiiieninnen 20
€ £ 18
Studentoenter..................... 1.3
Libary .....coiiiiiiieee e 1.2
Schoolgrounds .........cccvnnennn 0.8

Public (27%)
Friends’ home ..................... 54
ALWOrK . ... i, 5.3
Automoblle .............c0v0vnnensn a8
Otherpublicareas ................. 3.0
Storeorcae.........cooinninnnnnn 28
Street ... 20
Park ... .t i 1.7

.......................... 1.5

Indoor recraational facility ........... 08
Churth .. ..oiiieiiiiiineneren, 0.8
Busortraln ............cceivuent 0.4

&The data shown in this table were derived from a study of 75 adolescents
who for & 1-week period carried an slectronic pager and wers buzzed
froquently theday and askedio recordtheir activities (sse text). The

data hers are basad upon 2,734 weighted self-reports. Each

perceniage
point ts equivalent fo appraximataly 1 hour per week spent in the given
location or activity.

SOURCE: Adapted from M. Celkszentmihaly! and R. Larson, Being
Adolescent: Conflict and Growth in the Teenage Yoars (Now
York, NY: Basic Books, 1984).

mihalyi and Larson published in 1984 (44). These
investigators utilized an innovative research

dwe in which 75 adolescents were asked to carry an
electronic pager and a pad of self-report forms for 1
week. At a random moment within every 2-hour
period, a signal was sent to the pager and the
adolescent was instructed to complete a self-report
form about his or her activity at that time. Despite
sampling limitations, this study did provide an
overview of 75 adolescents’ daily experience.

As shown in table 4-5, the investigators found that
the sampled adolescents spent 41 percent of their
time at home, 32 percent at school, and 27 percent in
locations such as friends’ homes, work or parks (44).
Much (nearly 40 percent) of the time these adoles-
cents spent at school was spent in places other than

Muuwmmsmmmmmmmmmmm“wmmmmmmnhw
to compare adolescents® attitudes towards leisure time to those of adults. A survey recently reported in the Washington Post found that many private
sector executives congidered vacations crucial to their psychological and physical well-being (215a).
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the classroom (e.g., miscellaneous locations, ca-
feteria, halls, gym). Time spent in these locations
frequently afforded opportunities for unstructured
social interaction with peers.

As shown in table 4-6, the sampled adolescents
spent 40 percent of their time in discretionary
activities such as socializing, watching television,
reading, and engaging in sports or games (44). They
spent approximately 31 percent of their time in daily
maintenance activities such as chores, emrands,
eating, traveling from one place io another, sleeping,
and personal care (e.g., grooming, dressing and
bathing). Finally, they spent 29 percent of their time
in activities that the investigators characterized as
productive,”” primarily studying, classwork, or
jobs and related activities. Even though the sampled
adolescents devoted more time to self-selected
discretionary activities than to maintenance or
productive activities, it is probable that the research-
ers’ estimates of the subjects’ discretionary time are
low. The reason is that data were not collected
during such prime leisure periods as Sundays,
weekdays after 11 p.m., and the summer.

If one considers the sampled adolescents’ leisure
time (see table 4-6), one finds that the greatest
proportion of this was spent in socializing; the
adolescents spent one-sixth of their waking hours
socializing. In addition, the sampled adolescents
reported engaging in conversation while studying,
watching television, and eating. In total, therefore,
the sampled adolescents probably spent about one-
third of their day conversing with others. Hence,
conversation was by far the single most prevalent
activity in the sampled adolescents’ lives. The next
largest amount of leisure time, after that spent
socializing, was spent in watching television. The
sampled adolescents spent much smaller propor-
tions of their leisure time in essentially solitary
activities such as reading, thinking, and listening to
music or in activities that typically involve friends
and peers such as sports and games or arts and
hobbies. Altogether, more than one-half of the
adolescents’ discretionary time was spent in social
interaction with others and in activities that adults
often consider to be of secondary importance. In
terms of sheer amount of time, peers were by far the
greatest presence in the sampled adolescents’ lives.

In the late 1970s, Farley conducted a related study
with 129 Canadian adolescents who ranged between
10 and 17 years of age (60). Information regarding

- 1tNt

Table 4-6—What Adolescents Spend

Their Time Doing*
Lelsure sciivities ($0%)
Sodalang . ..ovcveriaeiicirinnaa 18.0%
Watching television ..........cc00et 7.2
Misoallaneous .......ccccrceoseancs 4.8
Reading (nonschool) ............... 35
Sportsand games ...........c.o.n0n %:
Arts and hobbigs ...........eener. 15
Ligteningto music ........ooecinene 1.4
Maintenance activitias (31%)
Choresandermands ................ 14.3
Eating .....oco0nvreercernnnnsrnnes 56
L1+ W 4.9
Rostand napping .........ccceuenes 3.2
Porsonal G8MO » «vrocvrrrceacaoscnas 32
Productive activities (29%)
Studying ........ccenniiriniiiieians 12.7
ClASSWOIK - cevcnvevrcncrecnnanaees 12.0
Jobsandotheractivitles . ........... 43
RThe data in this table were derdved from a study of 75 adolescants who for
2 1-wook period carried an electronic and were buzzed frequently

during the day and asked o record their activities (s9e text).

SOURCE: Adapted from M. Csikszentmihalyl and R. Larson, Being
Adolescent: Confiict and Growth In the Teenage Yoars (New
York, NY: Basic Booke, 1984).

the daily activities of 129 adolescents was collected
by recall of a sequential record of every activity that
lasted at least 15 minutes. Aside from weekday
school attendance, passive leisure was the activity
grouping that clearly emerged as the most wide-
spread on both weekdays and Sundays. Nearly 90
percent of the adolescents devoted some time each
day to passive leisure activities. On the average, the
adolescents in this study spent 2 to 3 hours per day
passively. Nearly three-quarters of this time was
accounted for by television watching. Low levels of
participation were recorded for such activities as
working away from home, cultural or educational
activities, and organizational activities. Only 18
percent of the respondents participated in adolescent
organizations, and an even lower percentage (12
percent) took part in church activities. Nevertheless,
100 percent of the subjects who participated in
adolescent organizations or church activities re-
garded these organizations as *‘important™” or *‘very
important.”’

Related research further supports the observation
that a great deal of American adolescents’ time is
spent watching television. Some studies indicate
that more than 70 percent of U.S. adolescents watch
television daily (105) and that adolescents spend up
to 25 hours per week watching television (145,191).
Hispanic adolescents may watch television for as
many as 30 hours per week (87). Home-based video
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games and televised music videos are of increasing
interest to American adolescents (42,135). While
some critics regard these leisure time activities as an
*‘addiction’’ (189), the effects of such activities
depend upon a wide range of variables such as the
extent of peer and parental involvement and the
substantive content of the videos. Rigorous research

concerning the effects of these activities is virtually

nonexistent.

Schneller conducted a 1988 study of adolescents’
discretionary activity based on diaries logged every
half hour from the close of school until bedtime
(179). This study found a negative correlation
between television viewing and activities such as
participation in social or cultural events, adolescent
movement activities, excursions, and outdoor games.
Selnow and Reynolds® 1984 study of 184 sixth,
seventh, and eighth graders similarly found a nega-
tive comelation between television viewing and
membership in school, church, and musical groups
(182), The authors concluded that extensive televi-
sion viewing entails **opportunity costs’” that pre-
clude other forms of valuable activity. Adolescents
who view greater amounts of television are less
likely to take advantage of the social leaming
opportunities that can be provided by group mem-
bership.

The optimum amount of solitary activity is likely
to vary in accord with the unique needs of each
adolescent. For more mature adolescents, increased
time alone generally is associated with better adjust-
ment. Although some adolescents do not regard the
experience of being alone as particularly pleasant,
those who spend at least 2 moderate amount of time
alone—that is, about 30 percent of their waking
hours—appear to be better adjusted than others
(108). Hence, being alone for reasonable periods of
time may serve a construci ,¢ developmental func-
tion for adolescents (42,115).

In comparison with ycunger children, adolescents
tend more often to be alone or with peers Juring the
after-school hours (192). Some studies have shown
that adolescents spend up to 10 hours per week at
video arcades (149) and shopping malls (4).26 As
children are increasingly left to fend for themselves,

parents fear about their children’s safety (62).
Among other things, they express concem about
after-school injuries, excessive television viewing,
being kidnapped, and sexual abuse (98). Concur-
rently, they worry that their adolescent children may
not be utilizing their discretionary time in a way
which contributes to more effective social, emo-
tional, and behavioral development.

Alternalives for the Constructive Use of

Adolescents’ Discretlionary Time

As discussed clsewhere in this Report,?’ since at
least the early 1900s, a number of extrafamilial
youth-serving agencies and, to some extent, other
entities (e.g., schools, municipal recreation centers)
have developed to enhance adolescents’ access to
bealth-enhancing alternatives for occupying their
discretionary time. Just as there has been little
systematic research on how, where, why, and with
whom adolescents spend their discretiopary time,
there has been little systematic research into the
nature, quality, and effectiveness of existing alterna-
tives for the constructive use of adolescents’ discre-
tionary time. Nonetheless, as discussed below, many
of these entities have attempted to base their
programs on research on adolescent development
and the prevention of problem behavior. Views on
the basic requirements of programs to promote
healthy adolescent development are discussed below,
as are several typical programs and, when available,
evaluations of their effectiveness. Perhaps because
adolescents’ discretionary time has not been a
central focus of research or policy development,
several issues about the nature of these altemnatives
have yet to be resolved. These issues are raised in the
next section of this chapter.

Basic Requirements of Alternatives for the
Constructive Use of Adolescents’
Discretionary Time

According to Kerewsky and Lefstein, 2a number of
factors are of particular importance in the design of

effective and developmentally appropriate programs
for adolescents (107).28 Such factors include self-

exploration and definition, meaningful participa-
tion, positive interaction with peers and adults,

”thﬂanceahsepmhlmxsamm U.S. adolescents are discussed in ch. 12, **Alcohol, Tobacco, and Drug Abuse: Prevention and Services,” in this

volume,
¥1See ch. 2, “*What Is Adolescent Health?** in this volume,

ACurrent undesstandings of the developmental needs of adolescents are discussed in ch. 2, **What Is Adofscent Health?"* in this volume.
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physical activity, competence and achievement, and
structure and clear limits. Kerewsky and Lefstein
suggest that effective programs for adolescents
ought to be characterized by the following *‘nonne-
gotiable’’ criteria: they must have a clearly defined
mission; be responsible to the local community; be
safe and clean; and be caring, enjoyable and
supervised. Mo:eover, they must meet at least once
weekly in the after-school hours, be locally based,
and be available during vacations. Several other
criteria are regarded by Kerewsky and Lefstein as
*‘negotiable’’—that is, desirable under ideal cir-
cumstances but hardly expected in all instances
(107). Specifically, programs should be accessible
both physically and financially; include parent
participation and provide in-service training for
staff; and have a means of assessing the results. And,
to the extent possible, programs should not overlap
with local organizations and shoula proceed upon
the basis of interagency collaboration. A variety of
adolescent programs meet many, if not all, of these
criteria,

Lefstein and Lipsitz assert that appropriace and
effective program altematives for adolescents must
take place in environments that offer realistic
expectations for adolescents, caring relationships
with adults, and diverse opportunities for construc-
tive and enjoyable activities with peers (120).

Costello suggests that adolescents must acquire
four important capacities that are essential for
well-functioning adults: 1) physical vitality, 2) the
ability to sustain caring relationships, 3) resourceful-
ness, and 4) social connectedness (41). Toward these
ends, adolescent development programs should
enable adolescents to engage in physical and mental
activities which are adequate to accomplishing the
tasks of everyday life. They should promote adoles-
cents’ sense of self-worth and the well-being of
others in the family and the community. They shonld
promote adolescents’ ability to seek and sift infor-
mation, apply practical knowledge, and improve
one’s cognitive and social skills And, they ought to
strengthen adolescents’ sense of affiliation with a
social community, which validates the adolescents’
personal identity, provides support and services, and
requires contributions in turn.

The available literature suggests the efficacy of
basing program design efforts on a developmental

perspective regarding adolescents (66a). Adoles-
cents mature at varying rates. Both developmental
and programmatic needs may differ considerably in
accord with such factors as the participants” gender,
race, srciceconomic status, and ethnicity (107).
Morenver, the quantity, quality, and operational
featuses of programs for adolescents can be expected
to vary in accord with the nature of the respective
communities in which they are located. The accessi-
bility and utility of adolescent development prc-
grams necessarily are shaped by such factors as the
community’s financial resources, gevgraphic loca-
tion, and demographic composition.

The available literature reveals many ways for
American adolescents to spend heir discretionary
time. These may be either formally organized,
informally organized, or unorganized (66a). Several
types of programs are discussed further below.

Youth-Serving Organizations

Many youth-serving programs are sponsored by
national organizations that are funded primarily by
the independent sector. One tabulation indicates that
more than 300 national youth organizations operate
with chapters of varying size throughout the United
States (61). Two of the largest national orgamzations
ure the Boy Scouts and the 4-H Clubs, each with a
membership of over four million youth in 1986. The
membership in these and seven other major youth
organizations (Girl Scouts of America, Boys and
Girls Clubs, Young Men's and Young Women's
Christian Association, Camp Fire, and Salvation
Army) totaled 17 million in 1980, representing over
one-third of all elementary and high-school age
youths (113).

Long established agencies dominate the adoles-
cent service field. In 1983, for example, the Boy
Scouts of America had a 1983 membership equal to
15.9 percent of all American males 7 through 16
years of age (19). Between 1972 and 1983, however,
the number of Scouts and Explorers in the organiza-
tion declined by 22 percent, from 2,405,220 youth to
1,867,982 (19). From 1984 through 1988, by con-
trast, some youth organizations experienced in-
creases in membership—e.g., the Boys Clubs? (+2
percent), Girl Scouts (+8 percent), Boy Scouts (+16

)0 order to more accurately refiect its membership, the Boys Clubs of America recently changes its name to the Boys and Giris Clubs of America.
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percent). Girls Clubs*? (+25 percent), and Camp Fire
(448 percent). Concurrently, however, there was a
decline in tire youth membership of the YMCA and
YWCA (60).

In recent years, the Boy Scouts, Girl Scouts, the
Salvation Army, and related organizations have
progressed substantally beyond their original mis-
sions. They have established a variety of new
programs including after- school programs for latch-
key children, problem-solving programs for minor-
ity youths, and programs tbat help parents to
promote ethical decisionmaking on the part of their
children. Some organizations have devised highly

targeted programs for special populations such as
runaways and neglected or abused adolescents.

Within the private sector, the Boys and Girls
Clubs of America is the major nationwide organiza-
tion with a primary focus on direct service for
disadvantaged youths. In 1983, the Boys Clubs
served about 1.2 million youth (20). Of these, 61
percent ranged in age from 11 to 18 years, 75 percent
were from families with annual incomes under
$12,000, 30 percent from families that receive public
assistance, 51 percent from minority families, and 46
percent from single-parent households (20). Data
from 1988 indicage that the membership of the Boys
and Girls Clubs of America has remained stable with
1.285 million members at 1,100 facilities across the
Nation (21). However, the proportion of 11- t0-18-year-
old members declined from 61 percent in 1983 to 53
percent in 1988,

Boys and Girls Clubs’ programs focus on a broad
range of concerns including citizenship and leader-
ship development, health and fitness, adolescent
employment, delinquency prevention, and the pro-
motion of talent in sports and the arts. The Boys and
Girls Clubs have developed curmricula for youth
programs in a number of areas, including health
promotion, delinquency prevention, adolescent em-
ployment, citizen and leadership development, alco-
hol abuse prevention, and education for family life.

The Girls Clubs of America (now Girls Inc.)
experienced an increase in membership from 200,000
in 1984 t0 250,000 in 1988 (81). It also experienced
in increase during the same period in the proportion
of black, Hispanic, and Asian members (from 44
percent to 50 percent). However, only 29 percent of

Girls Club members range in age from 12 to 18 years
(81). Among the Girls Clubs’ innovative programs
are AIDS education, a pregnancy prevention pro-
grams, Friendly PEERsuasion (a program for sub-
stance abuse prevention), and Operation SMART
{science, math, and relevant technology).

As Wynn and colleagues have noted, adolescents
can panicipate in a wide range of programs offered
by independent sector organizations. Thece are
career groups such as Junior Achievement; chu acter-
building organizations such as the Boy Scouts;
political groups like Young Democrats and Young
Republicans; veterans’ organizations such as the
Sons of the Veterans of Foreign Wars; hobby groups
such as Junior Philatelists of America; and, ethnic
groups like the Ukranian Youth Organization and
Indian Youth of America (205). In the absence of
adequate surveys, however, few systematic data are
available regarding the total number of adolescents
who participate in privately supported youth organi-
zations. It is especially difficult to ascertain the
membership of such private organizations as high
school fratemities, sororities, and local social clubs.

A number of studies have reported beneficial
effects as a result of program participation in
national youth-serving organizations. In 1987, La-
dewig and Thomas found, for instance, that former
4-H members attained higher levels of education
than nopparticipants and, as adults, were more likely
to be involved in civic activities and political
organizations (114). Likewise, a large-scale survey
of high school seniors by Hanks found that adoles-
cents’ participation in voluntary organizations was
related to subsequent voting behavior and involve-
ment in political campaigns (92).

Community Service Programs

Approximately 4,000 adolescent community serv-
ice programs are in existence in the United States
(181). The programs include more than 50 full-time
youth service corps, 550 campus-based service
programs, 3,000 school-based service programs, at
least 50 service corps and programs that are organ-
ized by local communities, and Federal service
programs overseen by ACTION.

Cities are particularly active sponsors of youth
service programs. Thus, for instance, the City

XGirls Clubs of America is now known as Girls Inc.

104



1I-94 » Adolescent Health—Volume Ii: Background and the Effectiveness of Selected Prevention and Treatment Services

Volunteer Corps of New York City (CVC), with an
annual $8 million budget, has pioneered volunteer
efforts in human service delivery. It has established
a program for high school adolescents who work
full-time in the summer and part-time during the
school year. In 1988, CVC instituted a small
program for students already in college, offering
summer stipends and bonuses for ore and two
semesters of part-time Corps work. About 600 CVC
volunteers work on projects in city parks, building
rehabilitation, centers for retarded adults, nursing
bomes, and schools. Every 3 months, the partici-
pants change projects so that they can have a variety
of environmental and human service work experi-
ences during a 1-year period. CVC also offers
completion incentives: $2500 for those who com-
plete 1 year of service, or $5000 toward college for
those who choose to resume their studies (210).

Adolescents who participate in community serv-
ice programs can obtain a variety of benefits. A
survey of a random sample of participants in projects
sponsored by young volunteers overseen by the
Federal program ACTION found that the young
participants intended to continue volunteer service
both in school and as adults and, also, that they
would encourage others to volunteer (2). Moreover,
adolescent participaants have reported gains in under-
standing community service, ability 10 work with
others, development of career objectives, willing-
ness to lean, and reduced need for supervision.
Calabrese and Schumer’s study of ninth grade
participants in a 20-week school community service
program showed reduced levels of alienation, isola-
tion, and discipline problems (26). Likewise, in a
study of 11-to-17-year-old volunteers in commu-
nity improvement projects, Hamilton and Fenzel
found that participants developed positive attitudes
toward social responsibility for needy people and a
commitment toward continued volunteer work (90).
Participants also developed vocational and interper-
sonal skills and gained greater knowledge of them-
selves and others.

School-Based Programs

Schools typically are accessible and often-used
sites for adolescent development and adolescent
service activities. Peer counseling and peer tutoring
programs are among the most successful and visible
programs that have been offered in schools. Such
programs often are reported to yield a wide range of
©
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benefits both for the tutecs and the tutors (48,80,
111,116). Reported benefits include gains in tests of
ego and moral development (32). Adolescents in
such programs have been employed as counselors
(49), trainers (126), therapists for the remediation of
behavior disorders (33), and peer mediators. In one
New York City school, administrators reported that
a peer mediation program cut the suspension rate in
half (52).

Many school-based programs address adolescent
problems primarily on a reactive basis, but some
school systems also have initiated a wide range of
community service programs that are essentially
proactive and preventive in nature. Following exten-
sive deliberations, the Camegie Council on Adoles-
cent Development recommended that adolescent
community service be part of the core program in
middle school education (27). The Camegie Council
on Adolescent Development observed that students
can volunteer to work in such diverse seftings as
senior citizen centers, nursing homes, soup kitchens,
child care centers, parks, and environmental centers.
Assistance for such programs can be provided by
institutions of higher education. The Easly Adoles-
cent Helper Program of the City University of New
York, for example, has involved hundreds of stu-
dents from 17 New York City middle and junior high
schools in educational enrichment and adolescent
service activities (27).

Significant benefits for adolescents have been
identified by many studies of school-based pro-
grams. Thus, Conrad and Hedin’s study of 4,000
students in experiential educational programs re-
ported that the students showed improvements in
self-esteem, moral reasoning, personal and social
development, attitudes toward adults, and involve-
ment in the community (36). Similarly, Hanks and
Eckland’s study of 1,627 high school sophomores
found that participation in school-based extracurric-
ular activities is associated with later educational
attainment and with participation in adult voluntary
organizations (93). Related studies have shown
participation in extracurricular activities to be asso-
ciated with higher educational goals (190), subse-
quent educational attainment (159), occupational
attainment and income (160), and participation in
voluntary organizations and the political process
(161). The studies do not allow any firm conclusions
about causality.
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Some studles suggest that participation in extracurricular
activitios can keep adolescents in school and
enhance thelr academic progress.

Municipal Recreation Centers

Numerous adolescent development programs have
been established at municipal recreation centers
throughout the Nation.

As notec by Lefstein and Lipstiz, for example, the
Arlington County (Virginia) Recreation Division
operates neighborhood centers that offer planned
activities and drop-in programs for adolescents
(120). A Junior Jamboree program is conducted on
altemate Saturdays which offers arts and crafts,
sports, cooking, field trips, and healith information
for 12- to 15-year-olds (120).

Similarly, the Concord (California) Recreation
and Human Services Division has created a Depart-
ment of Leisure Services which operates a city-wide
recreation program at elementary schools, interme-
diate schools, high schools, and local community
centers (120). The Department of Leisure Services
has established a variety of adolescent Services
Target Programs for low-income neighborhoods
where parents cannot afford to pay for special
out-of-school activities for their children. Besides
offering an extensive array of games, sports, and
special interest classes, the program seeks to help the
participants to build social skills and to experience
a world other than their own impoverished neighbor-
hoods by means of parties, excursions out of the
neighborhood, and other events. After 1 year of
programming that included recreation, counseling,
and employment, juvenile crime decreased in three

target neighborhoods by 31 percent, 63 percent, and
69 percent, respectively (120).

A unique collaborative program with the private
sector has been established by the East Oakland
(Califomia) Youth Development Center (120), The
center sponsors a comprehensive program that offers
job skills development, basic skills tutoring, coun-
scling, and recreation. Over 1,000 adolescents rang-
ing in age from 10 to 21 years are registered as
members (120). While the City of Oakland invested
$350,000 in community development funds toward
initiation of the program, the Youth Development
Center was launched largely by means of an
aggressive fundraising campaign conducted by the
Community Affairs Department of the Clorox Com-
pany. The Clorox Company contributed $247,000
toward construction of the center, pledged $50,000
annually for program operation, and initiated an
endowment campaign aimed at matching the com-
pany’s own gift of $1.5 million. Since the Center
opened, 25 foundations and more than 70 corpora-
tions have contributed funds for its operation (120).

Churches and Synagogues

There is a great need for ample and diverse
family-based activities that are attractive to adoles-
cents. Churches and synagogues are among the
foremost institutions that can offer such activities on

a regular basis.

Some of the most extensive family-oriented
programs have been devised by the Church of Jesus
Christ of Latter Day Saints (Mormons) (197). The
Mormon churcls promotes *‘wholesome recreation*’
as a part of its religious creed by setting aside 1
weekday evening as a ‘‘Family Activity Night'
(197). Families are free to choose the activity that
they desire but are encouraged to engage in varied
and challenging activities that appeal to all age
groups. The church makes available 8 comprehen-
sive Family Resource Manual which identifies
family enrichment activities (e.g., first aid, food
storage, and home repairs) as well as physical,
cultural, social and intellectual activities. Each
church parish has a small activities comrmittee that
helps families to develop their own activities.
Information about exemplary programs is dissemi-
nated to other such commitiees on a yearly basis.

Churches and synagogues also have sponsored a
wide range of community service programs (120)
and family camps for parents and their children.

1C6
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Some of these have introduced programming that
teaches or reinforces selected family and societal
values (96), while others have concentrated on
sports, skills development, or cultural and educa-
tional leaming such as was introduced by the
Chautauqua movement (58).

Othsr Alternativas

Various innovative alternatives for the constnuc-
tive use of adolescents’ discretionary time have been
developed by a wide range of agencies at the
national, regional, and local levels.

One innovative alternative is a family recreation
program, known as *‘Together Is Better,”” that has
been introduced nationally by the Canadian Parks
and Recreation Association (95). This program
emphasizes a high degree of interaction among
family members. Examples include family picnics,
group hikes, and family games. Information kits
about activities such as kite-making, backyard
camping, hiking, and tracing family trees are distrib-
uted nationally. A major marketing campaign gives
the overall program a central focus and creates high
visibility.

The U.S. Air Force’s Community Action Program
sponsored a Youth Services Camping Program for
boys in the State of Michigan, that brought together
590 14- to 17-year-old low achievers, predelin-
quents, expelled or suspended students, and wards of
the court (201). The Youth Services Camping
Program emphasized vocational opportunities,
health care, recreation, fellowship and leadership.
The behaviors and self-concepts of all categories of
the boys participating improved substantially (201).
A suburban community center achieved similar
results by integrating small numbers of antisocial
adolescents into activity groups with prosocial
adolescents (67). Innovative adolescent develop-
ment programming can occur at community centers
and neighborhood agencies sponsored by religious
organizations, fratemal associations and other
groups. Revitalized efforts at these sites and others
can capitalize upon major adolescent development
resources that have been underutilized in recent
decades.

Public libraries are important, but often over-
looked, sites for adolescent development programs.
Some libraries offer creative opportunities for ado-
lescents to provide support across generations in-

Snding service as storytellers for young children
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and as “‘computer tutors’’ for children and aduits
(172). They also offer programs for consolidating
academic and reading skills, leaming practical life
skills such as budget planning and hunting safety,
and exploring social or emotional issues that are
relevant to adolescence (215).

Finally, paid jobs constitute an important resource
for the constructive use of adolescents’ discretionary
time (3). As are other alternatives, paid jobs are
likely to be most beneficial when they engage
adolescents in meaningful tasks, bring them into
regular contact with adults and responsible peers,
and provide fair and adequate remuneration for the
services that are provided (183). Special care must
be taken to ensure that adolescents do not devote
excessive amounts of time to paid jobs and thereby
forgo opportunities to keep up with their schoolwork
or to take part in other growth-enhancing activities
with their peers and family (193).

Major Issues In the Elaboration of Heaith-
Enhancing Alternatives for the Use of
Adolescents’ Discretionary Time

A number of major issues must be addressed if
significant improvements are to be made in the
quantity, quality, and diversity of bealth-enbancing
altematives for America’s adolescents. These per-
tain both to key barriers that impede the develop-
ment of innovative programs and to a variety of
unanswered questions that must be resolved, at least
in part, if significant advances are to be made.

Counterproductive Theories of
Adolescent Development

Adolescent services, and the misperceptions upon
which they ofien are based, have evolved largely
from theories of adolescent deviance (199). These
formulations view adolescents, particularly those
from low-income households, as essentially deviant
or potentially deviant. From this standpoint, adults
must guide adolescents along a fairly narrow path
toward adulthood and they must correct and con-
strain those who stray. Given the prevalence of this
perspective, programs are most likely to be funded
when they can claim the capacity to combat a
particular deviancy such as drug use, vandalism, or
delinquency. Proactive and preventive programs are
less likely to attract the financial support that they
deserve.

i
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Correspondingly, agencies that serve adolescents
sometimes tend to overreact to incidents of adoles-
cent deviance that are depicted by the mass media.
This can lead them to emphasize programs that are
essentially reactive rather than proactive. It also
reinforces the stereotype of *‘adolescents as devi-
ants’’ on the part of the public, policymakers, and the
adolescent service community. The result is a highly
fragmented service delivery system, increased barri-
ers 10 the elaboration of holistic service delivery
programs, and heightened activity by entrepreneurial
agencics that may design their programs more to
reflect the availability of public funds than the
serious needs of the community.

Categorical Funding Sources

The specialized funding that has been promoted
by single-purpose advocacy groups, legislative com-
mittee systems, and narrowly targeted adolescent
service bureaucracies make the delivery of compre-
hensive adolescent services all but impossible. The
ability of both public and private agencies to plan
coherent adolescent services is often undermined by
the rigidity of Federal, State, and local categorical
funding requirements and by the tendency to formu-
late narrowly targeted confracts in response to
specific problems that come to the public’s aware-
ness (135). Legislative committee systems used to
formulate public policies and programs often tend to
conceptualize adolescents categorically as drug-
users, runaways, adolescents in need of job training,
or in terms of similarly constraining definitions that
overlook the fact that a single adolescent may have
multiple needs.’® In the real world, the same
adolescent is often a dropout, a drug abuser, amother
or a father, in need of mental health care, and
unemployable in the local labor market—a fact that
politicians, grantmakers, service providers, and even
families sometimes fail to recognize (51,199).

Categorical conceptualizations have led 1o the
haphazard growth of specialized direct service
agencies and provided little opportunity or incentive
for programs to cooperate, coordinate, or engage in
systematic long-term planning of comprehensive
adolescent programs.

Another problem is that public and private funds
for adolescent programs tend to be awarded on a
short-term basis. But, when funds are doled out for
only 1, 2, or 3 years at a time, it is virtually
impossible to plan coherent long-term programs and
to develop initiatives that seek to sustain or expand
hard-won gains. It also is difficult to retain talented
staff who may have more secure jobs wailing
elsewhere. Inordinate staff attention must be di-
rected constantly toward the acquisition of financial
resources. A patchwork quilt aggregation of poorly
interrelated and inadequately integrated programs
may emerge from a myriad of funding sources.
Moreover, counterproductive competition can occur
on the part of agencies who might otherwise benefit
from a collaborative and collegial relation...ip. Time
spent in school and time spent in discretionary
(nonschool, nonmaintenance) activities constitute
large segments of an adolescent’s life. Outside the
family and home,32 school buildings and personnel,
and peers and adults in community settings (includ-
ing the media) constitute important and influential
environments for adolescents. This chapter re-
viewed shortcomings in many of these settings and
ways in which these environments can be improved.

Public Suppont v. Private Support

A fundamental issue in the provision of adoles-
cent development programs pertains to the optimum
mix between public support and private support.
Private auspices may be highly effective for the
creation and sustenance of such programs. Yet there
are communities that do not have the resources—
whether in funds or in leadership—io support the
development of an infrastructure which is sufficient
to create and maintain an array of programs.

Key questions regarding this issue have been
articulated by Wynn and colleagues (215). If the
provision of community supports for adolescent
development programs ought to be through volun-
tary efforts, where can resources be found to sustain
them at an adequate level? Should a quasi-public
corporation or organization be created to assist in
stimulating and sustaining community support? Or,
should government play a more active role in the
provision of community supports? Might we actu-
ally need to create a social care and community

31'The probiem of multiple committee jusisdictions m Congress and the fragmentation of Federal programs for adolescents is discussed inch. 19, **The
Role of Federal Agencies in Adolescent Health,** in Vol. 1.

M parents and families® infiuences on adolescent health are reviewed inch. 3, **Parents and Families’ Influence on Adolescent Health,'” and cisewhene
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support system like our educational system or health
care system to foster the development of adolescent
_programs? How can govemment effectively support
the informal, voluntary, and associational nature of
many existing and potential forms of community
support? And, would government bring with it rigid
formulas or bureaucratic approaches that are anti-
thetical to the existence of community supports?

An overview of Federal expenditures for children
and adolescents indicates that only a scant portion of
governmental resources is devoted to nonschool
developmental programs.*? In 1980, for instance, the
greatest percentages of Federal outlays for children
and adolescents were for income maintenance pro-
grams (35.5 percent), nutrition (19.4 percent), edu-
cation (16.5 percent), health (8.4 percent), employ-
ment (6.4 percent), housing (5.3 percent), and
community development (5.2 percent). A relatively
small percentage was allocated for child care (2.4
percent), juvenile justice (0.6 percent), or recreation
(0.3 percent). Moreover, U.S. Government expendi-
tures for recreation declined steadily, from 0.5
percent of the domestic Federal budget in 1964 to
only 0.3 percent in 1980 (34). In Britain, by contrast,
youth work receives approximately 1.5 percent of
the national budget (215). The scant attention
directed toward recreation and leisure programs for
U.S. adolescents is reflected at the State level as well
as the Federal level. Of 56 States, territories, and the
District of Columbia participating in the 1982 White
House Conference on Children and Youth, only 6
treated recreation and leisure as a major concern in
their statewide conferences (205).

New York City sponsors a Youth Bureau that is
responsible for planning, implementing, and moni-
toring development and delinquency prevention
programs for adolescents. The Youth Bureau con-
tracts with community-based organizations to pro-
vide services for youth. The community-based
programs with which the Youth Bureau contracts
typically provide recreational, educational, counsel-
ing, cultural enrichment, and vocational services.
There were 582 such contract agencies in fiscal year
1989 with a budget of $30.7 million (134). Alto-
gether, the agency’s budget averages less than $16
per adolescent in New York City.

Common Infrastructure v. Adolescents
as a Special Case

A strong case can be made for the provision of
special funding and program initiatives designed
expressly for adolescents. Indeed, a sound invest-
ment in adolescent development programs can be
expected to yield highly beneficial long-term out-
comes for society as a whole. Adolescents who are
properly challenged, motivated, and trained are
likely to develop into mature and responsible
parents, breadwinners, and citizens.

Nevertheless, alternative strategies for funding
and program development also can be considered. It
has been suggested, for instance, that programs can
be devised which are based upon the common needs
of varying at-risk populations. By this formulation,
the provision of community supports can be thought
of not as categorical responses to a separate and
independent adolescent population but as ways in
which communities can assist a broad range of
individuals with common interests and needs (215).
Thus, efforts to convey information about health and
educational resources, provide transportation serv-
ices for isolated or dependent individuals, or imple-
ment mutual assistance programs can be organized
across age groups rather than by means of a single
age category. Systematic study of the relative
advantages and disadvantages of these approaches
and others would be useful.

Adolescent Development, Recreation,
or Employment?

In an era of limited resources, it is essential to
ascertain what proportions of available funds can be
allocated optimally to initiatives that aim, respec-
tively, at adolescent development, recreation, em-
ployment, or other goals. The guidelines for this task
will be determined largely by the particular subpop-
ulations of adolescents under consideration. Thus,
adolescents from economically impoverished fami-
lies or neighborhoods may benefit relatively more
than other adolescents from programs that offer job
skills training or employment opportunities. Never-
theless, the goals of adolescent development, recrea-
tion, and employment need not be mutually exclu-
sive. Many types of programs can progress toward
all three objectives albeit in varying respects and at
differing rates.

Q B An overview of Federal expenditures on adolescents is presented in ch. 19, **The Role of Federal Agencies in Adolescent Health,"* in Vol. 1.
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Extent of Aduit Involvement and Supervision

Adult involvement may be necessary in the design
or supervision of especially complex or demanding
programs and for programs that are geared primarily
toward younger adolescents. To the extent possible,
though, adolescents themselves should be actively
engaged in the design and operation of their own
programs. In some cases when adults are involved,
professional training may be desirable. Such training
may be particularly important for the design and
implementation of programs that require extensive
expertise in administration or for programs that
serve large numbers of seriously disturbed adoles-
cents. Graduate training in adolescent work and the
related helping professions has proven beneficial in
programs for such high-risk populations as antiso-
cial adolescents (67) and adolescents whose parents
are mentally ill (68). Clearly, however, adult volun-
teers can contribute safely and cost-effectively to the
vast majority of programs that aim to promote
health-enhancing activities on the part of adoles-
cents. A more concerted effort to involve adult
volunteers may be needed. Because some of the
adolescents and institutions’ volunteers may be
dealing with may present serious obstacles, it will be

important to provide appropriate support and referral
networks to adult volunteers.

Ditfering Needs for Dilfering
Adolescent Populations

Fairly little is known about the differing develop-
mental needs of particular groups of adolescents.
Patterns may or may not be similar in varying
subcultures. Increased peer-group orientation and a
growing interest in group activities during early and
middle adolescence has been observed concurrently,
for instance, in England (187), Australia (78), and
the United States (67). Yet, a crosscultural study of
school dropouts has shown that Australian and
American adolescents who quit secondary school
use their leisure time in different ways (15). Austra-
lian school leavers typically spend their extra time in
sports and recreation. By contrast, American drop-
outs report more visiting, loafing, and problem
behaviors. The investigators posit that these differ-
ences reflect the differential structuring of available
activities for adolescents in the two societies rather
than national differences in Ileisure preferences.
They suggest further that some of the deleterious
consequences that are presumed to follow from

experiences of dropouts in this country more than
the act of quitting school.

Cultural and subcultural variations often are
evident in the use of discretionary time by adoles-
cents. Hispanic adolescents, for instance, devote
more time than white non-Hispanic adolescents to
television viewing (87). White adolescents are more
likely to have paid jobs than black adolescents (66a).
Yet these variations also may reflect such factors as
the decreased availability of two-parent families for
certain categories of adolescents, more dual-career
couples, reduced employment opportunities, and
diminished community availability of leisure alter-
natives such as public libraries, after-school pro-
grams, and for-profit or nonprofit youth service
agencies. A study of Chicago neighborhoods has
shown, for instance, that in areas where the median
family income is below $25,000, the average num-
ber of children per each available public library is
twice the number of children in areas with higher
family income (196). More than twice as much
money was spent per child on libraries in the more
affluent neighborhoods.

Adolescent programs can profitably bring to-
gether adolescents from differing social, cultural and
behavioral backgrounds. The most dramatic exam-
ples in this regard pertain to programs that integrate
adolescents with behavioral problems into groups of
*‘normal’’ peers in classroom or recreational set-
tings (23,39,47,88,170,217). Peer-based *‘therapy’’
programs for adolescents typically have been re-
garded as failures when interventions were at-
tempted solely in groups comprised of antisocial
peers and at institutions denoted primarily as correc-
tional or mental health settings (13,109,131,214).
The latter tend to be unnecessarily stigmatizing. In
contrast, experimental evidence suggests that antiso-
cial adolescents are more likely to achieve behav-
ioral gains when they are treated among prosocial
peers and when the interventions are offered in
nonstigmatizing environments such as community
centers (67).

Adolescents’ needs may also be different at
different times of the day. OTA observes that more
programs and facilities are available during the day,
but not at night or on wegkends when adolescents
may have little to do. Some communities have set up
Friday night dances, midnight basketball sessions,
and the like, but these seem to be the exception rather
than the rule. Often, administrative convenience

o dropping out in America reflect the daily social
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rather than adolescent need seems to be the deter-
mining factor in program development.

National Youth Service

Since the days of the post-Depression Civilian
Conservation Corps (CCC), there has been debate in
this country concerning the desirability of a national
youth service. The factors that arc regarded as
important to the success of the CCC ought perhaps
to be considered as criteria for the evaluation of
future proposals concerning a natiopal youth service
(57). First, the CCC was operated with a clear sense
of purpose, namely, conservation work and eco-
nomic support, as opposed to purely adolescent
development objectives. Second, the CCC empha-
sized productivity. Third, many CCC projects were
highly visible to surrounding communities and to the
country at large. Fourth, local communities had a
voice in projects undertaken by the CCC. And, fifth,
each CCC camp made distinct contributions to the
local economy.

New models of pational youth service have been
endorsed by groups such as The Commission on
Work, Family and Citizenship of The William T.
Grant Foundation (210), advocacy organizations
such as the Coalition for National Service (56), and
the public in general, who favor voluntary service by
a ratio of better than seven to one (56).

Because of the size, visibility and vast impact of
any form of national youth service, public accep-
tance of such an initiative will depend upon the
answers to a variety of questions. These are likely to
be based not only on economic considerations but on
philosophical and political ones as well. To cite but
a few: Should a national service program be
mandatory or voluntary? Should it be in lieu of
military service or in addition to it? Should it be
during high school or afterwards? Should it offer
economic incentives to the participants or not? What
is the preferred length of service? Will participants
necessarily replace employed adult workers? What
should be the respective roles of federal and local
authorities? And, what are the relative economic
costs and benefits?

Few of these questions can be answered defini-
tively. Yet, several key considerations are worth
noting. With regard to financial costs and benefits,
for example, a study of the California Conservation
Corps by Public/Private Ventures estimates $1.34 in
henefits for each dollar spent in the program (210).
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A second study suggests that the proportionate
benefit is even higher, to wit, $1.60 in public benefit
for each dollar spent by the Corps (210). The Job
Corps has been similarly evaluated. Analyses have
shown that the Job Corps increases earnings, enables
its graduates to be employed longer, and helps many
to go on to full-time study (210).

From 1934 through 1939, 90,000 acres of land in
the Capitol Forest in Washington State was refor-
ested by the CCC at an approximate cost $270,000
(101). In 1981, the acreage was harvested, and the
timber value was placed conservatively at $7,000
per acre, or $630,000,000. Examples such as this
dramatize not only the fact that significant financial
benefits can accrue from large-scale youth service
programs but also that planners and politicians must
calculate their relative benefits on a long-term basis.
They must act upon the same principles of *“delayed
gratiiic dion’’ tha. are regarded as so essential to the
development of healthy adolescents.

Revitalization and Reinstitution of Social Service
Agency Programs

In the past several decades, much of the Nation’s
organizational infrastructure for adolescent develop-
ment programs has deteriorated. Traditional social
service agencies such as neighborhood houses and
community centers have increasingly relocated to
affluent suburban areas; they have employed non-
professional and volunteer personnel more readily
than professionals; and they reduced the quantity
and quality of their programs for adolescents (200).
Nevertheless, neighborhood houses, community cen-
ters, and other social service agencies can constitute
excellent settings for leisure and community service
programs for adolescents of all ages. Many observ-
ers believe they may be more productive sites for
helping high-risk adolescents than conventional
types of treatment organizations (68). The develop-
mental gains that are achieved by adolescents in
such settings can be readily generalized to their
natural environments and can be achieved on the
basis of expenditures that may be as much as 80
percent lower than for comparable intervention
programs in mental health or juvenile justice settings
(67).

A significant revitalization of social service
agencies would require a major infusion of Federal,
State, and local support. Among other things, funds
will be necessary to train professionals and volun-
teers and perhaps construct or renovate facilities in
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Revitalized social service

volunteer opportunities that strengthen Interge

connections among adolescents and adults from differant
secial and aconomic backgrounds.

high-need areas. Revitalized social service agencies
could explore new ways to involve adolescents in
instrumental tasks as well as in purely recreational
activities. They could sponsor nonprofit or for-profit
adolescent-operated enterprises and can provide
seed money, technical assistance and supervision.
They can work with schools to develop leisure
counseling centers and can develop volunteer oppor-
tunities that strengthen intergenerational ccnnec-
tions among adolescents and adults from difierent
social and economic backgrounds. They also could
establish funded positions for adolescents to serve as
apprentice-level adolescent workers.

Recent Federal Initiative: National and Community
Service Act of 1990

In 1990, Congress passed a law designed to
enhance opportunities for national and community
service for all U.S. citizens, particularly the disad-
vantaged. This law, the National and Community

Service Act of 1990 (Public Law 101-610), author-
izes Federal financial assistance for a number of
voluntary service programs, including programs for
in-school and out-of-school adolesceats. In present-
ing the rationale for the legislation, the senatorial
authors of the legislation argued in part that (S.1430,
101st Congress, 2d session):

(1) service to the community and the Nation is a
responsibility of all citizens of the United
States, regardless of the economic level or age
of such citizens;

(2) citizens of the United States who become
engaged in service at a young age will better
understand the responsibilities of citizenship
and continue to serve the community into
adulthood;

(3) serving others builds self-esteem and teaches
teamwork, decisionmaking, and problem-
solving;

(4) the 70,000,000 youth of the United States
who are between the ages of 5 and 25 offer a
powerful and largely untapped resource for
community service;

(5) conservation corps and human service corps
provide important benefits to participants and
to the community;

(6) the Volunteers in Service to America Pro-
gram is one of the most cost effective means
of fighting poverty in the United States. . .

Many of the activities and program requirements
authorized by the National and Community Service
Act of 1990 (Public Law 101-610) are particularly
relevant to adolescents.

Title I of the National and Community Service
Act of 1990 establishes a National and Community
Service State Grant Program. Several subt'les of
Title I are relevant to adolescents:

—Subtitle B. School-Aged Service (Serve Amer-
ica; The Community Service, Schools and
Service Learning Act of 1990).3 This subtitle
provides Serve America grants to States or
local applicants for service-leaming programs

““Tbhedigihlcmrwchrcagnm{mdcﬂt&ehSubﬂﬂeB}.aSme,..MpmpuemdmeomeCmbﬂm[onNMaﬁCommmﬂy
Service, establishod under section 190 of the act), 2n application. . including a description of the manner in which. . .economically and educationally
disadvantaged youths, including individuals with disabilities, youth with limited basic skills or lcaming disabilitics, and youth who are in foster care,

, ~¢ assured of service opportunitics™ (S.1430, Tite L, Subtitle B, Sec. 113).

) %
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for students,® community service programs,
and adult volunteer programs. For the latter two
programs, dropouts and other out-of-school
youth (individuals under age 27 who have not
completed college or the equivalent and who
are not in school) are target participants and
recipients. Serve America grants will be admin-
istered by the Commission on National and
Community Service established under Subtitle
G (202b).

—Subtitle C. American Conservation and Youth

Corps (American Conservation and Youth
Service Corps Act of 1990)—This authorizes
grants to States, Indian tribes, local agencies, to
the Secretary of Agriculture, to the Secretary of
the Interior, or to the Director of ACTION for
the creation or expansion of full-time or sum-
mer youth service programs focusing on con-
servation and human services. Full-time youth
service programs are intended for 16- to 25-year-
olds, and the summer youth service programs
are intended for 15- to 21-year-olds. The law
requires that participants’ educational levels be
assessed and that participants be provided with
appropriate education and training. Priority for
services must be given to participants without
high school diplomas, and the program must
enable such participants to earn a diploma or its
equivalent. Arrangements may be made with
schools to upgrade literacy skills, obtain high
school diplomas or the equivalent, obtain
college degrees, or improve work skills, Youth
corps grants will be administered by the Com-
mission on National and Community Service
(202b).

—Subtitle D. National and Community Service
(National and Community Service Act)—This
authorizes grants to States and Indian tribes for
the creation of full- and part-time national and
community service programs to address unmet
educational, human, environmental, and public
safety needs, especially those needs relating to
poverty. The programs will include full- and
part-time volunteers age 17 and older. National
and Community Service grants will be admin-
istered by the Comunission on National and
Community Service (202b).

—Subtitle E. Innovative and Demonstration Pro-
grams and Projects—One part of this provides
for grants to States and Indian tribes for the
creation of innovative volunteer service pro-
grams. Section 165 authorizes a rural youth
service demonstration project. Projects may
include volunteer service involving the elderly
and assisted-living services performed by stu-
dents, school dropouts, and out-of-school youth,

—Subtitle G. National Commission on National
and Community Service—This establishes the
National Commission on National and Com-
munity Service to administer Title I programs.
The Commirsion is to be composed of 21
members to be appointed by the President. The
Secretary of Education, Secretary of Health and
Human Sexvices, Secretary of Labor, Secretary
of Interior, Secretary of Agriculture, and the
Director of ACTION shall serve as ex-officio
members of the Commission. Not later than
January 1, 1993, the President shall prepare and
submit to Congress a report containing recom-
mendations for the improvement of the admin-
istration and coordination of volunteer, na-
tional, and community service programs ad-
ministered by ACTION, the Commission on
National Service, and other Federal entities.

Congress authorized $56 million for Title I in fiscal
year 1991, $95.5 million in fiscal year 1992, and
$10S5 million for fiscal year 1993. In each of these
years, not less than 30 percent is to be allocated for
subtitle B, not less than 30 percent for subtitle C, and
not Jess than 30 percent for subtitle D. In each year,
Congress authorized $2 million for the National
Commission on National and Community Service.

Title I of the National and Community Service
Act of 1990 modifies a number of existing programs.
The following subtitles are relevant to adolescents:

—Subtitle B. Youthbuild Projects (amends the
Domestic Volunteer Service Act of 1973 (42
USC 4951 er seq)—This provides for the
Director of ACTION, in consultation with the
Secretary of Labor, to provide Federal grants
for Youthbuild projects. Such projects, which
involve constructing and rehabilitating housing

BThe law defines service leaming as a method under which students learn and develop through active participation in organized service expesiences
that meet actoal community needs and that are coordinated in collaboration with the schoof and community; that is integrated into the students’ academic
curriculum; that provides students with opportanities to use newly acquired skills and knowledge in real life situations in thels own commaunities; and
that enhances what is taught in school by extending student learning beyond the classroom into the community and helps to foster the development of
= sense of caring for others (Title I, Subtitle A, Sec, 101, Definitions).
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and community facilities (¢.g., youth recreation
centers, senjor citizen centers, community
health centers) for low-income people, are
intended to provide economically disadvan-
taged young people with opportunities for
service to their communities and opportunities
to obtain education and employment skills. At
least 75 percent of the participants must be
individuals who are ages 16 to 24, econom-
ically disadvantaged, and high school dropouts
whose reading and math skills are at or below
the eighth grade level. Projects must provide
basic skills instruction and remedial education,
bilingual education for participants with lim-
ited English proficiency, and secondary educa-
tion leading to a high school diploma or its
equivalent.

—Subtitle C. Amendments to Student Literacy
Corps (amends the Higher Education Act of
1965 (20 USC 1018))—This amends the act to
give priority in providing tutoring services to
educationally disadvantaged students receiving
services under Chapter 1 of Title I of the
Elementary and Secondary Education Act of
1965 and to.illiterate parents of educationally
or economically disadvantaged elementary
school students, with special emphasis on
single-parent households.

For Title II, Congress authorized $5 million for
fiscal year 1991, $7.5 for fiscal year 1992, and $10
million for fiscal year 1993.

While the total amounts authorized for programs
with a considerable emphasis on adolescents are not
very large, the National and Community Service Act
of 1990 does begin to address many of the concerns
about adolescent rolelessness and preparation for the
future expressed by numerous observers (160,330).
It is too early to judge the effectiveness of the
legislation in improving the lives of adolescents, but
Congress could encourage the newly established
Commission on National and Community Service
(also established by Public Law 101-610), to evalu-
ate systematically the impact on adolescents in the
Commission’s report to Congress.

Conclusions and Policy implications

Time spent in school and time spent in discretion-
ary (nonschool, nonmaintenance) activities consti-
tute large segments of an adolescent’s life, Qutside
the family and home,* important and influential
environments for adolescents include school build-
ings and personnel, and peers and adults in commu-
nity settings (including the media). This chapter has
reviewed several shortcomings in many school and
other environments and suggested ways in which
these environments can be improved.

Although little systematic empirical research has
been supported, the studies that have been conducted
suggest that academic and health outcomes of
adolescent students are influenced by school envi-
ronments. Overall, school environments that facili-
tate adolescent well-being take the shape of small
(fewer than 1,000 students in the school, and 15 to
20 per class), comfortable, safe, intellectually en-
gaging, and emotionally intimate communities.
Transitions are minimized, and when they must
occur, they are managed with a view toward meeting
the developmentally appropriate needs of adoles-
cents. Teachers are encouraged to initiate and
develop new programs that are sensitive to the
diversity of their students. The curriculum responds
to individuality as well as to differences, while
developing a common knowledge base among
students in a particular school. Teacher, parent, and
student participation in decisionmaking is encour-
aged. Unfortunately, this combination of features
characterizes few schools, particularly those public
schools serving socioeconomically and education-
ally disadvantaged students, many of whom are
racial and ethnic minorities. Instead, the larger, often
impersonal, schools that these students attend have
been found to be associated with higher rates of
retention in grade, suspensions from school, disci-
pline and crime problems, lowered social cohesion,
more negative student attitudes, and greater student
passivity (including lower participation in school
activities, and less interaction with faculty).

Specific practices such as tracking and ‘‘teaching
to the test’”’ for minimum competency testing have
been associated with lowered levels of academic
achi. vement, retention in grade, and school dropout,
espe: ally for low income racial and ethnic minority

3pgrents and fumilics infinences oa adolescent bealth are reviewed inch, 3. *"Parents and Famities' Influence an Adolescent Health,** and elsewhere

in this volume.
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students. Although school practices and policies are
rarely investigated for their direct links to adolescent
health and well-being, studies have shown that lower
grades are associated with violence toward school
property, other delinquency, and pregnancy. Stu-
dents who are retained in grade school are more
likely to drop out of school before graduation. In
turn, school dropout is associated with high rates of
subsequent poverty and unemployment, underem-
ployment, diminished eamnings, and adolescent preg-
nancy and parenting.

Adolescents, particularly females, can be particu-
larly harmed by the transition from elementary to
middle or junior high school grades, if such transi-
tions are not handled well in the middle school
setting. The environment of the typical junior or
middle school adolescent has been found to clash
with early adolescents’ needs for autonomy, their
budding cognitive abilities to think at an abstract
level, their heightened needs for intimacy, and their
heightened self-consciousness.

Teachers’ attitudes and parental involvement are
critical links in the relationships between school
policies and environments and hezlth outcomes for
adolescents. Teachers’ attitudes toward students
tend to be more positive in schools that are smatler,
use decentralized govemnance and participatory deci-
sionmaking, and rely less on standardized testing.
Parental involvement in schools has been shown to
be related to increasing the responsivity and effi-
ciency of schools and to fair treatment of students,
but the evidence on academic achievement is mixed.

Some interventions have yielded increased toler-
ance across racial groups and improvements in the
self-esteem or academic achievement of racial and
ethnic minorities; these interventions include expo-
sure to persons of differing cultural backgrounds,
leamning in mixed-ability groupings, a multicultural
curriculum, bilingual education, and school-based
collaborations with minority communities.

Much of adolescents’ time is spent away from
school. The scarce data that are available suggest
that sufficient opportunities do not exist for adoles-
cents to spend their discretionary time in ways that
are attractive and satisfying, conducive to bealthy
development, and acceptable to the adult commu-
nity. The problem has been found to be worse in poor
than in middle-class communities.
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The Federal share in funding for schools (6.3
percent of public school revenues in 1988) rose until
1980, when it began to fall again. Financial and

programmatic support for recreation and youth
service activities from Federal, State, and local
governments, and the private for-profit sector, has
been meager and fragmented. Federal support for
4-H clubs and, more recently, the National and
Community Service Act of 1990 (Public Law
101-610) is an exception.
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Chapter 5

AGCIDENTAL INJURIES: PREVENTION AND SERVICES!

introduction

Broadly speaking, injuries to adolescents are of
two general types, accidental (or unintentional)
injuries? and nonaccidental injuries such as those
inflicted in suicide attempts or assaults.? Accidental
injuries are responsible for more deaths to American
adolescents than any other problem, causing more
than half of all deaths to persons ages 10 to 19* (see
figure 5-1). In 1987, 55 percent of all deaths to
persons ages 10 to 19 were due to accidental injuries
{93). That year, 10,658 U.S. adolescents ages 10 to
19 died from accidental injuries (93). Many more
adolescents experienced accidental injuries that
caused visits to physicians’ offices or hospital
emergency rooms, temporary or permanent disabil-
ity, restricted-activity and school-loss days, and
other problems. This chapter reviews information on
the problem of accidental injuries for U.S. adoles-
cents, the factors associated with accidental injuries
among =adolescents, conseguences of accidental
injuries, and the effectiveness of different strategies
to prevent accidental injury. The chapter also
describes major Federal Government policies and
programs pertaining to accidental injuries.

Background on Accidental Injuries
Among Adolescents

Sources of Dala
on Accidental Infuries

No single source of information provides compre-
hensive data on the cause, nature, and severity of
injuries among the U.S. population (58). Particularly
lacking are detailed data on injuries that do not result
in death.3 ¢

National data on injuries currently have to be
gathered from the National Center for Health Statis-
tics in the U.S. Department of Health and Human
Services (DHHS), the National Highway Traffic
Safety Administration (NHTSA) in the U_S. Depart-
ment of Transportation, and other sources. These
sources offer data tha: include:

o mortality data based on death certificates,
s national, population based, health survey data,

IThis chapter is based, in part, on & background paper

on unintentional injurics prepared for OTA (66). OTA, however, takes full responsibility for

the use of infororation in this chapter, snd for the use of the phrase **accidents! injuries” rather than **unintentiona! injuries.**

?Tb make this Report more accessible to the Iay reader and for other reasons, OTA has choses to use the term accidental injury in this Report. The
term preferred by those in the injury prevention community, however, is unintentional injury (e.§., 66). Those who prefer the tesm unintentional injury
believe that the term accidental injury tmplics that injuries cannot be prevented. wheresas the term unintentional injury imptlies that while an individoal
may not have consciously intended to hurt him or herself, some action taken or not taken may have prevented the infury. Perhaps to overstate this
perspective somewhat, all injuries are avoidable. The positon that trme “*accidents*’ do not occur (1.e., by chance, entirely without cause) comectly brings
antention to injuries as & public health problem to whick additional preventive interventions can and should be applied, but it scems to be unprovable
Use of the tesm unintentional also may have the unfortunate effect of placing the onus of causation (and responsibility for precautions) exclusively on
the person who is injured, althougb in fact unintentional injuries may be caused unintentionally, by persons, organizations, or systems other than the
victim.

Information on adolescent suicide is presented in ch. 11, *“Mental Health Problems: Prevention and Sexvices,” in this volume. Information in
bomicide among U.S. adolescents is presentad in ch. 13, *‘Delinquency: Prevention and Services, " in this volume, and in ch. 18, *'Issues in the Delivery
of Services to Selected Groups of Adolescents,” in Vol. IN.

4The focus of this OTA Report is on adolescents ages 10 through 18. There is no single agroed-npon definition of adolescents, however, and much
of the data reported in this chapter is for individuals ages 10 through 19, bocause data obtained from the Nationat Center for Health Statistics on causes
of death for adolescents are reported using age breaks of 10 to 14 and 15 to 19. Differences in Federal agencies® definitions of adolescence are discussed
in ch, 19, “‘The Role of Fedem! Agencies in Adolescent Health,” in Vol. TIL.

SThere are relatively more data available on injuries related to motor vehicle crashes becanse of the efforts of the National Highway Traffic Safety
Administration (NHTSA) and the Ingurance Institote for Highway Safety, both of which have a mandate to study sutomobile injuries (47).

#The National Center for Health Statistics is corrently working on merging and expanding its heaith care surveys (87a). Designed to include 2 patient
followup component and linkage with the houschold interview survey, the new National Health Care Survey will generste date that will permit analysis
of paticat outcomes, mmmmmdeﬂmmmmemﬂbmdenlhcbealkvel(ﬂb) Az
discussed further in app. C. “‘Issucs Related to the Lack of Information About Adolescent Health and Health and Relatad Services,”” in Vol. I of this
Report (76a), oversampling of adolescents and their use of bealth services is also required to improve the Nation's knowledge base abont adolescent
bealth.

~i-117-
ERIC -




II-118 o Adolescent Health—\Volume II: Background and the Effectiveness of Selected Prevention and Treatment Services

* health care services utilization data (e.g., hospi-
tal discharge abstracts, hospital emergency
room reporis, and surveys of office-based
physicians), and

e traffic accident data (78).7

In addition to national sources of data on injuries,
there are a number of smaller, local or regional
studies that provide data on injuries. The general-
izability of data from these smaller studies is limited.
In the aggregate, however, these studies do provide
some useful information about accidental injuries
among adolescents.

Trends in the Incidence and Prevalence of
Accidental Injuries Among Adolescents

Injury Doaths and Death Rates

Over time, the prominence of accidental and other
injuries as a cause of death for young people has
increased, in part because of the significant decrease
in the numbers of deaths associated with infectious
discase (78,88). Injury death rates for adolescents
ages 10 to 14 decreased from 23.6 deaths per
100,000 in 1950 to 16.3 per 100,000 in 1987, but the
rates for adolescents ages 15 to 19 actually increased
over the same period, from 55.6 deaths per 100,000
to 67.3 per 100,000 (65,93). Accidental injury death
rates for adolescents declined between 1970 and the
mid-1980s. But between 1986 and 1987, they
leveled off for 10- to 14-year-olds and increased for
15- to 19-year-olds (see figure 5-2).

In 1987, approximately half of all deaths—and
more than two-thirds (70 percent) of injury deaths—
among U.S. adolescents ages 10 to 19 were due to
accidental injuries (see figure 5-1 and table 5-1). The
percentage of injury deaths that are accidental
changes during adolescence. In 1987, for example,
79 percent of injury deaths among adolescents ages
10to 14 were accidental, but 69 percent of the injury
deaths for adolescents ages 15 to 19 were accidental.

Figure 5-1—Death Rates Among U.S. Adolescents
Ages 10 to 14 and Ages 15 to 19, by All Causes and
External Causes of Death, 1887

Deaths/100,000
100

848

B Ages 10 1o 14
Ages 15 to 19

[ ]
-~
w

60 4 57.4

N

)
_ Z 3 =4 23
OA" causes® All injuries® Accidents Suicide MHomicide

Cause of death

SAithough thia OTA Report focuses on adolescents ages 1010 18, the data
here are for S-year age groups and thersfors inciude 19-year-oids.

bAll causes” includes injuries and dissases. The rates at which causes of
death other than injuries cocirs in the adolescent population are relatively
small—e.g., malignant the next cause of death after
h}tmt.mth 106- to 19-yoar-cids at a rate of 3.7 par 100,000
adolescents agea 10 to 19.

SAll injuries” Includes accidents, sukide, homicids, and other injuries.

SOURCE: Office of Technoiogy Assessment, 1991, based an U.S. Depart-
ment of Heaith and Muman Services, Public Health Service,
Centers for Disesse Control, Nationa! Center for Health Statis-
tics, unpublished 1887 mortality rates, Hyattsville, MD, 1990,

Health Survey Data on Injuries

Data on injurics available from the National
Health Interview Survey® (NHIS) conducted by the
National Center for Health Statistics in DHHS
indicate that cach year about 30 percent of U.S.
children and adolescents ages 5 to 17 experience an
injury (92). NHIS does not provide separate break-
downs for accidental and intentional injuries.

Data from the 1988 NHIS indicate that injuries
accounted for 18 percent of restricted-activity days®
reported for adolescents ages 10 to 18 in 1988 (93).
Adolescent males had more injury-related restricted-
activity per 100 adolescents than adolescent fe-
males. !0

TSeveral Federal sources of data on physical bealth of .S, adolescents are described in box 6-B in ch. 6, **Chronic Physical Illnesses: Prevention

and Services,”* in thig volume.

#The National Health Interview Survey collects dats on children and adolescents up to age 17 from their prrents, usually their mothers.

2As definad by the National Health Inferview Survey conducted by DHHS, & restricted-activiry day ks any day on which & person cuts down his or
ber usual activities for more than one-half day because of an ilincss or an injury. Restricted-activity days are unduplicated counts of bed-disability days.
work-loss days, and school-loss days, and other days on which a person cuts down onr his or her usual activity (92).

0See table 6-5 in ch, §, *‘Chronic Physical linesses: Prevention and Sesvices,"" in this volume for data on restrictod-activity days associated with

injusies.
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Figure 5-2—Death Rates for the Five Leading Causes of Death Among U.S. Adolescents
Ages 10 to 14 and Ages 15 to 19, 1970-87
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SOURCE: Office of Technalogy Assedsment, 1991, based on LS. Department of Health and Human Services, Public Health Service, Centers for Disease

Control, Nationat Conter for Health Statistics, Via! Statistics of the Unitd Stafes 1970, W,

DC: U.S. Government

{Washington,
Printing Office, 1974); U.S. Departmant of Meaith and Human Services, Public MHealth Service, Centers for Disease Control, National Center for

Health Statistics, Vital Statistics of the Linited States 1975, Vol 1
Departmentof Health and Human Servioes, PublicHealth Servics, Centers for

(Washington, DC: U.S. Government Office, 1979); U.S.
Control, National Center for Health Statistics, Viin/ Stetisfics

of the United States 1680, Vol i—~Mortalfly, Pub. No. (PHS) 85-1101 (Washington, DC: U.S. Government Printing Office, 1988); U.S.

of Health and Human Services, Public Mealth

Department
Haalth Service, Centors for Disease Control, National Center for Health Statistics, Vit Ststistics of the United
States 1985, W, fi—Mortalily, Pub. No. (PHS) 88-1102 (Washington, DC: U.S. Government Printing

Office, 1987); and U.S riment of Health

and Human Services, Public Health Servics, Canters for Disease Control, National Center for Health Statistics, unpublished 1887 mortality data,

Hyattsville, MD, 1990.

School-loss days are a subset of restricted-activity
days (92).1! NHIS data indicate that injuries were
responsible for 8.5 percent of school-loss days
associated with acute conditions among adolescents
ages 10 to 17 in 1988 (93).!2 Again, adolescent
males had higher rates of school-loss days associ-
ated with injuries than adolescent females,

Injury-Related Health Services Utilization

According to data from the 1985 National Aiabu-
latory Medical Care Survey conducted by the
National Center for Health Statistics in DHHS, some
8,177,000 visits to private office-based physicians’
offices by adolescents ages 10to 18 in 1985 were for
a diagnosis of injury or poisoning, accounting for

HAs defined by the National Health Interview Survey conducted by DHHS, 8 school-loss day is any day on which a child did not aftend school for
at Jeast half of his or her npormal school day hecause of a specific illness or injury (92). School-loss days are determined only for children 5 to 17 years
of age, beginning in 1982.

!2§ee table 6-6 in ch. 6, **Chronic Physical Tliness: Prevention and Services,”’ in this volume for data oa school-loss days associated with injuries.
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Table 5-1—Average Annual Accldental injury Deaths and Death Rates Among
U.S. Adolescents Ages 10 to 14 and Ages 15 to 18, 1884-86

Agoes 10 to 14 Ages 15t0 19
Rate Rate
Deaths  (per 100,000) Deaths (per 100,000)

Veohicie-related:

Motor vehiole cooupant .........cooveueenen.. 458 2.69 3,770 20.18
DARVBIS ...ovvvririenniirnrninenneennasenonns 58 0.33 2,094 11.21
PASSBNQEIS ... .0u..oviiiiiiirniiiraninenes 402 238 1,678 8.97

MOTORCYTIBE ....avnevnnineiernnnirnncinonen 87 0.51 639 3.42

POOSIIANS ....c.vcnnreeuerrcesnsconasiannns 204 1.72 515 2.76

121 T 218 1.28 142 0.78

Other & vehicle unspedified.................. 203 1.18 1,526 8.17

Other:

DYOWNING ....ovevininnernrcrneincrcorsnnoens 280 1.64 566 3.03

FINBARMMS .....oivivrorerrereesniruasersnnees 169 0.99 248 1.33

FIOBMUINS . .covvieivacrioressensianisssnnss 174 1.02 238 1.27

FAIB +ovvevreneneesrercrurcnccasnsossssssone 39 0.23 143 0.77

Other acoldental ............coveevevennennr 324 1.90 782 4.02

Tota! sceidental .........cceiiiiiiniinin, 2,248 13.18 8,537 45.89

SOQURCES: U.S. Department of Commene, Bureau of the Census, Cument Population Raports, Serles P-25, No.

1000, Estimaiss of the Population of the Unfed Siates by Age, Sex, and Race: 1950 to 1838 (Washington,
DC: U.S. Govemment Printing Office. 1887); U.S. Department of Health and Human Sarvices, Pubiic
Heaith Service, Nationsl Canter for Health Statistics, Vin! Statistics of e Unifed States, Vokume 7/,
1984-19886 Mortaity, Part A (Washington, DC: U.S. Government Printing Offics).

16.3 percent of adolescents’ visits to physicians’
offices (89).!3 Presumably, many adolescents with
injuries are treated at home, in clinics, by athletic
trainers, or in emergency rooms. Data from hospitsal
emergency rooms on visits associated with a range
of cgnsmna' products are discussed below (79,80,
81).

The National Hospital Discharge Survey, also
conducted by the National Center for Health Statis-
tics within DHHS, reports that in 1987 injuries and
poisonings together were the most frequent reasons
for adolescents’ hospitalizations (91).1 In 1988,
injuries and poisonings accounted for approximately
31 percent of hospitalizations of adolescent males
ages 10 to 14 and 42 percent of hospitalizations of
males ages 15 to 18 (91). The percentage of
hospitalizations due to injuries for adojescent fe-
males that year was lower; injuries accounted for

approximately 26 percent of hospitalizations of
10- to 14-year-old females and 9 percent of hospitaliza-
tions of 15- to 18-year-old females. It is not possible
to distinguish accidental from nonaccidental injuries
in hospital discharge data (91).16

Specific Types of Infuries Among Adolescents

Information on the causes of faral injuries to
adolescents is available from the Vital Statistics
System of the National Center for Health Statistics
in DHHS. As shown in figure 5-3, about three-
fourths of accidental injury deaths among U.S.
adolescents ages 10 to 19 in 1984 to 1986 resulted
from vehicle-related accidents (99,100,101). Deaths
from vehicle-related accidents include deaths among
drivers and passengers in cars, all-terrain vehicles
(ATVs), and bicycles. Drowning is also a significant
cause of accidental death among adolescents, ac-

13S0 tabie 6-3 in ch. . *‘Chronic Physical llinesses: Prevention and Services,”” in this volume for data on office visits to physicians associated with

injury and poisoning. The National

Moadical Care Survey does not provide 2 breakdown of visits by type of infury (i.c.. accidental or

intentioaal). Purthermore, the number of visits for injury is undoubtedly higher than the number of individual patients, making 8 count of individual
adolescents difficulr.

HSee soction below entitied **Specific Causes of Injury Among Adolescents.””
13See table 6-2 in ch. 6, **Chronic Physical Illncsses: Preveation #nd Services,"” for data on hospital discharges associated with injuries among

adolescents,

15More complete information on the diagnoses involved in adolescents' visits to physicians” offices and bospitalizations can be found in ch. 6.

**Chronic Phrysical Jilncsses: Prevéhtion and Scrvices,”” in this volume.

’
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Figure 5-3—Accidental injury Deaths by Cause
Among U.S. Adolescents Ages 10 to 19, 1884-86

Other 1076

Falls 182
Firea/burns 412

Firearms 417

Vehiclos® 7,863 Drowning 846

#This category includes deaths among drivera, passengers, and pedestr-
ane; and inciudes care, trucks, all-terrain vehicies, motorcycies, bicycles,
and other and unspedified motor vehiciss, Differences by type of vehicle
and age are reported in table 5-1.

SOURCE: Offios of Technology Assessment, 1991, based on U.S, Depart-
ment of Haalth and Human Saervices, Public Health Service,
mwgm;mmm W%cmdﬂnuw
Statas— Mortafly (Washington, US. Government
Mmﬁ!ﬂu.mﬂuum)

counting for nearly 8 percent of accidental injury
deaths (see figure 5-3). Other important causes of
accidental injury deaths among adolescents are
firearm accidents, fires/bums, and falls.

Comprehensive national data on nonfaral acci-
dental injuries are not available. Neither NHIS nor
the National Hospital Discharge Survey nor the
National Ambulatory Medical Care Survey obtains
information on the causes of such injuries,

One source of cause-specific data on health
services utilization related to injuries is the U.S.
Consumer Product Safety Commission’s National
Electronic Injury Surveillance System, conducted in
U.S. emergency rooms (80). This survey is limited,
however, in that it excludes motor vehicles and
firearms from its purview. Data from a review by the
U.S. Consumer Product Safety Commission of the
top 20 leading consumer products associated with
accidental injuries resulting in emergency room
treatment for adolescents ages 10 to I8 in 1988
reveals that the vast majority of such injuries are
associated with recreational activities (see table 5-2)
(80). Among the leading categories of products are
those involved in basketball, football, baseball,
skateboarding, wrestling, roller skating, or bicy-
cling. Injuries are reported both for organized and
informal activities (80).

Photo orecit; Education Week
Sports, including organized sports, are a isading cause of

nonfatal injuries among adolescents. Acoonding to data
fromthe U.S. Consumer Product Safety Commission’s
surveillance system, football acoounted for neardy 236,000
visits to hospital emergency rooms In 1988.

Local studies provide additional information about
the causes of nonfatal injury to adolescents. In a
statewide study in Massachusetts,!” sports injuries
accounted for the greatest number of injuries in
adolescents ages 13 to 19 that resulted in medical
treatment (32). This study estimated that
1 in 14 adolescents ages 13 to 19 required hospital
treatment for sports injury and 20 percent of these
injuries were from football (32). The authors suggest
that because of the methodological limitations of
their smdy, these figures should be considered
minimal injury rates.

A more detailed discussion of motor-vehicle-
related injuries, drowning, firearm-related injuries,
and injuries associated with sports and recreational
activities (e.g., football, bicycling) is presented
below.

Motor-Vehicle-Related Injuries

National data indicate that vehicle-related injuries
are the leading cause of accidental injury deaths
among U.S. adolescents ages 10 to 19. Fatal motor
vehicle injuries account for the largest proportion of

1"Thig study collected data on fatal and nonfatl unintentional injuries 1o a sample of over 5,000 children and adolescents ages Oto 19 in Massachusetts
overa 1-year period as part of the Massachusetts Statewide Childhood Injury Prevention Program Surveillance System (32). Adolescents ages 13 to 19

mdeuplbomhaﬂ‘oﬁhesmpie.
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Table 5-2—Top 14 Consumer Producis® Related to

Accidents Leading to Mospital Emergency Room
Visits Among U.S. Adolescents Ages 10 to 18,
1988

Number of

Consumer product room visits
Baskomall........ooevniiiiiiiniie s 244,186
.................................... 81,178
OBl .oeveriirrereennancarerarosneencnnns 26,850
Notspocified .............c.viininiiinenen., 138,140
FooMal .....oooirriiiiiiriiiriniarinernnananas 235,853
Organized ......c..oovvvvvnniiiiiincnnenennnnes 110,253
1312 1 2|2 28,174
NOtSPOOIod . ....coovveeviniiieneniiieianenss 97,426
Bleyolos Of 2008S50MI08 ». +ooovvrieriisnenreniranee 182,031
Baseball ......coeeiiniiiiiciaiiriiiiriiineaenans 109,920
Organtzed .........cooviiiiiriiieiiiniiiines 47,483
e, 11| 62,457
Al S Or SlOPS . ..ot vvereeieeeareniacnisiininas 102,207
Knives, not sisewhere classified .................. 57,774
L. 54,820
Organized ...t 27,025
Other ...ttt b 27,795
SKAEDOAMRIS .....vvvvvinrrureosnneraonsncrosess 50,095
Foorsorflooringmatenals .......ccocoeeeiinnnna, 45,848
Nalls, scrows, carpet tacks, or thumitacks ......... 43,600
Doors, not specified ...........coviiiiiinienn... 41,738
Collingandwalls ..............coviiiiinnnnnnaae, 37.301
Rollar skating (activity, apparel, or equipment} ...... 31,729
Wrestling (activity, appare!, or equipment) ......... 30,990

&Thae U.8. Consumer Products Safety Commission keeps track of injuries
associated with activities that invoive the use of congumer praducts,

afthough evary Injury Is not directly causad by the product They do not
collect data on accidents involving motor vehlcles or firearms.

SOURCE: U.S. Consumer Product Safety Commission, unpublished 1988
d;taasfrom the National Electronic Injury Surveifiance System,
1 .

fatal vehicle-related injuries among U.S. adoles-
cents, especially 15- to 19-year-olds (table 5-1).!8
Drivers ages 16 to 19 represent only 6 percent of
licensed drivers but account for 13 percent of all fatal
motor vehicle crashes (110). Adolescent drivers are
at greatest risk of becoming involved in a motor
vehicle crash when they drive at night. Although
adolescent drivers do only 20 percent of their driving
at night, they suffer more than half their crash
fatalities during nighttime hours (42,123). In 1988,
half of all fatal crashes involving drivers ages 15 fo
17 took place between the hours of 4 p.m. and
midnight (110).}® The nighttime fatality rates for
adolescent males exceed those for females by more
than two to one (122,123). Most motor vehicle

Photo crecii: Bethesda Chevy Chase Rescue Squad

Drowning is the sacond leading cause of accidental injury
deaths for adolascents; black adolescent males are

particularly at risk.

crashes involving adolescents take place on the
weekend. In 1988, adolescent drivers ages 15 to 17
were most frequently involved in fatal crashes on
Fridays or Saturdays; 40 percent of fatal crashes took
place on one of these days. Another 16 percent took
place on Surday (110).

Alcohol consumption is a risk factor for automo-
bile crashes for persons of all ages, but it appears that
adolescents may be at even greater risk than adults
of becoming involved in a motor vehicle crash if
they drive after consuming alcohol (42). The Na-
tional Highway Traffic Safety Administration (NHTSA)
in the U.S. Department of Transportation reports that
about half of the motor vehicle crash fatalities
among adolescents sges 15 to 19 are related to
alcohol, and about a quarter of fatally injured drivers
ages 15 to 19 are intoxicated at the time of their
accident (116). Interestingly, however, drivers ages
16 to 19 are less likely than older drivers (¢.g., those
ages 20 to 24) to have consumed alcohol prior to
involvement in a crash. Furthermore, in alcohol-
related crashes, the average blood alcohol content is
lower for the fatally injured adolescent driver than
for the fatally injured adult driver (42,110). This
suggests that it takes less alcohol for the adolescent
driver to be at risk for a serious or fatal motor vehicle
crash (42,104,117,118).20

BBicycle and ATV-related injuries are discussed in the scction below on sports and recreational injuries.
19Another 18 percent of fatal crashes took place between the hours of noon and 4 p.m. (110).
Risk factoss, prevention, and treatment fos aloohol and otber drug abuse sre discussed in ch. 12, *Alcohol, Tobacco. and Drug Abuse: Prevention

and Services,”’ in this volume.
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Figure 5-4—Drowning Deaths Among U.S. Adolescents Ages 10 to 14 and Ages 15 to 19,
by Race and Gender, 1988-87
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Passengers of adolescent drivers are also at
increased risk of being involved in a motor vehicle
crash. The majority of adolescents killed as passen-
gers are in vehicles driven by other adolescents
(124). In addition, adolescents have been found to be
disproportionately involved in the vehicle-related
deaths of other nonadolescent drivers, passengers,
and pedestrians (122,124).

Drowning

National data indicate that drowning is the second
leading cause of accidental injury death among U.S.
adolescents ages 10 to 19 (88,90). A review of
national drowning rates indicates that the risk of
drowning increases substantially during adoles-

cence, before peaking during the early- to mid-
twentics (84). Similar patterns have been reported in
local studies in North Carolina (54) and in Maryland
(25).

Death rates from drowning are higher for adoles-
cent males than for adolescent females. Further-
more, according to data from the National Center for
Health Statistics in DHHS, black adolescents (par-
ticularly males) are at greater risk of drowning than
their white counterparts (see figure 5-4),

The site of adolescent drowning is usually a lake,
river, stream, pond, or canal rather than an ocean or
swimming pool (54,126). This finding may reflect
greater exposure time near these bodies of water or

13¢
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lower levels of supervision. Interestingly, however,
the 10 to 19 age group accounted for balf of all
drownings in public or motel pools in a North
Carolina study (54).

Alcohol is involved in close to 40 percent of
adolescent drownings (39,53,54,126). Alcohol may
impair judgment of the adolescent in a dangerous
situation. It also may decrease the likelihood of
struggling to get out of the water, thus increasing the
chances of drowning (71).

Accidental Firearm Injuries

Accidental firearm injuries follow drownings as a
cause of accidental injury death among adolescents
ages 10 to 19 (see table 5-1 and figure 5-3). It is
encouraging to note that death mates for accidental
firearm-related injuries among adolescents ages 15
to 19 have recently been decreasing.?’ Accidental
firearm-related death rates for adolescents ages 15 to
19 peaked in 1972 at arate of 2.5 deaths per 100,000
population but declined to a low of 1.2 deaths per
100,000 in 1987 (29).

Accidental firearm deaths occur primarily among
adolescent males. Accidental firearm-related death
rates for adolescent males exceed rates for adoles-
cent females by almost 8 to 1. Males ages 15 to 19
have the highest accidental firearm death rate (1.33
deaths per 100,000) of all other age groups. Adoles-
cent males ages 10 to 14 have the third highest
accidental firearm death rate (0.99 deaths per
100,000) (99,100,101). Racial differences among
adolescent males vary somewhat by age. For males
ages 10 to 14, the accidental firearm death rate is
nearly twice as high for whites as for blacks (1.93
deaths per 100,000 v. 0.97 deaths per 100,000).
Among 15- to 19-year-old males, rates are slightly
higher among blacks than whites (2.56 deaths per
100,000 v. 2.31 deaths per 100,000) (29,99,100,101).

National data on nonfatal accidental firearm
injuries among U.S. adolescents are unavailable
(5).2 A Massachusetts study found that accidental
firearm injuries were a less common type of
accidental injury among adolescents ages 13 to 19
presenting to hospital emergency rooms, with a rank
order of 15 among all injuries (32).

Little is known about risk factors associated with
accidental firearm injuries among U.S. adolescents,
but adolescents’ exposure to firearms appears to be
quite high. Over 40 percent of the 8th and 10th

surveyed in the National Adolescent Student
Health Survey in 1987 reported that they had used a
gun during the past year; of these, over 40 percent
had used a gun more than 10 times (6). In general, the
source of these firearms is unknown. However, the
National School Safety Center reports that the
overwhelming majority of weapons that have been
confiscated in schools were obtained legitimately
(e.g., from parents) (50a). About half the American
households reported having a gun in 1989 (76).

Information on when and where accidental firearm-
related deaths occur among U.S. adolescents is quite
limited. In 1984, more than 30 percent of the
fatalities of adolescents ages 10 to 14 that occurred
in the home resulted from firearm injuries; this was
a significantly higher percentage than for children in
younger age groups (85). A study of a limited sample
of 88 accidental firearm deaths among children
through age 14 in Califomia indicated that most of
these deaths occurred while children were playing
with a gun (127).

In rural areas, accidental firearm injuries may be
associated with hunting. A study of accidental
firearm fatalities in North Carolina indicated that 28
percent of accidental firearms deaths to adolescents
ages 15 to 19 occurred while hunting (45). Another
study of hunting-related accidental firearm injuries
revealed that younger victims (ages 8 to 19) of
hunting injuries were more likely than older hunters
to engage in unsafe hunting practices, including
carrying the gun incorrectly (21).

Sports and Recreational Injuries??

As noted above, sports and recreational activities
appear to be a leading source of nonfatal adolescent
injury. The U.S. Consumer Product Safety Commis-
sion has reported that, in fiscal year 1987, sports and
recreational activities and equipment were responsi-
ble for nearly $2 billion in costs of hospital
emergency room treatment for injuries to persons

2iUnfortunately, however, adolescent death rates for bomicide and suicide involving the use of fircarms have continued to increase. Sce ¢h. 11,
**Mental Health Problems: Prevention and Treatment™ (suicides), and ch. 13, **Delinquency: Prevention and Treatment*' (homicides), in this volume.

ZBecause firearms are not under the jurisdiction of the U.S. Consumer Product Safety Commission, data on firearm-related injuries are not included

in the Commission ‘s National Electronic Injury Surveillance System (78).

DFor a general discussion of adolescent fitness, sce ch. 7, ~*Nutrition and Fitness Problems: Prevention and Services,” in this volume.
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ages 5 to 24, more than any other class of consumer
products?* (79).

Data from limitad samples suggest that injury
rates vary considerably by type of sport or recrea-
tional activity. A l-year study of 1,283 student
athletes in gmdes 9 through 12 found that 22 percent
sustained injuries during the year (43). Students
playing football were most likely to experience an
injury (61 percent of those participating), followed
by females participating in gymnastics (46 percent),
males participating in gymnastics (40 percent),
wrestling (40 percent), and males’ basketball (37
percent). Males, who made up 58 percent of the
sample of student athletes, experienced nearly three-
quarters of the injuries.

A study of sports injuries treated at the University
of Rochester Section of Sports Medicine over a
7-year period found that these injuries peaked during
ages 16 to 19; this age group was responsible for 45
percent of the cases seen (24). Overall, football was
responsible for the greatest number of injuries. Knee
injuries were most common for all sports.

Although the relationship between physical fit-
ness and risk of injury has not been well studied, a
limited study of 124 young men and 186 young
women undergoing basic military training indicated
that higher physical fitness may reduce the risk of
certain types of less serious sports injuries. The
authors conclude, however, that fitness probably has
no effect on reducing severe or catastrophic injury
(22).

Football-Related Injuries—Football is one of
the most hazardous interscholastic athletic activi-
ties, accounting for 28 injuries per 100 participants
per year in national samples (46,74). In 1988,
football-related injuries were responsible for nearly
236,000 visits to emergency rooms by adolescents
ages 10 to 192 (see table 5-2) (80). About a third of
high school football players experience an injury
that keeps them out of practice or a game (20).

Between 1973 and 1980, 260 high school and
college players died from football-related injuries.
Improvements in helmet design reduced the fre-
quency of head trauma during the late 1960s and

early 1970s but resulted in greater use of the head for
blocking. As aresult, in the early 1970s there was an
increased incidence of neck injuries, including
injuries resulting in quadriplegia. In 1976, the
National College Athletic Association and the Na-
tional Federation of State High School Athletic
Associations ruled to prohibit *“spearing’’ (using the
head to strike an opponent while tackling), which
poses particular risks for cranial and spinal cord
injuries. Subsequently, the incidence of permanent
quadriplegia resulting from football injuries de-
clined from an average of 35 cases per year in 1971
to fewer than 10 per year as of 1986 (46,74).

A study examining the injury experience of 5,128
males ages 8 to 15 participating in 208 youth football
teams found that 5 percent of the males sustained
injuries during the fooiball season (33). Of these,
61.4 percent were classified as moderate injuries,
and 38.9 percent were classified as major injuries.
Males on the oldest and heaviest teams in this age
group (Junior Bantam teams) had the highest rates of
injury (9.6 percent of males), and males on the
smallest and youngest teams (Junior Pec Wee teams?
had the lowest rate of injury (1.9 percent of males).
About a third of the males experienced a fracture, the
most common type of injury; another quarter sus-
tained sprains. Most injuries (88.3 percent) resulted
from contact with another player; 41 percent of
injuries occurred during tackling. Over two-thirds of
the injuries occurred during games or scrimmages as
opposed to practices, and more injuries occurred at
away games than home games. A higher prevalence
of injury during practice as opposed to games has
been reported by other researchers. For example, a
study of 1,283 high school athletes, 179 of whom
played football, indicated that aboui two-thirds of
the football-related injuries occurred during prac-
tice, However, given the much greater amount of
exposure experienced in practice rather than game
episodes, it was calculated that game situations were
actually more likely to produce an injury per unit of
exposure (43).

It has been suggested that the elimination of
kickoffs and punt returns could reduce the football-
related injury rate because of the high incidence of

The U.S. Consumer Product Safety Commission keeps track of injuries associated with activities that involve the use of consumer products, although

the injuries may not be cansed directly by the consumer product.

SHigher rates have been reported in studies using more limited samples. For example, 61 percent of students playing football were reported to have

sustained an injury in one study (43).

24This figure includes organized as well as informal football: organized football accounted for 110.253 visits (o emergency rooms.
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major injuries sustained during these plays (33). In
addition, improvements could be made in the
teaching methods for blocking and tackling to
reduce the numbers of injuries caused by direct
impact by helmets; this was a cause of 18 percent of
football-related injuries in a study of injuries experi-
enced by males ages 8 to 15 participating in youth
football (33).

Bicycle-Related Injuries—Adolescents ages 10
to 17 accounted for 30 percent of all fatal bicycle
accidents in the United States in 1988 (110). The
majority of fatal bicycle accidents in 1988 (91
percent) occurred on roadways rather than at inter-
sections or other locations (110). Among ado-
lescents, the older the bicycle rider, the more likely
it is that an injury will be the result of a collision with
a motor vehicle; as many as 90 percent of all
bicycling fatalities involve motor vehicles, and they
are largely the result of head injuries sustained in the
accident (41). For bicycle-related injuries requiring
hospital admission, the injury is five times more
likely to be the result of collision with a motor
vehicle than the result of some other type of event
(e.8., collision with another bicycle or falling off of
a bike) (31).

Figures indicating alcohol involvemment among
adolescent bicyclists, specifically, do not exist.
Alcohol testing is not done uniformly in the case of
bicycle accidents, and little information exists about
exposure to alcohol among noninjured bicyclists.

All-Terrain-Vehicle (ATV)-Related Injuries—
ATVs have become a source of considerable contro-
versy since their introduction in the United States in
the 1980s. Originally designed as tractors for use in
the flat, wet rice paddies of the Orient, these 3- or
4-wheel vehicles have been adopted for off-road
recreational use in rough terrain (66). Instability of
ATVs, some of which are capable of speeds as high
as 70 miles per hour, is a major problem (66). In
1985, there were 238 documented deaths anributed
to ATVs among persons of all ages (2,51). In 1988,
ATVs were associated with 27,000 visits to emer-
gency rooms by adolescents ages 10 to 18 (80).

Injuries from ATVs are primarily a consequence
of hitting an obstacle or tipping over. Among all age
groups, head injuries are responsible for 70 percent
of the deaths involving ATVs and are the major

cause of hospitalization (19,70). Helmets are used by
less than 20 percent of the victims, despite clear
evidence of their potential to reduce the incidence
and severity of head injury (27,63,73,120).

Adolescents ages 12 to 15 account for 27 percent
of accidents involving 3-wheel ATVs and 42 percent
of those involving 4-wheel ATVs; adolescents and
young adults ages 16 to 24 account for 35 percent of
accidents involving 3-wheel ATVs and 19 percent of
those involving 4-wheel ATVs (1,51). Males are
involved in close to 80 percent of the cases, most
likely a function of their greater exposure time
relative to females.

As of March 1988, the U.S. Consumer Product
Safety Commission had instituted a ban on the sale
of 3-wheel ATVs and ruled that the sale of 4-whee!l
vehicles to minors be more closely controlled?? (75).
Nonetheless, because many previously purchased
3-wheel ATVs are still being used, nearly balf of the
emergency room visits by adolescents ages 10 to 18
in 1988 that were associated with ATVs occurred
with 3-wheel ATVs (80).

Factors Associaled With Accidental Injuries
Among Adoiescents
Factors associated with accidental injuries can be
categorized as demographic factors, risk-taking
behaviors, and stressful life events.

Demographic Characteristics

Demographic characteristics of adolescents that
appeartobeassocxatedthhdlﬁ'amgmesof
accidental injuries among adolescents include age,
gender, and race/ethnicity. While these characteris-
tics are not amenable to change and thus cannot be
the targets of intervention or prevention efforts, this
information is useful to identify groups at highest
risk.

Age—Children at different developmental stages
experience different types of injuries (59). Thus,
adolescents can be expected to have different
pattemns of experience with injury than younger
children or adults, and older adolescents experience
different pattems of injury than younger adoles-
cents. For example, adolescenis experience much

higher rates of motor vehicle occupant injuries,
bicycle injuries, and sports injuries than younger

2/ S A. v. Polaris Industries, LP. 87-3525 GAG (108).
\‘l
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children, but young children are more likely to
experience pedestrian accidents (32,59).

In addition, dramatic increases in the rates of
accidental injury deaths occur during adolescence
and early adulthood. For example, although the rate
of death due to accidents in a recent year was 15.7
deaths per 10C,000 population for adolescents ages
12 to 14, it was 55.8 deaths per 100,000 for those
ages 15 to 17, and 93.3 deaths per 100,000 for those
ages 18 to 19 (40). An evaluation of Massachusetts
data also revealed differences between injury pat-
terns for younger adolescents ages 13 o 15 and older
adolescents ages 16 to 19 (9).2 The older adoles-
cents experienced higher rates of injury and more
severe injuries than the younger ones; the older
adolescents’ rates of admission to hospitals due to
injuries were 1.26 times higher than the younger
adolescents’ rates, and their death rates due to
injuries were 150 times higher. Although the
younger adolescents experienced mare bicycle-
related injuries, older adolescents experienced more
injuries of other types, including motor vehicle
occupant injuries, motorcycle injuries, bumns, and
deaths due to overexertion. Because 19-year-olds are
likely to disproportionately contribute to the totals
of injuries or deaths due to some types of accidents
(e.g., motor vehicle crashes or accidents involving
alcohol), figures presented in this chapter that
include 19-year-olds may actually be higher than if
19-year-olds were excluded.

Gender—Adolescent males are at considerably
higher risk of death from injury than adolescent
females. Although there is some variation by cause
of injury, total rates of injury death for males ages 10
to 19 exceed those for females by as much as9to 1
(see table 5-3). The magnitude of this difference is
greater for oldes adolescents ages 15 to 19 than for
those ages 10 to 14 (65). For example, the male-to-
female ratio of deaths due to motor vehicle occupant
injury for the years 1984 to 1986 was 1.3:1 for ages
10 to 14, compared with 2.1:1 for those ages 15 to
19; similarly, the male-to-female ratio for drowning
deaths increases from4.4:1 for ages 10to 14,10 9.9:1
for ages 15 to 19.

It is impossible, because appropriate data are not
systematically collected, to determine the extent to

Table 5-3—Male-to-Female Ratios of injury Deaths

Among U.S. Adolescents Ages 10 to 14 and Ages
15 to 19, by Selected 1884-88
Age group

Cause 10014 151018
Motor vehide cocupant ..........eeceennee 1.3:1 211
[ T 4.4 8.2:1
POCESITIANS .....cccvitiitaieiirceeareranes 1.7: 24:1
Fras and DUMS ....ccvvinneiainniinconnens 1.5:1 2.71
2 PO 48:1 591
Drowning .........ccivieeicaciiniiienan 4.4:1 8.9:1
Flrearms-aocidental . ..........ccoveneseen 8.9:1 8.0
SO0 ..cecinnniicinncaioeniiianainne 3.2:1 4.4:1

FHOaIMIS .. ovseerercetroncnrassnacareen 3.6:1 5.8:1
HOMBOOO ....vvveveereeoaenneonnonsaneans 1.5:1 321

PUOAIMIS . v carcersnarincasantracioens 26:1 5.0:1

SOURCE: U.S. Department of Heaith and Human Sarvices, Public Health
Servics, Netional Center for Health Siatistics, Vsl Stafistics of
the Unitad States, Volume H—Moriaily. Part A (Washington,
DC: U.S. Govemment Printing Office, various years).

which differences between adolescent males and
females in accidental injury rates are a function of
differing exposure to situations where injuries may
occur, or to differing susceptibility based on some
other factor. There is some evidence that males tend
to engage more in behaviors that put them at higher
risk of injury. For example, the 1987 National
Adolescent Student Health Survey of 8th and 10th
graders found that 71 percent of males v. 48 percent
of females rode a motorcycle or minibike during the
past year; 32 percent of males v. 20 percent of
females swam alone; 71 percent of males v. 46
perceat of females drove or rode a go-cart, snowmo-
bile, or ATV; and 64 percent of males v. 19 percent
of females used a gun during the past year (6). These
data suggest that adolescent males, and the high risk
activities that males engage in, should be prime
targets of preventive interventions.

Race and Ethnicity—Race and ethnicity are
sometimes, but not always, differentially associated
with accidental injury deaths among U.S. adoles-
cents.2?? For example, the 1986 rate of accidental
injury death for black adolescents ages 10 to 14 was
14,7 deaths per 100,000, as compared with 13.0
deaths per 100,000 for white adolescents ages 10 to
14 (40). The 1986 rate of accidental injury death for
black adolescents ages 15 to 19 was 27.9 deaths per
100,000, as compared with 52.6 deaths per 100,000
for whites (40). These overall rates consist largely of

ZData reported by Bass and colleagues (9) were collected from Sept. 1, 1979 through Aug. 31, 1982.

The extent to which racial and ethnic differences reflect factors associated with sociosconomic status is not known. Sce ch. 18, “Issucs in the
Q Delivery of Services to Selected Groups of Adolescents,”” in Voi. I for discussion.
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Figure 5-5—Motor Vehicle Accident Deaths Among U.S. Adolescents Ages 10 to 14 and Ages 15 to 19,
by Race and Gender, 1968-87
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motor vehicle accident-related deaths. As noted
above, black adolescents are somewhat more likely
than white adolescents to die as a result of drowning.
As shown in figure 5-5, motor vehicle accident
deaths declined somewhat for black male and female
adolescents between 1968 and 1987, although re-
cently, death rates have leveled off.

Native American adolescents ages 10 to 19 are at
particularly high risk for injury, experiencing death
from accidental injury at over twice the rate of blacks
or whites. In 1986, Native American adolescents
ages 10 to 14 experienced injury deaths at a rate of
33.2 per 100,000; Native Americans ages 15 to 19
experienced injury deaths at a rate of 108.4 per
100,000 (12). There are several explanations for the
higher rates of injury among Native Americans (77).

Q
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Because a high proportion of Native Americans live
in rural arear, they are less likely to be discovered
quickly if they crash, and, once injured, they may not
have speedy access to trauma centers for freating
emergencies. Also, because alcohol cannot be le-
gally purchased on reservations, many Native Amer-
icans travel some distance in order to drink, thus
increasing the number of miles that they drive under
the influence of alcohol if they drive home after
consuming alcohol.

There are few data on injuries among other raciat
and ethnic groups of adolescents. According to The
Injury Fact Book, when all ages are considered
together, Asians have the lowest rates of injury (8a).
A recent analysis of childhood injury deaths found
that Asians ages 0 to 14 had an overall injury death
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rate equivalent to that of white children ages O to
14% (117a). However, Asian children ages 0 to 14
were found to have higher death rates than average
for pedestrian traffic deathis, drownings, and deaths
res' lting from falls (117a).

Other Demographic Factors—In the aggregate,
both social class and rural v. urban locale have been
shown to be associated with many types of injuries,
but many of the specific relationships between these
factors and injury among adolescents have not been
well-investigated. Adolescents in rural areas have
been found to be at higher risk of accidental injuries,
in part because of work with farm equipment (43a).
People who live in poverty, whether in rural or urban
environments, are at greater risk for drowning,
residential fires, and motor-vehicle-related deaths
(8a). As noted elsewhere in this Report, existing data
on the health status of poor adolescents and research
on thglhealth effects of poverty have severe limita-
tions.

Risk-Taking Behavior

Some adolescents engage in behaviors that poten-
tially increase their risk of accidental injury. These
include unsafe driving or bicycling practices (e.g.,
driving after consuming alcohol, not wearing safety
belts, not wearing a helmet), participating in football
or other contact sports, and not following water
safety rules (e.g., swimming alone).’2

Three types of risk-taking behaviors known to
increase the risk of accidental death or injury are
discussed below: alcohol or drug use, failure to use
safety belts, and failure to use bicycle or motorcycle
helmets.

Alcohol or Drug Abuse—Alcohol use is a major
risk factor for all types of injury.?? Alcohol affects
the injury process in at least three ways. First, it
impairs judgment, increasing the chances that the

user will become involved in a poteatially injury-
producing situation (e.g., driving too fast, diving
into shallow water); second, alcohol impairs the
ability of the user to perform tasks necessary to
avoid injury (e.g., negotiating a slippery curve while
driving, swimming to shore); and third, alcohol
exacerbates the severity of injuries by inhibiting the
ability of the body to withstand trauma (119).

In 1988, 3,158 adolescents ages 15 to 19 died in
alcohol-related motor vehicle crashes (113). Data
from the U.S. Department of Transportation’s Fatal
Accident Reporting System indicate that there have
been significant decreases in driver alcohol involve-
ment>* in fatal motor vehicle crashes since the early
1980s (116). In 1988, 12.1 percent of drivers under
age 18 involved in fatal motor vehicle crashes had a
blood alcohol content of 0.10 percent or greater,
compared with 18.6 percent of drivers of that age in
1982 (110). Another 9.5 percent of the fatally injured
drivers under age 18 in 1988 (and 11.4 percent in
1982) had a blood alcohol content between 0.01 and
0.09, suggesting that alcohol use below the usual
legal limit is also associated with fatal accidents.

Alcohol is also frequently involved in fatal
pedestrian and bicycle accidents; in 1988, 23.6
percent of victims of fatal pedestrian or bicycle
accidents had a blood alcohol content of 0. 10 percent
or greater (110).

A review of blood alcohol levels measured in 41
adolescents ages 16 to 18 admitted to a trauma center
following motor vehicle, bicycle, or pedestrian
accidents in North Carolina revealed that 29 percent
bhad measurable (although not legally prohibited)
levels of blood alcohol (55).35 Males were much
more likely to test positive for alcohol than females;
32 percent of males had measurable levels of blood
alcohol, compared with only 18 percent of females.

YNu further age breakdowns were provided.

3Soc ch. 18, *‘Issues in the Delivery of Health and Related Services to Selected Groups of Adolescents,'” in Vol. I,

¥1n 1987, for example, over a third of 8th and 10th graders participating in the Nationa! Student Health Survey reported that they swam alone during
the previous year, 26.4 percent that they swam ir a restricted or unsupervised area, 20d 28.4 percent that they dove into water of unknown depth (6).

33For a general discussion of the nse of alcobo!l and other drugs by adolescents, see ch. 12, **Alcobol, Tobacco, and Drug Abuse: Prevention and

Services,** in this volume.

MNHTSA within the U.S. Department of Transportation defines a motor vehicle crash as being related to alcobol if the driver or nonoccupant (e.g.
pedestrian) has a blood alcohol concentration of .10 percent or greater. Persons with a blood atcoho! content of (.10 percant or greaier are considered

to be intoxicated (116).

3The study also included 34 individuals ages 19 and 20. Blood alcohol content (FAC) detcrminations were made for only 50 of the total 36 paticnts
admitted to the hospital during the survey period. Unfortunately, the authors do not indicate the ages of the patients for whom BAC readings were not
obeainad; rather they report the numbers of patients of each age with positive BAC relative to the total number of patients of cach age who were admitted

to the hospital.

13>
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Less information is available on the possible link
between alcohol consumption and other types of
accidental injuries (47). Also, other drugs, such as
marijuana or cocaine, may elevate risk of injury,
though po systematic epidemiologic studies have
been conducted to identify the role these other drugs
may play in accidental injuries.

Failure To Use Safety Belts—There is substan-
tial evidence that the use of safety belts in cars
reduces the chances of expr.riencing serious injury in
the event of a crash. For » xample, although about the
same proportion of restrained and unrestrained
passenger car occupants involved in fatal crashes in
1988 sustained nonfatal injuries (42 percent of
restrained occupants v. 40 percent of unrestrained
occupants), nearly twice as many unrestrained
occupants as restrained occupants were killed as a
result of injuries (49 v. 26 percent) (112).%

Surveys of U.S. adolescents indicate that most
adolescents do not wear safety belts (35). In the 1987
National Adolescent Student Health Survey of 8th
and 10th graders, only 41.2 percent reported that
they had worn a safety belt the last time they were in
a car (6).

U.S. adolescents do report, however, that protec-
tion in a crash is one of the most important factors in
their deciding to wear a safety belt; 81.2 percent of
adolescents surveyed in the National Adolescent
Student Health Survey reported that this was a very
important factor; in comparison, only 12.1 percent
said that friends’ use was a very important factor,
and over half reported that friends’ use was not
important at all (6). Riccio-Howe found that safety
belt use by family and friends was an important
factor in adolescents’ safety belt use (§7a). Laws
were also found to be an important factor. Riccio-
Howe found that adolescents reported higher safety
belt use when a law mandating such use was in effect
than when it was repealed, and that adolescents who
bad learned to drive during the period the law was in
effect continued to report higher safety belt use
(57a). The law was more predictive of adolescents’
safety belt use than were the adolescents’ health
beliefs and perceived locus of control’? (57a).

Failure To Use Bicycle or Motorcycle Helmets—
Evidence suggests that very few adolescents wear
bicycle helmets and that adolescents are less likely
than bicycle riders in older age groups to wear
helmets (120). Only 3.7 percent of over 200 bicy-
clists ages 11 to 19 interviewed in one study were
found to be wearing helmets; this compared with
16.2 percent of those age 30 or older (120). In the
1987 Nationa! Adolescent Student Health Survey of
8th and 10th graders, fewer than 10 percent said that
they ever wore a bicycle helmet, and less than 1
percent reported that they always wore a helmet (6).
A review of bicycle-riding-related accidents to
children ages 1 to 18 (30 percent of whom were
between ages S and 14) found that less than 1 percent
(ages not specified) had been wearing protective
equipment at the time of their injury (68).

Peer influence appears to play a role in whether
U.S. adolescents wear bicycle helmets. Over 60
percent of the 8th and 10th graders surveyed in the
National Adolescent Student Health Survey re-
ported that they thought that their friends would
think that wearing a bicycle helmet was a *‘silly
thing to do’’ (6). Anecdotal evidence suggests that
some young adolescents distinguish between casual
neighborhood riding of bicycles and longer bicycle
trips and are more likely to wear helmets during the
latter activity.

Use of helmets among adolescents riding mini-
bikes or motorcycles is also low. As of April 1990,
only 23 States required use of motorcycle helmets
for riders of all ages (44). Another 23 States required
use under a specified age, usually 18 (although in
some States the maximum age is as Jow as 15 years
old). Data on crashes in States where only minors are
required to wear motorcycle helmets indicate that
fewer than 40 percent of fatally injured minors were
wearing helmets, even though the law required them
to do so (114). Enforcement of helmet wearing
among minors is difficult, as it can be difficult to
distinguish them from older riders. Nearly 60
percent of 8th and 10th graders participating in the
1987 National Adolescent Student Health Survey
reported that they sometimes rode 8 motorcycle or

36These date ore for all ages combined.

37A person's perecived locus of control is his or her general sense that he or she either controls or is controfled by events (63a). Riccio-Howe used
a locus of contro! scale specifically related to the occurrence of accidents (S7a).

NSiudents were not asked directly whether, or how froquently, they rode a motorcycle or minibike. Rather, they were asked how frequently they sose
:lhelmmmeydldﬁﬁenmmmydemminibike.m. it is not possible to determine frequency of riding from the survey responses.
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minibike; however, only a thind of those reported
that they always wore a helmet when riding (6).38

Stressful Life Events

In a study that compared ill and injured hospital-
ized adolescents on a variety of measures including
demographics, impulse control, emotional tone, and
alcohol and other drug use, Slap and her colleagues
found that the occurrence of stressful life events was,
along with gender and previous hospitalization for
an injury, a reliable characteristic distinguishing the
injured from the ill adolescents (68a). The stressful
life events most associated with hospitalization for
an injury included suspension from school, failing a
grade level, difficulty getting a summer job, break-
ing up with a boyfriend or girlfriend, and the death
of a grandparent (68a). However, Slap and her
colleagues note that their study sample was small
and otherwise somewhat limited methodologically
and that a prospective study to confinm the results is
needed (68a). It is also important to note that 28
percent of the injured patients in the Slap et al.
sample had been victims of assault; thus, the study’s
findings may be applicable to violent as well as
accidental injuries. Nonetheless, Slap and her col-
leagues’ results suggested that stresses that may be
minimized by adults are important risk factors for
injury during the adolescent years (68a). In an article
directed at school nurses, Lee and colleagues also
noted that high school is a stressful time for
adolescents, and that there is a potential relationship
between high levels of stress and accidental injury
(41a).

Consequences of Accidental Injuries
Among Adolescenis

In general, the total dollar costs associated with
injuries, both accidental and intentional, in the
United States are enormous. An estimated $158
billion in aggregate lifetime direct and indirect
costs’® is imposed annually by injuries in this
country (58).% About a quarter of those costs

(aronnd $39.4 billion) can be attributed to injuries
incurred by persons ages 15 to 24 (58). It is
important to note, however, that costs have not been
estimated separately for 10- to 18-year-olds. Thus, it
is difficult to infer the actual proportion of costs
attributable to accidental injuries among 10- to
18-year-olds.

For the 15- to 24-year-old age group, motor-vehicle-
related injuries are responsible for the greatest
lifetime costs, followed by falls, firearms, burns and
fires, drownings and near drownings, and poisonings
(58). Overall, males, who experience greater mortal-
ity and morbidity due to accidental injuries, also
account for more mortality and morbidity costs.

According to a study based on data gathered in the
1980 National Medical Care Utilization and Expen-
diture Survey, injuries and poisonings are responsi-
ble for the third greatest proportion of direct medical
costs to persons under age 17,%! accounting for $1.9
billion in 1980 dollars*? (36).

Anecdotal evidence from case studies indicates
that injuries have a tremendous impact on injured
adolescents, their families, and society (58). Along
with lost productivity, school absenteeism, and
health care expenses, injuries can have long-term or
permanent effects including disfigurement and loss
of ability to perform social roles.*? However, data on
injury-related disabilities are surprisingly sparse. No
national data are available to examine injury-related
disability in a systematic manner. Little information
is available on the long-term consequences of
injuries, particularly those that are less severe (47).
As aresult, it is very difficult to document the impact
of injury survival beyond the acute phases of
treatment for injuries.

Data on the health consequences of accidents for
adolescents in terms of restricted-activity days, as
mentioned earlier, are available through NHIS
(93). In 1988, injuries (accidental and intentional

®Direct costs are **amounts paid for personal health care .

. (and) for home modification, vocational rehabilitation, and overbead and administrative

costs Jor antomobile and health insurance’* for those injured (58) Indirect costs can be divided into morbidity and mortality costs: morbidity costs include
the value of goods and services not produced becanse of injury-relaied illness and disability, while mortality costs constitute the vatue of lifetime eamings

los1 by all who die prematurely as s result of injury.

®Rgtimates are based on the lifetime costs for the 57 million persons injured in 1985 (58).

41inctudes children ander age 10.

42However, injuries and poisonings accomnted for a lower proportion of direct medical care costs for injury for the nnder {7 age group than it did for

17- to 44-year-olds.

Q

43See ch. 6, **Chronic Physical Illnesses: Prevention and Services,'* in this volume for additionsl discussion of disabilitics among adolcscents.
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combined) were responsible for 18 percent of
restricted-activity days and 8.5 perceat of school-
loss days for acute conditions (93).44 Injuries were
responsible for 133.5 restricted-activity days and
38.9 bed-disability days per 100 males, and 104.9
restricted-activity days and 26.1 bed-disability days
for females (92). Injuries accounted for 32.3 school-
loss days for every 100 students ages 10 to 17. For
adolescents ages 15 to 17, injuries accounted for 55
school-loss days per 100 students.

Prevention of Accidental Injuries
Among Adolescents

Accidental injury prevention efforts can focus
either on reducing or eliminating the occurrence of
accidents or on minimizing the effects of accidents—
i.e., reducing the severity of the injuries that might
result from the accident.

Three basic approaches have been used for the
prevention of accidental injuries: 1) persuasion or
education, 2) legislation and regulation, and 3)
automatic protection (47,58). The provision of direct
incentives or other tangible support, sometimes
combined with education, is another prevention
strategy (18,26).

Although resuits of evaluation efforts are not
definitive, there appears to be some consensus that,
in general, automatic protection is the most effective
strategy for injury protection, followed by laws and
regulation, and that education and persuasion is the
least effective strategy for injury prevention (9,47,
58,128). The use of direct incentives, sometimes
combined with education, has not been evaluated as
an overall strategy, but results of some pr
suggest that it too is promising (18,26). As with
other adolescent health problems, it is likely that no
single approach to prevention is sufficient {see also
12a).

Rivara has estimated that 29 percent of deaths
from trauma to U.S. children ages 1 to 14 could be
prevented if only 12 currently available prevention
strategies were implemented (60). Some of these
strategies (e.g., use of infant restraint seats) are not
applicable to adolescents ages 10 to 18. Nonetheless,
Rivara’s approach could be used to develop esti-
mates of the numbers of preventable adolescent
injury deaths.

Injury prevention approaches targeted to individu-
als (education and incentives), regulation and legis-
lation, and automatic protection are discussed below,
along with specific examples of injury prevention
efforts.

Educational and Incentive Approaches

Educational strategies are some of the most
widely used approaches to preventing injury; they
tend to be relatively inexpensive and have a high
level of community acceptance (78). The success of
educational efforts, however, has been mixed, and
there appears to be some consensus in the injury
field that, as mentioncd above, education and
persuasion alone has been the least effective means
of accident prevention (9.47,58,128). OTA agrees
with this finding.

There are a number of reasons why educational
efforts may be unsuccessful. First, the change in
behavior advocated by the educational effort may be
too complex (e.g., executing safe turns on a 3-wheel
ATV may be quite difficult for a 13-year-old).
Second, complete compliance may be required for
the behavior to be effective (e.g., safety belts must be
worn every time the adolescent rides in a car). Third,
the required behavior may be unpleasant (e.g.,
adolescents may feel that wearing a bicycle helmet
is hot and uncomfortable or socially unacceptable).
And last, there may be other external barriers to
compliance (e.g., bicycle helmets may be unafforda-
ble or unavailable; there may be cultural, literacy, or
language barriers to receiving or responding to the
educational message). Thus, some interventions
have offered positive incentives to adolescents to
help increase health-enhancing behaviors such as
the use of safety belts and bicycle helmets.

Some education may help adolescents avoid
accidents. Educational efforts can be directed at
many different audiences including adolescents,
parents, teachers, manufacturers, and policymakers.
For example, educational efforts can be directed
toward convincing adolescents to use safety belts,
parents can be taught how to discuss safety belt use
with their children, manufacturers can be educated
about public views regarding safety belt design, and
policymakers can be educated about the effective-
ness of a law requiring safety belt use.

x “4Restricted-activity days are calculated for - to 18-year-olds. School-Joss days are calculated for 10- to 17-year-olds (92).
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Examples of education and incentive efforts
targeted at changing the behavior of adolescents are
discussed below.

Driver Education

The lack of evaluation information on injury-
prevention interventions has resuited in the imple-
mentation of programs that are ineffective, or that
even have adverse effects. A good example of this is
high school driver education programs (47,128).
Driver education had long been endorsed as an
intervention to reduce adolescent morbidity and
mortality due to motor vehicle crashes. Subsequent
research, however, has not supported the use of
driver education as it is currently delivered as a
strategy to reduce motor vehicle crashes (47,78).

A driver education study, involving random
assignment of students to an extensive driver educa-
tion course, a shortened version of the course, or no
course at all, found that although students in the
shortened class experienced slightly fewer crashes
than those who had not taken a class, no reduction in
crashes was found for those who completed the
longer version of the class (69). Other rescarch
indicates that driver education programs may actu-
ally result in higher rates of accidents among
adolescent drivers, in part because they make it
possible for adolescent drivers to obtain a license at
a younger age, when they may be more likely to be
in motor vehicle crashes (47,78). This occurs in
States where taking driver education is a prerequisite
for license at an earlier age (e.g., at age 16 instead of
17) (78). Anoiher explanation of the low impact of
high school driver education courses is that such
cdurses provide novice drivers with inadequate
behind-the-wheel experience (72,105). In response,
some States have developed resource materials to
assist parents in providing behind-the-wheel prac-
tice (72). An additional response, of course, would
be for schools themselves to increase the amount of
behind-the-wheel experience provided to students
leaming to drive.

incentives

Safety restraints in automobiles have gained
increasing acceptance over the past decade as a
means of preventing or limiting the severity of
injuries associated with motor vehicle crashes.4’
However, because adolescents have lower rates of

use of safety belts than other age groups, special
approaches to encourage adolescents to use safety
belts seem to be necessary (6,47,109).

One such program, which used cash incentives to
increase voluntary safety belt use, was implemented
in Chapel Hill, North Carolina (18). Students’ cars,
identified by bumper stickers, were stopped ran-
domly by study personnel as they eatered the school
parking lot and, if the occupants were wearing their
safety belts, they were rewarded with $5 in cash. For
students not driving to school, family cars were
identified by bumper stickers. When the occupants
were observed anywhere in the community to be
wearing safety belts, the adolescent was rewarded
with $5 the next day in school. The program
involved soliciting donations from parents and
private businesses, paired with extensive publicity at
the high school (18). The program succeeded in
increasing observed use of safety belts among
adolescent males from just under 20 percent to close
to 39 percent, and among adolescent females from
21 percent to 44 percent. The long-term effects of
this program have not been assessed, so it is
unknown whether increases in safety belt use by
adolescents were maintained over time.

Combining Education and Incentives

The use of bicycle helmets has the potential to
reduce head injury among cyclists. Helmets are
relatively ineffective in most crashes that result in
fatalities but have considerable potential for reduc-
ing the severity of injury in nonfatal crashes. Several
studies have indicated that hardshell bicycle helmets
are associated with as much as a tenfold reduction in
the incidence of significant injuries to cyclists
(27,64,120). Despite its demonstrated effectiveness
in reducing the severity of injury, helmet use among
adolescent bicyclists is low (6,73,120).

In Seattle, 8 communitywide education campaign
was implemented in an effort to increase the use of
bicycle helmets (26). The campaign included efforts
to increase parental awareness of the need for
helmets, to promote the use of helmets by children,
and to reduce financial barriers to the purchase of
helmets. To increase parental awareness of the need
for helmets, the campaign included the use of a
variety of media to promote the use of bicycle
helmets, such as public service announcements on
television and radio, press conferences, informa-

o 4SAirhags are discussed in the section on **Automatic Protection’” below,
14-
1 <
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tional pamphlets distributed through physicians and
health departments, and presentations to community
groups. Efforts to promote use of helmets included
the implementation of a bicycle safety program in
public elementary schools, distribution of stickers
promoting helmets to school and youth groups and
at bicycling events, and the provision of incentives,
such as baseball tickets, to children who wore
helmets at bicycling events. Finally, in order to
reduce financial barriers to the purchase of bicycle
helmets, more than 100,000 discount coupons that
lowered the cost of helmets to about $25 were
distributed through physicians’ offices, schools,
youth groups, and community events; 1,300 helmets
were sold at cost through the Parent-Teacher Associ-
ation; and 1,300 helmets were donated to youth
groups serving low-income children.

The effectiveness of the campaign was evaluated
by comparing observed use of bicycle helmets
before the campaign with observed use at various
intervals after the start of the campaign. Observa-
tions were made at a variety of sites, including
schools, bike trails, parks or playgrounds, and
streets. To control for intervening events not related
to the helmet campaign, observations of helmet use
were also made in a demographically similar city
(Portland, Oregon), where no organized effort to
increase helmet use occurred during the study
period. A total of 9,871 observations were made in
the two cities of children estimated to be ages S to 15.

Results of the evaluation indicated significantly
greater increases in the use of bicycle helmets in
Seattle as compared with Portland (26). Use of
helmets in Seattle increased from 4.6 to 14.0 percent
16 months after the campaign commenced, com-
pared with an increase from 1.0 to 3.6 percent in
Portland 6 Both before and after the campaign, use
was associated with race (whites were most likely 1«
wear helmets), bicycle type (riders of geared bike,
were more likely to use helmets), and site type
(riders on bicycle paths were more likely to use
helmets). In addition, children riding with compan-
ions (either other children or adults) who wore
helmets were much more likely to wear helmets
themselves, suggesting that peer and parental pres-

sure may have an effect on use of helmets. Like other
multifaceted prevention efforts described through-
out this Report, it is difficult to disaggregate the
effects of different elements of the Seattle preven-
tion program. An evaluation that could di

the effects of education from helmet distribution and
other incentives, as well as assess the effectiveness
of both strategies used together, would be useful,
particularly if compared with a multifaceted inter-
vention such as Seattle’s.

Legisiation

Another strategy for preventing or controlling
accidental injuries is through legislation. Legislative
measures are usually directed at changing either the
environment or mandating specific behaviors. Ex-
amples include the motorcycle helmet and safety
belt laws cumrently in effect in most States, or
through local ordinances. In the first such effort in
the courntry, for example, bicycle helmets were
recently made mandatory for all bicycle riders in
Howard County, Maryland, riding on county paths
and streets (13,14). After pressure, however, the
Howard County Council subsequently voted to
amend the law to exempt riders over age 15 (14).

Laws and regulations can also be limited in their
effectiveness and may be least effective for those
who are at highest risk. For example, although 35
States plus the District of Columbia now have safety
belt-use laws?? (44,112), adolescents still have lower
use of safety belts than adults or younger children
(47,112). In 19 cities surveyed by the U.S. Depart-
ment of Transportation’s NHTSA, safety belt use by
passengers ages S to 12 averaged 37 percent, with a
range from 24 to 60 percent, while usage for
passengers ages 13 to 19 averaged only 24 percent
(112). As noted previously, in States where only
minors are required to wear motorcycle helmets,
many adolescents do not wear them.

Special Driver Licensing Restrictions
for Adolescents

Nighttime driving curfews for adolescents, and
changes in the minimum driving age have been
shown to be effective in reducing adolescent vehicle
crashes. States with nighttime curfews for 16-year-

“These figurcs were adjusted for a variety of confounding vasiables, including race, type of bicycle, where bicyclist was observed riding, and with
whom (if atryone) bicyclist rode. The unadjusted rates for Seattic were 5.5 peroent use of helmets before the campaign, and 15.7 percent use after the
campaign; unadiusted rates for Portland were 1.0 and 2.9 percent during the same period (26).

4TAll States have laws requiring that younger children be restrained by a child safety seat or (for older children) safety belt, but most of these laws

@ ""ect only children under the age of 6 (112).
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old drivers have reduced the fatalities in this age
group by as much as 69 percent (122). Since half of
fatal crashes involving 16- to 19-year-olds occur
between 9 p.m. and 6 a.m., this measure has
considerable potential for reducing injury.

It has also been suggested that the age for
obtaining a driver license be raised so that adoles-
cents would be more mature before taking on the
complex task of driving. This approach is a response
to data demonstrating a disproportionate involve-
ment of young drivers in severe and fatal crashes.
However, the approach does not account for the fact
that it takes time and practice to become a proficient
driver, even at older ages. Another strategy that has
been proposed is to develop a “‘graduated driver
licensing system’’ whereby adolescents could actu-
ally start driving as early as age 14 under close
parental supervision (111). The privileges of driving
at night, and without parents present, would be
phased in over the course of several years, This
would allow a period of time for adolescents to
gradually master the task of driving. Because this
approach has yet to be tested, no conclusions can be
dmwn about the potential effectiveness of the
approach in reducing adolescent involvement in
motor vehicle crashes.

Requirements for Schoo! Bus Safety Belts

A number of school districts have moved to
require safety belts in school buses, although the
ratio of effectiveness to costs has been of concern®®
(11). As part of a cost-benefit analysis of safety belts
in Texas school buses, estimates of the numbers of
preventable school bus injuries and fatalities were
calculated. It was calculated that 13 percent of
serious injuries*® to children ages 5 to 14 were
preventable with the use of safety belts, as were 52
percent of injuries to adolescents ages 15 to 18,5
Based on their analyses, the authors concluded that
installation of safety belts in Texas was not cost-
beneficial because the anticipated savings in direct
medical care and legal costs and indirect costs (e.g.,
foregone eamings) did not offset the significant
costs involved in retrofitting old buses and equip-
ping new buses with safety belts.

A more recent and compreheasive study on school
bus safety was conducted by the Transportation
Resecarch Board of the National Research Council
(48). The analysis examined the effectiveness of
safety belts in buses in preventing injury, assuming
that only one-half of all students would actually
wear the safety belts. It was estimated that, if all
large school buses in the United States were
equipped with safety belts, up to 1 life, 48 incapaci-
tating injuries, 238 nonincapacitating injuries, and
665 injuries could be saved each year for a total
annual cost of $43 million to equip the buses and
maintain the safety belts. Based on these findings,
the Committee concluded that a Federal standard
mandating safety belts was unwarranted. Data from
the U.S. Department of Transportation’s NHTSA
show that far more children are injured or killed in
the process of boarding or leaving school buses than
in school buses themselves. The Transportation
Research Board recommended that, rather than
equipping large school buses with safety belts, the
safety of children riding school buses could be more
effectively improved through driver training, pupil
education, school bus monitors, safer school bus
routing, improved mirrors, and improved signaling
devices.

Auviomatic Protection

In contrast to voluntary efforts that rely on
education to promote compliance, automatic protec-
tion measures typically are directed at changing
consumer products or the environment. These efforts
are frequently intended to provide protection by
making changes that do not require individual
action. Efforts may be voluntary, or required as the
result of legislation or regulation. For example,
Federal regulations now require a wide array of
safety features on cars designed to reduce risks of
injury. These include shatterproof windshields, energy-
absorbing steering columns, and automatic safety
belts or airbags. Environmental improvements, such
as better street design, improved lighting, and
installation of energy-absorbing materials at road-
side sites where crashes are likely to occur, are also

“s5mall, van-type school buses are currently required to have safety belts due fo their similarity to cars and the lack of other protective features which

are found in the larger buses (44).

43Senrious injuries were defined as those recefving s score of 3 or greater on the Maximum Abbweviatod Injury Scale (MAIS), 8 commonty vsed trauma
severity scale (11). A MAIS score of 3 would reflect injuries such as major nerve laceration; multiple rib fracture; abdominal osgan contusios; or hand,
foot, or arm crush or ampatation. A MAIS score of 6 would indicate that the injury was potentially fatal.

BOvenall, however, children ages § 10 14 received 84 percent of all injuries, and 83 percent of serious injuries.
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Photo craci?: Bethesda-Chevy Chase Rescue Squadt

In general, automatic safely features such as arbags have
been found to be more effective than education-based

Uniled States and are untikely to be found in the oider
cars that adolesoents apparently tend fo use.

examples of efforts to provide automatic protection
(2a,78).

In automobiles, passive restraint devices such as
airbags or automatic safety belts are becoming
increasingly available as a result of Federal regula-
tion. These devices are each limited in ways
different from standard shoulder-lap safety belts.
Airbags, as they are currently constructed, are most
effective in frontal collisions, which make up about
35 percent of all fatal car crashes (106). However,
airbags are designed to supplement the use of safety
belts. In order to enhance protection in frontal
crashes, and to provide protection in other types of
crashes, manually operated safety belts must be
worn in conjunction with airbags. While the effec-
tiveness of automatic safety belts is believed to be
slightly less than traditional lap and shoulder belts,
the use of automatic safety belts could have a
substantial impact on injury reduction because, like
airbags, they do not rely upon active compliance. In
addition, the effectiveness of some antomatic safety
belts can be enhanced by the simultaneous use of a

manually operated lap belt.

Federal Motor Vehicle Rule 208 required that all
new cars sold in the United States after September
1989 must have an automatic crash protection
system as standard equipment (28,113). However,
this system could be either airbags or automatic
safety belts. Some observers have noted that more
expensive model cars have been the first to use
airbags (121). (Honda, for example, will not make
airbags standard until late 1993, and even then “‘a
few low-priced, stripped cars may not have standard
airbags'® (121)). Anecdotal evidence suggests that
adolescent drivers tend to use older, less expensive
cars.

Treatment of Accidental Injuries
Among Adolescents

Health service needs for acute and short-term
treatment of accidental injuries differ by the type and
severity of the injury sustained and, to a lesser
degree, the developmental characteristics of the
injured person.

Adolescents may present some special concems
for treatment. For example, medical personnel may
have difficulty dealing with adolescents (22).%! In
addition, adolescents may have a need for additional
types of services beyond the immediate medical
treatment of the injury.

National data are not available, but there is some
evidence reported in smaller studies that the treat-
ment needs of adolescents differ from those of
younger children. A study of persons under age 18
residing in upper Manhattan who sustained severe
injuries that resulted in hospitalization, for example,
found differences in the need for nonmedical serv-
ices identified at the time of treatment. Adolescents
ages 10 to 16 were more likely than younger children
to have a need for psychological services,’? and less
likely to need child welfare services, according to
information recorded on hospital charts (52).

There is also evidence that the pattern of injury
differs by age. Data from emergency departments in
Massachusetts indicated that adolescents ages 16 to
19 sustain more severe injuries than adolescents
ages 13 to 15 (9). Adolescents ages 16 to 19 had

$1Also sec ch, 15, *Major Issues Pertaining to the Delivery of Primary and Comprehensive Services to Adolescents,”” in Vol. I for a discussion of

issues in the delivery of health gesvices to adolescents.

R adolescents were more likely to have received gun shot wounds or fo be referred for ingestions of toxic substances.
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more injuries requiring treatment in emergency
rooms and higher rates of hospital admission. Data
from 88 Los Angeles County emergency depart-
ments indicate that 28 percent of all trauma cases
involved children and adolescents ages 1 to 19;
adolescents ages 13 to 19 had twice the number of
injuries requiring emergency services as children
under the age of 13 (67). In addition, head injuries
and abdominal injuries were found to be more
common among children and adolescents ages 1 to
19 than among adults.

The immediate treatment goal for all victims of
moderate to severe injury is timely and appropriate
prebospital and hospital care, regardless of age.
Guidelines specific to the treatment of adolescents
sustaining an injury do not exist; neither the
American College of Emergency Medicine nor the
American College of Surgery has a special protocol
for adolescents who sustain injury. Because ex-
tremes of age are a factor in the initial management
of a severely injured person, however, guidelines for
the very young (under 8 years of age) and the elderly
have been developed (4).

The issue of pediatric trauma care has received
increased attention over the past decade (37,38). The
American Pediatric Surgical Association and the
American College of Surgeons, for example, have
endorsed standards of care for critically injured
pediatric patients (3,57). These standards of care
recognize that children may have different treatment
needs from adults. Children tend to sustain different
types of injuries (e.g., head injuries), some types of
injuries need to be managed differently (e.g., growth
plate fractures must be properly managed to prevent
limb shortening or deformity), children have smaller
nutritional reserves and have different metabolic
requirements, and there is a need for providing
psychological support. There are no special guide-
lines for adolescent patients, however.

Following a 1987 conference on unintentional
injury among adolescents, the American Medical
Association’s (AMA) Council on Scientific Affairs
reviewed issues surrounding the use of emergency
room services by adolescents (15). The review was
prompted by the concern that the unique bealth
needs of adolescents might be neglected when it
comes to procedures and training of personnel
involved with emergency services. Unfortunately,
the AMA review was limited by a lack of current

Photo cred: Bethesda-Chevy Chase Rescus Squad

After a committee of the American Medical Association’s
Council of Scientific Affairs found that there was an
insufficient body of sclentific knowledge relating to the
spacific needs of adolescents In emergency rooms to
warrant a full report, the committee planned
to monitor the Issue.

data on adolescent use of emergency room services.
Their analysis of clinical and developmental issues
suggested that adolescents in emergency rooms had
several requirements that might not be recognized
by emergency room personnel: the need for confi-
dential services; the need for physicians to identify
hidden agendas (e.g., suicidal ideation in an 18-year-
old male who has had a motorcycle accident); and
the need for followup services. These needs were
believed to apply to adolescents in all clinical
settings, not just in emergency facilities, and the
report suggested that ‘‘as more family practice,
pediatric, and internal medicine programs include
training in adolescent medicine, the care of adoles-
cents in emergency rooms should improve’’ (15). It
is not clear why specialists in emergency care were
not included in this group. The most important
conclusion seemed to be that the body of scientific
knowledge relating to the specific needs of adoles-
cents in emergency rooms ‘‘is not large enough
currently to support a full [Council of Scientific
Affairs] report.”’ The Committee pledged to monitor
the issue.
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Major Federal Policies and Programs
Pertaining to Accidental Injuries
Among Adolescents

Wide-ranging injury prevention and control activ-
ities, related to both accidental and intentional
injury, are conducted by the Federal Government.
These activities involve a number of different
agencies, each focusing on different aspects of the
injury problem. The involvement of many agencies
and activities has meant that attention has been given
to many injury-related issues, but the overall Federal
response has been fragmented (16).3

Some efforts have been made by DHHS and other
agencies to coordinate Federal injury prevention and
control efforts. Within the Centers for Disease
Control’s (CDC) Center for Environmental Health
and Injury Epidemiology and Control, a Division of
Injury Epidemiology and Control has been estab-
lished to carry out a program of injury prevention
research in conjunction with the U.S. Departmer. of
Transportation’s NHTSA, with half of the funding to
be directed to prevention and contro!l of motor-vehicle-
related injury (16,30,108). In fiscal year 1989, a
Federal advisory committee for Injury Prevention
and Control was established through the Bureau of
Maternal and Child Health and CDC within DHHS,
and NHTSA within the U.S. Department of Trans-
portation (50). The charge of the Advisory Commit-
tee is to report on the state of injury prevention and
set priorities for injury-related research; the first
meeting of the advisory committee took place in
September 1989 (50,87).

Various injury prevention and control activities of
the Federal Government that include a focus on
adolescents are described below.

U.S. Department of Heallh and Human Services

Centers for Disease Control

The Division of Injury Epidemiology and Control
(DIEC) in CDC was created in 1986 through funding
from NHTSA in an effort to better coordinate
Federal efforts in the area of injury control. Prior to
this, no central agency had Federal responsibility for
reducing the incidence of injuries (47).

Funding for injury research activities at CDC has
increased substantially over the past several years,
although it is still quite low in comparison with the
funding appropriated for heart disease or cancer.
Appropriations for fiscal year 1989 were over $23
million, more than twice the budget for 1988 (103).
Some programs that are funded through DIEC
specifically target accidental and intentional injury
among adolescents (¢.g.. motor-vehicle-related inju-
ries, adolescent suicide or homicide); however, most
do not. Although there is no budget line item specific
to adolescents at DIEC, an estimated 15 percent of
their funding, $3.3 million, is directed at adolescent
issues (87).

The priorities of DIEC are to support intramural
and extramural injury research and to support State
and local injury prevention and control programs
(87). Funded activities include the development of
injury surveillance systems; collection and analysis
of data; professional education and training; and
research in acute care, biomechanics, epidemiology,
and prevention (87,103). In addition, several multi-
disciplinary, injury prevention academic research
centers are funded: these centers provide injury-
related research, training, and technical assistance
(87).

Health Resources and Services Administration

The Bureau of Maternal and Child Health in the
Health Resources and Services Administration of
DHHS has provided grants for injury prevention
projects through the special projects of regional and
national significance (SPRANS) program author-
ized under Title V of the Social Security Act. In
fiscal year 1988, 23 SPRANS projects dealt with
injury prevention among adolescents.® Children
and adolescents are targeted through these pro-
grams. Projects have been funded to implement
injury prevention programs in States, provide injury
prevention services to Native American adolescents,
and reduce drinking and driving among adolescents
(49,94). Also funded through the Bureau of Maternal
and Child Health are 12 demonstration projects
designed to improve emergency medical services for
children, including adolescents, although adoles-
cents are not specifically targeted (95).

$3The gentrai problem of fragmentation in the Federal approach to sdolescent health is discussod st length in ch. 19, "*The Role of Federal Agencies

in Adolescent Health,”* in Vol. 1.

MFor further discussion, see ch 19, **The Role of Federal Agencies in Adofescent Heahh,'* in Vo!. I
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National Institute for Child Health and
Human Devslopment

The National Institute of Child Health and Human
Development (NICHD) within the National Insti-
tutes of Health identifies the prevention of childhood
injury as one of its priorities. In 1987, NICHD
developed a plan for the development of research on
the prevention of childhood injury (102). Initially
funded projects focus on the prevention of injury
among younger children rather than adolescents.

U.S. Depariment of Transportation’s National
Highway Traffic Safely Adminisiration

NHTSA was established within the U.S. Depart-
ment of Transportation in 1970 by the Highway
Safety Act of 1970 (108). The mandate of NHTSA
is to reduce deaths, injuries, and economic costs
resulting from motor vehicle crashes. NHTSA's
activities and research include efforts to stimulate
activities to improve occupant protection, improve
traffic law enforcement, improve the quality of
emergency medical services, and establish and
maintain a computerized traffic recordkeeping sys-
tem (109).

Adolescents and young adults ages 15 to 24 are a
major focus of the efforts of NHTSA to increase
safety belt use and to reduce drunk and drugged
driving-related traffic fatalities (109). NHTSA annu-
ally awards four to five research and demonstration
grants targeted at 15- to 24-year-olds. Most of the
past research conducted through NHTSA has fo-
cused on programs to educate young people about
the risks of drinking and driving, and about safety
belt usage.

Although most efforts of NHTSA are not age-
specific, some efforts are directed at adolescents and
young adults under the age of 21. In fiscal year 1988,
NHTSA focused over $1 million on research and
program activities designed to address highway
safety problems of individuals ages 15 10 24 (109).
The majority of programs have targeted high-school
age adolescents. These incilude media campaigns
addressing the issue of drunk driving, the develop-
ment of high school assembly programs, and train-
ing programs for teachers to enhance their abilities
to discuss alcohol and drug abuse issues with their
students. In January 1990, NHTSA issued a report
on a '‘Young Adult Highway Safety Plan,”’ which
focuses on the involvement of 15- to 24-year-olds in
o ™otor vehicle crashes (115). Areas of emphasis in

the plan include adjudication, supervision, enforce-
ment, legislation, licensing, school-based and extra-
curricular programs, and community- and work-
based programs.

NHSTA also funds activities aimed at younger
children which affect adolescents in the 10- to
14-year-old age group. These activities include
Pedestrian Safety Programs that teach children ages
9 to 12 to deal with a complex traffic environment
(44,56). In 1990, a Bicycle Education Program
directed at children in grades 5 and 6 was in the
planning stages; and a new instructional kit provid-
ing information on occupant protection to junior and
middle school students, ‘‘The Car Club,’’ was under
development (44).

NHTSA also administers the Fatal Accident
Reporting System, which gathers data on fatal
vehicle accidents, and the National Accident Sam-
pling System, which reports on ; 1tal and nonfatal
traffic crashes based on a sample of cases.

U.S. Consumer Product Safely Commission

The U.S. Consumer Product Safety Commission,
in operation since 1973, is responsible for oversee-
ing a wide range of consumer products to ensure that
they are not hazardous to consumers (79). The
commission uses several strategies for comecting
consumer hazards, including issuing and enforcing
mandatory standards, working with industry to
develop voluntary standards, banning products,
recalling products, conducting research on potential
hazards of products, encouraging the development
of new or improved voluntary standards, and con-
ducting consumer information programs. For exam-
ple, the commission was responsible for banning the
sale of 3-wheel ATVs, and the request that industry
develop a voluntary standard for 4-wheel ATV
safety.

The commission also oversees the National Elec-
tronic Injury Surveillance System, which maintains
information on emergency room visits for injuries
that are related to consumer products (excluding
motor vehicle, firearms, and several other classes of
consumer products that are not under the jurisdiction
of the commission).

Conclusions and Policy Implications

Accidental injuries are responsible for more
deaths among U.S. adolescents than any other
problem. In 1987, 10,658 U.S. adolescents ages 10

Lo
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to 19 died as a result of accidental injury. Nearly
two-thinds of these deaths resulted from motor
vehicle crashes. U.S. adolescents are particularly
susceptible to being involved in a motor vehicle
crash when driving at night, or when driving after
consuming alcohol.

Accidental injury deaths, however, represent just
the *‘tip of the iceberg’’ of problems resulting from
accidental injuries (S8). Such injuries also cause
temporary or permanent disabilities, utilization of
health care, school loss, and other problems, Sports
and recreational activities, such as basketball and
football, are a leading cause of nonfatal injuries
among adolescents.

Three basic approaches have been used for the
prevention of accidental injuries. These are persua-
sion or education, legislation and regulation, and
automatic protection. Positive incentives to encour-
age the use of protective equipment have also been
tried and evaluated. Although results are not defini-
tive, there appears to be some consensus that
automatic protection (e.g., airbags in cars) is the
most effective strategy for injury prevention, fol-
lowed by laws and regulation, and that education and
persuasion is the least effective strategy for injury
prevention. In a few evaluations, however, programs
that provide incentives to use profective devices
(e.g., safety belts, bicycle helmets) have shown

promise.

Over the past few years, there has been a
significant increase in the amount of attention paid
to injury research (62). Nonetheless, few reliable
data exist on the causes of accidental injuries among
adolescents, or on the effectiveness of interventions
to prevent accidental injuries or limit their severity.
Studies have primarily been descriptive in nature;
rigorous effectiveness evaluations of prevention
programs are particularly needed, as well as studies
that seek to identify causal relationships so interven-
tions may be developed (62).

There is little information on the long-term
economic and other costs of injury (58). Neither the
long-term monetary costs of injuries nor the some-
times devastating effects on families of seriously

injured adolescents (e.g., financial and emotional
stress) have been extensively assessed.>

The lack of comprehensive national data on
accidental injuries among adolescents ages 10 to 18
makes it difficult to reach conclusions about which
groups of adolescents are most at risk, and about the
environmental characteristics that increase risk for
accidental injury (17). This lack of data inhibits the
development of a national strategy to address the
problem of accidental injury. At the same time, it is
critical that local jurisdictions have adequate injury
surveillance systems so they can effectively identify
problem areas, develop community responses that
address their unique injury problems, and evaluate
the effectiveness of their efforts (86).%7

Evidence about the cause of injury is essential for
determining appropriate interventions, While diag-
nostic information helps to distinguish skull frac-
tures from concussions or lacerations from contu-
sions, it does not identify factors pertinent to the
prevention of the injury. Data about injury causation
are essential to differentiate, for example, whether
the skull fracture resulted from a fall, a motorcycle
crash, or from playing football. Each of these causal
factors implies the need for different preventive
strategies (e.g., installation of a secure railing on a
bridge, passage of motorcycle helmet laws, or
changes in the design of football helmets). Inclusion
in medical records of information on the causes of
injuries would greatly enhance the utility of injury-
related diagnostic information.

Data on the full spectrum of injuries, including
those that do not result in hospitalization or death,
are necessary to monitor the injury problem ade-
quately, and to define appropriate countermeasures.
Focusing only on injuries with the most severe
outcomes results in a biased view of the injury
problem. For example, although motor vehicle
crashes are clearly the most important cause of
severe injuries and death among adolescents, sports
and recreational injuries actually account for many
more injuries and are experienced by many more
adolescents. A review of mortality data alone would
not reveal the important role that sports and recrea-
tional activities play in adolescent injuries.

%See ch. 6, *Chronic Physical Ilincsscs: Prevention and Services,”” in this volume for 8 discussion of the effects of chronic physical illinesses and

disabitities on adolescents.

Some of the effects of adolescens disability on families are discussed inch. 6. *Chronic Physical Hinesses: Prevention and Scrvices,”” in this volume.
S’For example, a high numbes of pedestrian injuries along o particulas streich of rond might indicate 2 need for better lighting, the need for 2 pedestrian

QMlkwny. or a nced for wamning signs, depending on the clrcumstances.
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Another type of information that is lacking is the
measurement of exposure. This is a difficult task that
typically requires collection of data outside the
health care delivery system. For example, in drawing
appropriate conclusions about the risk of motor
vehicle crashes involving adolescent drivers, it is
impartant to document both the numbers of adoles-
cent drivers and the extent to which they drive. This
kind of exposure information serves as the denomi-
nator in calculating rates. It allows comparisons that
take into account whether adolescents coatribute
disproportionately to motor vehicle crashes, or
become involved in crashes at rates (per mile driven
or time spent driving) that are no different from their
parents or other adults, Some estimates of miles
driven by adolescents can be obtained by transporta-
tion or insurance authorities; however, this kind of
exposure information is not available for other types
of injuries. Thus, for example, information on how
many miles adolescents log on bicycles or ATVs or
on how many adolescents know how to swim or
swim well is not available.

Few good evaluation studies have been conducted
on the effectiveness of specific injury prevention
programs or intervention approaches. Although
there appear to be many good ideas among injury
prevention efforts, few have been well evaluated
(50). It is critical that adolescent attitudes and beliefs
about injury problems and various modes of injury
prevention be considered when developing injury
prevention interventions (65).

Although there is some evidence that adolescents
with injuries may require some specialized treat-
ment (e.g., psychological services, education on
injury prevention) after injury, there is little informa-
tion available on these needs, or on whether there is
a need to train medical personnel in the special care
of adolescents with injuries. Information is also
lacking on long-term outcomes of accidental injury
and the costs associated with injury. This requires a
recordkeeping system with the ability to track injury
v iims over time and throngh various systems of
health care, rehabilitation, and education services.

Funding for injury prevention research is scarce
and has not been sufficient to permit well-designed
intervention trials or solid evaluation studies. The
new initiatives within CDC to fund research and
intervention programs are directed, in part, at
meeting this need. In proportion to the magnitude of
olhe problem and funding of programs for other
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health problems, however, funding for these injury
prevention programs is minimal. For example,
despite the significant costs of injuries, both mone-

tary and personal, overall funding for injury preven-
tion and control is significantly less than that for
cancer and cardiovascular diseases (58).

There is a critical need for a focus by Federal and
local governments on the problem of accidental
injury, including support for prevention research and
pros.unming, and for data systems to provide the
information necessary to develop informed policies.
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Chapter 6

CHRONIC PHYSICAL ILLNESSES:

PREVENTION AND SERVICES

Iintroduction

Despite the common perception that U.S. adoles-
cents are among the healthiest of Americans, evi-
dence from a variety of sources discussed below
indicates that many adolescents experience acute or
chronic conditions that adversely affect their lives
{see definitions in box 6-A). Acute conditions
experienced by adolescents include injuries (e.g.,
sprains, lacerations, and fractures)! and illnesses
ranging from colds and influenza to appendicitis.
Chronic conditions include a wide spectrum of
physical and mental health problems (e.g., hay fever,
acne, cancer, diabetes, cardiovascular disease, epi-
lepsy, orthopedic impairments due to injury, hearing
impairments, visual impairments, emotional prob-
lems, and mental retardation). Nevertheless, in the
1988 National Health Interview Survey (NHIS)
conducted by the U.S. Department of Health and
Human Services (DHHS), 97.1 percent of 10- to
18-year-olds were reported to be in good to excellent
health (105). NHIS data generally reflect parents’
perceptions of adolescents health status,2 but other
evidence suggests that, for the most part, adolescents
also regard themselves as healthy.?

This chapter raises some important issues related
to the prevention and treatment of chronic physical
health problems among U.S. adolescents.* First, it
provides background on physical health problems of
adolescents using a variety of data. Next it provides
an overview of chronic physical illnesses and
disabilities among adolescents and discusses the

prevention and treatment of such problems. The
chapter includes an in-depth discussion of cancer
and of two physical health problems whose impor-
tance to adolescents is sometimes overlooked by
parents, health care providers, and policymakers:
acne and dysmenorrhea (painful meastruation). Fi-
nally, the chapter reviews major Federal programs
pertaining to chronic physical illness and disability.

It is important to emphasize that this chapter is not
designed to be a comprehensive assessment of all
chronic physical health problems affecting adoles-
cents. Rather, this chapter is intended to stimulate
further discussion of issues such as how to assess the
physical health status of adolescents; how to prevent
and treat adolescents’ chronic physical health prob-
lems; and what role the Federal Government can
play in addressing the needs of adolescents with
pbysical health problems. Other chapters in this
volume cover a variety of specific adolescent
physical health topics.’ Chronic physical illnesses
that affect adolescents and merit policy analysis but
are not covered in depth in this chapter include
asthma, diabetes, hypertension, chronic renal dis-
ease, seizures, and visual and hearing impairments
(14,22,78).

It is also important to note that this chapter does
not cover generic issues related to the delivery of
health care services to adolescents. The delivery of
primary and comprehensive care to adolescents,
adolescents’ health insurance status and financial

Unjuries are harms or hurts inflected to the body by an extemnal force (16a). Information on injurics among U.S. adolescents is presented jo ¢ch. S,

** Accidental Injuries; Preveation and Services,” in this volume.

INHIS bas a number of limitations. As a bouschold sorvey of a sample of the civilian noninstitutionalized population, it does pot include individuals
wheo are homeless or in jnstitutions such as nursing homes or hospitals. For individuals ander age 17, information is collected from a proxy, usually 2
parent or guardian. Older adolescents, 17- and 18-year-olds, may respond for themselves (105).

3A survey of Minnesota youth found, for example, that 91.4 percent of males and 85.9 percent of females believed that their health status was good

fo excelient (88).

4Following current mainstream usage, although not without occasional difficulty and ambiguity, this chapter defines physical health problems as
problems *‘of or related to the body, and having material cxistence®* and defines mensal health problems as problems *‘pertaining to the mind."
Information on mental health problems in adolescents is presented in ch. 11, **Mental Health Problems: Prevention and Services,*’ in thig volume. Some
mental health problems have a physical basis, so the distinction between physical and mental health problems is somewhat arbitrary.

SFor example, the prevalence, consequences, prevention, and shori-term treatment of accidental injuries are covered in this volume in ch. 5.
**Accidental Injuries: Prevention and Services'’; putrition and fitness problems, in ch, 7, **Nutrition and Fitness Problems: Prevention and Services™,
dental problems, in ch. 8, ‘‘Dental and Orat Health Problems: Prevention and Services'*; AIDS and other sexually trangmitied diseases, inch. 9, *°AIDS

and Other Sexually Transmitted Diseases: Prevention and Services.™
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The liserature on chronic illness and
wide array of definitions.

and dizability among
ationsl

mhpvg-.a‘thn
Statistics in the U.S. Department
a state of physical

conditions) (105).

asthma) and sometimes cansed by

days*"’ (the most inclusive and least
activities for more than half

limitation of
of activities associsted with his or her age
classified into categosies that refiect the extent
follows: 1) unable to camy on the major activity
school attendance; for individuals sge 18 and

or mental well-being (104). A condition
below). A condition is considered geuze if it has lasted 3 months and is of sufficient

eithes a physician visit or at least 1 day of restricted sctivity; a condition is considered
months or more of is a type of conditicn that normally lasts for at least 3 months (e.g., asthma, disbetes, heart

Box 6-A—Examples of Definitions of Chronic Iliness and Disability

adolesoents and for individuals of all
Although some of the differences cannot be resalved in this chaptes, several definitions

ar provided below a3 & guide to OTA's approach (0 assessing the prevalence and consequences of chronic fllness

Health Interview Survey (NHIS) conducted by the National Center for Health
of Health and Human Scavices (DHHS), a eaith condition is a departure from
may be cither an {liness, an injury, or an impairment (seo

NHIS defines a disability as sny temporary or long-tesm reduction of a person’s activity
ammammmmmwmm,mmmm.m
injuries or impairments. In NHIS, an ingpairment is  chyonic or permanent defiect,
usually static in nature, that results from disease, injury, or congenital malformation (107s).

mmmyhmﬂmmmhhmoﬂbm«ﬁ“mayﬂam
that a person’s activity has been reduced. NHIS identifies several types of disability days, *
measure) are any days on which a person restricts his or ber usual
day because of illness or injury. NHIS measures four types of restricted-activity
T mdﬁmma?mdm#mdmmm:;:awd
restrictod-activity day determined children ages 5 through 17; basically are any days on which
& child did not attend school for at feast half the day bocsuse of iliness o injury.

NHIS also measures disability in terms of *‘limitstion of
activity refers to a long-term reduction in s person’s capacity to perform the sverage kind or amount
group. Individuals identified as having 2 chronic condition by NHIS are
to which their activities are limited because of the conditions as
for their age group (for children S to 17, major activity refers to
oves, it usually refers o a job, housework, or school attendance);

to have involved
if it has lasted 3

of

activity due to chronic conditions’® (107s). A

access to health services, consent and confidentiality
issues affecting adolescents, and issues specific to
the delivery of services to selected groups of
adolescents (e.g., black, Hispanic, Asian-American,
American Indian and Alaska Native, Native Ha-
waiian, rural, and poor adolescents) are topics
addressed in Volume III of this Report.

Background on Physicai Health
Problems of Adolescents

There is no single comprehensive source of
information about the physical health status of U.S.
adolescents. Hence, a variety of sources must be
used to identify the most important physical health
problems facing adolescents. As noted in box 6-B,
data available from the National Center for Health
Statistics in DHHS include vital statistics data that
provide information on causes of death for adoles-
cents; data on reasons for visits to physicians’

Q

1

1 {
(’ -~

offices and for hospitalizations; data from housebold
interview surveys that gather information on health
problems, including those that result in limitations in
activity; and data from epidemiologic surveys that
include clinical examinations. Physical health con-
cerns of particular importance to adolescents may be
identified through surveys of young people that ask
directly about their most pressing health concerns.
Data from all of these sources are presented below
to identify important health problems for U.S.
adolescents.

Physical Causes of Death

As noted in box 6-B, national mortality data are
compiled from State death certificates by the Na-
tional Center for Health Statistics in DHHS on an
ongoing basis. National mortality statistics include
information on the cause of death and demographic
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2) able to pesform the basic activity but limited in the amount or kind of major sctivity performed; 3) not limited
in majoe activity but Limited in the kind or amount of other astivities; snd 4) not limited in activity.

OTA has sometimes broadly defined a chronic condition as a problem or disease that is lingering and lasting,
as opposed to acute. In its 1982 report Fechnology and Hi People, OTA definod disabilisy a3 & functional
limitation, noting that a person with a disability has a *limited ability or an inability to pesform one or more basic
{daily] life functions (e.g., walking) at a level considesed ‘typical’ ** (92). Dissbilities are often caused by
impairments (92). According to OTA, sn impgirment is a physiological, snatomical, or mental loss or
**sbnormality’” caused by sccident, disease, or congenital condition (92). Visual impairments, for example, may
according to OTA, has to be defined within its enviroomental and personal

by their disability if it prevents them from pesforming one or more life
functions at a *‘typical’’ level (92). **Handicaps are cansed not by the disabilities themselves, but by the intersction
between an individual’s disability and the social environments in which the individual is finctioning or expected
to function’* (92). Thus, an adolescent with poor vision has sn which reduces her ability to see (a
disability). However, if comrective lenses can adequatoly comect her vision or if she can communicate effectively
through the use of oral interpreters and braille, the visual impairment may not prevent the adolescent from
pesforming in school, at home, or socially (i.e,, it may not become a handicap).

In this , chronic illnesses are defined as diseases that persist over a Jong period of time. According to
a current medical dictionary, a disease is *‘any deviation from or of the nonmal structure or function
of any part, organ, or system, or combination thereof, of the body that is manifested by a characteristic set of
symptoms and signs and whose etiology, pathology, and prognosis may be known or unknown®’ (163).! Disabilities
refer to limitations, usually long-term, in an individual’s ability to perform basic activities of daily living.
Mainstream distinctions between physical and mental conditions are adhered to in this so that physical is
genenally dofined as being **of or related to the body, and having material existence,’” whereas mental is defined
as “‘pertaining to the mind.” Some mental health problems have at least some bialugical component so the
distinction between physical and mental health problems is rather arbitrary.?

IDiscases are sometimes distinguished from infuries, which have boen defined as **hanms or husts inflicted to the body by an external
force™” (16a). Information on injuries among U.S. sdolescents is presented In ch. §, **Accidental Injuries: Prevention and Seaxvices,” in this

Zinformation on selocted mental health problems that affect U.S. adolescents is presented inch. 11, **Mental Health Problems: Prevention
and Services,' in this volume,

characteristics of the decedent. Recent mortality
statistics indicate that the most frequent natural
cause of death among U.S. adolescents ages 10 to
196 is cancer.”

Reasons for Hospitalizations

The National Hospital Discharge Survey (NHDS),
asurvey sponsored by the National Center for Health
Statistics, provides information on hospital dis-
charges from a sample of short-stay non-Federal

hospitals in the United States (see box 6-B).
According to the 1987 NHDS, injury and poisoning
are the problems that most frequently lead to
hospitalization for U.S. males and females ages 10
to 18. Childbirth is the most frequent reason for
hospitalization for U.S. females ages 15 to 18.% The
types of physical illnesses that most frequently lead
to hospitalization for U.S. males and females ages 10
to 18 are diseases of the respiratory system and
diseases of the digestive system (see table 6-1).

70 the extent possible, this OTA Report focuses on adolescents ages 10 through 18. It also attempts, whenever possible, to present evidence for
smaller age groupings of adolescents {e.g., 10- to 14- and 15- to 18-year-olds). Sometimes, however, data were not readily available for these age
groupings, and OTA used other age breaks. As a prominent example, the National Center for Health Statistics typically makes mortality data available
at S-year age breaks; thus, this section reports on information for 10- to 14-year-olds and 15- to [9-year-olds,

TNamural causes of death refer to causes such as illness, discase, or chronic conditions as opposed to external causes of death such as accidental

injuries, homicide, or suicide. As shown in figure 5-1 in ch. §, ** Accidental Injuries: Prevention and Services, '’ more adolescents die from external causes
than from natural causes. These other problems are covered in other chapters of the Report. Age differences in causes of death in the U.S. population

are covered in Vol. [ of this Repost.

$See ch. 10, **Pregnancy and Parcating: Provention and Services,'” in this volume for a discussion of the physical and other consequences of

childbearing among U.S. adolescents.
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Box 6-B—Federal Sources of Data on the Physical Health of U.S. Adolescents!

National Center for Health Statistics

The National Center for Health Statistics (NCHS) of the U.S. Department of Health and Human Services
(DHHS) is the primary Federal source of data on the physical health of U.S. adolescents. Through the National Vital
Statistics System, NCHS collects and publishes data on births, deaths, marriages, and divorces in the United States
(104).mm.nmmmmwwmmmmmwmmm“mnmnm
Discharge Survey, the National Ambulatory Medical Care Survey, the National Health Intervisw Survey, the
National Health Examination Survey, the National Health and Nutrition Examination Survey, and the National
Sutvey of Family Growth. Some of these surveys are described below.

National Hospital Discharge Survey (NHDS)
N}mhammmnaﬁmwidemplemeyMgamusmfomﬁmewhywmpmm(ucmdms
newbom infants) discharged from a sample of non-Rederal short-stay and specialty hospitals located in the 50 States
and the District of Columbia (108). The information collected includes data on personal information about the
patient (e.g., birth date, race, sex, marital status), administrative information (e.8., dates of admission and discharge),
mmwmmmm(ag..mwhmmwmmxbummmmmm
hoq:immmmhaveamhhnmdshbedsfmpaﬂmtmmdwmgepaﬂmtmysoﬂusmwdm

UmiNMHMeummmmme.mmm”mmhfm
Mm.mmﬁmwmmewhmmw.mdmnmm
mhabkMaﬁmmhehcﬂmdMspﬁaﬁmﬁmmngmmyhn&emﬁqummm
for hospitalization and does not allow for finer breakdowns such as by race, gender, or sociceconomic status. In
addition, data are not reported using appropriate age breaks for adolescents.

National Ambulatory Medical Care Survey (NAMCS)

NAMCS is a continuing national probability sample survey of ambulatory medical encounters, It collects data
mphysidmyaﬁuummmh&eoﬁﬁmofamphofuwﬂmﬂymhydpbyﬁcimsdnsﬁﬁedn
“oﬁc&hmd.paﬁmtmphyskh&"&mpkﬂryskimsmaskdtoco@&apaﬂmtmﬂhfwmﬁmform
fwasymaﬁcmdomsampleofoﬁiceviammdmﬁxgamdomlyassw i-week reporting period.
Approximately 3,500 physicians provided data in 1985 (the last year for which data are available), submitting
7l.594pﬁaumcordfonnsforpmientsofaﬂagas.l‘hesedammusedmdcvelopesthnaweofdremof
office-based visits by the U.S, population. Data are collected on patient characteristics (e.g., birth date, sex, race,
ethnicity) and medical information (e.g., diagnostic services performed, diagnosis, reason for visit, medication
pmﬁdmmuibd.mdﬁsposﬁmofﬁﬁﬁ.Mdiﬁmﬂda&mMmmemwdmufpaymmn
refemal status of the patient, and characteristics of the provider (e.g., specialty).

Umlhﬂom—NAMCSdmnmwﬂmMmﬁdmmhomﬂMphyﬁﬁm.haddﬁm.mmm
is no stratification of the sample on race or ethnicity and the sample sizes are quite small for racial and ethnic
minorities, NAMCS does not present reliable information on office visits made by minority adolescents. The survey
also includes information only on those individuals who seek care. Thus, adolescents who do not seek care for
medicalpmb!ms.mwhousealumﬁvesmmofcm.mno(inchxdedmthcmey.‘l‘heseadolescmtsmay
disproportionately inclrde poor adolescents or those of nonwhite racial or ethnic backgrounds.

National Health Interview Survey (NHIS)

N!ﬂSisaemﬁnuingnaﬁmwidemeyofbmseholds(lOS.lOG).DataamooUccwdﬁomapmbabﬂi(ysample
ofmechiﬁmnmmsﬁmﬁmnmdpopmmmmddhgmmeumwdSmmmﬂmddmom
characteristics, restricted-activity days due to acute and chronic conditions, injuries, activity limitations due to
chroaic health conditions, and use of medical services. In 1988, 47,485 households, representing 122,310 persons,
were sampled; 94.9 percent of these households were surveyed. The 1988 NHIS included a special focus

lmmmmnﬁmdmamwus.mmewmmmmmmmmm«u
health; cases of AIDS and sexually transmitied discases; pregnancy: mental health problems; alcobol, tobacco, and drug sbuse problems;
delinquency; and homeiessness are discussed in the refevant chapters of this volume. Also see ch. 18, ““Issues tn the Delivery of Health and
Related Services to Selected Groups of Adolesoents,”” in Vol. ) of this Report and app. C. **Issues Related to the Lack of Information About
Adolesoent Health and Health and Related Sesvices, in Vol. I of thig Report.

lt}.f
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on the heaith status of children and sdolescents. Since 1985, the survey has oversampled black persons in order to
increase the precision of estimates for this populstion. Data have been collected continuously since 1957,

Limitations—The NHIS sample does not include homeless persons, persons residing in institutions, or
members of the armed sexvices. Proxy interviews are generally used for all persons under age 17. Becanse the adults
interviewed may be unaware of, or be reluctant to repost, certain health problems or use of health sexvices of
adolescents, this informstion may not reflect the true health status of and utilization of services by adolescents in
the household. The NHIS adolescent sample is too small to provide sdoquate measures of low prevalence physical

conditions. Duta are generally not repozted using age groupings appropriate to describe adolescents.

National Health Examination Survey (NHES) and the Nationa! Heslth and
Nutrition Examination Survey (NHANES)

National clinical epidemiological information on the health status of today’s U.S. adolescents is not available.
There are no recent national population surveys that provide clinical data sbout the heslth status of adolescents. One
of the most comprehensive sources of nationa! clinical epidemiological dats on adolescents was NHES (94). The
thind cycle of this survey, which was conducted from 1966 to 1970, gathered information through interviews and
physical examinstions on the bealth status of a representative national sample of 6,768 adolescents ages 12 to 17.
However, because this information is now over 20 years old, it is difficult to generalize to today’s adolesoents. There
are likely to be many similarities in the health status of adolescents today and those of 20 years ago, but there may
be significant differences as well.

NHANES was initisted as a successor to NHES in 1971 but has not yet collected comparable information on
the health of U.S. adolescents. To measure the health status and charscteristics of a sample of the civilian
noninstitutionalized population of the United States, ages 1 to 74, NHANES uses interviews and, for a subsample,
clinical examinations. NHANES I took plzce from 1971 to 1974, with a subsample of persons ages 25 to 74 selected
for in-depth examinations. NHANES II began in 1976 and ended fn 1980; this study oversampled persons 6 months
105 years of age and those ages 60 to 74 (96,104). NHANES I1I is underway and bas child health as a special focos
(99). Howevet, the adolescent sample in NEZANES HI wili be small in comparison to the 1966-1970 NHES sample,
and aithough blacks and Mexican Americans are being oversampled generally, the numbers of such adolescents
included in NHANES Il will be small. A total of 3,200 adolescents ages 12 to 19 will be included in the survey,
including 1,120 black adolescents, 1,120 Mexican-Amesican sdolescents, and 980 white and other adolescents (17).
Data collection for NHANES III is not expectsd to be completed until 1994, Thus, at this time, there is no good
source of national clinical epidemiological informstion on the health status of today's adolescents.

Other Federal Agencies

Although NCHS is the primary source of national data on the physical health of U.S. adolescents, other DHHS
agencies also collect and publish such data (104). The National Cancer Institute within the National Institutes of
Health, for example, coliects data from 11 population-based registries on people diagnosed with cancer through its
Surveillance, Epidemiology, and End Results Program. That program is described below. -

Survelllance, Epidemiology, and End Results (SEER) Program of Data Collection on Cancer

The SEER program provides information about the incidence of and the mortality due to malignant neoplasms
in the United States (all ages included), Incidence data are based on information collected from a sample of 12 sites
in the United States, plus ono in Puesto Rico, representing spproximately 13 percent of the total U.S. population.
Participants in the program provide data annually to the SEER program. Mortality data are derived from mortality
tapes obtained from NCHS, and include data on cancer mortality for the entire United States. The program began
in 1972,

Limitations—SEER data are only limited if information is required on very specific cancers for smaller

populations, In addition, although cestain ethnic groups are oversampled (e.g., Japanese, Filipinos), swall sample
sizes make data on these groups samewhat unreliable.

Because relatively few U.S. adolescents are hos- sions about the specific diseases for which adoles-
pitalized each year for physical illnesses and ihus cents are hospitalized. Nonetheless, a more detailed
few are represented in the NHDS sample, sample review of the leading causes of hospitalization for
sizes for number of hospitalizations for most spe- 10- to 18-year-olds indicates that asthma, chronic

cific illpesses are too small to draw reliable conclu- diseases of the tonsils and adenoids, and acute
\‘l
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Table 6-1—Rates of Different First-Listed Diagnoses* for U.S. Adolescents
Ages 10 to 18 Discharged From Short-Stay Non-Federal Hospitals, 1987

Number of first-tisted diagnoses/1,000 inpationts®

Males Females
Diagnesls by ICD-9-CM category® 10014 151018 10t014 151018
Injuryandpoisoning . .............coviviineann, .. 248 33.1 16.3 B.2
Diseases of the digestive system ................... 139 1.7 12.1 58
Diseases of the respiratory system.................. 13.4 10.7 19.5 6.1
Mental disonders ........ovvvneeenereineirnnenennns 8.9 14.3 88 7.4
Diseases of the nervous system and sense organs . .. 59 — -~ -
Diseases of the musculoskeletal system and
CONNBCHVE UBBUB .....everennieinnnannnennnns 5.2 58 - 28
Diseases of the genitourinary system............... 5.2 - 4.3 75
Endocrine, nutritional and metabolic diseases, and
Immunity disondars . .....ovveeeninreneienennern.. 2 34 - 1.8
infectious and parasiticdiseases .................... 4.0 - ~ 1.8
Complications of pregnancy, childbirth............... — - -~ 12.1
Supplementary classification®....................... -~ - 5.0 39.7
2in the National Hospitai Discharge Surway, a firsi-isted diagnosis Is the diagnosis listed first on the tace sheet o a
patient's medical record,
biCD-9-CM refers to the Intemational Classification of Dissases, 9th Revision, Clinical Modification, which is used 1o
code morbikiity data.

CEntriss marked with an asterisk (*) did not mest the requisite stiandard of reliability.
dFemales with deliveries are included under “Supplementary classifications.”

SOURCE: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control,
Nationa! Center for Health Statistics, unpublished 1987 datatrom the National Hospital Discharge Survey,
Hyattsvilie, MD, 1989,

appendicitis are among the physical illnesses most respiratory system are the most frequent diagnosis
frequently leading fo the hospitalization of U.S.  for visits by adolescents to office-based physicians
adolescents (see table 6-2). (17.0 percent of visits), followed by injury and

poisoning (16.3 percent of visits), followed by

Reasons for Visits to Office-Based Physicians ~ S'scases of the skin and subcutaneous tissue (9.9

percent of visits) (see table 6-3).
As noted in box 6-B, the National Ambulatory
Medical Care Survey (NAMCS) gathers information If one groups NAMCS data by more specific
P:fi"dicggge (:ll VihSif§ made by l;l_ﬁeﬂ:a;gdﬂ sample  conditions, acne emerges as the most frequent
o non-rederal physicians in office- practice diagnosis for an office visit for a physical problem
(106). Inferences from NAMCS data are limited (4.8 percent of visits) (see tablepﬁz).“’ ‘:\rgne is
because the number of physicians sampled in the
survey is small; furthermore, adolescents are one of
the groups least likely to visit physicians.?

particulariy prevalent among older adolescents, who
received a diagnosis of diseases of the sebaceous
glands (e.g., acne) for 7.4 percent of visits; acne was

The most recent available NAMCS data are from the 12th most common diagnosis for younger
1985. According to these data, diseases of the adolescents (1.9 percent of visits).!!

YFor & discussion of barriers to adolcscents’ use of physician services, see ch. 1S5, “*Major Issucs Pertaining 1o the Delivery of Primary and
Comprehensive Health Services to Adolescents,”” in Vol. IT1.

©The need for a generat medical examination is actually the most froquent specific principal diagnosis (5.8 percent of visits). The need for a general
exam does not, however, reflect any specific health problem and is more likely to be part of general preventive health care,

A preliminary analysis by OTA suggested some interesting discontinuities in the NAMCS data using year-by-year age breaks, but because of the
lower reliability and interpretability of information based on fewer numbers of adolescents, it was not possible to Jook at information using these fine
breakdowns. Age breaks of 10 to 14 years and 15 o 18 years were used based on the recommendations of the Nationa! Center for Health Statistics (60),
and analysis of the patterns of visits to office-based physicians using the NAMCS data. Analysis of visit rates for adolescents of different ages indicated
that the rate of visits for adolescent females increases at about age 15, most tikely reflocting the increase in pregnancy-related visits. Pregnancies gencrally
involve more than onc visit per pregnant female during the course of a year (including postnatal visits). Thus, 10- to 14-year-old females have fairly
stmilar visit pattemns, as do 13- to 18-year-olds. No clear pattern emerged for males. The age break between 10- to 14-, and 13- 1o 18-year-olds, then,
is driven by the utilization of physicians by females, which is in tum driven by pregnancy-related visits.

Q
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Table 6-2—Number of Difterent First-Listed Diagnoses for U.S. Adolesconts Ages 10 to 18
Discharged From Short-Stay Non-Federal Hosplitals, 1887

Estimated number of discharges® ®
JHDS Males Females
Diagnosis code 10to 14 15to 18 10 to 14 15%0 18
OO ITBOIUTES .. e vvee vt rersrarrenscassrssrssnsosssssnssnssses 167 18,869 27,184 -—* —-*
Appendiaitis ...........¢ciiiiiiiiirii e e e 81 16,843 16,727 - -
L R 80 13,845 * - —-*
Other mental disorders . .......c.oeveviiiiiierieenoriacecresonns 39 -* 21,174 13,485 24,190
Lo 11 TR ceeeens 197 -* 15,307 - 11,000
LacoratonBMWOUNAS . ... .....viiiieiniiitieriiiierieieriiinans 174 —* 14,847 - -
Other PSYChOSES ... ..oviuiiirreariniierisioriisacsssisnsrsonss 33 ~* 11,570 - 10,747
Chronic disease of tonsilsandadenolds .......................... 75 - - 20,681 16,387
Females with deliveries ........ Creereeerenes Cereres Cerrrerenenas 184 —_ - - 309,689
Other complications of pregnancy, childbirth, and the puerperium.. 137 - —_ - 47,459
Other Inflammatory diseases of the temale pelvicorgans.......... 120 — - —* 20,532
Other disorders of thegenitaltract.............. caeees feererranas 125 —_ —_ -~ 19,720
Other pregnancy with abortive outoome ..............eeeveiinn. 128 — — - 16,500
Poisoning by drugs, medicinal agents, and biological substances .. 178 ~* - —* 15,443
Other neurosis and personality disorders............ Ceeereneesnaes 35 -* —* —* 11,569

_ SEstimates with tewer than 60 sampled cgses have been amitted from this table. Many of the spacitic diagnostic categories for males and femates ages 10
to 14 and 15 %0 18 had fewer than 60 samplad cases. Thus, many of tha diagnostic categosies listed here consist of aggregations of “other,” rather than more

spadific categories.
bEntries marked with an asterisk (*) did not meet the raquisite standard of reliability.

SOURCES: Discharges: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control, National Center for Heaith
Statistics, unpublished 1887 data from the Nationa) Hospital Discharge Survey, Hyattsville, MD, 1889, NHDS disgnostio codes: U.S. Departmant
::y Health and Muman Services, Pubiic Health Service, National Center for Health Statistics. “NHDS Diagnostic Recodes for 1CD-9-CM.*

attsville, MD, June 1987,

Table 6-3—Visits to Office-Based Physiclans by U.S. Adolescents Ages 10 to 18:
Number and Distribution by Diagnosis, 1985

Number of
visits in - Percent

Diagnosis by ICD-98-CM category® ICD-9-CM code* thousands distribution
PV IR 1) T - 50,218 100.0
Diseases of the respiratory system...................... 460-519 8,535 17.0
INjary and POISOMING . ..o oovieciieeireiiierianinaeannnns 800-999 8177 16.3
Diseases of the skin and suboutaneous tissue ............ 680-709 4,957 9.9
Diseases of the nervous system and sense organs ....... 320-369 4,833 9.6
Infections and parasitic diseases . ............oeevieenn, 001-13% 3,583 7.2
Disaases of the musculoskelstat system and connective

tisgue ........ #eeasiateaniateseates s attonsbcesannnns 710-738 2,280 45
Diseases of the genitourinary system.................... 580-629 1,869 38
Diseases of the digestive system . ....................... 520-579 1,607 32
Mental disorders ...... e r et eeeeee e a e 200-319 1,228 24
Endocrine, nutritional and metabolic diseases, and

Immunity ISOnders . . ......iiniii it ceii e 240-279 587 1.2
NOOPIABMS . .o\uiruiinniiinnriionineisnseesaresessnanns 140-238 470 0.9
Dissases of the droudatory system .. ..........covveenenn 380-459 454 0.9
Supplementary classification...................oceeen V01-V82 8,467 16.9
Symptoms, signs, and ili-definedconditions ............... 780-799 1.424 2.8
Unknown diagnoses® ..........c.c.ovuiiiiviiiinnianriaiean, e, 265 1.8
All Other IaGMOBEES ...t v vttt ietirirertrraenriersressanrsnnessnens 673 1.3
S{CD-9-CM rafars to the Internations! Classification of Diseases. 51h Revision, Clinical Modification, which is used to

code marbidity data.

bThis includes blank diagnesis, noncodable diagnosis, and illegible diagnosis.

“This includes diseases of the bload and blood-forming organs (280-288); complications of pregnancy, childbirth, and
the puerperium (830-876); congenita! anomalies {740-759): and certsin conditions originating inthe perinatal period
(760-778).

SOURCE: U.S. Department of Health and Human Services, Public Haalth Service, Centers for Disease Controt,
National Center for Health Statistics, unpublished 1885 data from the National Ambuiatary Medical Care
Survey, Hyattsville, MD, 1989.

16,



II-156 « Adolescent Health—Volums !I: Background and the Effsctiveness of Selected Prevention and Treatment Services

Table 6-4—Visits to Offico-Based Physicians by U.S. Adolescents Ages 10 to 18:
Number and Distribution by the 15 Most Common Principat Diagnoses, 1985

Number of Percent of

Most common principal diagnosis visitsin afladolescent
Rank by ICD-9-CM category® thousands visits
1 Gonoral madical OXaMINAON .. .o.ovoviiiriienrreaaatananracnansons 2914 58
2 Diseases of sebaceous glands® . .........coiiiiiiiiiiiiiiii e 2,394 4.8
BACUEPhANYNEIIS ..ottt it e s e eas 1,822 36
4 Acute uppear respiratory infections of multiple or unspecified sites . ... .. 1.827 3.2
S NOIM PrOONANICY .+ . coatiecrcrtneronrrorceccscnrsscarsscnncsncanrncsns 1,548 A1
SEaracho or ear Infection . ....coviien it iie i ian i e raenas 1,388 27
7 and unspecifiedotitismedia .........coccvvveiveiiiina.. 1.236 25
8 Disorders of refraction and acoommodation .................coeenn.. .. 1,187 24
© Other diseases due tovirusesand chlamydiag .............ccovvveenens 1,138 23
10 Cortain adverse effects notelsewhere dassified®............. ......ee. 1,088 2.2
11 Contactdermatitis ANd othar BCZBMA ... ...oveitietnirecnsnenereses 1.063 21
12 Meaith ofinfantorohid. ......ocoeiiiiiiiiiiiiiiiiiininnan 1,000 20
13 ACUEIONSIILIS .. ...t i iiiinonionenrittieiirncenttntncrentacerans 709 1.6
T4 ASIMIR ..t iiiiiiiiienerienttanatncssennencesiancasracancornsnnnons 704 14
15 Open wound of other and unspecified site ..........cocoivveiniinanns 859 1.4

&CD-9-CM refers to the Intemational Classification of Dissases, 81h Revision, Clinioal Modification, which is used to

code morbidity data.
acne other than varoliformis,
CPrimarly allergy, unspecified.

SOURCES: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control,
Nationa) Center for Health Statistics, unpublished 1985 data from the Nationat Ambulatory Medical Care

Survey, Hyattsvilis, MD, 1889.

Findings From National
Population-Based Surveys

Judgments about the importance of particular
health problems derived from health care utilization
data are limited in wat they do not reflect the health
concems of individuals who do not use the health
care system.!2 Such conceris are more likely to be
reflected in population-based surveys. As noted in
box 6-B, the National Center for Health Statistics
has used two types of popniation-based surveys. The
National Health Interview Survey (NHIS) collects
data from a sample of the civilian noninstitutional-
ized U.S. population through personal household
interviews (108). The National Health and Nutrition
Examination Survey (NHANES)—formerly the
National Health Examination Survey (NHES)—
collects health-related data by means of direct
physical examinations, clinical and laboratory tests,
and related measurement procedures (108). The
latter two surveys have been conducted more rarely
than NHIS, and no adequate sample of adolescents
was included in NHANES I or I1. (NHANES III is
collecting some adolescent-specific data, but the
results are not expected until 1994.)

National Health interview Survey (NHIS)

NHIS collects information on both acute condi-
tions and chronic conditions. A physical or mental
condition is considered ‘‘acute’’ for purposes of
NHIS if: 1) it was first noticed 3 months before the
reference date of the interview; and 2) it is not one
of the conditions considered chronic regardless of
the time of onset. To be counted in NHIS data, an
acute condition must also have been of sufficient
consequence to have been associated with at least
1 restricted-activity day or at least one visit to a
doctor. A physical or mental condition is considered
‘““chronic’’ for purposes of the NHIS if: 1) the
respondent indicates it was first noticed more than 3
months before the reference date of the interview
and it exists at the time of the interview, or2)itis a
type of condition that ordinarily has a duration of
more than 3 months. Examples of physical condi-
tions that are considered chronic regardless of their
time of onset are diabetes, heart conditions, emphy-
sema, and arthritis.

Acute Conditions—The impact of acute condi-
tions on adolescent health is measured in terms of
restricted-activity days (overall and due to specific
problems) and school-loss days (overall and due to

t2A3 noted in box 6-B. available health services utilization data are limited in other ways, particularly with respect to adolescent health,

EKC
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Table 6-5—Number of Restricted-Activity Days* Assoclated With Acute Conditions® per 100 U.S. Adolescents
for Noninstitutionalized Adolescents Ages 10 to 18, by Sex, Age, and Type of Condition, 1888

Both  Number of restricted-activity days/t00 adolesoents in age group®
“m“m' Males Fomales
Type of acute condition 10t018 101018 10to14 15018 10018 1014 15t 18
Al acute CONAIIONS . .......eeeeiiiiie e 6596 606.7 6202 5806 7144 8647 7707
Infective and parasiicdISeas8s........ooceeeeieiinnann, 1217 1179 1206 1043 1256 156.0 81.1
Common childhood diSeases . .......ovvireniieeiienas 25.7 - - - - - —
Intestingl virus, unspecified ................oieieiiiin e - _ - - - — -
Viral infections, unspedified .................ocvviennenn. 280 - - - _ - —_—
Lo, 575 556 - - 59.4 -~ -~
Rosplratory conditlonsd ..........covvviiiiiiniiniineenenes 3070 2872 3257 2423 32768 3196 338.7
CommON ool .......coveveivniiearnineereronnecnnnanens 725 71.3 832 574 73.7 81.8 648
Other acute upper regplratory infections ................. 354 35.6 -~ - 353 - -
IVIUBNZA . .ooevvrrnnrrerrrenrrecsnnnnsearessnnsesennes 1750 1522 1690 1325 188.7 1785 2206
Digestive systemoonditions® ...........cooevvciiiieienens 233 - -~ - -~ - -
.................................................. 1185 1335 849 1784 104.9 82.7 1187
Fractures and dislocations ........ccoveveevaenneernnnss 40.8 517 —_ - - - -
Sprains AN SAMS ... ..o v 204 - -~ - - - -
Other curment InJures ........ooeniieriniiieinnrenns 19.2 - -~ - - — '
Selected other acute conditlons® ... .....cceoeviieinnnae., 74.8 30.4 - - 1115 -~ 174.9
Deslivery and other conditions of pregnancy and
PUBIPOILIM . .o tieeicnreniaeerseaienenensnnonnnes 24.7 —_ —_ - 50.3 —_ 107.4

SForthe purposes of the National Health interview Survey (NMHIS), restricted-activity day is any day on which s person restricts his or her usual activities tor
more than half a day because of an {liness or an infury (1.9., & schackloss, work-loss, or cut-down day or @ bec-disabllity day). Restrictad-activity days are
messures usad for both acute and chmnic conditions. This table shows only the restricted-activity days assoclated with acute conditions.

bA condition is conskiared “acute” for the purposes of NHIS if it has lasted under 3 maniths, is not a condition considened chronic regandiess of time of onset,

and Is of sufficient consequencss to have boan associated with either at least one doctor visit or at least 1 day of restricted activity.
CEntries marked with an astarisk (*) did not meet the raquisite standard of rellability.
not shown becauss of low relladifity of estimates include aciute bronchitis, preumonia, and “ather” respiratory condlitions.
SThis includes dental conditions; indigestion, nausea, and vomiting; and other digestive conditions. No spedific category had encugh sampled cases to be

consikiered rellable.

{Categories not shown because of low raliability of estimates inciude “open wounds and lacerations” and “contusions and superficial injuries.”
SCategorias not shown becauss of low reflabllity of estimates include eye conditions, acute ear infections, other ear conditions, acute urinary cenditions,
disordars of menstruation, atherdisorders ol the femate genital tract, skin conditions, acute muscutoskeletal conditions, headache (exduding migraine), and

unspedified tsver.

SOURCE: U.8. Department of Health and Human Services, Public Health Service, Centers for Disease Controf, National Center for Health Statistics,
unpublished 1980 data from the National Mealth interview Survey, Hyattsville, MD, 1890,

specific problems). As noted in box 6-A, a restricted-
activity day is any day on which a person restricts his
or her usual activities for more than one-half day
because of an illness or injury (106).1* A school-loss
day, a type of restricted-activity day calculated for
5- to 17-year-olds, is any day on which a child did
not attend school for half a day because of illness or
injury.

The 1988 NHIS found the acute conditions
causing the highest numbers of restricted-activity
days among noninstitutionalized adolescents ages
10 to 18 were acute respiratory conditions (particu-
larly influenza), followed by infective and parasitic
diseases (see table 6-5). Acute respiratory conditions
are also responsible for over half of the school-loss

days associated with acute conditions (see table 6-6).
Other acute conditions that cause relatively high
numbers of restricted-activity and school-loss days
among U.S. adolescents are infective and parasitic
diseases and injuries.

Although the reported average rate of restricted-
activity days due to acute conditions for younger
(10- to 14-year-old) adolescents is similar to that for
older (15- to 18-year-old) adolescents, there are
some interesting age differences by condition and
general differences by sex and race. As shown in
table 6-5, younger adolescents are more likely to
have restricted-activity days due to acute physical
illness (respiratory conditions, infective and para-
sitic diseases), and older adolescents are more likely

13-*Restricred-activity days’ are unduplicated counts of the foDowing: 1) bed-disability days, during which a person spent more than half 2 day in
bed because of illness or injury: 2) work-loss days, during which a curreatly employed person 18 years of age kad over mirsed move than half a day from
& job or business; 1) school-loss days, during which s student 5 to 17 years of age missed more than half a day from the school in which he or she was
currently enrotled; and 4) cut-down days, during which & person cuts down for more than half a day on the things he or she usuzlly does. Note that s
**day of restricted activity®* due to an scute condition is not the same as a *‘limitation in sctivity®* caused by a chronic condition (105).
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Tabie 6-6—Number of School-Loss Days*® Assoclated With Acute Conditions® per 100 U.S. Adolescents
for Noninstitutionalized Adolescents Ages 10 to 17, by Sex, Race, Family income, and Types of Condition, 1980

Number of school-loss days/100 adotescents ages 10to 17¢

Sex Ravce Family income
All
ages Less than $10,000- $20,000- $35,000
Type of acute condition 101017 Male Female White Black $10,000 $19,999 $34,999 or more
Al acute conditions .. ................. 3798 3828 3974 3999 3028 4831 4032 4193 3401
Infective and parasitic diseases®....... 78.9 B26 769 848 - —* - 84.3 838
Common childhood diseasses ........ 220 - - —* - - -* - -
Viral infections, unspedified. ......... 17.3 - - 205 - - — - -
Other ...vvviieeiiiticeieenorne, 3.0 36.7 - 39.3 - - - - 428
Respiratory conditions®................ 2100 1898 2207 2262 1378 235.1 196.2 2365 2002
Commonoold ..........cocnvnnnn. 48.4 47.8 49.1 48.9 - - - 61.7 -
Other acute upper respiratory
Infections ...........ceeevnniienl, 237 — - 28.7 - —_ —r — —
INflUBNZ] .......civivvvinanennns.s 1223 110.0 135.3 132.2 - 151.5 119.0 133.3 231
Digestive system conditions'........... 15.4 - _ _ - — - - -
Injures? .........coiiiiiiiiiiiiiae, 323 42.4 -* 35.5 - - el - —*
Selected other acute conditions™....... 34.3 22.2 46.8 20.8 - - —* - -
Al other acute conditions . ............. - - - - - - — - -

8Fgr the purposes of the Natianal Heaith interview Survey (NHS), a schocl-oss oy Is a day on which a student 5 to 17 years of age missed more than half
a day fram the school in which he or she was currently anrofled. A school-loss day Is one type of restricted-activity day.

BA condition is considered “acute” for the purposes of NHIS i it has lasted under 3 months, is not a condition considered chronic regardiess of time of onset,
and is of sufficiant consequances to have been assodiated with either at least one doctor visit or at least 1 day of restricted activity.

CEntries marked with an asterisk ("} dii not meet the requisite standand of rellability.

9s ot shown because of insufficient rellability include:; intestinal virus, unspecified.

“Categories not shown because of insufficlent rellability include: acute bronchitis, pneumonia, “other” respiratory conditions.

’Catogod“ not shown because of insutficient rellability include: dental conditions; indigestion, nausea, and vomiting; and other digestive conditions.

§Catagories notshownbecause of insufficent refiability include: fractures anddislocations; sprainsand strains; openwounds and lacerations; contusions and
superficial injuries; other current injurtes.

hSubcategores are not shown because of insufficlent reliability.

SOURCE: U.S. Department of Heaith and Human Services, Public Haalth Service, Centers for Disease Control, National Center for Health Statistics,
unpublished 1988 data from the National Haalth interview Survey, Hyatisville, MD, 1990,

to have restricted-activity days due to injuries and annual incomes less than $10,000 have higher rates
pregnancy-related causes. Female adolescents in of school-loss days (483.1 days per 100 adolescents
general (but particularly older female adolescents) per year) than adolescents in families with annual
are more likely than males to have days of restricted incomes of $35,000 or more (349.1 days per 100
activity due to acute conditions; perhaps not surpris- adolescents per year). Differences in school-loss
ingly, this phenomenon is largely due to preg-  days by family income level are more marked for
nancy.'® Black adolescents are less likely (5066  adolescents ages 10 to 14 than for those ages 15 to
days per 100 10- to 18-year-olds per year) than white 17, although they follow the same general pattern.!s
adolescents (704.4 days per 100 10- to 18-year-olds
per year) to have ftsasn-icted-ac tivity days reported for Chronic Conditions—The 1988 NHIS found the
acute conditions. most frequently reported chronic physical condi-
School-loss days and restricted-activity days gen-  tions for noninstitutionalized U.S. adolescents ages
erally show similar age, sex, and race patterns, 10 to 18 were hay fever or allergic rhinitis without
except that 10- to 14-year-old females have fewer asthma, chronic sinusitis, acne, asthma, deformity or
school-loss days than their male counterparts (107). orthopedic impairment, chronic bronchitis, chronic
As shown in table 6-6, adolescents in families with disease of the tonsils or adenoids, dermatitis, and

14See ch. 10, “‘Pregnancy and Parenting: Prevention and Services.'’ in this volume for a discussion of adolescent pregnancy.
Binterestingly, the number of restricted-activity days per 100 persons per year increases with age for black adolescents and docreases for white
adolescents. Because of small sample sizes, it is not possible to be specific about race differences for specific conditions.

16The average number of school-foss days per 100 10- to 14-year-olds per year reported by ‘amilies with annual incomes less than $10,000 was 491.9
days; by families with anmual incomes from $10,000 to $19,999 was 379.8 days; by families with annual incomes from §20,000 to $34,999 was 402.0
days; and by familics with incomes of $35,000 or more was 340.7 days. Sce ch. 18, “lssues in the Delivery of Services to Selected Groups of
Adolescents,” in Vol. IIX for a discussion of the health problems of sdolescents in poor and near-poor families.

) E
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Tabis 6-7—Prevalence Rate for 20 Leading Chronic
Physical Conditions* Among Noninstitutionalized
U.S. Adolescents Ages 10 to 18, 1988

Number of chronic conditions/
1,000 persons®
Ages
10t018 10014 1518
Hay fever or allergic rhinitls
withoutasthma .............. 81.2 92,4 89.8
Chronic sinusitis ................ 896 82.9 874
ACRD .covvnereremenncacancrrans 61.7 346 8290
Asthma .....oovivicennncncnanns 58.1 62.1 535
Deformity or orthopedic
impalrment................... 54.2 393 713
BACK coencrnsrircnnisnncnoas 26.6 16.8 s
Lower extremities . ........... 26.5 23.0 305
Chronic bronchitis .............. 388 338 445
Chronic disease of tonsils or
adonolds ........c.co00innnns a1.1 20.6 328
Dormatiths .....coo0nvceecnnnnnns 311 323 208
Migraine headaches ............ 28.6 274 209
Heart diseass .................. 224 204 16.1
Hoart MUrMWrs .. .......c....-. 16.7 19.8 13.1
Hearing Impairment ............. 20.7 18.7 220
Visual impakrment .............. 188 16.5 216
Trouble with ingrown nalls . ...... 176 10.1 26.4
Color blindness ................ 123 10.4 14.6
Trouble with dry, itching skin.... 10.1 - 128
............. 9.0 113 -
Diseases of fomals genital
...................... 74 —* 13.0
ANOTIRS ...ocvvevrenrercrannans 6.2 - —
Athitls ... ..coovernnnaeeanns 47 — -
High blood pressure ............ 45 - —

8A physical or mental condition is considered “chronic™ for purposes of the
National Health Interview Survay if it has Iasted more than 3menths oris
atypectconditionthat ordinarly iasts morethan 3months (e.g., diabetes,
heart conditions, a, or arthritis).

bEntries marked with an asterisk {") did not meet the requisite standard of
raliability.

SOURCE: U.S. Department of Health and Human Services, Public Heaith
Setvice, Centersfor Dissase Controt, Nationa! Center for Health
Statistics. unpublished 1988 data from the National Health
interview Survey, Hyattsvifle, MD, 1980,

migraine headaches (see table 6-7). Other physical
chronic conditions with a rather high reported
prevalence among adolescents were heart disease,
hearing impairments, and visual impairments (see
table 6-7).

Each person identified by NHIS as having 2
chronic physical or mental condition is classified
according to the extent to which his or her activities
are reported as limited.!” As shown in table 6-8, the
1988 NHIS found that 3.2 percent of U.S. adoles-
cents were reported to have no activity limitation

due to a chronic physical or mental condition; 6.8
percent were reported to have some activity limita-
tion. The 6.8 percent with activity limitation due to
a chronic condition included 0.6 percent of US.
adolescents who were unable to perform a major
activity (e.g., attending school); 4.3 percent who
were limited in the amount or kind of major activity;
and 1.9 percent who were limited but not in major
activity (see table 6-8). Among adolescents with
chronic conditions, there was very little difference in
reported degree of activity limitation by age, sex,
race, or place of residence. However, there were
some differences by income, with a larger proportion
of adolescents (94.9 percent) in higher income
families than in the lower income families (e.g., 90.2
percent in families with annual incomes under
$10,000) free of an activity limitation (107).

Newacheck conducted an in-depth analysis of
1984 NHIS data by type of serious chronic disorder
(62). This analysis revealed that 75 percent of U.S.
adolescents ages 10 to 18 with a reported limitation
of activity due to a chronic disorder or disorders had
a disorder in one of the five following categories:

o mental disorders (including mental retardation,
psychoses, and substance dependence syn-
dromes), 32 percent;

e respiratory conditions (e.g., asthma), 21 per-
cent;

e diseases of the musculoskeletal system or
connective tissue (e.g., arthritis or acquired
limb deformities), 15 percent;

e diseases of the nervous system (e.g., multiple
sclerosis, cerebral palsy, or epilepsy), 6 per-
cent; and

e diseases of the ear and mastoid process (e.g.,
hearing impairments), 4 percent.

National Health Examination Survey (NHES)

A compelling source of informution on the health
status of any group is a population-based survey that
includes clinical examinations by health care provid-
ers. Unfortunately, the last such survey to include
sufficient numbers of adolescents for meaningful
analysis was the NHES completed in 1970 by the
U.S. Department of Health, Education, and Welfare
(now the U.S. Department of Education and DHHS)

’Note that limitations of activity associaled with chronic conditions differ from restricted-activity days discnssed above. NHIS measured
Qo estricted-activity days for both acute and chronic conditions, tut limitations of activity only for chronic conditions.
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Table 6-8—Distribution of Noninstitutionalized U.S. Adolescents Ages 10 to 18 by Degree of Activity Limitation
Due to a Chronic Physical or Mental Condition and Socloeconomic Charactoeristics, 1988

Peroent
Percent Percent fimited Percent
Percent Percent with unabie inamount  limited,
with no with limitation  to carry or kind but not
acthvity activity in major enmajpr  of major in major
Characteristic Totaje limitation  limitation® activity®®  activity®®  activity®®  activity®®
All 10- fo 18-year-olds ................. 100.00 93.2 68 48 0.8 43 19
Age:
10-to1dyearolds ...........vennnnnn 100.0 9.2 85 53 -* 49 1.8
15-to 18yearolds .................... 100.0 83.3 8.7 4.4 0.9 as 23
Sex and age:
Malo
Allages (1080 18) .................. 100.0 827 7.3 5.4 — 4.9 19
10-to 14-yearolds .................. 100.0 923 7.7 6.1 - 58 1.6
15-to 18-yearolds.................. 100.0 93.0 69 46 — 38 23
Female
Allages (1010 18) .................. 100.0 93.8 6.2 4.3 — 36 1.8
10-to 14-yoarolds.................. 100.0 84.1 59 4.4 — 4.0 1.5
15-to 18-yearolds.............,.... 100.0 83.5 6.5 4.1 — 32 23
Race and age: '
White
Allages (100 18).................. 100.0 83.0 7.0 49 0.6 4.4 20
10-to 14-yearolds .................. 100.0 92,9 7.1 54 - 5.1 1.7
15-to 18-yearolds .................. 100.0 832 68 4.4 —* 3.6 2.4
Aliages (1010 18).................. 100.0 83.2 6.8 5.1 - 44 -~
10-to td-yearolds.................. 100.0 93.3 6.7 5.3 - 4.3 -
15-10 18-yearolds.................. 100.0 83.2 6.8 - - - -
Family income and age:
Under $10,000
Allages {10018} .................. 100.0 90.2 8.8 7.8 — 69 —_
10-fo 14-yearolds............,,.... 100.0 88.8 11.2 85 - 8.2 -
15-t0 18-yearolds.................. 100.0 81.5 85 - - - —*
$10,000 to $19,998
Allages (100 18) .................. 100.0 91.1 89 6.8 - 6.0 —
10-to 14-ygarolds ,................. 100.0 91.5 8.5 6.6 - 6.2 -
15-fo 15-yoarolds .................. 100.0 80.5 9.5 8.5 - 57 -
$20,000 to $34,999
Alages (100 18).................. 100.0 92.9 7.4 5.0 - 4.3 21
10-to 14-year-olds .................. 100.0 93.5 6.5 48 . 4.4 —
15-to 18-yearolds.... ............, 100.0 82.0 80 5.2 — 4.1 -
$35,000 or more
Aftages (10to 18) .................. 100.0 94.9 5.1 35 - 31 1.6
10-to 14-yearolds .................. 100.0 844 5.6 4.1 - 4.0 -
15-to 18-ysarolds.................. 100.0 85.5 45 7 — —* -
Geographic reglon:
Northeast ...............coveevnvnn.... 100.0 94.1 5.9 4.3 - 3.9 —*
Midwest ...................coevuinae 100.0 926 7.3 55 - 50 1.8
South,.......ooveiiiiiiaiinnnn 100.0 83.0 7.0 5.0 —_ 4.4 20
Wost .. ...t 100.0 83.5 8.5 4.2 —* 36 22
Place of residence: h
Metropolitan statisticalarsa. . .......... 100.0 a3s 65 4.7 0.6 4.1 1.8
Contraloiy............convvvnnennnnn. 100.0 3.7 6.3 4.7 — 4.0 1.6
Notocontraloty ........................ 100.0 3.3 6.7 4.7 — 42 20
Not metropolitan statisticatarea........ 100.0 92.5 7.5 53 - 4.8 22

%tothatﬂnmmb«nhha!zanalmwsdonumupwpremntThoroasonilthalthermrodmmhnmsdtmomnm
with activity limitations shown in the thind column. In addition, numbers In some rows may not add up bacause of rounding.
tajor activily (or usual activity) refers to the principa! activity of s person or of & person of his or her age-sex group (e.g., school attendance, working at & job).
CEntries markad with an asterisk (*) did not mest the requisite standard of retiabitity,
SOURCE: 1J.S. Department of Health and Human Services, Public Health Service, Canters for Dissasa Contral, Natiena! Center for Health Statistics,
unpublished 1988 data from the National Mealth Interview Survey, Hyattsviie, MD, 1990,

165



Chapter 6—Chronic Physical llinesses: Prevention and Services ¢ 1I-161

(94,95).1® Because they are so old, estimates of
adolescents’ physical health problems based on
NHES may not pertain to the health status of
contemporary adolescents. Still, the data from NHES
suggest that the physical health of American adoles-
cents may not be as positive as is often assumed.
Most troubling is the NHES’ finding that more than
one adolescent out of five (about 22 percent) had
**some illness, deformity, or handicap . . . affecting
normal growth, development, or function—
cardiovascular, neurological, musculoskeletal, or
other” (94). NHES found that the proportion of
adolescents ages 12 to 17 with physical health
problems was greater than the proportion of younger
children (ages 6 to 11'%) with physical health
problems.

NHES also recorded information by race, region,
and family income. This survey found no differences
in physical heaith status by race. Adolescents living
in the South had more health problems than adoles-
cents from other regions, and adolescents of lower
income had more health problems than adolescents
from families with higher incomes (94).

Physical Health Problems From the
Perspective of Adolescents

Adolescents themselves are rarely asked to iden-
tify the physical (or other) health problems that they
believe are most important. Even in adolescent
health surveys, adolescents are infrequently asked to
rate the importance of various health issues. The
National Adolescent Student Health Survey con-
ducted by a consortium of groups funded partially by
the Federal Government in 1987, for example,
questioned more than 11,000 8th and 10th graders
nationwide but failed to ask respondents to identify
the most important physical health issues for adoles-
cents (4). Adolescents were asked to identify physi-
cal health issues in the Minnesota Adolescent Health
Survey of over 36,000 Minnesotan students in
grades 7 through 12, but reports of the Minnesota
survey results emphasized nonphysical concemns

(88).% Thus, data are very limited on the specific
physical health concerns identified as most impor-
tant by adolescents.

Some evidence suggests, however, that adoles-
cents do not always agree with adults on what
adolescents’ most important herlth needs are. A
Canadian study that asked a random sample of 1,000
adolescents ages 12 through 20 and 100 school-
based public health nurses and school psychologists
or counselors to rate the seriousness and prevalesce
of a variety of health problems among adolescents
found differences in the perceptions of adolescents
and the professionals (32). The health providers
identified menstrual problems, acne, and headaches
as common, but not scrious, problems; pregnancy,
venereal diseases (i.e., sexually transmitted dis-
eases), and chronic health problems as serious but
not common; and nervousness or emotional, school-
related, and birth control problems as serious and
common problems. Adolescents concurred with the
health providers that menstrual problems and acne
were common complaints, but few of the adoles-
cents identified birth control problems, venereal
disecases, or chronic health problems as significant.
The professionals cited substance abuse (alcohol
and drugs) and sexual problems as the most serious,
but relatively uncommon, psychosocial problems.
Adolescents reported fairly high rates of alcohol use
(49.0 percent), drug use (15.1 percent), and sexual
intercourse (22.1 percent) but did not perceive these
to be problems.

Another study conducted in Canada asked adoles-
cents ages 13 to 18 what issues they would like to
discuss or have covered when they visit primary care
physicians and how often the issues were actually
discussed during a visit (50). This study was
somewhat flawed in that it asked adolescents both
questions simultaneously; the results would have
been more valid if the responses had been independ-
ent.

Nonetheless, the results of this Canadian study are
consistent with the results of previous studies that

Ppadiatricians examined 12- to 17-year-olds using a standardized physical examination for problems with eyes, ears, nose, and throat; goiter,
musculoskeletal and limitod neurological evaluation; cardiovascular examination; grading of facial acne; assessment of sexval maturation dough a
genital examination; snd an appraisal of nutrition. The examination did not include an evaluation of mentat health problems, except for an assessment

of mental retardation by sppearance.

1SOTA incinded 10- and 11-year-oids in the adolescent age group, but NHES aggregated many of its findings by two age groups: 6- to 1 1-year-olds
and 12- 1o 17-year-olds. Rewer 6- to 11-year-olds than 12- to 17-year-olds were found to have *'significant ahnorms] findings** on examination by the
physician (one in cight 6- to 11-year-olds v. one in five 12- to 17-year-olds). Much of the difference between the rate of problems for children and
adotescents was attributed to “'the conditions associated with the onset of pubesty or other aspects of maturation®® (M),

o ”Pbysimlheﬂlhmmmgm fisted as a possible response in the Minnesota survey item concerning things students * ‘worry about.”
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found diverging interests of health care providers
and adolescents (see 50, for a review) and suggest
that, at least from the adolescents’ perspective,
adolescents’ real concems are not being attended to
by health care providers. In almost all cases, the
adolescents who were questioned in this study
reported that discussion of issues of interest to them
took place considerably less frequeatly than the
adolescents desired (50).2! For example, while over
80 percent of responding adolescents were interested
in discussing physical fitness, nutrition, and growth,
discussion of these topics reportedly took place in
only 40 to 50 percent of visits. From 60 to 70 percent
of adolescents were interested in discussing sexually
transmitted diseases, contraception, acne, fear of
cancer, and obesity, but these topics were reported to
be discussed only 12 to 30 percent of the time.
Almost 60 percent of adolescents were interested in
discussing feelings of depression and lack of confi-
dence, but such discussion took place only 16 and 11
percent of the time, respectively. Interestingly, the
orly topic with a close match between adolescents’
desire for discussion and how often it actually took
place was the topic of menses (of interest to
adolescents 55 percent of the time and discussed 49
percent of the time); no specific details of the content
of discussions about menses were provided.2 Dys-
menorrhea (painful menstruation) has been identi-
fied through surveys of small samples of adolescent
girls as a leading cause of pain and absence from
school due to physical problems (44,120).

Physical Health Problems From the
Perspeclive of Parents

As discussed above, some surveys (e.g., NHIS
and part of NHES) use adolescents’ parents as a
source of information about the health of their
adolescent children. It is important to note that
parents may not be a valid source of information on
the health of their adolescent children.

Ne current data arc available on this issue, but the
1963-65 and 1966-70 NHES, conducted by the U.S.
Department of Health, Education, and Welfare, was
able to compare parents’ ratings of their children’s

28

15

10

Figure 6-1—Parents’ Ratings of Child and Adolescent
Heaith Co to Physiclans’ Findings on
Examination, U.S. Children Ages 6 to 17,
1963-85 and 1966-70°

Percent

[ Significantly
abnormat findings

on examination
by physicians

AAAAA

. Health s worry
e A to parents

Heaith rated
fair or poor
7 7= — by parents

\i/_/

Child/adolescent’s age in years

SChikiren ages 6 to 11 were sxamined from 1963 to 1965 and adolescenta
12 to 17 were examined from 1968 to 1970.

SOURCE: U.S. Depariment of Heaith, Education, and Weltare, “Examina-
tion and Health History Findings Among Children and Youths,
8-17 Years: United States,” Viw/ and Health Stafistics: Data
From the National Hesith Survey, Series 11, No. 129, DHEW
Pub. No. {HRA) 74-1611 {Rockvile, MD: November 1973).

(including adolescents’) health with findings from
physicians’ physical examinations® of the adoles-
cents (94). As shown in figure 6-1, parents’ worries
about their children’s health dropped considerably at
about age 13, but there was a large increase in
significantly abpormal findings on examination
beginning at age 11 through age 17 (the last year of
age included in the survey). Parents of 12- to
17-year-olds tended to rate their children’s health
significantly better than did parents of children ages

21The American health care systom's competence to treat the health noeds of adolescents is discussed more fully in ch. 15, **‘Major Issucs Pestaining
to the Delivery of Primary and Comprehensive Health Services to Adolescents,*’ in Vol. IIE.

22For example, the ‘“discussion” could have consisted merely of 2 question about whether meuses had begua.
2345 noted sbove, the physical examination was generally limited to the identification of primarily physical abnrormalities, although apparent meniat

@ tardation would have been noted.
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6 to 11,24 both when giving a categorical statement
of their child's health status and when indicating
whether or not ts of their child’s health were a
concem or worry.” In contrast, survey pediatricians,
who actually examined the children and adolescents,
rated substantially more adolescents than children as
having some significant abnormality. The National
Center for Health Statistics could not come to
definitive conclusions about the reasons for the
reduction in parents’ concern but suggested that the
reduction probably reflected *‘a change in attitude or
concern.”” The National Center for Health Statistics
was not able to tell if this change occurred because
of increased maturity of the child, because more of
the abnormal conditions were under care, or because
of some other factor.

Unfortunately, children and adolescents them-
selves were not asked to report on their overall
health status or specific health concerns in a survey
comparable with that given to parents.

Background on Chronic Physical
llinesses and Disabilities
of Adolescents

Trends in the incidence and prevalence of chronic
iliness and disability among adolescents are re-
viewed below. Also discussed are consequences
common to many chronic illnesses, with a focus on
psychosocial consequences. Two other chronic phys-
ical health problems of importance to adolescents
themselves—acne and dysmenorrhea—are also re-
viewed in this section.

Trends in the Incidence and Prevalence

of Chronic Physical Hinessas and Disabilities
Among Adolescents

A small but significant number of U.S. adoles-
cents are believed to experience very serious chronic
physical conditions such as severe asthma, juvenile-
onset diabetes, congenital heart discase, leukemia,
cystic fibrosis, and chronic kidney diseases (70).
Unfortunately, however, it is difficult to determine

the incidence and prevalence of such illnesses
among adolescents. Most studies of chronic illness
among children do not report information separately
for adolescents. Furthermore, many serious chronic
illnesses are not of sufficient prevalence in adoles-
cents to reliably measure in national spidemiologi-
cal and health services utilization surveys that
sample only a small number of adolescents (€.g.,
NHIS, NAMCS, NHDS, and NHANES). Estimates
of the prevalence of serious chronic disorders among
all children under age 20 range from 10 to 20 percent
(27,72,80) (see box 6-C).

In 1984, using published prevalence estimates for
21 types of chronic conditions, Gorntmaker and
Sappenfield estimated the prevalence of chronic
conditions in U.S. children under the age of 20 (see
table 6-9). In aggregate (assuming that each child
had no more than one of the specified problems),
Gortmaker and Sappenfield estimated that 13.3

of U.S. children ages 0 to 20 had a chronic
physical or mental condition. If one excludes some
chronic mental disorders (i.e., mental retardation,
Down’s syndrome, and autism),? the figure for the
remaining chronic conditions drops to 10.6 percent
of U.S. children ages 0 to 20. If one assumes that 90
percent of children experiencing these 18 chronic
conditions survive to age 20 (as Gortmaker and
Sappenfield estimate) and thus experience a chronic
condition during adolescence, the prevalence of
these 18 remaining chronic conditions among adoles-
cents would be 9.5 percent. Not all of these 18
conditions result in major activity limitations. If one
excludes the chronic physical conditions that do not
result in a major activity limitation (i.e., mild
asthma, nonsevere congenital heart disease, mild
and moderate hearing impairments, and mild visual
impairments), one could estimate that 4 to 5 percent
of U.S. adolescents have chronic physical conditions
that make them either unable to carry on a major
activity (e.g., attending school) or limited in the
amount or kind of major activity. It is important to
note that this prevalence estimate by OTA does rof
include chronic mental disorders.

UQTA refers to 10- and 11-year-olds as adolescents, but the National Center for Health Statistics reports op NHES referred to 6- 10 11-year-olds as

children and 12- to 17-year-olds as “*youths®" or, less frequently, “*adolescents.’” Whea

byagcmemsdemmcmaﬁve.chmonal

comparisons
Cemaforﬁmlthswsﬂcsrypicauysggregmeddata{onhcsemngcgmups.ﬂowcva.demﬂed mblenlsnpmvidedrcsultsbyenchywohseﬁnm

6 through 17 (94).

”Diﬂ'mmhemmmpmsofnbmmhmmmcuwdcalﬁs!ory(mkmﬁompm)andﬁndhgsonmmimmnmmmpomd.w

differences wese found for hearing trouble, walking trouble, arm or leg limi
hhnponnmmnoxc.howcver.mnnpomofmnhnomﬁtyimhemadwa!

m&ons.wdthmmﬁndinssonemimﬁcnﬂnnrepoﬂsofabnmmamy.m
historymcompuedwithspecnﬁcabmmﬁﬁesonmmimﬂon (84).)

o ?‘Asnowdnnhebeghminsoﬂhischapter,somemmcmcnmdssoxdushnveaphysicalbaﬁs.
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Box 6-C—Trends in the Prevalence of Chronic Physical Conditions Among U.S. Adolescents

During the 1960s, an estimated 4 percent of U.S. children’s visits to primary care practices were for chronic
health problems (27). By 1980, some 13 percent of visits to pediatric practices by children under the age of 15 and
18 percent of their visits to all physicians were for chronic both routine and fiareup. The increass in
propottion of primary care visits by children for chronic conditions reflects a decrease in the incidence of acute
illnesses (e.8., infections diseases') and in the proportion of children with chronic conditions who survive through
adolescence (27).

Over the last several decades, technological and medical advances have greatly increased the survivability into
adolescence of children with certain chronic illnesses. Ror example, chances of survival to age 21 for children with
Cystic fibrosis increased from an estimated 5 percent between 1945 and 1959 to an estimated 70 percent during the
19705 (25). Less dramatic, but significant, improvements in the survivability of children with acute
leukemia, sickle-cell anemis, congenital heart discase, and chronic kidney diseases have also been noted (25).

to data from the National Health Interview Swvey (NHIS), the prevalence of chronic conditions
that limit activity mors than doubled between 1960 and 1981 among U.S, children under 17 years of age (63). There
is some disagreement about whether these prevalence changes are real or due to changes in questionnaire design,
parent and physician perceptions, and other factors (63). Thus, the degree to which the prevalence of chronic
conditions has actually increased among children is somewhat unclear (64).

Gonmaker suggests that dramatic increases in the absolute numbers of children and adolescents with chronic
illnesses should not be expected during the coming decades for several reasons (25,26). First, there is listle room
for improvement in levels of survivability, given current rates of greater than 90 percent survival to age 20, Second,

‘UMMMdeMNMdMWMMMMWM
seo ch. 9, “*AIDS and Other Sexually Transmittod Discases: Prevention and Services,” in this volume.

2Current problems associated with RIV infection smong sdolescents are discussed tn ch. 9.

As noted carlier, data from the 1988 NHIS suggest
that 6.8 percent of noninstitutionalized U.S. adoles-
cents ages 10 to 18 are limited in a major or other
activity by a chronic physical or mental condition:
4.8 percent are limited in or are unable to perform a
major activity (e.g., attending school), and 1.9
percent are limited in an activity other than major
activity as the result of a chronic condition (see table
6-8). Although OTA’'s estimate (based on Gort-
maker and Sappenfield’s work) that between 4 and
5 percent of U.S. adolescents have a chronic physical
condition that limits major activity is similar to the
NHIS estimate (4.8 percent), it is important to
emphasize that the NHIS estimate includes mental
disorders, while the OTA estimate does not. If
mental disorders were included in the OTA estimate,
it would be higher. Another difference between the
OTA and NHIS estimates is that the OTA estimate
(based on Gortmaker and Sappenfield’s work)
includes at least sormne institutionalized populations,
gvhile the NHIS estimate does not. Individuals who

ERIC

IToxt Provided by ERI

are institutionalized are probably more likely to have
seriously disabling chronic conditions than individ-
uals who are not institutionalized.

Differences in estimates of the prevalence among
adolescents of chronic conditions that significantly
limit their ability to perform a major activity of daily
living) are difficult to resolve. As Gortmaker and
Sappenfield noted in their review, *‘Widely varying
estimates concerning the population prevalence of
chronic childhood disorders exist, depending upon
the definitions used, tt e methods of study, and the
population under investigation’’ (27).

Conseguences of Serious Chronic Conditions
for Adolescenis

There are significant differences in the physical
(and thus the emotional and social) consequences of
specific types of chronic physical conditions. Still,

g experiences of adolescents with various types of

LR
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Table 6-9%—Estimated Prevalence of Serlous Chronic Conditions in U.S. Children

Ages 0 to 20, 1880
Prevalence Range of prevalence
Disorder* estimates/1,000 estimates/t,000
AR . ... e e ettt e 22 1.03.0
P11 T A PN 380 20.0-53.0
MOJOrate 10 SOVBID ....cvveeiie i enenrecninerenronsnnsas 10.0 8.0-15.0
F T 1T 11 0.44 0.40-0.48
Central nervous system injury
Traumatle brain Infury .. ...cooveein it i s ieianaes 0.05 -
2= 11 1, A 21 2023
Corebra) PASY . ... ..oiiieiii it it 25 1.4-5.1
Chronlcrenal falRIre ......occoviiiinniiiiieriecineennannnnss 0.080 —_
-T2 - T P 0.010 —
Nonterminal . .....c.oivriiiiiiiiiiiitiesiaeesensnrninaans 0.070 —_
Cloft Ip/Palate’ ....ooviieineiainraeneererreneiernensennnes 15 1.3-2.0
Congenital heart dHSBARES .. ......ovvnvrniiaririntarsronanenss 7.0 2070
Severe congenital heart P 117 - .7 0.50 —
o7 (R 1 0 PR 0.20 —_
Diabetes MolitUS . ....oovvvviiriiiinirieneenennceeeanon. 1.8 1.2-20
Down's syndrome’ .........coovmiiiiiiiiiiii it i ineeaas 1.1 —
Hearng Impalrmant ........c.ooviiiiiiiiii it circiiaenaes 16.0 —
122 0.1 0.068-1.5
HemOPhIIR .....coeireiniiie et irie e, i5 —
Leukemia
Acute tymphocytic leukemia’ .........oveiiieiieniaee... 0.11 —
Mental retandatlon ... ..covviiiiiiiiiiiiir i, 25.0 20.0-30.0
Muscular dystvq:hy' .......................................... 0.06 —
Nauraltubedefect .............cccoiiiiiiiniiniiernennncnenss 0.45 —
Spina bIfida” ........cooiiiiii it i 0.40 —
e h ettt e et ease e te sttt et aaena 0.05 -
P ) - 0.10 —_
Slolde-all diSBASE" .........oviviiiiii it i reeen e D.46 -
“Slode-cellanemia’ .. ..o e, 0.28 —
Selzure diSorder .........oovtiiiiiiiiiii e i, 3as 2648
Visualimpairment. ..........cooeivtiiiiiiiiiiiiein cianea 30.0 20.0-35.0
Impaired visual aCUlty . . .....ovieiiiiiiii i 20.0 —_
12 1+ R D6 0.5-1.0

SEntries markadwithan asterisk (%) designate estimates that were mads using specific prevalence atbirthand sundvat
data, ae weil as incidence and duration data, which are described in detail in the original study.

SOURCE: S.L. Gortmaker and W.

iwid, “Chronic Childhood Disorders: Prevalence and Impact,” Padiatric

Clinics of North America 31(1).3-18, 1984, reprinted by permission.

serious chronic conditions show at least some
similarities (72).

As discussed below, adolescents with such condi-
tions may experience consequences ranging from
lost school days to limitations in major activity.
They also may experience psychosocial conse-
quences. The families of adolescents with such
conditions (and society) may have to bear substan-
tial financial costs (see the section of this chagter on
services and interventions for the treatment of
chronic physical illness).

Activity Limitations

As noted earlier, the 1988 NHIS found that 6.8
percent of noninstitutionalized U.S. adolescents
ages 10 to 18 have limitations of activity due to
chronic physical or mental conditions (see table

6-8). About 0.6 percent of noninstitutionalized U.S.
adolescents (or about 1 in every 200) are unable to
carry on their major activity (i.e., attending school or
working) because of a chronic condition; an addi-
tional 4.3 percent are limited in the amount or kind
of major activity; and an additional 1.9 percent are
limited in an activity other than major activity.

The 1988 NHIS also found that noninstitution-
alized U.S. adolescents experienced an average of
8.7 restricted-activity days due to acute and chronic
conditions per person (see table 6-10). Newacheck's
analysis of 1984 NHIS data found that adolescents
with a reported limitation of activity due to chronic
illness experienced more restricted-activity and
bed-disability days than other adolescents (62). In
the Newacheck study, adolescents reporting some
limitation of activity due to a chronic condition
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Table 5-10—Number of Restricted-Activity Days Due to Acute/Chronic Conditions Among Noninstitutionalized
U.S. Adotescents Ages 10 to 18, by Type of Restricted-Activity Day and Sociodemographic Characteristics, 1858*

Number of days per person in yaar Number of days in thousands
Al Bed- Work- or All Bed- Work- or
restricted-  disability schoolloss restricted-  disability schooldoss
Characteristic activity days®  days® days® activitydays®  days® days®
Allpersonsages 10to18....................... 87 4.1 4.7 269,439 127,082 137,604
A
13:0 DL - e 82 3.9 45 135,717 64,077 75,288
IS 1B YBAIS ... vttt ie e 8.3 4.4 5.0 133,722 63,005 62,520
Sex and age
Malo
Allages (1010 18) .........ocvcnrnennnnnns. 8.0 34 45 125,674 52,952 66,710
1080 18 ¥BATS ...oveiianiinreriraniarenns 83 35 48 70,051 30,121 39,469
13 R 1 R T 78 3.1 43 55,624 22,831 27,241
Females
Alages (1010 18) .......oeveiverernreninnnns 9.5 49 5.0 143,764 74,130 71,086
100014 yBAIS ......ovvvieiiii e 8.1 4.2 44 65,668 33,858 35818
150 IBYBRIS ... cvvene i ierninenaaeanines 11.0 5.6 57 78,088 40,174 35,280
Raceo and ago
White
Allages (10t 1B) ..........ooiviniinenas, 8.3 4.4 49 233,185 100,763 116,810
O TAYBBIB ... oo et viiiciiieaianns 8.9 4.2 4.8 119,105 56,355 64,751
IS0 1BYBAIS ...ooviiiiearei it eiaiees 8.8 46 50 114,080 53,408 52,059
Aiages (100 18) ........coiviiinninenn.. 6.6 a3 4.0 31,844 15,654 17,657
10t 14 YORIS ..o eeeneieeiriece i ianas 5.8 2.7 36 15,038 7.061 8,340
150 IBYOarS ..ot eiae 7.6 39 45 16,808 8,592 8,317
Family income and age
Less than $10.000
Alages (100 18) .........ooeiiivnninnnan . 11.8 58 6.7 43,548 21,182 20,890
10totdyears...........ovviiiiinnniniinnns 11.4 5.7 68 20,591 10,348 12,471
15018y0ar8..........civiieii i 12.3 58 65 22,057 10,835 8,419
$10,000-§18,999
Alages (100 18) .............ccvvinennn..n. 9.1 4.2 5.0 44,837 20,443 23,170
1014 years .....ooviiiieiiiei i iieeia 8.1 38 45 21,364 9,851 11,978
15t01Byears ... ........oiiiiii e 10.4 4.7 57 23,273 10,491 11,192
$20,000-$34,989
Alages (1010 18) ..........ooieereaannn.. .. 8.4 4.0 4.8 62,974 29,998 34,933
10O 1A YeaIS . ...t 8.6 38 45 36,231 16,308 18,103
15to18years ........ooeivi it e 82 4.2 53 26,743 13,681 15,831
$35,000 or more
Altages (10 18) ........cvivveininnnenn.n 8.0 3.9 4.1 84,720 41,411 42,118
10 14Yy0aM8 .....co ettt 7.5 38 4.2 42,540 21,805 23,891
1S5to18years ... 86 4.0 4.1 42,180 18,603 18,539
Geographic region
Northeast...........c.ccoiiiiiiieiiiiciannnnns, 6.7 3.2 4.1 37,806 18,141 21,801
MIBBASE .....iriiiiii it e e eaaes 9.1 4.1 48 72,818 32,808 37.156
1Y £ TPt 7.8 a7 as 84,267 40,180 39,835
2~ S 11.4 85 6.3 74,358 35,935 38,825
Place of residence
Metropolitanstatisticalarea...................... 87 4.1 4.7 204,409 96,845 104,397
Comtral olty . ..o e, B0 39 44 72,344 35,332 36,709
Notoantral oty .....coooieivieiniiiieiiaaennans. 8.1 4.2 49 132,065 61,613 67,597
Not metropalitan statisticalarea.................. 8.7 4.0 48 65,030 30,136 33,408

&For the purposes of the Nationg! Health Interview Survey (NHIS), a restrictec-activity day is any day on which a person restricts his or her usual activities for
moro than one half day because of anifiness or an Injury. Restricted-activity days are unduplicated counts of bed-disability days, work-joss days, schoo-Hoss
days, and cul-down days.

bA bechcisability day is defined by NHIS as any day on which a person stays in bed for more than haif the daylight hours {or nermal waking hours) because
of an ffiness or an injury.

GA sohooi-loss dayis dafined by NHIS as any day onwhich a child did not attend school for at least half of his or her normal school day bacause of a spacific
iiness or Injury. School-loss days are determined only forchildran Sto 47 years of age. A wovk-oss day Is dafinad by NHIS as any day on which an indjvidual
did not work at his or her job or business for at least haif of Ms or her normal workday because of a spedific lliinass or injury. The number of work-loss days
is determined only for currently employed persons,

SOURCE: L.S. Department of Health and Human Services, Public Health Service, Centers for Disease Control, National Canter for Haalth Statistics,

Q unpublished 1988 data from the Nationa! Health Interview Survey, Hyattsvile. MD. 1980,
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experienced an average of 27 restricted-activity days
per year, while other adolescents experienced 7.7
restricted-activity days per year. Adolescents report-
ing some limitation of activity due to a chronic
condition also experienced significantly more bed-
disability days than other adolescents: 12.2 bed-days
v. 3.7 bed-days (62).

Newacheck found that male adolescents in the
1984 NHIS were more likely to be reported as
having a limitation of activity due to a chronic
condition than females (7.2 percent of males v. 5.2
percent of females). Younger adolescents were more
likely to be reported as having a limitation of activity
due to a chronic condition than older adolescents
(6.6 percent of 10- to 14-year-olds v. 5.7 percent of
15- to 18-year-olds). Newacheck also found that
poor adolescents were 46 percent more likely to be
reported as having limitations of activity due to a
chronic condition than adolescents living in families
with incomes above the poverty line (62).

Not surprisingly, several studies have found that
children with chronic conditions miss more school
days than healthy children (44). One study found
that among children ages 6 to 17, those with chronic
mental or physical conditions (e.g., mental retarda-
tion, cerebral palsy, or asthma) missed 8.7 days of
school, while other children missed 5.8 days of
school (117). Another study revealed that students
with allergies in nursery school through 12th grade
(15 percent of whom were in grades 8 through 12)
experienced significantly more absences than non-
allergic children (data on magnitude of differences
were not presented) (53). Also, one study reported
that asthmatic children ages 4 to 16 (one-third of
whom were age 12 or older) had an absence rate
approximately 24 percent higher than other children
(19).

Psychosocial Consequences

McAnamey suggests that social expeniences for
adolescents with physical disabilities may differ
from those of other adolescents in three ways: 1)
their exclusion from school activities because of
their high levels of school absence, 2} their inability
to keep up with their peers physically and their
exclusion from some activities because they feel
different or ill, and 3) their lack of opportunity for

normal peer interactions, both in and out of school
(52).

Only a few studies have examined the associa-
tions between chronic illness or disability and
psychosocial outcomes for adolescents. Most of
these studies suffer from various methodological
limitations, including small sample sizes and lack of
appropriate control groups (9). In addition, most
studies are cross-sectional rather than longitudinal,
making it difficult to draw conciusions about causal-
ity or about the process of adjustment through the
course of an illness or disability. Despite these
methodological limitations, existing studies do pro-
vide some useful information on young people with
disabilities.

In the aggregate, adolescents with physical disa-
bilities appear to be more like than unlike their
able-bodied peers with respect to their social matura-
tion (52), but the evidence is not consistent. For
example, studies of large cohorts comparing adoles-
cents with and without physical disabilities have
generally found that these groups do not differ
significantly in their levels of self-esteem. Other
studies using samples of adolescents with the same
types of disability have frequently found that dis-
abled adolescents have lower levels of self-esteem
than nondisabled adolescents (52). Still other re-
search, such as a study of survivors of childhood
cancer, have found that adolescents with chronic
illness actually score higher on measures of self-
concept than do normative samples (21).

A recent study found higher levels of emotional
and behavioral problems among adolescents ages 12
to 17 with serious chronic physical conditions than
among adolescents without such problems (28).
Adolescents with seriors chronic physical condi-
tions in this study were particularly likely to be
reported by their parents to be depressed and socially
withdrawn. Although flawed in some ways,?’ this
study is impressive in that it was able to disaggregate
the effects of socioeconomic status from the effects
of having a chronic physical disorder, demonstrating
that both have independent effects.

An interview survey comparing matched samples
of adolescents with diabetes (n = 31, mean age =
14.7 years) or cystic fibrosis (» = 31, mean age =
14.5 years) with healthy adolescents (n = 31, mean

27A possibie flaw not pointed out in the study is thit the assessment of problems relied cntirely on & child behavior checklist filled out by parents;
Q ‘mmmmMWenmnNmeyed
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age = 14.5 years) found no statistically significant
differences among the three groups on how often
they used various strategies to cope with their social
aad emotional problems, their perceived degree of
social support, their feelings of social

their perception of control over their life, or feelmgs
of depression (9). However, results indicated that the
adolescents with chronic illness were more con-
cerned about their parents’ reaction to their health
than healthy adolescents were; believed that their
parents experienced more stress because of their
illness; and were more concerned about their future
health (9). The survey found some differences
between the adolescents with diabetes and those
with cystic fibrosis; adolescents with cystic fibrosis
rated their health worse than did adolescents with
diabetes or healthy adolescents.

In a study examining depressive symptoms over
time in a sample of 17 adolescents ages 13 to 19 with
cancer, the mean level of depressive symptoms for
adolescent cancer patients did not differ from a
general population sample of adolescents (41). Asin
the general population of adolescents, depressive
symptoms for the adolescents with cancer were
associated with psychosocial events, such as arguing
with parents, breaking up with a girlfriend or
boyfriend, or being dissatisfied with one’s appear-
ance. Similarly, another study found that depression
was uncommon among adolescent survivors of
childbood cancer (21). (Other consequences associ-
ated with cancer during adolescence are discussed in
the following section.)

Normal tasks of adolescence may be particularly
difficult for adolescents with serious chronic physi-
cal conditions (52). Many of the concems of
adolescents with disabilities are the same concemns
experienced by all adolescents, but the concems may
be exacerbated by a disability (52). Adolescents with
some disabilities may experience more difficulty in
achieving separation and independence from their
parents than other adolescents, for example, if they
rely heavily on their families for financial and
personal assistance. And, although adolescents with
disabilities have the same concerns about their
sexuality as other adolescents, adolescents with
some disabilities may have limited chances to
develop their sexuality as a result of constraints that

include the lack of knowledge about or denial of
their sexuality by their parents and the adolescents
themselves (52). Lack of socialization with able-
bodied peers, either because of limited contact or
because of negative attitudes among peers towards
developing romantic attachments with someone
with a disability, also limits o for some
adolescents with disabilities to explore their sexual-
ity.

Independence for people with disabilities requires
access to the same opportunities afforded to people
without disabilities and sufficient capacity to take
advantage of those opportunities (87). Thus, inde-
pendence may require access to a full range of
residential alternatives, accessible transportation,
and participation in the political process and may
also require family support and assistance; personal-
care assistance in the activities of daily living; social
support from friends, neighbors, and communities;
and the application of technology, such as comput-
ers. Some adolescents with disabilities need training
to improve their capacities to make life choices, such
as through life planmng, instruction in problem
solving, participation in the development of their
individualized education program,?® and participa-
tion in self-advocacy groups (87). The ability of
disabled adolescents to achieve independence de-
pends on the severity of their condition, the ability
of their family to cope financially and psychologi-
cally with that condition, and their personal motiva-
tion to become independent (52).

Prevention of Chronic Physical llinesses
and Disabilities Among Adolescents

Many of the chronic physical illnesses and
disabilities that U.S. adolescents experience (except
those due to injuries) are not really preventable
during adolescence. Some of the illnesses (e.g.,
cystic fibrosis, heart disease, spina bifida, sickle-cell
disease) are congenital conditions that cannot be
prevented during adolescence. Other chronic ill-
nesses may develop during adolescence, but for
many of them (e.g., cancer, arthritis, diabetes, renal
failure), not enough is known to establish protocols
for prevention for adolescents. Until effective means

2An individualized educational program for each **handicapped'* child is required under the Education for All Handicapped Children Act (Public
Law 94-142), which was passed in 1975 (92). The program must include a statement of the child's present levels of edacational performance; annual
ﬂﬂﬂh‘ including short-term instructional objectives: and other things specified in the regulations implementing Public Law 94-142,

’-f.'
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of primary prevention? are develcped, the emphasis
for many chronic illnesses that adolescents experi-
ence must be on early intervention®® and other forms
of treatment. Clearly, however, efforts can be made
to prevent adolescents’ disabilities from becoming
handicaps (see OTA definition of handicap in box
6-A).

It is important to note that health-compromising
behaviors initiated in adolescence may lead to the
development of chronic illness among aduits. For
example, smoking may lead to the development of
lung cancer, engaging in unprotected sexual activity
may lead to the development of acquired immune
deficiency syndrome (AIDS) and other sexually
transmitted diseases, and eating high fat diets may
lead to an increased risk of heart disease. Attention
to the prevention of these and other health-
compromising behaviors during adolescence may be
warranted.3!

Services and Interventions for
Adolescents With Chronic Physical
lilnesses and Disabilities

Use of Health Services by Adolescents With
Chronic Conditions

Adolescents with chronic conditions have more
contact with the health care system than do other
adolescents. According to 1984 NHIS data, adoles-
cents with a chronic condition (mental disorders
included) have more physician contacts annually
than other adolescents (8.8 physician contacts v. 2.7
physician contacts) (62). They are also more likely
to experience a hospitalization (0.181 hospitaliza-
tions per year v. 0.038 hospitalizations per year).
Furthermore, when adolescents with a chronic
condition are hospitalized, they spend nearly twice
as long in the hospital as adolescents without such
conditions (9.1 v. 4.8 days on average) (62).

A survey of 456 children ages 3 to 18 (no further
age distributicn was provided) with chronic physical
conditions (i.¢., cystic fibrosis, cerebral palsy, myel-
odysplasia, or multiple physical handicaps) found
that these children were far more likely than a
randomly selected comparison group of children
from the same region to be hospitalized during the
year (34 percent were hospitalized v. 6 percent of
controls) and to have more lengthy periods of
hospitalization (11.0 days v. 3.7 days for controls)
(81). A relatively small subset of children in the
study accounted for the majority of health care use;
75 percent of all outpatient use was accounted for by
25 percent of the sample, and all hospital care was
accounted for by 33 percent of the sample.

Similar results were reported from an analysis of
1980 data from the National Medical Care Utiliza-
tion and Expenditure Survey (NMCUES) by
Newacheck and McManus (65). Children and ado-
lescents with activity limitations due to chronic
conditions (inental disorders included) were twice as
likely to be hospitalized, made twice the number of
visits to physicians, and saw nonphysician health
care professionals (e.g., physical therapists, social
workers) five times more frequently than children
and adolescents without activity limitations due to
chronic conditions.

Costs of Treatment for Adolescents With
Chronic Conditions

Little is known about the total costs of medical
services for chronically ill children in the United
States (66). There is no single source of information
on the full range of costs of care for people with
chronic conditions, including adolescents. Total
expenditures include persona. expenses; expenditures
reimbursed by insurance companies; services pro-
vided by private organizations; and costs of various

2The traditional taxonomy of prevention distinguishes among primary, secondary, and tertiary prevention (see, ¢.8., 93a). Primary prevention refers
to activities designed to avoid disease or other conditions that adversely affect bealth. Immunizations are one example of primary prevention, but
acﬁvmeswpmwcthcalthM&mﬁwmﬂmfmofpﬁmmmﬁm.kcmdaryprevemuinclndeaeﬂ‘atstoHenﬂfyulnins
conditions that could cause illness and disability before the appearance of clinical symptoms, o to mininsize the progression of disease. Scroening for
the existence of discase is one form of secondary prevention, Teriary prevention refers to efforts to control irreversible chroaic conditions in ordes to
avoid disability or death. Some have suggested that this typology does not adequately distinguish amaong preventive services (sce 933). Another way
to characterize preventive services is by the target of an intervention (c.g.. the eavironment, the individual) and the intended bencficiary (ususlly
individuals).

%As described above, secondary and ferriary prevention (but especially terriary prevention) can include treatment. In this Repaort. the term early
intervention is also used for treatment services delivered before a problem becomes serious and/or chronic,

3 Prevention of smoking is covered in this volume in cb. 12, **Tobacco, Alcobol, and Drug Abuse: Prevention and Services™”; prevention of AIDS
is discussed inch. 9, **AIDS and Other Sexnally Transmitted Diseases: Prevention and Services'; and nutrition and fitness problemns among adolescents
s~ covered in ch. 7, **Nutrition and Fitness Problems: Prevention and Services.”
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Federal programs, such as Medicaid, that provide
coverage for health care of people with disabilities.

One study that defined disability as having a
reported long-term limitation in usual activities
(e.g., school) estimated that U.S. children and
adolescents with disabilities accounted for a rela-
tively small proportion—$3.9 billion in 1986 dollars
(10.9 percent)—ovt of a total of $35.7 billion in
charges for healih services provided to persons
under the age of 21 (65).32 33 °4 In this study, the four
leading reported causes of disability for individuals
under age 21 were mental and nervous system
disorders (prevalence of 7.3 cases per 1,000),
followed by respiratory diseases (6.0 cases per
1,000), musculoskeletal and connective tissue dis-
eases (4.3 cases per 1,000), and eye and ear discases
and disorders (3.7 cases per 1,000).%

Other evidence suggests that children and adoles-
cents with chronic physical conditions have signif-
icantly higher heaith care costs than other children.
For example, one report estimated that a sample of
chronically ill and disabled children ages 3 to 18
with Cystic fibrosis, cerebral palsy, myelodysplasia,
or multiple physical impairments averaged 10 times
the yearly expenditures for health care of a general
population comparison group of children (81). Half
of this difference was accounted for by the greater
amount of hospitalization experienced by the chil-
dren with chronic physical illness and disability.

The costs of care for children and adolescents with
chronic conditions are not evenly distributed across
this population. In a ranking of children and
adolescents under age 21 who were reported to have
activity limitations due to chronic conditions in the
1980 NMCUES according to their total health
charges, the 10 percent who experienced the greatest
health care expenses accounted for 65 percent of all
charges accumulated by the children and adoles-
cents with activity limitations (65). Those who

experienced the highest total health care costs were
most likely to be between ages 16 and 20.

An estimated 14 percent of adolescents with
chronic conditions do not have health insurance—
about the same percentage as for adolescents with-
out chronic conditions (62,93).36 Because adoles-
cents with chronic conditions often have high health
care expenses, it is critical that they have health
insurance. In addition to needing basic coverage
provided by most health insurance policies, many
adolescents with chronic conditions need more
extensive coverage, such as for mental health
services, prescription drug coverage, and long-term
care benefits,)” Even those who do have adequate
health insurance coverage may incur significant
related expenses that are not covered (e.g., travel to
health care centers) (61). Thus, families shoulder a
significant burden of costs of care for chronically ill
children of all ages (7,37), although the extent of the
family role is often not considered by policymakers
(37). Moreover, excessive burdens to the family may
be a factor in a family’s decision to institutionalize
a chronically ill child rather than attempt to care for
the child at home.

Few studies have assessed the actual economic
impact of caregiver costs on families with a seri-
ously chronically ill or disabled child. Available
stucies use different methods and categories of costs
and focus on children of different ages with different
types of disabilities (sometimes including mental
illness and mental retardation). Consequently, it is
difficult to generalize the results to all children with
chronic physical illness or disability, particularly
adolescents, or to assess the overall economic
burden to these families. Nonetheless, it is clear that
substantial family costs are associated with the care
of chronically ill or disabled children (37).

Analyses of the health care costs borme by
families of chronically ill or disabled children in

Dgta were collected as part of the 1980 NMCUES. Figures were adjusted up to 1986 levels using the medical care component of the Consumer Price

Index (65).

3 The population considered in this study is a subset of the population with chronic conditions, whichalso includes people whohave chronic conditions

but who do not suffer activity limitations.

MIn 1980, individuals under 21 constituted 34 perceat of the U.S. resident population (93b).

35These four categories accounted for just over half of reported disabilities in the survey. Note that individuals with disability as a result of meatal
and pervous system disorders, which inclede mental retardation and neurotic and personality disorders, are included in these analyses. It is not possible,
bowever, to determine from the data presented (65) what the impact of thesc disorders is relative to other causes of disability.

35These analyses included adolescents with chronic mental, as well as physical, disorders.
¥See ch. 16, '"Financial Access 1o Health Services, ™ in Vol. I for further information on adolescents® health insurance status and health insurance

o heocfis.
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general (or by society) have been scarce (65).
Newacheck and McManus’ apalysis, based on data
from the 1980 NMCUES, suggested that only a
small fraction of families incur *‘catastrcphic”’
costs, but that analysis was limited by NMCUES’
small sample size (65). Of the 6,245 persons younger
than age 21 in the sample, only 249 were reported to
be limited in their activities. According to
Newacheck and McManus, the small sample implies
that few children with low prevalence, very serious
and costly, chronic conditions will be represented in
the sample. In addition, the NMCUES sample
excludes the institutional population, and thus ex-
Cludes a large segment of the most severely ill
children and adolescents. Also, the NMCUES data
were collected in 1980 and 1981, when children
were often hospitalized rather than cared for at home
and when health care costs were lower. Finally,
NMCUES interviewers were instructed to indicate
to survey respondents that limitation of activity
refers to a limitction caused by long-term illness or
disability only when a respondent asked for clarifica-
tion; in some cases, therefore, a limitation reported
in the NMCUES may have been caused by an acute,
rather than a chronic, condition. Although
Newacheck and McManus suggest that the number
of such cases should be small (and that other features
of the NMCUES questions could compensate for the
ambiguity about chronicity), the small overall num-
ber with reported limitations in activity still invites
cause for concern. Thus, a particular finding from
Newacheck and McManus’ analysis should be
viewed very cautiously—namely, the finding that
families of all children with limitations in activity
averaged $135 in 1980 dollars per child in out-of-
pocket expenses for health care and that families of
the 10 percent of children consuming the greatest
amount of care averaged $300, while families with
children without activity limitations averaged $76.

A study by Butler et al. examining sources of
payment for physician visits by disabled children®
(about a third of the 1,726 children in the study were
ages 11 to 13) found that in families without health
insurance, parents paid all of the costs of the visit
70.6 percent of the time (8). In families with private
health insurance, parents paid all costs 30.7 percent

of the time and partial costs 44.3 percent of the time;
in families with public health insurance, parents paid
all costs 4.6 percent and partial costs 2.8 percent of
the time. Whether children with disabilities had seen
a physician in the past year was significantly
associated with whether the children were covered
by insurance, even after controlling for survey site,
race and ethnicity, socioeconomic status, age, and
type of disability. Disabled children with health
insurance were 1.8 times more likely to have seen a
physician than those without insurance.

Jacobs and McDermott’s review of three studies
of family caregiver costs for chronically ill and
disabled children concluded that: 1) estimated incre-
mental money costs (i.e., apart from the costs of
therapy) to families of children (ages unspecified)
with cancer ranged from $1,121 to $4,012, and 2)
estimated annual time costs {e.g., family members
giving up time from work and other activities)
ranged from $1,514 to $4,697, for a total range of
estimated incremental money costs from $3,000 to
$9,000 annually (37). Two studies that met minimal
methodological criteria and covered other serious
chronic diseases were also subject to review. One of
the studies, on cystic fibrosis, found an annual
incremental money cost o $334, but the reviewers
were unable to estimate the incremental time or
moaey costs to families of a child with spina bifida
(37).

In conclusion, current estimates of the financial
costs to families of chronic illness and disability
among adolescents are highly variable, and more
research on this topic is warranted.

Interventions To Treat Psychosocial Problems
of Adolescents With Chronic Conditions

In a 1990 review of the association of chronic
physical health problems and behavioral or emo-
tional problems, Gortmaker and colleagues con-
cluded that. despite general acceptance of the idea
“‘that children with chronic conditions are at higher

~ risk for developing behavioral problems,"* the litera-

ture contains few accounts of systemnatic, well-
documented attempts to prevent or ameliorate these
functional problems’* (28).

”mssmdychssiﬂedchﬂdtmasdinbledonlhcbaﬁsofmﬂmmthspechleﬁmﬁmchsses.'11:

disabliag condition of about a third

of the chitdren in the sample was a neuromuscular, orthopedic, or sensory impairment, or a chronic discase, The remainder of the disabled ssample included
children with problems such as Jearning disabilities, at*entional deficits, mental retardation, speech impairments, or emotional or behavionl dysfunctions

@
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independence for adolescants withdisabilities may require

acoess to the same In tife afforded to
people without disabiliities.

The Gortmaker review found only five accounts
of systematic, well-documented attempts to preveut
or ameliorate chronically ill children’s psychosocial
problems (28). All but one of the studies found
beneficial effects, but only two of the programs
included or focused on adolescents (28). Two
studies with small samples documented the effec-
tiveness of educational programs geared to increase
health knowledge and self-care and to improve the
functioning of children with asthma (18,46). A
randomized controlled trial of a university hospital-
based home care program for children with a broad
range of long-term health needs demonstrated bene-
ficial effects on the pyschologic functioning of the
children (82). Pless and Satterwhite found that a lay
family counselor intervention also improved psy-
chosocial functioning of children with chronic
physical health problems (73). On the other hand, a
randomized controlled trial of a social work inter-
vention conducted by Nolan et al. at Montreal
Children’s Hospital indicated no effects from a
6-month intervention intended to improve psycho-
social functioning for children with chronic physical
conditions (68).

The two programs that included or focused on
adolescents were the lay family counselor interven-
tion (73) and the social work intervention in
Montreal (68). Both of the programs focused on
providing assistance to families as a whole (primar-
ily parents), although it was the aim of the programs
to improve the psychosocial status of the adoles-
cents. Differences between these two programs may
be helpful in evaluating why one failed and the other

short-term (6-month) intervention in which social
workers had minimal (an average of three times)
personal contact with some member of the family
(68). Half the families did not find the intervention
helpful. Although the program reported by Pless and
Satterwhite used lay volunteers rather than profes-
gionals, these lay volunteers were able to spend
much more time with the families (an average of 4.6
hours per month with each of eight families) over the
course of a year (73). Pless and Satterwhite found
that children’s psychological improvement increased
with the amount of time spent by the lay counselor
(73). In addition, the lay volunteers were chosen on
the basis of their personal characteristics and proven
success in childrearing, which Pless and Satterwhite
asserted might not be possible to do with profes-
sional staff (73).

One of the main issues for adolescents with
serious chronic physical illnesses or disabilities is
the development of greater independence (49), and
a number of programs have developed to enhance
the capacities of adolescents with serious chrcaic
physical illnesses or disabilities to be independent.
Some programs employ interdisciplinary teams to
assess and provide services to adolescents with
chronic illness or disability. One such program is the
Comprehensive Adolescent Medicine program at
the Montefiore Medical Center in New York City.
The program, originally funded by the Robert Wood
Johnson Foundation in 1979, provides chronically
ill young people ages 10 to 20 with comprehensive,
interdisciplinary care designed to help them develop
into independent aduits. The program serves be-
tween 450 and 500 young people each year (77).

Another program, the Youth in Transition Project
at the University of Washington in Seattle, is a
demonstration project funded by DHHS’ Bureau of
Maiemnal and Child Health. This is de-
signed to facilitate transitions from high school and
home to employment and independent living for
individuals ages 17 to 21 with developmental
disabilities, cognitive impairments, or chronic phys-
ical illness (10). Each participant in the project
receives an extensive evaluation from an interdisci-
plinary team including a physician, nutritionist,
psychologist, and a social worker. A transition plan
is then developed that might include, depending on
the needs of the adolescent, vocational planning, life
skills training, sexuality education, and nutrition
education and a diet plan. Followup is then provided
to determine ho'v clients are progressing in their

o didnot. The program reported by Nolan et al. was a
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transition and whether assistance is needed in
implementing the transition plan. Preliminary evalu-
ations of the demonstration project based on the first
27 clients indicate that families found the assess-
ment process useful.

Other types of programs focus on experiential
learning for adolescents with chronic illness or
disability to increase their sense of personal efficacy.
Adventure, Inc. is a program that provided an
Outward Bound experience, consisting of a 9-day
wilderness and a S-day urban experience, for chroni-
cally ill, physically disabled, and able-bodied ado-
lescents {42). After participating in the program,
both able-bodied adolescents and adolescents with
disabilities or chronic illnesses, showed improved
body image, declines in family conflict, and in-
creases in individual recreational activities relative
to family recreational involvement. Although the
study is limited by a small sample size (n =37, 23 of
whom were chronically ill or disabled), the study
does indicate the potential of an Outward Boung
type of program for developing independence for
adolescents with chronic illness or disability.

Another program, the Adolescent Employment
Readiness Center at Children’s Hospital National
Medical Center in Washington, DC, has provided
vocational services, including vocational aptitude
and aptitude testing and job placement, to over 100
young people ages 12 to 19 with chronic health
problems such as juvenile rheumatoid arthritis, spina
bifida, muscular dystrophy, kidney failure, diabetes,
epilepsy, and cystic fibrosis (12). The program,
which was funded by a grant from the DHHS Burean
of Matemal and Child Health, is designed to
improve prevocational readiness and enhance inde-
pendence. Through the program, adolescents are
placed in volunteer or paid jobs ranging from clerical
jobs to lifeguarding. An evaluation of this program
is under way, but no outcome data are available yet
(118).

Stale and Local Services for Adolescents With
Chronic Conditions

. .ssistance may be available for adolescents with
physical or mental disabilities from a variety of State
agencies depending on the State (36). These agen-
cies include State departrnents of education, which

provide special education services; offices of State
coondinators of vocational education for handi-
capped students, which coordinate vocational edu-
cation services; and State mental health depart-
ments. Other sources include State mental retarda-
tion agencies, programs that have received funding
from the DHHS Bureau of Maternal and Child
Health for direct medical and related services to
children with special health care needs, and State
developmental disabilities agencies. State prowc-
tion and advocacy systems provide services to
persons with d*velopmental disabilities, and State
vocational rehabilitation agencies provide services
needed to prepare persons with disabilities for work.
Finally, a number of universities have university-
affiliated programs, which provide services and
programs for children and adolescents with disabili-
ties and their families. There is considerable varia-
bility across States in how these various services are
provided, and in where the various functions are
housed organizationally.

According to Blum, there are major problems in
the care of adolescents with chronic illness and
disabilities (5). These include the lack of coordi-
nated care among subspecialist services; provider
ignorance of the various health, education, and
social services in the community; a lack of attention
on the part of health care providers and policymakers
to providing for adolescents’ transition to the aduit
health care system; and failure to address the sexual
and reproductive needs of adolescents with chronic
illnesses and disabilities.

Some observers have noted that services to
children with chronic illness are frequently disease
specific (72). That is, often specialized services
emerge to address the needs of persons with only
certain types of disorders. Voluntary and advocacy
organizations, which represent only one or a few
disorders, rarely coordinate their advocacy efforts.?®
The result is that policies are made or programs are
developed that address specific concerns of advo-
cates for specific problems, rather than the generic
needs of people with varying types of disabilities. In
addition, the needs of children with illnesses without
effective advocates may not be addressed in the
policy domain.

¥There arc notable exceptions to this lack of coordination, for example, the Technology-Reiated Assistance for Individuals With Disabilitics Act of
1988 (Public Law 100-407), which was sctively backed by a broad coalition of organizations and individuals in the disability community. However,
the coardinated effort was to encourage the passage of legislation, pot to actually provide services.
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Examples of Chronic Physical llinesses
Among Adolescents

OTA has used the available information on the
prevalence and importance of chronic physical
health problems to identify for further discussion in
this chapter one serious problem—cancer-—and two
problems with less dire consequences—acne and
dysmenorrhea. Each of these illnesses illustrates
certain important issues about services to treat
physical illness in adolescents.

Carcer was choser because it is the most frequent
cause of natural death (i.c., death caunsed by illness,
disease, or chronic conditions as opposed to death
caused by external causes such as accidental inju-
ries, suicide, or homicide) among U.S. adolescents.
Adolescents with serious chronic illness such as
cancer and their families merit public attention for
these major reasons:

e significant public funds are consumed by these
children, particularly for health care;

¢ the needs of children with chronic illness are
not likely to be met by the existing health care
system; and,

¢ thanks to the advances in technology ang health
care over the past several decades, significantly
greater numbers of children with chronic illness
are now surviving into adolescence and adult-
hood (72).

Cancer is a low prevalence disease that has very
serious short- and long-term consequences for ado-
lescent victims and their families.

Acne is a leading cause of adolescents’ visits to
office-based physicians, and it is identified by
adolescents as an important concern. Usually
thought of by adults as a minor problem, common
acne (acne vulgaris) is experienced by the vast
majority of U.S. adolescents.

Dysmenorrhea (painful menstruation) is a prob-
lem for many young women, and it contributes
significantly to school-loss days among adolescent
females (39,44,120). Although identified by adoles-
cents as an important concem, dysmenosrhea may
not be adequately addressed by health care provid-
ers.

Cancer Among Adolescents

Cancer is the leading cause of natural death
among U.S. adolescents. For U.S. adolescents ages
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10 to 14, malignant neoplasms (cancer) are the
second leading cause of death, following accidental
injuries; for U.S. adolescents ages 15 to 19, malig-
nant neoplasms are the fourth leading cause of death,
following accidental injuries, suicide, and homicide
(103).

While the number of adolescents dying from
cancer is small, and cancer treatment represents only
a small portion of health care services delivered to
adolescents, a number of issues specific to cancer are
important to address. Adolescents with cancer, and
their families, suffer devastating personal effects as
a result of treatment, and the costs to families of
cancer treatment are high. Cancer and cancer treat-
ment put adolescents at risk for a number of
short-and long-term physical problems, and death.

Trends in the Incidence and Pravalence of
Cancer Among Adolescents

U.S. adolescents generally have lower cancer
rates than Americans in other age groups. However,
adolescents ages 10 to 19 experience the highest rate
of bone cancer except for those ages 60 and above.
And, they experience more acute lymphoblastic
leukemia, the most common form of leukemia
experienced by adolescents, than all Americans
except those ages 9 or younger, or 30 and above
(110). In general, the incidence of cancer among
U.S. adolescents has remained relatively stable since
the early 1970s (see figure 6-2), with the exception
of acute lymphoblastic leukemia, which has in-
creased in incidence (110).

Substantial advances in treatment of childhood
cancers have led to declining death rates in recent
years (see figure 6-3). Between 1960 and 1984,
S-year survival rates among children of all ages
increased from 20 to 48 percent for bone cancer,
from 52 to 91 percent for Hodgkin's discase, from
33 to 82 percent for Wilm's tumor, from 35 to 55
percent for brain and nervous system cancers, and
from 18 to 60 percent for non-Hodgkin’s lymphoma
(110).

Dramatic increases in survival have also been
realized for leukemia among young people. While as
recently as 40 years ago nearly all children diag-
nosed with leukemia died of the disease (83), about
half of the white males and fernales ages 0 to 14
diagnosed with leukemia in 1979 survived 5 to 6

-
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Figure 6-2—Incidence of Cancer Among
U.S. Adolescents Ages 10 to 19, 1973-87

Annual incidence rate {new cases per 100.000 population)
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years (110).40 Nevertheless, leukemias, followed by
brain and central nervous system cancers, are the
most common cause of cancer deaths among U.S.
adolescents.

Consequences of Cancer Among Adolescents

Increases in survival among cancer patients mean
that more individuals contracting cancer during
early childhood will survive into adolescence and
that persons with cancer during their adolescence
have a high probability of surviving into adulthood.
There are a number of significant short- and
long-term consequences of cancer for adolescents.

Short-Term Consequences for Adolescents—Short-
term consequences of cancer include the side effects
of treatments, interruptions in major academic and
socializing activities, and the psychological distress
that may arise from these more overt consequences.

The side effects of cancer treatments such as
radiation and chemotherapy can be devastating for
adolescents. In a study involving interviews with 40
survivors of childhood and adolescent Hodgkin’s
disease (70 percent of whom were ages 12 to 19 at
the time of diagnosis), half of the respondents
reported that the ‘‘worst’’ thing about having
Hodgkin's disease was experiencing the side effects
of treatment (115). A study by Wasserman et al. of
survivors of childhood/adolescent Hodgkin’s dis-
ease found that females, in particular, were likely to
identify side effects of treatment (especially loss of
o hair) as the most traumatic part of their illness (115).

Figure 6-3—Cancer Mortality for U.S. Adolescents
Ages 10 to 19, 1973-87

5 Mortality rates (deaths per 100,000 population)
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Immediate side effects of treatment include nausea
and vomiting and pain associated with the adminis-
tration of the chemotherapy agents. Ulceration of the
mouth or gastrointestinal tract are also common side
effects, appearing several days after a dose of
chemotherapy (57). Radiation and chemotherapy
frequently lead to loss of hair (alopecia), necessitat-
ing the use of a wig or appearing bald in public (33).
These side effects of treatment can be particularly
difficult for adolescents because of their heightened
concemn about their appearance and relationship to
their peers.

Individuals receiving treatment for cancer also are
particularly susceptible to secondary infections (83).
Even after they receive treatment, some individuals
experience anxiety about their condition. In a 1988
study, a quarter of the 41 survivors of childhood
cancer interviewed were extremely preoccupied
with their physical condition (21).

Young people with cancer may find it difficult to
keep up with school. The need for frequent treat-
ments, often at a distance from home, may result in
high levels of school absence. Many school systems
provide good in-home tutoring services, but the
quality of services is not consistent across schools
(69). Individuals interviewed in Wasserman et al.’s
retrospective study of the effects of childhood and
adolescent cancer missed an average of 6 months of
school while they were undergoing treatment (115).
Some may drop out of school after extended
absences (115). Even when young people retumn to

40Dyats presented are for white children only; data for black childrenfard wisgliablo because of small samplo sizzs.
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school, they may find that they are ostracized by
their peers. Forty percent of those interviewed in the
study by Wasserman et al. remembered being teased
about their appearance or being treated as outcasts
(115).

Long-Term Consequences for Adolescents—Long-
term side effects of cancer can also be quite serious
and include secondary cancers, sterility, and growth
retardation (13,57,83,115). Chemotherapy and radi-
ation can also result in gonadal damage, resulting in
smaller testes for males (76). The long-term effects
of gonadal damage resulting from chemotherapy and
irradiation may not become evident until aduithood
(e.g., sexual dysfunction, increased risk of heart
disease) (76). Females treated for leukemia with
chemotherapy and radiation have been found to
experience significantly earlier breast development,
to have a lower mean age of menarche than average,
and to go through puberty in a shorter period of time
than average. This early puberty and limited poten-
tial for growth can have a pumber of psychological
effects on adolescents. Secondary cancers are also
possible sequelae of cancer treatment (57).

Adolescent cancer can also have long-term social
or emotional effects. For example, evidence indi-
cates that survivors of childhood cancer often
confront employment discrimination and discrimi-
nation in obtaining life and health insurance policies
(111). For people who do not belong to group health
insurance policies (e.g., through an employer),
health insurance may be very expensive or even
unobtainable (115). Discrimination may occur in
other areas as well; Wasserman et al. found that 5 of
their 23 male subjects reported being denied entry
into the armed forces because of their cancer history
(115).

Available evidence suggests that most adolescent
survivors of childhood cancer do not experience
higher levels of depression or lower levels of
self-esteem than other adolescents (29). Survivors
with severe long-term medical effects (e.g., physical
disfigurement, loss of a limb, gonadal failure, or
second malignant neoplasm) tend to experience
greater levels of depression and to have a lower
self-concept than survivors with no long-term cos-
metic or organ dysfunction (29).

Many survivors of childhood cancer ectually
identify positive effects of their experience with
cancer. One study reported that 61 percent of the
adolescent survivors of childhood cancer inter-
viewed identified positive effects, such as increasing
their self-confidence, enabling them to be more
empathetic, increasing their appreciation of life, and
making them more mature (21). Likewise, Wasser-
man et al. found that 95 percent of adult survivors of
child or adolescent Hodgkin’s disease identified
positive consequences (115).

Prevention of Cancer Among Adolescents

Most cancers that occur during adolescence could
not have been prevented given the current state of
knowledge. Except for the relationship between
prenatal radiation of a pregnant mother and child-
hood leukemia (6,79), little is known regarding the
cause of Jeukemia. The risk of secondary leukemia
increases with certain types of cancer chemotherapy
(110).

Discussions about preventing cancer in adoles-
cents generally focus on the prevention of future
cancers that are linked to engaging in health-
compromising behaviors (e.g., 51). These behaviors,
which may be initiated or established during adoles-
cence, include smoking, drinking alcohol, using
certain contraceptives, eating habits, and tanning.4!
Results of the 1987 National Adolescent Student
Health Survey of more than 11,000 8th and 10th
graders found that these adolescents had a number of
eating practices that may increase their risk of cancer
later in life. These include high consumption of fatty
foods (59 percent reported eating fried foods one to
three times weekly and 39 percent did so more than
three times weekly), and a lack of knowledge about
some risk factors for cancer (e.g., few were aware of
the role of dietary fiber in the prevention of colon
cancer) (74).

Other behaviors common among U.S, adoles-
cents, such as tanning, may increase the risk of
developing cancer later in life. A survey including
126 adolescents. conducted by the American Acad-
emy of Dermatology, found for example, that 67
percent of adolescent females and 33 percent of
adolescent males reported intentionally working on
a tan and that they did not take precautions from the

4! Adolescents’ smoking and alcobol use is discussed in ch. 12, **Alcobot, Tobacoo, and Drug Abuse: Prevention and Services,” iheir notrition and
cathg tabits are discussed in ch. 7, **Nutrition and Fitoess Problems: Prevention and Services,'” and their contraceptive usc is discussed in ch. 10,

ngnancy Prevention and Services,’* all in this volume.
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sun (23). Although similar percentages of adults
reported working on a tan, fewer (23 percent) took
no precautions to protect themselves from the sun.
Seventy-five percent of adolescents (compared to 66
percent of adults) believed tans make people look
healthy. Overexposure to the sun, however, can have
dangerous outcomes. In a study of melanoma in
women, those who reported having five or more
blistering sunburns between the ages of 15 and 20
were more than twice as likely to have developed
malignant melanoma by ages 38 to 65 (the age group
surveyed) as were those who had experienced no
such burns (116). This exposure during the adoles-
cent years was found to be a much more important
determinant of melanoma incidence than exposure
after the age of 30. Preventive efforts should focus
on the behaviors of children and adolescents to
reduce their intensive sun exposure.

There is evidence that many U.S. adolescents do
not have accurate knowledge about the etiology,
warning signs, prevention, and treatment of cancer.
A survey of 870 inner-city junior and senior high
school students (mean age = 14) found a significant
lack of understanding about cancer (75). Although
most (approximately 90 percent) recognized the
association between cigarette smoking and cancer,
fewer than half recognized the role of nutrition. Of
the seven waming signs of cancer recognized by the
American Cancer Society (ACS), only the sign of a
lump or bump in the breast or elsewhere was
identified as a waming sign of cancer by more than
half the students.

The study found differences between white and
black adolescents in their understanding of cancer.
Only 9 percent of the black students and 3 percent of
the white students knew that blacks are more likely
than whites to get cancer and to die from cancer. In
addition, fewer black than white students believed
that they could get cancer. Perhaps most critically,
the black adolescents were signiticantly less likely
than whites to see the value of early treatment for
cancer or to believe that cancer can be cured. Thus,
there appears to be a need, particularly for some
adolescents who may be at highest risk for develop-
ing cancer in the future, to increase knowledge about
risk factors, warning signs, and the importance of
early detection and treatment.

In 1985, the ACS appointed a National Public
Education Subcommittee on Youth Education that
developed a ‘‘Plan for ACS Youth Education
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Program’’ (15). ACS initiated a campaign to in-
crease awareness of childhood and adolescent can-
cer (83) that includes a book by humorist Erma
Bombeck (40) and a *‘Peanuts’’ television special
(16). ACS also sponsors a variety of public educa-
tion programs, including programs targeted at ele-
mentary, intermediary, and secondary school stu-
dents. The programs include educational strategies
designed to promote good health habits among
young people, help them make health-enhancing
lifestyle decisions, and help them understand the
relationships between health behaviors and cancer
risk reduction (2).

Services and Interventions for the
Treatment of Adolescent Cancer

Cancers in adolescents are most frequently dis-
covered by primary care physicians (33). Most
childhood cancers are detected at early stages, as
parents are likely to seek medical care soon after
observing a health problem (110). Current methods
of treating cancer generally have to be offered in
tertiary care facilities that provide sophisticated
multidisciplinary care to cancer patients (55). Al-
though much treatment must take place in these
cancer centers, however, the primary care physician
in the community can still play an important role. He
or she can act as a link between the family and the
cancer center, administer certain drug treatments
(particularly during the maintenance phase), and
monitor the adolescent with cancer during followup.

Because cancer centers are often some distance
away from the adolescent’s home, families fre-
quently incur extensive nonmedical costs when the
adolescent is at the treatment center, such as travel
and lodging costs and lost wages because of time
away from work. It is believed that the use of
community-based care, in coordination with treat-
ment at a tertiary center, has the potential to greatly
reduce these economic costs to the family (55).

Despite the difficulties inherent in undergoing
treatment for cancer, some evidence indicates that
adolescents are generally cooperative partners in
treatment, although little research exists in this area.
One study covering adolescents’ compliance with
treatment, however, found older adolescents to be
less compliant than younger adolescents, suggesting
that the transfer of greater responsibility for treat-
ment from parent to adolescent may be associated
with greater noncompliance in adolescents strug-
gling to gain autonomy (85). Similarly, in a siudy
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with 27 adolescents in remission from cancer (ages
12 to 18), adolescents were rated by nurses as being
moderately cooperative with treatment, though older
adolescents were rated as being less cooperative
than younger adolescents (38). Compliance with
orally administered chemotherapy agents may be
increased if adolescents and parents agree on who is
responsible for administering the medications, al-
though older adolescents may still tend to be less
compliant than younger adol-scents even when they
agree with their parents on medication instructions
(85).

There is evidence that while younger children
with cancer may be more comfortable with 20t fully
understanding the seriousness of their disease,
adolescents appreciate being kept informed through-
out their diagnosis and treatment and have a good
understanding of their treatment (115). Efforts to
improve the quality of life of adolescents with
cancer by reducing the negative effects (e.g., loss of
hair, nausea, risk of secondary cancers) of treatments
are greatly necded. Strategies include developing
mechanisms for best identifying leukemia patients at
highest risk of relapse so patients at most risk may
be targeted for more extensive treatments and
patients at least risk will not have to endure longer
courses of therapy (13).

Interventions for the Treatment of Adolescent
Cancer—Substantial support for basic and clinical
cancer research and patient activities comes from
private sources such as ACS. ACS has an affiliation
agreement with the Candlelighters Childhood Can-
cer Foundation that links over 250 parent self-help
groups for families of children and adolescents with
cancer (56). These groups can provide families a
diverse range of support including funds for wigs or
prostheses, educational information, peer counsel-
ing, and a forum for discussion of common ccncerns.

Supportive services provided by ACS include the
provision of home-care items, transportation serv-
ices, and patient and family education. Of the
1986-87 ACS budget of $306.23 million, 28 percent
went to research, 19 percent to public education, 13
percent to patient services, and 10 percent to
_ ofessional education (2).

Barriers to Treatment for Adolescents With
Cancer—A significant barrier to care for adolescents

with cancer is the cumrent state of available treat-
ment. Although significant advances have been
made in the developmen: of treatments that increase
survivability, the treatments themselves may reduce
the quality of life to the extent that adolescents and

their parents may question their value.

Adolescent medicine specialists, and health care
providers who feel competent to work with adoles-
cents, are relatively few in number.*? Adolescents,
however, have a number of special concerns related
to their treatment for cancer that need to be
addressed. For example, they must adjust to the
impact of the illness and treatment on their relation-
ships with their peers, their sexuality, and their
developing independence. In addition, adolescents’
understanding of the disease and its implications
will be more sophisticated than those of young
children because they are more advanced develop-
mentally and more capable of abstract reasoning.

Casts of Cancer Treatment for Adolescents—
cven for adolescents with health care coverage, the
costs of cancer treatment can be staggering. For
adolescents in geographically isolated areas, which
are likely tc be farther from pediatric cancer centers,
these problems can be even more burdensome
(3,69). Some families may even lose their homes. A
witness at a hearing of ACS reported that his
13-year-old daughter was hospitalized 63 times in
one year becaunse of an abdominal tumor; the family
was eventually evicted for falling behind in their rent
because of medical bills (3).

Pendergrass et al. followed for 2 years the total
hospital costs for 24 children (no ages specified)
diagnosed with leukemia at a Seattle hospital in
1979 (69). They estimated that the first-year *herapy
costs for children with acute lymphoblasti. leuke-
mia averaged $12,334, with a range from $2,000 to
$40,825. For the 10 children who completed 2 years
of therapy, costs averaged $21,114 for 2 years, with
arange from $2,958 to $52,343. Many of these costs
were probably covered by insurance. However,
these estimates included only treatment costs within
the site where participants were identified; they did
not include other physician fees or out-of-pocket
expenses for the families. Thus, they are conserva-
tive estimates of the actual costs of care for these
children.

—

42For further discussion, sec ch. 15, **Major Issues Pertaining to the Delivery of Primary and Comprehensive Health Services to Adolescents,™ in

[} 5o
.



Chapter 6—Chronic Physical llinesses: Prevention and Services » 1-178

Data for the study by Pendergrass et al. were
collected in 1979 when bone marrow transplants for
leukemia were extremely rare. Bone marrow trans-
plants have been a major factor in improving
leukemia survival rates. However, for a child with
leukemia who requires a bone marrow transplant and
does not have access to a compatible donor, the
limited information available suggests that costs can
go well beyond what insurance will cover. In
interviews with four transplant centers for a 1990
staff paper, OTA found that the costs of locating an
unrelated donor ranged from $13,810 to $20,475
(113). Information is scarce on the costs of the
procedure itself, one transplant center puts the range
at $150,000 to $250,000 (67).

In 1989, researchers examined the so-called
**incremental’’ costs to families of caring for chil-
dren with cancer (no ages were specified) (37). Cost
categories in the study included direct home costs,
travel costs, durable equipment and other capital
costs, and time costs (i.e., family members giving up
time from work and other activities) but did not
include costs of therapy. In analyzing the three
studies that provided data on such *‘incremental”’
costs, the researchers found that estimated annual
money costs ranged from $1,121 to $4,012 across
the studies; estimated annual time costs ranged from
$1,514 to $4,697. Overall, total incremental costs
(including time costs) represented about 28 percent
of family incomes.

Major Federal Policies and Programs
Pertaining to Cancer Among Adolescents

The National Cancer Institute (NCI) within DHHS
provides the major Federal support for research on
cancer. Currently funded basic research includes
study of the basic biology of normal and malignant
hematopoietic cells to learn more about the origin
and progression of leukemia, studies of drug metab-
olism in Jeukemia patients to learn morc about
disease and treatment-related changes in these
patients, and studies to predict which patients might
benefit mest from additional therapy (111). NCI is
also currcnily tiiding a followup study of childhood
leukemia survivors through early adulthood to learn
more about the effects (especially endocrinologic
effects) of the disease and its treatment. Qther
epidemiologic studies are examining the environ-
mental and genpetic risk factors for developing
leukemia (both acute lymphocytic leukemia and
nonlymphocytic leukemia). Other studies focus on
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different childhood cancers. One study is assessing
the risk of developing leukemia and other cancers
after intensive chemotherapy and radiation therapy
for Hodgkin's disease. Another is examining expo-
sure to N-pitroso compounds as a risk factor for
developing brain tumors during childhood and
adolescence. Other studies are examining the effects
of various treatment therapies on different cancers
(111),

NCI also provides support for programs and
research studies that focus on the physical and

psychological health of cancer patients (111). These
include teen support groups to aid adolescent
patients, pain management and stress-reduction
programs for young cancer patients, and programs
that focus on reducing the psychological side effects
of cancer treatments, including a study identifying
and monitoring the effects of cancer and treatment
on the neuropsychologic development of children
with leukemia. Another focus of support for NCI is
on interventions that minimize the social and
academic difficulties of long-term childhood cancer
survivors. One currently funded study is focusing on
increasing school attendance of children with newly
diagnosed cancer. It is anticipated that the provision
of ongoing scholastic and peer involvement will
help to counteract the anxiety and depression
experienced by severely ill patients. Another main
focus of NCI funding is on prevention. This includes
support for antismoking efforts and nutrition studies.

Acne Among Adolescents

Acne vulgaris, or common acne, is a disorder of
the sebaceous (or oil) glands, sebaceous ducts, and
hair follicles that results in skin eruptions. The vast
majority of American adolescents experience acne.
An estimated 90 percent of adolescent males and 80
percent of adolescent females are affected with acne
to some degree (33). Some adolescents experience
only a few occasional pimples; others are plagued by
persistent pustular acne that lasts for years, leaving
disfiguring scars. Each case of acne follows its own
individual course. Because acne is so prevalent
among adolescents and is not life-threatening, many
health care providers, policymakers, and others may
minimize its importance to young people.

According to data collected during the 1985
NAMCS sponsored by the National Center for
Health Statistics, the majority of U.S. adolescents
who visited a dermatologist (60.1 percent) in 1985
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did so because of acne (101). The percentage of older
adolescents who went to a dermatologist because of
acne was higher than the percentage of adolescents
ages 10 to 12 who visited a dermatologist because of
acne.*® About two-thirds (66.4 percent) of visits to
dermatologists by adolescents ages 16 to 18 were for
acne (101). Only 1.2 percent of visits by 16- to
18-year-olds to general practice or family physicians
were for acne, however for older adolescent males,
acne was the most frequent reason for visiting a
physician. Limitations in available data make com-
parisons by race impossible for specific conditions.

Myths about acne abound. These include beliefs
that acne is caused by the consumption of certain
foods (such as chocolate), by sexual activity or
thoughts, or by poor hygiene. Actually, several
factors are involved in the development of acne.
Rising levels of certain hormones during adoles-
cence increase the activity of oil glands. Heredity
also plays a role; adolescents are more likely to
develop acne if they inherit oily skin that is sensitive
to the effects of hormones. Plugged oil glands are
also a factor; oil glands can become plugged when
cells lining the oil glands or pores shed and stick
together. Finally, skin bacteria are a factor; plugged
pores can become infected when bacteria are pre-
sent, leading to the development of pustules or cysts
(1,33).

An estimated $120 million is spent each year on
acne treatment, including $100 million on over-the-
counter acne medications (114). What portion of this
is spent by or on the behalf of adolescents is
unknown, but it is likely to be considerable given the
high prevalence of acne among adolescents.

There is no cure for acne. The goal of treatment is
generally to control the condition and prevent or
limit scarring (33). A variety of treatments are
available (30,33,84). A topical 5- to 10-percent
benzoyl peroxide solution is a commonly used
drying and peeling agent. It is available over-the-
counter as a lotion, or by prescription as a gel.
Another topical product used for more severe acne
is tretinoin, which is available only by prescription.
Antibiotics are also frequently part of the treatment
regimen for severe acne. Oral antibiotics (e.g.,
tetracycline or erythromycin) or topical antibiotics
(e.g., erythromycin or clindamycin) may be used.

Isotretinoin (13-cis-retinoic acid) is a relatively new
treatment for severe cystic acne.

Each of these treatments has negative side effects
(33,84). Benzoyl peroxide and tretinoin produce
drying and peeling. About 2 to 3 percent of people
may be allergic to benzoyl peroxide. Tretinoin can
also be very imitating to the skin, sometimes
resulting in exacerbation of acne during the initial
stages of treatment. Sun exposure increases skin
irritation for adolescents using tretinoin, necessitat-
ing either avoidance to sun exposure or use of a
sunscreen. Oral antibiotics can irritate the stomach
and, in young women, increase the chances of
developing vaginal yeast infections. Topical antibi-
otics may cause a yellowish discoloration of the
skin. Isotretinoin, which should be used for only the
most severe cases of acne, can produce birth defects
if used during pregnancy and should not be used for
anyone who is pregnant or who is likely to become
pregnant. Other side effects of isotretinoin include
cracking and scaling of the lips (90 percent of users),
severe drying of the skin (80 percent of users), and
conjunctivitis (inflammation of the mucous mem-
brane that lines the inner surface of the eyelids and
the forepart of the eye) and difficulty with contact
lens use (40 percent of users) (86).

The course of treatment for acne can be difficult
for adolescents for other reasons. Weeks of treat-
ment are frequently required before improvement is
visible. In addition, some adolescents have difficulty
effectively complying with complicated treatments
that may involve washing their face several times a
day, applying one solution to their skin in the
moming and another at night, and taking oral
antibiotics. Oral antibiotics are most effective when
taken on an empty stomach, necessitating that
adolescents remember to take their medication
either an hour before or 2 hours after meals.
Following such a regimen may be especially diffi-
cult for adolescents who snack throughout the day.
Cosmetics, frequently used by girls to cover their
blemishes, may actually exacerbate their acne. Thus,
adolescents may become frustrated and give up on
treatments that take weeks to show any effects, have
undesirable side effects, do not actually cure their
acne, and are complicated and time-consuming to
administer (20).

$The number of 10- to 12-year-olds visiting dermatologists was too small to make a reliable numerical estimate.
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There Is no cure for acne, an aimost 1.niversal problem
among adolescents. An astimated $12 ¢ million is spent
each year on acne treatment. Health car s providers should
help adotescents understand that tres\ments designed
to control the condition and prevent scarring may be
slow to work, rause side effects, or even temporarily
worsen an adolesoent’s appearance.

Health care providers may fail to recognize the
difficulties that adolescents experience in adhering
to treatment regimens. It is important that they
emphasize the slow course and complicated nature
of treatment, ensure that adolescents realize there is
no cure, and advise adolescents of potential side
effects, including the possibility of a temporary
worsening in appearance (20).

Dysmenorrhea Among Adolescent Females

Primary dysmenorrhea (menstrual pain in the
absence of anatomic pathology such as endometri-
osis*) usually has its onset in the first year or 2
following menarche, but its incidence increases
through the adolescent period (11). Over half of
those experiencine “ysmenorrhea may experience
moderate to severe menstrual cramps.

The 1966-70 NHES conducted by the U.S.
Department of Health, Education, and Welfare

included taking menstrual history of adolescent
females ages 12 to 17 (94). Almost 60 percent of the
adolescents in this study reported some degree of
menstrual pain, and 14 percent reported frequent
school absenteeism due to dysmenorrhea (43).%3
Although there are no current national population-
based studies of the prevalence and effects of
dysmenorrhea for adolescent females,* studies with
small samples indicate that dysmenorrhea remains a
leading contributor to school absenteeism for ad~-
lescent females. For example, one-fourth of the 88
high school females surveyed by Wilson and Keye
reported that they had missed classes because of
dysmenorrhea (120). A study involving middle-
school students with excessive absences in Boston
found that almost half of these students cited health
problems as a reason for the absence; menstrual pain
was one of the most frequently cited problems (44).
Forty-five percent of 14- to 18-year-old adolcscent
females in two Midwestern communities reported
some school or work absenteeism due to menstrual
pain (39), and 59.7 percent of otherwise healthy
females in an independent New England high school
reported dysmenorrhea (119).

Even though the prevalence of dysmenorrhea
appears to be high, less than 2 percent of visits to
office-based physicians by adolescent females ages
15 to 18 are for ‘‘abdominal pain, cramps, or
spasms’’ (which could possibly include menstrual
cramps), fewer than 1 percent are for menstrual
symptoms *‘other and unspecified”’ (101). Although
the numbers are too low to be reliable because
trouble with menstruation was reported for few
adolescent females, 1988 NHIS data indicate that
only 5.9 percent of females ages 5 to 18 (virtually all
of whom must be age 10 or over) experiencing
trouble with menstruation sought medical care. In
comparison, 77.9 percent of women age. 18 to 44
with disorders of menstruation reported secking
medical care (1