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THE RISKY BUSINESS OF ADOLESCENCE: HOW
TO HELP TEENS STAY SAFE—Part I

MONDAY, JUNE 17, 1991

Housk OF REPRESENTATIVES,
SeLect CoMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,
Washington, DC.

The select committee met, pursuant to call, at 930 am., in room
2212, Rayburn House Office Building, Hon. Patricia Schroeder
(chairwoman of the select committee) presiding.

Members present: Representatives Schroeder, Johnson, Riggs,
Wolf, and Camp.

Staff present: Karabelle Pizzigati, staff director; Jill Kagan,
deputy staff director; Madlyn Morreale, research associate; May
Kennedy, professional staff; Danielle Madison, minority staff direc-
tor; Carol M. Statuto, minority deputy staff director; and Joan
Godley, committee clerk.

rdeCh:irwomanScunosnmltlﬁnkwewillgoaheadandcall it to
order.

We may have some trouble getting other Members here as we
don’t have votes today, 80 it is a little harder to corral them.

I think the temperature also may be keeping ﬁple away; stay
away from the city as long as ible when it is this warm.

But I do really want to welcome everyone to this, which is the
beginning of a two-part hearing on the risky business of being an
adolescent and how to keep teens safe.

1 think adolescents always have faced threats, but this genera-
tion seems to be facing the threat that has not been confronted by
previous generations.

It is now not only risky to be a teen, it can be very deadly. If we
look at the statistics, sexual activity rates are still climbing; and
adolescents are the least apt to use contraceptives.

The number of AIDS cases among young adults suggests alarm-
ing rates of HIV.infected teenagers. The rates of chlamydia and
gonorrhea are higher for teenagers than any other age group in
our population.

And drug and alcohol abuse remain rampant, despite a well
funded national program to t?haand stem the tide.

In this series of hearings t we are beginning today, we are
going to hear about ways to help young people make healthy
choices, to eng parents and other adults in that process, and
some exciting efforts to make an adolescent’s world more health
promoting.

(h




example, suburban athletes who may be injecting steroids

We see that the teen rates have stabilized in minority
youth but are still white adolescents, so a lot of
our stereotypes fall apart we at the numbers.

We know that skills and self-esteem help a teen resist peer pres-
sure to abuse drugs and are just as badly needed when a child re-
ceimmwhavemUnfmwnawly,mdonotallowour
my prevention classes to talk about sex, and we should be

locking at the whole area.
Wuen we get to sex and other such issues, we find that families
are afraid to bring the subject that family communication is

people who protest the loudest
ilies to carry on this communication, when
admit they feel that they are totally incapable of

T
E3gadat
,.%Eg
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ve than other girls, but if they were
aptmusecontmcepﬁves.

it is very interesting to notice that what some people fear
there is no evidence to substantiate.

We have not found any evidence that explicit information about
how to lower the risk makes teens more apt to take the r.ak. So
that, I think, is basically good news.

Wemvez):meemedaboutmnﬂeswhemvertheya It
appears we 't need a Supreme Court to put a eon a
family. The tradition or fear of confrontation or not feeling knowl-

> le or not wanting to discuss personal things often gag a
family almost automatically.

We did get the Supreme Court, I guess, ing doctors. But
cither way, the result is the same. Teens aren’t getting the full
range of information that they need.

Teday we are going to learn about the risks they run and the
best ways to reach them with vital information, whether it is
through schools or community-based o izations.

[Opening statement of Hon. Patricia Schroeder follows:]

OreNING STATEMENT OF HoN. PATRICIA ScroepER, A RErRF.ENTATIVE IN CONGRESS
FroM THE STATE 07 COLORADO AND CHAIRWOMAN SELECT (OMMITTEE ON CHILDREN,
Yourn, aND FaMivizs

Today’s adolescents faoe thrests unlike those confronted z previous generations.
tation with adult behaviors has always adolescence. It has
always been risky. Now it can be more deadly than ever before.
Sexud%rmﬁmeyomdolesmntsmsﬁnciimbm,mdmng
adolescents are least likely to use contraception.
The number of AIDS cases in young adults suggests alarming rates of HIV infec-
tion in teenagers.
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memtesofchlamydiasndgmorrheamhigherfwmmﬁumnfwanyother
age group.
Dnsandalmbo!abmemainmmpantdespiteawellfnndedmﬁonalmmpaian
to stem the tide.

In the series of hearings that begins today, we will hear about ways to help yo
mﬂemkehulthychdmmn“mmandmheradﬂhinthepm
about ts'mldumhgaltb-pmmoﬁna.?aﬂof

gd.hrmmﬂ&memburhnathh%ewhoshamammhimﬁngw
is at hi riskofbecomi.nginfecwdwithmv,mﬂnammﬂyidyllic
of his world. Also contrary to common perceptions, studies that black

lower rates of substance sbuse than white children, and that while
m;ualncﬁvitynndteenmancymwshawmﬂimdinminmﬁymththeym

climbing ta
Our witnesses will explain that it is not who teens are, but what they do. and the
schools they go to and the communities they live in that help
them stay safe. But we face s roadblock in the path of preventing problems in
adolescents—our narrow, ca view of the risks they run.
Youngweincreaﬁnglykmwthatmesamrhkybehaviouwtﬂwmatrisk
dmncy.sexmﬂyuamiueddismm.anddmaddiﬁm.Wemnotaﬁmdw
lmemedibélitywithﬂnmhyputtingmeoﬂhisbehavioronthelistofforbidden

mﬁskﬂhmdself-esmemthathel a teen resist peer pressure to abuse drugs are
just as badly needed when the child receives pressure to have sex. But v'e do not
allow cur drug abuse prevention classes to “stray” to examples dealing with sexual

anﬂiesmafmidwbringupthesubjectbecausetheysmembamssed,they
don’t feel knowledgesble, they fear a confrontation, or simply because they don't
know what language to use to talk about very personal matters.

This is sad, because family communication is so critical. One telling study found
that teenaged girls who know what kind of contraception their mothers use are not
more likely to be sex active than other girls, but are more likely to use contrs-
m% they are &vmactive.

is no evidence t explicit information about how to lower risk makes
teens more likely to take risks. Instead of bogging down in vndless spe-ulation about
this, we should be teaching teens the skills they need to follow their own convic-
tions—convictions that often turn out to be surprisingly similar to their parents’.

Gag rules, whether in a doctor’s office or in a family, only jeopardize the health
status of adolescents.

Todaywewilllearnabouttherisksadokescentsmn.andthebestwayswreach
them with vital information through schools or community-based organizations.

We welcome all our witnesses, and are especially pleased to welcome Rae McKre,
the 1991 National Teacher of the Year, who is eccompanying our witness from West
Virginia. I'm eager to hear about your valuable frontline experience.

Thank you all for coming.

:
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THE RISKY BUSINESS OF ADOLESCENCE:
HOW TO HELP TEENS STAY SAFE

FACT SHEET

Eight million junior and senior kigh school students (nearly 40% of
this population) report weekly consumption of alcohol, including 5.4
million students who have "binged® with five or more drinks in a
row, and 454,000 who report an average weekly consumption of 15
drinks. (U.S. Department of Health and Human Services [DHHS],
1991)

In 1989, 91% of graduating high school seniors reported having
consumed alcohol, 44% had used marijuana, 19% had used
stimulants, 18% had used inhalants, 10% had used cocaine, and 9%
reported having used hallucinogens. (National Institate of Drug
Abuse, 1990)

Approximately 1.1 million teenage girls become pregnant every year.
In 1988, nearly 489,000 babies were born to girls under age 20 and
the birth rate for girls ages 15-17 was at its highest level since 1977
with 33.8 births per 1,000 population. (DHHS, 1990; National
Center for Health Statistics, 1990)

Of AIDS cases reported in the L1.S, by April 30, 1991, one in five
was among young adults in their twenties. The average latency
period between HIV infection and AIDS diagnosis is eight to ten
years, therefore, many young adults probably were infected as
adotescents. The total number of AIDS cases reported among

2rsons ages 13-24 increased by 75% between 1989 and 1990.
(Centers for Disease Control [CDC], 1991)

Three million teens are infected with a sexually transmitted disease
(STD) annually. Nearly two-thirds (63%) of all STD cases occur
among persons undcr 25 years of age. Adolescents have higher
rates of gonorrhea and chlamydia than any other age group. Left
untreated, these diseases may lead to pelvic inflammatory disease
which can cause infertility or fetal loss. (CDC, 1991; American
Social Health Association, 1991)



e An estimated 78% of adolescent girls and 86% of adolescent boys

have engaged in sexual intercourse by age 20. Among girls ages 15-
19, 53% were sexually active in 1988, compared with 47% in 1982.
Much of 1L's rise is associated with increased sexual activity among
white and non-poor females. Among boys under age 19, the percent
who were sexually active increased from 78% in 1979 to 88% in
1988. (DHHS, 1990; Darroch Forrest and Singh, 1990; Soneastein,
et al., 1989)

The perceat of U.S. teea girls practicing contraception rose between
1982 and 1988 from 249 10 32%. Nevertheless, in 1988, more than
one-third (35%) of girls ages 15-19 repcried no method of
contraception at first intercourse and 82% of pregnancies among
teenage girls were unintended, compared with 78% in 1982. Among
never-married males living in metropoiitan areas, 58% reported
condom use at last intercourse in 1988. (Moser, 1990; Darroch
Forrest and Singh, 1990; Sonenstein, et al, 1989)

A study of 222 African-American teenage crack users found that
96% were sexually active, 62% had sold crack, 51% had combined
crack use and sex, 41% reported a history of STDs, and 25% had
exchanged sexusl favors for drugs or money. While the average age
of first intercourse was 12.8 years among the study populauon, the
age at first condom use was 14.8 years. (Fullilove, et al., 1989)

COSTS _OF_DRUGS, STDs, PREGNANCY, AND HIV ARE
STAGGERING

o Between 1985 and 1989, approximately 40,600 youth ages 15-24 died

in alcohol-related motor vehicle accidents. (CDC, 1991)

The aggregate annual costs of herpes, gonorrhea, chlamydia, and
pelvic inflammatory disease are estimated 1o total $8.4 billion.

(CDC, 1991)

In 1988, families started by teen parents cost an estimated $19.83
billion in AFDC (Aid to Families with Dependent Children)
payments, Medicaid, and food stamp oullsys. If every birth 10 a
teen mother had been delayed, an estimated $7.93 billion would
have been saved. Federal funding for family planning services
decreased by 39% between 1981 and 1991, adjusting for inflation.
(Center for Population Options {CPO], 1990)

10




o The estimated health care expenditures for a typical AIDS jatieat
from diagnosis to death range from $55,000 to $80,000. By 1992,
the projected anuual costs of AIDS are as high as $13 billion, not
including treatment with expanded use of specific antiviral drugs,
such as zidovadine (AZT) for asymptomatic HIV iafected people.
(Congressional Research Service, 1990; DHHS, 1990)

e Approximaiely 4.6 million adolescents lack public or private healti
insurasce, including nearly one-third of sil poor adolesceats. Of the
estimated 21.7 million adolesceats who are covered by private health
insurance, one-third are not covered for maternity-related services
by their pareats’ insurance. (Office of Techaology Assessmeant,
1991)

e Fewer than half (47%) of sexually active teens surveyed reported
having talked with their parents about sex and birth control. Nearly
six in ten (58%) of sexually active teens who have discussed both of
these issues with their pareats report consistent use of birth control,
compared with 16% of sexually active teens who have talked with
their parcats about sex but not contraception. (CPO, 1990)

® A 1989 survey of over 4,000 pubtic school teachers who provide sex
education found that while 75% belicved that a wide range of topics
reiated to the preveation of pregnancy and infection should dbe
taught before the end of the seventh grade, only 35% reported that
sex education was provided in grades seven and eight. Virtually all
teachers (97%) felt that sex education classes should include
information about how students can obtain birth control, but only
48% were in schools where this was done. (Darroch Forrest and

Silverman, 1989)

o During the 1988-89 school year, two-thirds of school districts
nationwide required that HIV education be provided at some time
for students in grades 7-12. Only 15% of school districts provided
HIV educsation in grades 11-12, although rates of scxual activity are
kmown (0 increase markedly during this period. One-fith Jf HIV
teachers reported having received mo specialized training in the
subject. (Government Accounting Office, 1990)

11




e A recent analysis of 100 programs that were sucoessful in reducing
high-risk behaviors among youth found several common strategies:
Intense one-om-one individual attention; social skills training
involvement of parents, peer educators, and schoois; preparation for
entering the labor force; and community-wide, multi-agency
approaches to provide resources and reinforce messages. (Dryfoos,
1990)

Participants in a comyi-.aensive drug abuse prevention program for
students in grades 6-7 were at least 50% less likely than students in
a control group to use cigarettes, alcokol, or marijuana one year
after the study. Parents of participating students were more likely
to report reduced alcohol use and increased physical activity. The
program supplemented peer pressure resistance skills training with
parental involvement, community organization iraining, and
promotion of local health policy change. (Pentz, et al., 1989)

An integrated rural school and community-based family planning
program in South Carolina targeting sdolescents, pareats, and
teachers in graduate training yielded a 56% reduction in the
estimated adolescent pregnancy rate. (Vincent, et al, 1989)

Initial data from a study of 144 gay and bisexual youth .adicated
that 83% did not know that HIV can be transmitted during oral sex,
75% engaged in unprotected rectal intercourse and/or needle
sharing, and 18% were chemically dependent. After participating for
three months in a model prevention program which included an
initial assessment, individual risk reduction counseling, peer
education, and referral to psychosocial services, self-reported
consistent condom use rose sharply (from 44% to 73%) and

participants were significantly less likely to report oral sex and
symptoms of dysfunctional substance abuse. (Remafedi, 1990)

June 17-18, 1991

Tips for Parents about How to Talk
to Children About Sex

1. Parents are the primary sexuality educators of their children,

and should begin to talk with them about thi aatural parnt of life when
they are very young. Children want 1o discuss these issues with their

13




pareats and want t0 hear their values. Do some thinking ahead so you
keow what you want to say about your feclings and attitudes. Your
mm»muamm?mrvalwp«widemmm
valuable guidelines for making choices.®

2. The most important step you can take is 10 say the first words.
Chﬂdt}e?wmtahspaskqwﬂonsammmamy,soywmmt
begin.®

2. Try to answer your children’s questions as they come up. It
is never a good idea to tell chiliren that they need to wait uatil they
are older before you will answer their questions.(?

4. Let your children know that they can always ask you any
questions (hey may have.(@

5. leens meed 10 know that sex will mever hold a troubled
rela(tg?nshiplogelhcr. Fear of being alone is not a good reason to have
sex.

6.  Let them know that decisions about sex should not be based
on what others do, but on one’s own feelings. Sex won’t make anyone
popular or feel better about himself or herself.'®’

7. Don’t make the assumption that sex is your leen’s major
concern, or that sexual thoughts are only about intercoursc. Tell your
kids that thinking about sex is normal and that you know thinking
about something is not the same as doing ir.?”)

8. Adolescents crave privacy, but that doesn’t mean they don’t
want you to be involved in their lives. Show that you are interested
wilhoz’t) demanding intimate details. Teens need to know you trust
them.

9. It's important for you to be honest. If you don’t think your
teenager is ready for a sexual relationship, say so and explain why.
Teens need mcre than “just say no."®

10. Tell it like it is. Avoid fables, vague explanations, and
untruths when talking about conception or birth.(

11.  Give simple explanations. Use appropriate names for parts

and functions of the body. Children need a language to use when
talking about their feelings, ideas and concerns.’” -

13



12. Get 10 know your child’s eavironment. Current jokes, the TV

Mmegmmsmq'mwaumg.thdrmmic-mesewmpm
unlimited opportunities to discuss sexuality issues.)

13. Separate the child from the behavior. If your child does

mﬁ)hlnginappmpﬂale,hbelmebehavio:mappmpﬂaw,notmechm
bad. .

14. Sexualit education doesn’t mean teaching kids how to have

sex—smaﬂtyisabombodyhage,mderm&u,feeﬂnpabommmeu
that carry into adult relationships, as well 8s reproduction. ()

15. Build up your children's self-esteem. Recognize their talents,
pamaﬂtiaandmmpmhmts,andavoidcompaﬂngmmwim
others. Reassure your youngsters — cspecially when they're going
through puberty — that they are normal. A stroag sease of self-worth
helpsdemrminethekindofchoicmmeywﬂlmke,saualchoicsm
well as other important life choices. Children who feel good about
themselves are less susceptible to peer pressure and better equipped 1o
make responsible decisions.¥

16. Don’t be afraid of not being an expert. If you don’t know the
answer, admit it, 1nd then find oul. Or you and your child can find
the answer together by sitting down with a book.

17. Educate yourself about HIV/AIDS and other sexually
transmitted diseases, and make sure yous children pave the information
they need to protect themselves. For example, they should know that
latex condoms with no -9 spermicide are much more effective than
other types of condoms.®

(3) How 10 Talk to Your Children About AIDS, (1989) Scx Infurmation and Education
Council of the US. (SIECUS), New York, University, New York, New York.

%) Talking With Your Teensger About Scxus! Responsibility, (198Y) ETR Associates,
Santa Cruz, Californis.

() A Guide for Parents and Kids, Talking Together About Sexuality, Governor’s Council
on Adolescent Pregnancy, Baltimore, Maryland.

() How to Talk To Your Child About Sexuality, (1990) Planned Parenthood, New York,
New York.
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Chairwoman ScHrRoEDER. We want to welcome all of our wit-
nesses and are especially pleased to welcome Rae Ellen McKee, the
1991 National Teacher of the Year, who will be accompanying our
witness from West Virginia.

We are very, very eager to hear ubout the valuable front line ex- -
perience and thank all of you for coming.

I would like to yield to my distinguished colleague. Did you have
an you would like to add in an opening statement?

. JOHNSON. No, I don’t, Madam Chairman, other than to say I
want to commend you for holding this very timely hearing on a
critical issue.

I am looking forward to the testimony today on the risky busi-
ness of adolescence, how to help teens stay safe.

We are going to have some very interesting testimony today
really to the types and extent of risks run by teens, what has
worked best in school-based programs, and some success stories
with high-risk youth.

I think that as we analyze what sort of Federal response we can
make to this tremendous challenge that we face today, this hearing
will make a very constructive contribution.

I am looking forward to listening to the paaelists and thank you
again for convening this hearing.

Chairwoman Scarorper. Thank you.

And let me call our first panel to the table. First we have Wil-
liam Gardner, Associate Professor of Psychiatry at the University
of Pittsburg School of Medicine.

We have Dr. Lloyd Kolbe, who is the Director of the Division of
Adolescent and School Health, Center for Chronic Disease Preven-
tion and Health Promotion at the Centers for Disease Control in
Atlanta, Georgia.

And we have Dr. Mary Jane Rotheram-Borus—I hope I got that
right, Mary Jane—who is an Associate Professor of the Division of
Child Psychiatry, Columbia University, New York, New York; and
Linda Dianne Meloy, who is a doctor and an Assistant Professor of
Pediatrics at the Division of General Pediatrics, Children’s Medical
Center, Medicai College of Virginia, Virginia Commonwealth Uni-
versitly in Richmond.

So 1 want to welcome this very distinguished panel and say how
delighted we are to have you try and gelp us figure out how we
handle adolescents.

I don't think there is an adult alive who, given the option, would
go back and go through adolescence again. I know very few people
who found it a positive experience, and I know one popular writer
says in every high school in America there are only two happy
&p:ople, the captain of the football team and the young woman he is

ting.

I hope it is not quite that troubled and that awful, but I think
everybody has had those kind of experiences. So we are very happy
to have our panel here today to give us some guidance.

And let’s start with you, Dr. Gardner, if that is all right. The
floor is yours.

15
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STATEMENT OF WILLIAM GARDNER, PH.D., M. STAT., ASSOCIATE
PROFESSOR OF PSYCHIATRY, DEPARTMENT OF PSYCHIATRY,
UNIVERSITY OF PITTSBURGH, SCHOOL OF MEDICINE, PITTS-
BURGH, PA

Mr. GArDNER. Thank you very much.

Actually, I thought it was the high school valedictorian and the
young man she was dating, but I could be wrong.

Chairwoman ScHroEDER. That ccuild be.

Mr. GaapNER. Madam Chairwoman, 1 have looked at the list of
witnesses, and it is clear to me that you will get a lot of good infor-
mation about programs that can help prevent risk-taking behavior
among adolescents. What I will do, however, is serve as the bearer
of news. ] am, frankly, very alarmed about this problem. And I
have become more alarmed just in the process of preparing this
tes*imony.

Let me make three points. The first concerns the size of the prob-
lem of AIDS among adolescents. I think it is a very large problem.
}t is not peripheral to the epidemic. It is not a hypothetical prob-
em.

Second, I would like to give a report on the overall effect of our
prevention efforts to date. The report is that we are failing to pre-
vent the risk-taking behaviors that spread AiDS and HIV infection
among adolescents.

And then, finally, I will give a brief overview of some of the
things I think are reasons or causes for that failure, and perhaps
i:eirodugg the rest of the speakers by identifying some ways to do a

ter job.

First, how big is the problem? Well, as you know, the process of
the disease of fms is long and complex. {; begins with HIV infec-
tion, and then there is a long period—perhaps seven years, perhcps
12 or 13 years—when the disease remains latent. Then eventually,
we have the syndrome of diseases called AIDS. So if we want to
understand patterns of risk of HIV infection among adolescents, we
have to look at people who are diagnosed with AIDS in their early
20s and in their later 20s.

This is a large C&mp of people. It is over 20 percent of the total
cases. If, as the estimates, there are a million people in Amer-
ica who are currently HIV positive, I would guess that one in 10
may have acquirma their infection during adolescence.

ow, how do :hese kids get infected? The data show clearly that

they get infecied in the same ways that adults do. That is, primari-

ly through sexual contact and through IV drug use. It is important

to escape from our stereotypes about kids and to recognize that

they are taking serious risks, that we cannot pretend that it isn't

happening, and that we need to give them the information they
to protect themselves.

Now, why do I think that efforts to prevent HIV infection are
failing? When 1 prepared a book on this topic a year ago, I expect-
ed that by this time we would have some positive news to report.
There are several encouraging studies that have been re
from the gay male cohorts in San Francisco, that sh that
these groups of men have reduced the numbers of high-risk behav-
iors they engage in. I thought that given the publicity about AIDS

14

o



12

over the last decade, we would see something similar adoles-
;?;%Andlmmymrywsaythatasfarslcanteﬂ,&eoppo-

1 was shocked to learn from data published by CDC that from
1985 to 1988, the age of first intercourse for American girls actual-
ly declined. To give you a sense of this, in 1985, 42 percent of girls
age 17 had had intercourse. I think that is a large number. It is a
disturbing number, given the rate of sexually transmitted diseases
and the very high nsk of ing infected with a sexually trans-
mitted disease at that age. But in 1988, it was 51 percent, and this
is in the light of all the information about AIDS that is available to
people at this point.

. 1 was also upset by conversations with several noted researchers
in San Francisco who are studying gay male adolescents. These
young men are not learning the lessons that have been learned by
older gay men. The whole experience that produced the great
in sexual norms in the older generation of gay men does
not seem to have affected youﬁegay adolescents. These kids are en-
ing in high-risk behaviors like unprotected anal intercourse and
mtheirsexual ers in settings where there is a substan-
tial prevalence of infection. This tells me, and it tells these
9dt{:eg sctll;gtxm that the AIDS epidemic may still be spreading rap-
idly in group.

&ow, why are we failing? I think there are several issues. It is
hard t cham taking behaviors in adolescents. I know this
personally. M Chairwoman, as a Coloradan you will know
many young people who are rock climbers and back country skiers.
There is a real hunger for risk taking at this age. To counter that,
you have to work very, very hard to accomplish prevention, and 1
don’t think we have been doing the kinds of serious preventive ef-
forts that are required.

Most of the that I am aware of in schools and in states
focus on providing information. But it is quite clear that simply
providing information alone is not sufficient to change behavior.

Ninety-five percent of the kids in this country know that AIDS is
lethal and that you can get it through unprotected sex. But there
are many other messages around that say tg:eae risks don'’t apgly to
them. apply to somebody else. And this rationalizes a lot of
risk-taki vior. Moreover, the adolescents who are at greatest
risk-—gay adolescents; runaway adolescents, who may be involved
in drug trafficking and prostitution; and impoverished, delinquent
youths—these kids are sti tized, alienated and difficult to reach
through the traditional lic health interventions.
ally talking to-a Kid, helping thoms boe B0 oot panomaior belioh

y a ping them see ir e
are supporting this dangerous activity. If kids are hiding from the
world, if kids don’t feel they can talk about who they are and what
tgey acie doing, then it is impossible to reach these kids to help
them change.

What do I think should be done? I think it is important that the
Federal Government should continue to provide and expand their
provision of funding for demonstration projects on how to prevent
risk-taking behavior. It is essential that these preventive interven-
tions vegin early in childrens' lives and continue throughout their

]
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schooling. 1 think the in srventions need to embrace all risk-taking

behavxm'sbecamethehmumshowsthatrmk-mkmgbeham

involving automobiles, involving substance abuse, involving sex, in-

vdvingalcohol,allthesethingamdtomeinapackage.ﬂm

isaculturalpmkmofrisktakhrganddeﬁnquencythatmesto-

%«.Weneedamﬁvemmthatisvalue&based,th&t
the beginning i

selvesandwam;iwuyaﬁertheirmbealﬂx

But need skills, They need skills in how to protect them-
selves, they need skills in how to deal
encourages risk-taking behavior, and they
in how to avoid bei eaphitedandmanipulatedbyadultswho
look to them for satisfaction.

Ialsothinkweneedmpportforinnovaﬁvemethodstodeliver

tionserﬁcmtohigh-ﬁskkids.ltisdiﬁctﬂttogettothese
through schools. A lot of them aren’t there.

Andfmnlly,lthinkt.hesepmgramsneedhoberigoromlyevalu-
ated. Ifsomet.hingdoem'twork,weneedtoknowﬁght away. It
sets back the cause immensely to have everyone get excited t
thebattlebeingwon,andthendiscoverthenexttimesomeone
tries to do a study, gee, it didn’t seem to work. And the reason may
be that you didn’t really ask yourself the tough questions about is
this wo::?king, our confidence in this intervention scientifically
justified

I also believe that the Federal Government should support ex-

research on understanding the behavioral development of
adolescents, and I speak as someone who is primarily a researcher
in this area. Specifically, there is not much information about their
sexual behavior, and that is critical to have.

If you can imagine,wearestillworkinginmanycaseswithdata
sets that are 20, So,mwywmolmmeauseithasbeenimpossible
to do the lamlnee survey research on sexual behavior that needs
to be done. ine if astronomers were limited to the data that
were collected 40 years ago.

Chairwoman ScHROEDER. Why is it impossible?

Mr. GarpNER. Well, it is impossible because what we really need
is a study that is representative of the population and that has a
large enough sample that we can make confident inferences from
it. Itisaverybigprojecttodooneoftheaetmn@.ltneedstobe
supported by the Federal Government. Private foundations cannot
put together the resources and, frankly, I don’t think they can pro-
vidlel adequate scientific supervision to make sure the job is done
well. .

The expertise about how to do this is here in the Centers for Dis-
ease Control, in the NICHD, in various agencies like this. I think it
is just an illusion to suppose that the Carnegie Foundation or an-
other private foundation can put it together and do it, with no dis-
respect to them.

And thank you. That is my view of things.

[Prepared statement of William Gardner follows:]

1
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PREPARED STATEMENT of WiLLiam GARpDNER, Pu.D.,! DEPARTMENT OF PSYCHIATRY,
Universrry or Prrrssurcs Scioos o Mepicing, Prrrssurcy, PA

Sammary

There is & major epidemic of HIV infection amoag American adolescents, with
several thousand youths becoming infected each year. At present, efforts to
reduce risky dehaviors among adolescents are failing: both heterosexnal and ho-
mosexual adolescents coatinue to practice risky sexual behaviors. The primary
cause of this fallure is the ase of one-shot, educational efforts, where intensive,
long-term programs are required. The adolescents at greatest risk - gay adoles-
cents, runaways, aad anderclass, delinquent youths ~ are stigmatized, allenated,
and difficult to reach through traditional schoal or public health interventions.
There must be expanded funding for innovative, research-based, programs to
deliver prevention services to tLese groupes.

Epidemiology of AIDS among adolescents

Acquired immusodeficiency syndrome (AIDS) is a group of discases that indicate severe
immusosuppression related to Infection with the homas immunodeficiency virus (HIV). The
symptomatic diseases of AIDS do not aprpear for a long time following infection with HIV:
some studies suggest that the median time from infection to full-blown AIDS may be 10
years. Thus persons who are diagnosed with AIDS in their teens will generally have acquired
the infection in their early teens or as pre-teens. Similarly, many of those diagnosed with
AIDS in their early and middle 20s will have become infected as teenagers. The distinction
is important because the patserns of AIDS among teenagers and young adults are different,

AIDS among adolescents

As of April 1991 there were 676 persons who were diagnosed with AIDS, which is less
than .5% of the total of cases. It is unclear that the bealth needs of this group are being

! Amociate Professor of Prychiatry, Westers Peychiatric [nstitgte & Clinic, 3811 O'Hars St., Pittebargd,
PA 15213 (€12) 681-1102; electronic mail Ww spgitunix.cis.pitt. edu
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adequately met. Dr. Gary Remafedi of the Adolescest Health Program of the University
of Minnesota reports that many diagnosed AIDS cases among adolescents become lost to
follow up, meaning that it is uncertain whetber they are receiving medical services. It is
mytoimnglnemmwhymesddmuvithm-mddmbemdmdeum
medical care. me-mmtdmﬁwuwmwwﬂw
thnongimnde&adem,m&uMmummhwmundua
yOung age. Thhhtmsmthsmdummmmmm
bynsduu.wkbmwshnﬂymm&ﬁnmwm.orwhp
bad rus away from their families altogether. These teenagsrs would also lack a petwork
of family or friends who can help them get modical treatment. In summary, although the
aumbes of adolescents with AIDS is comparatively small, we know little about them and
there is reasom to feas that their situations are grim.

Patierns of BV infection emong adolescends

Our knowledge of HIV infection among adolescents is highly un-.ertain, because we must
draw inferences from patterns of AIDS cases diagnosed when patieats bave become older. It
is clear, however, that many people are geiting infected with HIV during th-ir adolescence:
7,1mpm(mm4xdmm5m)mmwmm@d
20-24 years and 27,702 persoas (almost 16%) were diagnosed between 25 and 29 years old.
Let me suggest that at least 1 in 10 Americans with AIDS may have acquired the infection in
their teens and early 20s. The Ceaters for Disease Costrol (CDC) estimate that mare than
a million Amaicmmmlbhﬁecwdﬂthﬂw,wmmunmppuetmmm
of thousands of those persons scquired their infections during their adolescence or young
adulthood. Evea though the rate of pew HIV infections has slowed, it s estimated that
at least 40,000 new infections occur each year. Cleady we caanot say exactly how many
adotescents are becoming infected with HIV each year, but it must be several thousrads.
The point, then, is that HIV infectioa among adolescests is not peripberal to the main
epidemic, it is a principal componeat of the AIDS problem.

How are adolescents becoming infected? As it tarns out, they get infected in same ways
that aduits do. The modes of exposure to HIV reported by persons diagnosed between ages
20-24(mostdwhom~'onkdhavabmlnfectedintmm)mﬁnihwtbemodesof
exposure reported by those diagnosed at later ages (see Table 1). Among persoas diagnosed
wizhADSﬁm.@mtoN,mM{edexpmmthm@mdmudordeg
usage, as compared to 93% among those who were diagnosed at age 25 or older. This is in
ammtmwtmwmthWummwhmw%m
exposed through tran-’ sion of from blood products received for hemophilis. In summary,
thedaumggatth:%permintheirlnemmexpondwHNinfenion because they
engage in ‘adult’ risk-taking behaviors.

Which adolesrents are at risk of HIV infection?

Because many adolescents eng ge in 'mtemzufae ﬁtMt using condoms, they are at risk



16

Age io Yearns
Mode of Exposure 13-18 20-24 > 24
“Heterosexual contact 138 100 53
Homasexnal contact 2%.3 56.1 59.4
IV drugs 15 166 223
Homosexual contact & IV 2.3 990 6.5
Hemophilia 30.2 2.8 0.7
Transfusion 74 15 2.3
Unknown 6.7 4.3 3.6
“Totad 100.0% 100.0% 100.0%

Table 1: Modes of exposure to HIV reported by persons in their early 20s and older:
cumulative percentages.

for infection with HIV. There are, however, two subgroups of sexually active adolescents at
particularly high risk, and that must be the focus of special atteation. First, we need to
prevent HIV infection among adolescents who engage in maitiple risky behaviors, includ-
ing rusaway youths aad risk-taking youths living in areas of concentrated arban poverty.
Second, we need to prevent HIV infection among gay adolescents.

Adolescents at risk from snprotected serual activy

Precocious sexual activity entails many risks for adolescents, including pregnancy and
infection with sexually transmitted diseases (STDs), including AIDS. It is disturbing, there-
fore, to discover that despite intensive efforts - prevent teenage pregoancy and despite
widespread publicity about the risks of AIDS, from 1985-1988 the age of first intarcourse
among American women decreosed (see Table 2). The concern, however, is not just th.

Year

Age

1985

1988

15
18
17
18
19

2.0
304
41.7
53.2
70.7

25.6
318
51.0
69.5
75.3

Table 2: Change from 1985 to 1988 in percentage of girls who have experienced intercourse
by age.

many young adolescents are sexually active, but also about how they are having intercourse.
Surveys consistently show that a majority of sexually active adolescents either never use
condoms or use them inconsistently. Contrary to stereotyped beliefs about sexual behav.
jor, many young women have experienced anal intercourse (for example, 19% of women
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In a large sample from Casadian community colleges). Adalescents frequently do not use
condoms when engaging in this risky behavior.

These incresses i the rates of sexual activity are bad news for those who seek to prevent
MMMMWMMMNWMdMMAmS
STDs are sexually active adolescents. High rates of sexual activity among adolescents are
mmmmwmmdmmmmmmmw
of the other STDs. The con-AIDS STD epidemics, in turn, ase bad sews for those working
to preveat HIV iafection, for two reasons. First, the genital lesions caused by many STDs
m.mmmmwmh&mmmuuameMum
intercourse. Amwﬂsm—ﬂvmwmmwh«nﬂuumﬁﬁ
of infection. lthnﬂhdy.m.thlmmm&mmm-ﬂ
adolescenta with an STD know that they are infected. Second, the high rates of gonorrhea,

Risk-takwng youths
Mmdﬂumtmtﬁuumﬂhmhurﬁhdmﬂﬁuﬂw
mnnothemaﬂytnndﬂdhbcﬁon,thmmmemthsnﬁrmmmu
others. Onlyamdyumtagedddaumnmhtnmm.butthbptum
greatly Increases the chance of acquiring HIV. Other adolescents have sex with multiple
wﬂmﬁvqmdywh&ada;“dwothadmp,mdhnddmmﬂchn
mﬁtu&nw&udﬁﬁhtﬁwmmmum&demw;m
ﬁ&mﬁWh&Mwmm.Adﬂmﬁmewmmhm
Qheymmawm.beumtheymputohddﬁqmtnbcnltm.mbecmtheyﬁve'm
nmdm&rﬁm-hembebavbrdndudkﬂpw&ensmep&demk
mmdduuwdumthmm“m,whpmmﬁm

Homeless and runaway youth. About one million adolescents run away from home each
year, and many of these do not return. Both male and female adolescents on the street
mﬂhdywbwmehvdvﬂmdmm,mm:ﬂn&ndpmitnﬁm. Some of
thmmmwkmmmem.MmMmbyth
delingueut culture of the street. Studies of samples of ranaway youtbs contacted through
public health clinics indicate that they engage in high rates of risky bebavior.

Youth in areas of concentrated urban poverty. HIV infection is increasingly prevalest
in areas of concentrated poverty within the central cities, particularly among minority
mpmﬁeﬂngmmddutqimmdw&n;mndmhuﬂm. Table 3 shows

and young persons than among older persons with AIDS. Transmission of HIV associated
dthwmwkmmhmmwmmw‘ukmtw
heterosexur! contact with an IV drug aser. As a result, there are comparatively more black
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Racial or Ethaic Group
__Age “White, oot Hispaaic _Dlack, zot Aispanic  Hispanic
1319 4.1 318 2.2
20-24 s0.1 307 18.3
> 7.3 16.3 10.4

Table 3: Racial or ethnic membership of AIDS cases by age: percestages.

womses and Latinas disgnosed with AIDS, as compared with white women, both amoag
adolescents and aduits. There are also credible descriptive data describhy  the participation
of adolescents in the crack cocaige subculture, in which the exchange of sex for drugs appears
to be a significant route for the transmission of infections.

it is important, however, to avoid mislabeliag minority youths as a group at high risk of
becomisg infected with HIV. Because many minerity youths do live in areas of concentrated
poverty in central cities, these specific youths are, indeed, at high risk of exposure to HIV.
But the prevalence of risk-taking bebavior among minority youths varies greatly across
subgroups within this population. For example, it is apparently a well-kept secret that use
of alcobol and every other drug is less prevalent among blacks than whites amoag high
school seniors.

Young gay men

Over 50% of persons with AIDS diagnosed between the ages of 20 and 24 are males
reporting a homosexual contact that could have exposed them to HIV. These data indicate
that gay adolescents are a gronp at high risk of infectioa. This statement may seem inconsis-
tent with the evidence that many gay men have reduced their participation io risky sexual
behaviors such as unprotected anal intercourve, However, the data on AIDS risk-taking
Among gay men, although they reflect real and impressive behavior change and give great
eacouragement to the AIDS prevention community, need to be interpreted with caution.

The evidence for behavior change comes primarily from large cobort studies, that is,
research projects in which a group of men is enrolled at some date and followed for several
years. Although these studies have reported large reductions in the rates of risk-taking
behavior, there have always been small groups that do 1ot change their behavior and others
who relapse. Even more important, it is difficult to infer the cause of behavior change from
a cobort study. Oa the one hand, it is possible that the apparent size of the behavioral
changes resulted in part from the early deaths of those most committed to risk-taking
behavior. On the other hand, one must ask whether the sexual norms of the first gay
cobort exposed to AIDS changed simply because the men became educated about AIDS.
or was the change also a resuit of the psychalogical maturation of these men as they aged?
These uncertainties - which are intrinsic to longitudinel research and are well recognized
by the scientists involved - make it difficult to generalize the results of AIDS prevention
studies with older gay mes to contemporary gay adolescents.
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With this background, it may be less sarpsising to learn that while older gay mes In
urban aress have decressed their rates of sexval behaviors that can trassmit HIV infaction,
there are now several studies showing that many young gay men continne to engage i unsafe
intercourse. The most frightesing axample is & report from the Yoong Mea's Survey con-
ducted by the San Frastisco Department of Public Health. This ressarch team interviewsd
s small sample of gay tesnagers fonad in settings froguested by youag gay mes. Ressarchers
from the Center for AIDS Preventica as the Usiversity of California San Frazcisco report
that 43% of tbese tesnagers had practiced unprotectsd anal intercoures In the last 60 days.
The disturding coaclusions from these and other studies are () that HIV infectios may
stifl be spreading rapidly among young gay men and (b) that the lessoms about safe sexual
behavior learned by older gay men may have little influence on gay adalescents.

Semmary

The dats about AIDS prevention amang adolescents are incomplete: In particular, we
seed more information about the success of prevention efforts among runaways and high risk
minority youths. Nevertheless, it s clear that to this point prevention of risky behaviors
related to NIV infection emong adolescents is not working. Although information about
AIDS has persuaded many gay mes to avoid risky sex, both heterosexual asd bomosexual
adolescents continue to practice risky sexual behaviors.

How to do {and how not to do) prevention among adolescents

Adolescents have bees recognized as being at risk for HIV iafection for several yean.
The evidence reviewed above indicates, bowever, that efforts to prevent AIDS risk-taking
behavior among adolescents are failing. We need to consider why it is difficult to prevent
AIDS risk-taking among adolescents and what we could do that would belp prevent HIV
infection in this group.

The primary reascu for the failure of AIDS prevention among adolescents, I believe,
is that most efforts have been fimited to brief efforts to provide information about AIDS
risks. It appears that these efforts have saccessfully informed many adolescents. Surveys
show that overwhelming majorities of adalescents know that AIDS is lethal and can be
scquired through unprotected intercourse or use of intravenous drugs. But the experience
from prevention efforts for many otber types of risk-taking amoeg adolescents shows that
baving accurate information is a necessary but by no means sufficient basis for preventing
youths from practicing risky bebaviors.

Why do adolescents take risks even when they are informed about the dangers of their
behavior? Adolescents, particularly shose who are alienated from their families, will be
vulnerable to adults who offer affection in return for sex. Many data suggest that adoles-
cence is also a period whes we are psychologically predisposed to accept risks. There are
many ways to rationalize & course of action through beliefs that exempt one from danger:
for example, many young gay men apparently believe AIDS is a risk for older gays. Such




whifal thinking will not be costradicted by a young person’s experience: the long delay
mmk&ﬂhn&thdwdmthDSWMmemthnMyMadw
has few immediate consequences and that oze will rarely see a peer with AIDS.

Perhaps the greatest difficalty is that there are many cultur~] norms that obstruct safe
sex bebavior, For example, many beterosexual asd homosexual gay adolescents feel that
coadom use is incompatible with remantic love, or belisve that baving a primary partoer
exempts them from the need to use protection. Consider also that fram a yousg age
American children bear well-crafted messages telling them that sexual and romantic success
is the foundation of personal satisfaction and self.esteem. Is it surprising that sdolescents
decide that messages aboat safe sex apply 10 sameone else? Please bold in your mind the
image of one of the rich, glamorous, and self-confident singles who make their trysts on
television. Now try to imagine this person worryiag abost AIDS.

How could AIDS prevention be more effective?

It is possible to prevent risk-taking behavior among adolescents, but it takes a serious
commitment. It is secessary to go beyond providing information about risk, asd to look
for ways to change the complex of norms, beliefs, asd peer culture surrounding risk-taking
bebavior. Experience from efforts to prevent substaace abuse, teenage pregnancy, smoking,
and delinquency makes the following points dear:

1. Preventive education should begin early, before risk-taking behaviors begin.

2. The intervention must be persistent, with messages delivered through maay chaanels.

3. The intervention should be comprebensive, addressing all adolescent risk-taking be-
baviors.

4. The intervention should include social skills training, to belp the adolescent cope with
peer cultaral sapport for risk-taking.

5. When adolescents are already pasticipating in high-risk behavior, they need intensive
individualized attention to address the particalar complex of circumstances agd beliefs
that malatain that bebavics.

There are also several specific problems with A]DS prevention that must be addressed.

1. Little s known about adolsscent sexual practices or what they mean to youths. De.

velopment of effective, theory-based interventions requsres support for basic research
on adolescent behamor, and serual behavior in particulsr.

2. Althongh we should design interventions for young adolescents and pre-adolescents
that will delay the initiation of adult behaviors like alcobol nge and sexual intercourse,
it is futile and dangerous to deny that the great majrity of adolescents are sexually
active by the end of high school. We must face the responsibility of teaching these
pouths that if they ore sexually active they must protect themaselves with condoms.

BEST COPY AVAILABLE
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3. The adolescents at greatest risk - gay adolescents, rusaways, and snderclass, delis-
quent youths - are stigmatised, alienated, and difficult tc reach through traditional
school or pablic health interventions. There must be expanded funding for innovative,
resecarch-dosed, programs to deliver presention services to these groups.
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Chairwoman Scuroepsg Thank you very muckh.

Well, our next witness this morning is very -wll positioned.
Maybe we can have some information as to why we don’t have
more up-to-date data, but Dr. Kclbe, we welcome you, and the floor

is
e will submit all of your testimony for the record and feel free
to summvs.rize or whatever.

STATEMENT OF LLOYD J. KOLBE, PH.D., DIRECTOR. DIVISION OF
ADOLESCENT AND SCHOOL HEALTH, CENTER FOR CHRONIC
DISEASE PREVENTION AND HEALTH PROMOTION, CENTERS
FOR DISEASE CONTROL, PUBLIC HEALTH DEPARTMENT, US.
DEPARTMENT OF HEALTH AND HUMAN SERVICES, ATLANTA,
GA

Mr. KoLse. Thark you, Madam Chairperson and Members of the
committee.

I am Lloyd Kolbe, Director of the Division of Adolescent and
Schoo! Health, a division of CDC’s National Center for Chronic Dis-
ease Prevention and Health Promotion.

I am happy to have this opportunity to address important health
risks among youth.

In my written testimony, 1 have described some of CDC’s efforts
to prevent risks among youth and have responded to questions that
Chairwoman Schroeder posed in her letter.

1 would be pleased to provide more detailed information follow-
ing my oral remarks. For my oral summary, let me highlight for
you the most significant health problems we, as a Nation face, and
suggest one important and, I think, neglected solution.

Among young people aged one through 24, almost 70 percent of
all deaths is due to only four causes. Motor vehicle crashes account
for 33 percent of all of those deaths, other unintentional injuries
account for about 15 percent, suicide for 10 percent, and homicide
for 10 percent.

These deaths are largely preventable and result from a small
number of behaviors that usually are established during childhood
and adolescence.

For example, about half of all deaths from motor vehicle crashes
could have been prevented if those involved had worn seat belts.
Further, about half of all deaths from motor vehicle crashes among
teenagers involved a teenaged driver using alcohol or drugs.

Significantly, alcohol and drug use contribute enormously to
other unintentional injuries, as well, and to injuries intentionally
inflicted, including homicide and suicide.

Though alcohol and drig use may not be listed among the lead-
ing causes of mortality and morbidity in this age group, these be-
haviors certainly are major contributors.

Similarly, sexual behaviors established during youth contribute
to significant disease, social problems, and now since the advent of
the HIV epidemic, AIDS. One million teenagers bec>me pregnant
every year and five of every six pregnancies among 15 to 19 year
olds are unintended.
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In addition, every year about two-and-a-half million US. teen-
agers are infected with a sexually transmitted disease. AIDS has
become the sixth leading cause of death for 15 to 24 year oids.

As Dr. Gardner testified, nearly 20 percent of all AIDS cases
have been reported among persons 20 to 29 of age. Because of
the lengthy period between infection with human immunodefi-
ciency virus and the onset of AIDS, we know a significant portion
of those persons acquired their infection in their teenage years,
and those infections are the result of risk behaviors practiced by
teenagers.

In our analysis of health risk for youth, we also identified the
two health problems most likely to plague them later in life, car-
diovascular disease and cancer.

Almost 60 percent of all deaths in the Nu .on are attributable to
these two causes, and three behaviors con' .bute greatly to these
diseases: tobacco use; improper diet, such as excessive consumption
of fat; and inadequate physical activity.

CDC believes that one of the most efficient ways to prevent all of
these risk behaviors is through planned and sequential, kindergar-
ten through grade 12, comprehensive school health education pro-
grams.

These programs integrate education with a range o, ..tvn inter-
related health risk behaviors at developmentally appropriate ages,
and these programs help young peoplc develop the decision-
making, communication, and peer resistance skills they will need
to avoid risk behaviors.

As I have described more fully in my written testimony, though
CDC has designed its current efforts principally to prevent behav-
jors that result in HIV infection among youth, these efforts can be
adapted to address other priority risk behaviors as well.

CDC, as the Nation’s prevention agency, is committed to working
with the Nation’s schools and other agencies that serve youih to
implement comprehensive health education and other programs to
prevent priority risk behaviors.

Our commitment is to address a wide range of risk behaviors, in-
cluding tobacco use, dietary patterns, sexual behaviors that result
in HIV infection and other sexually transmitted diseases, and
gtht:lr‘ behaviors that result in preventable disease, injury, and

eath.

We are addressing risk behaviors currently in partnership with
relevant national, state and local education and health agencies,
;nd_we as a Nation must be effective in preventing these risk be-

aviors.

The very lives and well-being of our youth, our future, depend on
it

This concludes my prepared remarks. I would be glad to respond
to any questions that you ur any other of the committee Members
may have.

repared statement of Lloyd J. Kolbe follows:]

RN
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Mm&nmmwlmmlkm?n.ﬂ.lﬁ%ofm
AND Scuoor Hzacmi, CaNTer ros Cusonic Diszasx N AND HEALTH
Prosorion, Cxnters som Pusuc Hearrn Szavicg, US.
DrrarTMENT 0F HEALTH AND HUMAN SgRVICES, ATLANTA, GA

mm,mmummm,xnum
m.mummmxummmmmu,
-uvmﬂum'-mmwemmmm
Bealth Promotion. :nmummwtyto
highlight CDC’'s recent efforts to prevent important health risks

ameng youth.

We know that school health educetion can prevent these risks.
Our svaluations ahow that education rrograms in elementary
schools dstex smoXing among seventh-graders. A recent large
scale study established that school heslth education prograns can
have significent effects on Kknovledgs, attitudes, and risk
bebaviors among high-school students as well. Study results
confirsed that exposurs to such prograss had a positive effect on
curbing illegal 4rug use and tobacco use.

In FNovamber 1988, CDC established the Division of Adolescent ard
School Health to assess the health risks facing Awerica’'s youth
and to implement national programs to promote and protect their
health. I will descride these risks and scme of COC's efforts to
prevant thes.

Amcng young peopls aged 1 through 24, .almost 70 percent of all
deaths is due to only four causes: motor vehicle crashes acuvount

for 33 pesrcent of all deaths; other naintentional injuries cause



18 percent; homicide causes 10 percest; and sulcide causas 10
percent. "

These desths are largely prevantable and result from a small
nusber of behaviors that usually are established during childhood
and sdolesoence. TFor axampls, adbdut belf of all deaths frew
motor vshiale crashss could have besn prevented if those involved
: had worn seatbelts. Purther, about half of all deaths from motor
veliicle crashes amcng tesnagers involved a tesnags driver using
alcohol o1 drugs. Significantly, alcohol and drug use contribute
snormously to other unintentional injuries as well, and to
dnjuries intentionally inflicted, including homicide and suicide.
Thus, although alcchol and drug use may not be listed among the
leading causes of mortality and morbidity in this age group,
these beshaviors ars certainly major contributors.

similarly, sexual dehaviors established during youth contribute
to significant disesse, social prodlems, and nov (since the
advent of ths HIV epidsmic) death. PFive of every six pregnancies
among 15 to 19 ysar olds in the U.5. ars unintendsd; over 23,000
teenagsrs 14 ysars or YOUngsr dwcome pregnant each year. In
additicn, every year, 2.5 million U.S. tesnagars are infected
with a sexually transmitted dissase. Ths number of reported AIDS
casses in ths U.5. in sdolescant females aged 13-19 inCreased a
startling 71 percent from Ssptember 1989 to September 3990. AIDS
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has becoms the sixth leading cause of death for 15 to a4 year
olds. Nearly 20 percent of all AIDS casss have besn reportedl
among persons 20 to 29 years of age. Because of the lengthy
pariod betwean infection with the human imsupocdeficiancy virus
and the onset of AIDS, we know a asignificant proportion of thoss
persons scquired their infection {n their tesnsge years, and that
those infections are the result of risk bebaviors practiced by

© teenagers.

In our analysis of health risks for youth, we also idertified the
tvo health problams most likely to plague them later in life:
cardiovasculaxr diseass and cancer. Almost 60 percent of all
dsaths in the nation are attributadle to these two causes.

Three behaviors contribute greatly to these diseases: tobacco
use, improper diet {such as excessivs.. consumption of fat), and
inadeguate physical activity.

Nonitoring Health Risks Among Youth

The CDC Youth Risk Bghavior Surveillance Systes (YRBESS) monitors
six priority health risks: (1) saxual beshaviors n.-ulting in HIV
infection, other sexually transmitted discases, and pregnancy;
{2) alcohol and drug use; (3) tobacco use; (4) distary patterns
resulting in disease’ {5) lack of physical activity: and, (6)
behaviors resulting in unintentional and intentional injuries.
The YRBSS is a single survey instrument that young people can

complete,

J1




bdebaviors in thess six aress. his instrumant allows assesseent
of the extent to which these behsvicse are inter-relatsd, and
m,mmu.c—-mmmm
for state-te-state cesparisoms. ¥he YASSS alse allews us te
track progress in achieving 22 of the Wetienul Year 3680 Bealth
imnpmmummumm.

nmmmumo.nm-nummum
through 12th grade studants. Simultanscusly, spproximately 30
MMMWMCIMJW“M“N
administered the survey to s sample of 9th through 13th grade
students in their respective jurisdictions. She results of this
mmmu:hm:mmdttnmmmm
umttomammhhmummnrtutw
major health probless, and are valuabdble in implemsnting prograss
to reduce thase behaviors. Although thess survey results are
.ullhiwmlytd.udommu!mmlﬂs national
survey of risks related to HIV: 37 percent of ths nation's #th
wxmmmwmmwumx
m.uMWMummm,
M:MWUI“RMMW&- Wwith the
Committee’s permission, I am providing twmneom‘qartm.
mxmumsm.mwm
mummotmmxumm-m. '
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Exavantiocn RIograns

4s the nmation’s prevention agency, COC is belping the nation's
schools and other agencies serving youth implessnt affective
jcograms. To prevent the bedbaviors that result in HIV infection,
€DC supports: (1) 3¢ wlwuum oxganizations (e.9.;
Council of Chiaf Stats School Officers, mwt&mo!

* State Boards of Blucation, National PTA, National Network of
Runavay avd Youth Sexrvices)s (2) every state, five territorial,
and 16 large oity departments of sducation; (3) thres training
centers that have trained over 500 state and local agency staff
to implement affective health educstion programs; (4) an
information developmant and dissemination system; (5) a
survelllance system (that includss the YRESS as one of its
slements); and (6) an evaluation system. As part of our effort
to address ainority youth, CDC funds and works with ths Coslition
of Hispanic Health and Human Services Organizations, the National
Organisation of Black County Officials, and the Indian Eealth
Service.

In 1990, the Genoral Accounting Office (GAO) recommended that
€0C: 1) increase EIV sducetion for 11th and 12th grade students,
2) help smaller school districts isplement HIV education, 3)
ensurs that state and local grantsss collect sdequate dats about
student risk behaviors, and 4) develop guidelines for .t.raining



29
teachers to implemant NIV sducation. CDC has addressed sach of
these recommendations in FY 1991 by reguesting that funded
ummmum.mmmmmmmu.
sddress thase four issuss in their continustion applications. In
addition, in response to the 1990 Senate Appropriations
Committee’s direction, CDC redirected HIV educstion rescurces to
- astablish 24 nev regional centars sdainistered by the statss to
train teachers to implement comprehensive school health education
curricula, including HIV sducation.

Although CDC has dssigned its current program principally to
prevent bshaviors that result in HIV infaction amonyg youth, it
can be adapted to address other priority risk behaviors.
Rigorously conducted studies have shown that planned, ssquentisl,
and age-appropriate health educaticn in schools can be effactive
in reducing the prevalance of health riek behaviors. One
specific finding ravealed that school health education progranms
resulted in a 378 reducticn in the onset of smoking among
seventh-grade students. To be most effective, school health

education integrates s range of important health concerns and
provides youth with the deocision-zaking, communication, and peer-
resistance skills nesded to avoid risk behaviors.

1988, states,

BE



*fhe Commission strongly believes that the introduction of sn
age-approprists couprebensive school health sducation curriculus
that encompasses grades X through 13 is long overdus. Providing
our nstion’s school chijdren with education about NIV
transnission . . . is a signiticant step. NBowever, it represents
mylwmumm-wm-.' Indeed,

- one of the National Nealth Objectives states that by the Year
2000 the nation should "Increase to at lesst 7S parcant the
proportion of the nation’s elementary and secondary schools that
provide plamned and sequential kindergarten through twelfth grade
Quality school health educstion.®

Sxread of AIDS, developed in collaboration with a host of
national health and educstion organizations, have assisted health
and education agencies to plan and foous HIV prevention efforts
appropriate to the needs of their jurisdictions. €PC currently
has no plans to revise these guidelines. They suggest content
that say be approprirte for youth at varicus grade levels, but
suggest that "the exact gredes at wvhich students réceive this
information should be detarmined locally in accord with community
and parental valuss, and thus say vary fros community to
community.”
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As you know, some youth are more likaly to engage in risk
bedaviors than others. Among young people in high-risk
situations are runavay and homeless youth, gay and lesdian youth,
muoommtumm-anu. Juvenile
M,mmmmmum. and others.
wcmmuywammmuuwtqmu
mmmummmmwmumm

. these young pscple. By October of 1991, €DC will bave provided
ginancial assistance to locsl health dspartments in approximately
3 of the nation's largest cities to intensify sfforts to prevant
HIV infection and other important health prodbless smong high-risk
youth. These agencies will integrate their efforts with services
provided by other city agenciss sexving high-risk youth (s.g9.,
sexually transmitted disesse clinics, alcohol and drug abuse
programs, and job training). In sdditien, CDC will provide
funding to one of the thres sslected cities to train staff froz
other cities that are interested in replicating their efforts.

Evaluation of ELfforts

cDC is committed to evaluating the impact of its HIV sducation
sfforts. Evaluation provides a measure of sccountanility for
resources, and also determines vhat works, wvhat doesn't, and vhy,
so that interventicn efforts can be improved. CIC's evaluation
activities include monitoring the percentage of schools that
provide, and students that receive, HIV sducation, and the
incidence and prevalancs of risk behavicrs. In addition, CDC
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mmum&uum“um
programs in preventing behaviors resulting in EIV infection and
other important health prodless. Numercus EIV sducation prograss
have besn dsvaloped for youth. Bvalusting a progras is & lengthy
and expansive process. CDC is in the process of evaluating
sevaral HIV education programs, and has published a request for
' proposals to evaluate others. Bowever, CDC currently is not

- evaluating the HIV/AIDS and ths sax sducation components of the
Tesnage Hsalth Teaching Nodules.

In clesing, I would 1ike to thank the Committes for its interest
in risk behaviors among youth. We at CDC belisve that the
nation's schools, and other sgencies ssrving this population, can
be highly effective in halping keep cur youth safe from the
multiple spidamics they face. Basic to preventing the
establishwent of risk bshaviors among youth are:

» the involvement of families, young people themsslves, and
thelr communities in planning and implementing risk
reduction programs; and

» a collaborative effort between ths institutions respousibile

foxr the health of youth, and thoss responsible for their
education.
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£DC, as the nation's prevention agenocy, is committed to working
with the nation's schools, and other agencies that serve youth,
to isplemsnt comprehensive health education and other programs to
prevant priority risk behaviers. Our commitment is to sddress a
wvide range of risk bahaviors including tobacco uss, dietary
m.mmsmmmtnmmmum
sexually transaitted dissasss, and other Dehaviors that result in
- prevantable dissase, injury, and death. We are addressing risk
behaviors in partnership vith relevant naticnsl, state, and local
education and health asgencies. We as 2 nation sust be sffective
in preventing these risk behaviors. The very lives and well-
being of our youth, our future, depend on it.

This concludes my prepared remarks. I will ™. glad to respond to
any quastions you or other membars of the Committes may have.
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Chairwoman Scuroeper. Thank you very, very much. We appre-
ciate that.

Our next witness is Dr. Rotheram-Borus. I hope I got that right,
Mary Jane. But anyw?. welcome, and we will put your full testi-
mony in the record, and the floor is yours.

STATEMENT OF MARY JANE ROTHERAM-BORUS, PH.D., ASSOCI-
ATE PROFESSOR, DIVISION OF CHILD PSYCHIATRY, COLUMBIA
UNIVERSITY, NEW YORK, NY

Dr. Rot:eRAM-Borus. Thank you, Madam Chairwoman and com-
mittee Members.

Today, I am here to talk to you about the effectiveness of an HIV
prevention program with runaway and gay youth in New York
g::l%aeohortofmwuﬂmwhichwasstartedaboutthreeanda

years ago.

There are estimated to be 1.5 million runaways in the United
States of whom the estimated sero-prevalence rates have ranged
from a low of 2.1 percent in Houston to a high of 5.3 percent al-
ready HIV in in New York City. Among gay males, we have
no estimate because, as you just heard, our information is about 20
years old. But up to 10 percent of adolescents may self-identify as
gay, and in our own study, the estimated prevalence of HIV is
about 16 percent among minority gay adolescents in New York
Cimder the ag= of 18.

};ﬁt’l begin to talk about HIV among these very high-risk
groups, is, first, only one problem among many. These adoles-
cents, runaway and gay youth, have been victimized. Family prob-
lems led to 19 percent of them being thrown out of their homes and
over 65 percent of the families are characterized by severe dysfunc-
tion. Fifty percent of the parents are alcoholics or have been in jail
in t -> last six months. Fifty-seven percent of the adolescents have
gonf .¢ least cne day without food, and the estimates of sexual
ab'.se among runaways ranged bevtween 25 to 60 percent.

Among gay youth in our sample, more than 55 percent had re-
ported violence against them, gay bashing, because they were gay-
identified, and 12 percent have been thrown out of their homes. So
that, while being victims, these youth now have a cluste: .f behav-
ior problems that put them at risk for multiple negative outcomes
in addition to . Fifty percent have troublg at school. Forty-five
percent of the gay adolescents have tried to kill themselves and 33
percent of the runaway girls have also attempted suicide.

Teenage pregnancies are a problem—23 percent of the runaway
girls have been pregnant in the last three months. Twenty-eight
percent use crack cocaine, a drug directly related to HIV, and more
than 90 percent have used alcohol.

The second point that I would make is that our stereotyping of
these youth is inaccurate in two ways. First, we have unrealistic
and exaggerated fantasies of what their sexual lives are like. There
are subgroups within high risk groups which account for most of
the high risk acts. In the last three months, 25 percent of both run-
aways and homeless youths, as wel; as the gay youth, have been
abstinent. On average, the median number of sexual partners is

39
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one for girls—and for boys there have been three to four partners
in the last three months.

There is a subgroup of about 25 percent of the gay and the run-
away males who have traded sex for money and and about
these youth have more than three sexual partners,
sexual occasions and inconsistent condom use in the

gaging in a substantial number of risk acts. These risk acts are
really among about a quarter of the runawayandgz%lgouth.

These data have authors, for example, in Journal of
American Medical Association a year ago to conclude that the
number of problems and the extent of the lems are ‘‘so over-
whelming” that they tend to “depress and oralize us, to make
us feel that we can do nothing” to impact the problem.

Over the last three and a half years, as we have instituted an
intensive HIV prevention program in five runaway shelters in New
York City and we have examined the outcome data for the first 145
runaways and the first 110 gay youth, we are finding significant
increases in consistent condom use among these youth and showi
significant decreases in the percentage of youths reporting a hi
risk sexual behavior pattern.

The impact of the program is directly related to the intensity, so
that the more sessions youth receive, more skills training that
these youths receive, greater in their behavior. If we
look at the three months prior to the implementaticn of the pro-
fm.mamongtherunawa consistent condom use was repo by

8 percent of the youth. Six months later, by those receiving 16 or
morve sessions, 62 percent reported consistent condom use.

During the three months prior to the program 21 percent report-
ed what we call a high risk pattern—inconsistent condom use and
more than three sexual ers. Six months later we had no
youths who had received 15 sessions or more reporting such a high
risk pattern.

Among gay youth, the results are similar, except for those who
:’ﬁ shd&iw; psychiatric disturbance, who appear more psychiatri-

y .

Both fortunately and unfortunately, our findings are not unique.
They parallel the results of intensive intervention efforts that have
been mounted with adult gay men. They also parallel the findings
of intensive prevention efforts that have been successfully managed
for smoking prevention, substance abuse prevention and teenage
pregnancy. ] o

Successful programs are typified by a number of characteristics.
First, they are always delivered in the context of comprehensive
health care. Second, they build on m strengths. Thir:knﬂlx:y in-
volve active rehearsal, repeated re of the kinds of skills that
are going to be necessary in high risk situations to implement safe
acts. Fourth, they are delivered in a context of social support from

rs and institutional support in their local communities. And,
y, they are intensive. Kam not two to three sessions of edu-
cational sessions (which is what most communities in the United

10
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States are struggling to mount). They are about five times this

dm;::)érloth:gedataleatlusint;ea'n'mt‘:lfst implications?
First, kind of HIV we need m on those suc-
demomtmtedmother

cessfully high-risk adolescent behaviors like
substa: e abuse. But there is a big gap between demonstration and
dissemination. There has been no scale dissemination of such
intensive for any of the high risk acts.

Currently the Centers for Disease Control is funding Safe

runaway and homeless youth networks. This program is funded,
however, to provide two or three of training to staff and then
these staff are to go back and to implement an in-

tensive program. e an outstanding is available,
mwataleve!thatcouldrem allow effective dis-
tion.

Second, the HIV epidemic is changing, and we need to change
our programs with it. Perhaps this is clearest around the issue of
HIV testing with adolescents. HIV testing is increasingly advocated
because of the hope for prophylactic treatments for early detection.
g:mr,mmmmmmdwitbkheincﬁgeddmnd

testing, so many problems case that we in
our office a few weeks demonstrated problems.

We had a 19-year-old female who found out the day before
that her i and father of her 15-month old and six-month
old babies was infected with HIV. She had been tested for HIV
that morning, and she showed up for a research interview, not for
any kind of clinical appointment. She was suicidal. She needed to
be psychiatrically hospitalised. But in the course of it we found out
that: 1) she had only given an appointment three weeks later;
2) she had asked three times, but it wasn’t clear to her whether her
babies needed to be tested or not; 3) she did not have any condoms,
and she had been at a testing site that morning and with her boy-
friend at an HIV testing site the day before; and 4) her boyfriend
had seen a doctor the day befo.» and that day. He had an ab-
scessed finger which necessitated overnight hospitalization, but it
had not been treated by any of the doctors.

This gap between 1 delivery of health care services and
actual services delivered, particularly to adolescents, is substantial.
If adolescents test positive, do not have any access to services.
In addition, adolesce.its would not necessarily utilize services if
they did have access. Adolescents are likely to be stigmatized and
are unrealistic about the tization. It is very unclear that
even if adolescents tested mgositive that they would be motivat-
ed and able to change their risk behaviors. As I mentioned earlier,
43 percent of the gag gmt.h have attempted suicide in the . In
a study in New York City among adolescents enrolled in school 21
gzrcent said they would kill themselves if they tested HIV positive.

we need to do some long term natural history studies of adoles-
cents who find themselves positive.

The second recommendation 1s the importance of stabilizing the
lives of high-risk youth. Why would a runaway or homeless youth
care about getting HIV and dying ten years from now when they

b
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donotknowwhmvtheirhediswnlshtorwheretheirnexthis
six foster care resources and
have decreased 27 percent. ver, the number of youth
needlngfoshetmhminmsediﬁpemnt.mn.thmisagap
betmwhatwneﬁandwhatwehavf;
Third, our levels su gingle parent, im
mmmmm%mﬁmmmmmww‘;
M&n&mﬂdtbemmyouthmoutddysfumﬁonal
famﬂi&,andrunninsawayandhomelmmmassociatedwith
gmﬂym@”ih;m.itiscriﬁcalﬂmtmhavemkindofmﬂnat-
cy.
And, y, gay, sexually-abused, and substance-abusing ths
againhavenomourcesfor ; progmms.Forexampe,last
Friday a crack addicted adolescent wanted treatment. We could not
find a bed in New York Ci for over eight hours and then only by
utilizing personal favors. ahadtogotoﬁvecommunity-based
agendestogetbirtheertiﬁcamsandevideneeofhousingbeforewe
couldgatherinapmmforcrackandsubstanceabme.'l’here
are no substance abuse treatment facilities for adolescents. In sum-
mary.unlesswebegintolookatHleithinthecontextofcompre—
hensive care for adolescents, we will fail.
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Pazrazen Srarsunwr or Many Jans Roresnan-Bozus, Pavcrral Invesmioa-

mormmmmmm%&mmm
mhnm&!mmmmwommm.
Divisron or Cinp Peycuiatay, Corumma UNIvERSITY AT Tz Naw Yorx Srars
Percanatwic Inemrrurs, Nsw Yosx, NY

Summaxy of Rscommandations
1. Disseminate NIV prevantive mvimnnm‘mh.

2. Conduot ve studies of NIV testing, and dsvelop pre-
mmmmmuuwum&u

3. mmmu!mmwm
long-ters indspendent 1iving programe. ond

4. mmwcxmumtm-mum,
impoverished, or dysfunctional families.

S. Develop, disssninate and expend specialized intervention
programs for gay, sexually-abused, and substance-abusing

T
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Insxodeoticn
Ny nsame is Nary Jane « I am the Pr
m&mcummmmumm-m:umm
Canter clinical and Bshsvioral an avard

mvmumumwumu at Columbia
versity in Mew York end a research entist at the Nev York
State Psychiastric Instituts. yor fifteen years I have
wnmummwm-mm prevention programns
targsting adolescents.

Nadame Chair and committee membars, thank for inviting me to
speak. I am here to discuss successful /AIDS prevention
programs for adolescents. lymrhmbudmnnm/uw
prevention that svaluated with 450 youths in New York
City at high T mmmw-nomny-m

The importance of dsveloping effective HIV/AIDS prsventicn
mmmmmumwmmu
thess youths in the U.S. and their astimated HIV infection rates.
Among an estimated 1.5 millicn runavays, spproximstely 4%, or
,000 are estimated to be infectad. Among gay males, sstimated
be 9-14% of all males, sstimates of ssroprevalence range up to

. They are often victims. mng:‘.uppmmtdy
lolmthmoctotmirfnuyhnnsm who
are either alcoholics or in jail, 5783 have gone without food for

at least one day in the past month, and 25~-80% have been sexuslly
abused. Amcng gay male sdolescemts, approximately 80% have
experienced gay bashing, and 12% have beer thrown cut of their

Given ths stressors in these youths' lives, it is not surprising

that many develcp a cluster of beshavior prodlems, ting both
themselves and others st risk. :ipnxmmy 508 trouble at
and cidal {433 of gay male youths

school, many ars depressed
and 338 of runavays), 258 becoms invol in teensgs pregunancy,
90% use alcohol, 41% use marijuana, and 38% use crack/cocaine.

However, it is important to clarify two ways in which the
stersotypes of thess youths are inaccurate. First, the
stereotypes inacourataly exaggerate the risk acts of thess
youths. m.umtywdomtmmmnctmtzn ot
these youths are sexually abstinsnt, on the fact that female
runawvays typically have been .exually involved with only one
partner in the past three months, with males typically olved



ans are intsnsive,
iding, for example, 15 or more sessions instesd of merely 2-3
of educational intervestions.
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mhgmdhﬂnonuwmlm.m&ndmulm
veaks later. mmmmzxmmmmm.mn
needad immediate care for an adbscessed finger. These
youths {llustrate the of policies that advocate NIV
testing without providing te services. Such youths
do not reslize the stigmatisation 1 y to follov their

to their behavicr, and hy react preoipitously by
suicida.

Praventing the spread of EIV among adolascants resquires mors than
and confidential HIV testing. If initiated

izmediately, several onuld alleviats the spread and othsr

negat ive effects of NIV on among homeless youth:

a) Fund ¢the lemsntation of HIV prevention programs in
t-{::.ry ters, foster care, group homes, and other
soc sexrvioce agencies. In thsse programs, address, in
addition to AIDS knowledge and attitudes, the acguisition of
-uu-mmummumm-wtmmt
are necassary to maintain safe acts.

b) Provids compreshensive care to HIV-positiva adolescants that
includes provision of cass managers, mtﬂmuy target
homeless youth, such as by allocating under the Ryan
Mhite AIDS Care Act. .

c) Remove federal and state impediments to homaless youths'
participation in AIDS drug trials, particularly the
requirement of parental cunsent.

d) wmmsnnmuummotmmtmm
adolescants, specifically examining the effect of testing on
behavicr changs, and svaluate omuglu for pre- and post-
test counseling that consider youths dsvelopaental
capacities, their low conpliance to health care regimans,
and their scarce family and peer resources.

Tespoxary Shalter and Independent living

To avoid risk behaviors that can lead to HIV infaction,
adolescents nesd first to have stable lives. m:dot.ln{’m
Mm-hm!mwmmynckamtorm ht?

when the first Runavay and Homeless Youth Act of 1974 was funded,
shelter was provided for 15 days and provisions ware mads
alloving for ®full servica® agencies. Youth shslters were
staffed vith socisl workers, crisis coumselors, public health
nurses, and wers compensated to network with local nospitals,
outpatim elinics, and schools. Today, these full-sexvice
agencies are rare, due to lack of comprehensive funding, with
only a fev sxecutive directors managing to creatively piece
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m local, state, and federsl funding to
of sexvicess required. Sowe mitiuhrnimnly in
mmalmu. fall far short of approxisating

Even more tio, due to the limited availadili
teamporary M,Mmmmmu to
the strests. Without fundamantal reordering of priorities, the
foster care system will fail ¢to adequately ssrva youths.

Finally, the question of contimuity of care for 18 old
adolescents who out of the care systea, lack the
skills to live ¥y or to hold a job, remains
unaddressed in sany states. models

1iving programs have dean demcnstrated, yet substantially more
mummummmmummm
thess sarvicss.

Ianily Advocasy

he dramatio changss in the structure and diversity of American
tnﬂiuwuthlnﬁ“gunmmmmwin

rmmm-plmn policies regarding families. The
ailure to ve and functional family is the single

with .duruat homelessness. Family
mmmmmm @.g., parental substance
abuse, fanily homelessness, health M‘n. socoial isolation),

and sdolescants in dysfuncticnal familiss are often better served

by iesving these homes rather than attampting to resolve
insolvadle predblens with few resources.

The number of leaving untanable hose situations is
refilected by 370,000 youths currently ia foster care and

homos, to sscalate to uo m 1’95.
negnituds ot prodies suggests that inalv

trylwtaemvnh mmmm
Unless tmxmmmm additional nm:t
youths will leave, becoming homesless. To reverse ri.hg tide
of adolescent homelsssness, familias need basic guarantees of
housing and employment. In addition, families under stress amd

parents with a history of substance aduse need assurance that
they have sccess to treatsent and social services.

for adolsscents recsiving tamporary shalter, the family's

rejection of the ‘s lifastyle may be the most common
m:::ntu sjected from the family. Specific
{on programs are needed to help such adolescents

ocope
vith the stress associated with mlnq s situation of sexua)
abuse ard neglect or ocknwhdglng a gay saxusl orientatioc..

vy



substanco eliminatsd.
-tmmmmﬁmmn on of nesdle

, the probadbility of implemanting effective HIV
preventicns ines for these youth.
SUNBAEY
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is&airwmnScanhatisnotmycbeervabutmryreal-

Ourﬂnalpanelwitnesthismominghl)r.m , and we are
tohavemwithmthkmming.'l'moorhm
we put your entire statement in the record.

CENTER, MEDICAL COLLEGE OF VIRGINIA, VIRGINIA COMMON.
WEALTH UNIVERSITY, RICHMOND, VA

you

come here to discuss the business of adolescence.

name is Dr. Linda , and 1 am a pedi who cared
burg, Vicginie ciescents and the  romaney s tn Peters

A teenage rate was high an
sexuauytransmiwedd'm&mmcommmplme.
AtthemtlmmAmkhntPrMofPediahicsatthe
Children’s Medical Center at the Medical College of Virginia,
where I treat i t patients, middle class patients, the faculty’s
children and drug-exposed infants.
The following observations are based on my personal experiences

course ency has increased from 28.6 percent in 1970 to 51.5
percent in 1988. This growth is despite the in ing numbers of

tricts are promoting courses in family life education, and even the
increased emphasis on “safe sex.”

You also know the appalling statistics on the » of sexur 'y
transmitted diseases. This explosion is also despite all the time |
money which well-meaning ple have invested in school-based
clinics, sex education and sex. Over the last 10 years, a 306
percent increase in Federal funds spent on promoting sexual re-
sponsibility corresponded with a 48.3 percent increase in teen preg-
nancy. Risks have increased for genital herpes, hepatitis B, pelvic
inflammatory disease, ectopic pregnancy, premature labor, HIV,
and malignancies related to sexually itted diseases.

Adolescents often become involved in sexual activities to the ne-
g}ect of studies, social skill development and community activities.

y six of working with this population brought me face to
face with the abject social isolation of these children. They had no
friends, Just a series of sexual partners. Other teens, ing to
“belong, m into the business of sex for drugs, increasing their

n !

In the face of all these risks, each adolescent needs a medical

ho.se to teach prevention, provide medical care and to support ap-

propriate development. A medical home must supply health in-

struction to the adolescent and their parents, medical care for the

acute illnesses and chronic problems, counseling. phone advice, and
easy access 24 hours a day.
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Ibdiewthhﬁﬁmhfoundmtinadinkbutinﬁmpedhtﬁ-
cian’s office, and that every adolescent requires this care. As

What benefit does this early sexual activity provide to the adoles-
mt?lkmwdme.lhnwmthadamzemﬂmeof.any,m

have | read articles even that sexual activity is of
mhmﬁththmm with the emotionally
transmitted diseases,

p.

As an adult, the sexually-active teenager often desires to con-
ceive but cannot because of prior infections. In 1985, Clark from
Toronto noted that cervical cancer is three to four times more

provalent in with two to five sexual partners. Time, emo-
tional puin and disease are the cost of premature, promis-
cuous sexual . True abstinence prevents sll these problems

100 parcent of the time and alleviates much of the subclinical and
gbeonsciomanxﬁywhichisthebasisoftheadoleseentbehavior-

we observe.
a failed attempt to reduce tee health problems, school-
based clinics have oped since the 1970s. The clinics fall short
of the comprehensive requirements of the adolescent and create
falsesacuntyformanyparentsandteenmm'l‘heschool%ed
chnicqﬁﬁgmmtthewenshealthcambcatmeonl 66 t of
the clinics are open as much as 40 hours a week. They do not pro-
vide night or weekend coversge, and only slightly over half are

open in the sum:mer.
The rooms cannot reach the clinic's “health care pro-
vider” when patients come for service. The patient has no one

to call at night for questions. Duplication of medications and con-
tradictory medical advice are often given by the different provid-
ers. Parents are not able to nelp in history giving or to help in ad-
ministration of therapy.

The cost for this nted partial care varies by location, from
$37 per visit to $81 per visit. In comg;ison, a pediatrician visit is
$30 and is cm;;prehensive in nature. School-based clinics may limit
the freedom of the teen and their family to choose the physician
who they feel would best meet their needs. Our tax dollars could be
more eflectively invested in allowing the families to select a more
cost-effective, comprehensive pediatric office.

In 1987, the American Academy of Pediatrics published a cau-
tious statement regarding school-based clinics. The AAP asked for
more research to be undertaken. Only eight of the subsequent stud-
ies in peer review journals used required pre and post statistics in
their studies. None of these studies proved that the clinics meet
their . In Gary, Indiana, the study found no difference be-
tween and contro] schools in birth rates.
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After reviewing Medline and Psychologic Abstracts searches on
school sex education, Stout concluded in Pediatries in 1989, “Our
findings indicate that the expectations of altered adolescent sexual
acﬁviz,bc;ntrampﬁvebeha’yiorandmmymnnlikelymbe
fulfil} these programs.

In 1982, the Council on Scientific Affairs of the AMA examined
SBCs and stated, “Data are not sufficient to support the universal
establishment of school-based health programs.”

The American Academy of Pediatrics survey in March, 1988, re-
vealed that only one-third of pediatricians supported the school-
based clinic concept.

To reduce the incidence of sexually transmitted diseases and

, the condom is suggested. The condom must be utilized
mhmum.wmmmmbeallowedml&kwerthe

Dr 'mandtheElkins, G?gf&o?&ny&m the U of

. Thomas at the University
Michigan, noted that 5 to 30 percent of nonlatex condoms leaked
wuter molecules, which are than herpes, HIV or wart vi-
ruses. Latex can cause severe allergic reactions, and Consumer Re-
ports states that condoms have a 15 to 35 percent failure rate in
preventing pregnancy.

Abstinence will ensure no transmission, and the promotion of
intercourse within marriage will create healthy role models.

In the Planned Parenthood magazine, Family Planning Perspec-
tives in 1990, Howard and McCabe showed that students in an ab-
stinence-based program are five timer less likely to engage in inter-
course than a control group.

Our adolescents are facing health challenges which require com-
pmhemivecare.Weneedtoassurethatmtohealthmpro—
viders who can meet all their needs and furnish current medical
and counseling information to aid them in their development to
adulthood. This kind of com care can be found in a pedi-
atrician's office. It cannot found in a school-based clinic. Qur
success should not be measured by the success of sales of latex con-
doms but rather in increased numbers of abstinent youth, healthy
and fully engaged in the real joys of the adolescent experience.



of Virginia where I treat indigent patients, sidgdle class
and drug exposed infants. The obsezvations are
ay personal experiences and a long review of the problem.

our ere facing increased risks of nulnx
transuitted disesses, arrested

monm.m deve an

intercourse fraguency increased fyom 28.68 in 1970 to 51.5% in
1988. This growth is despite the ilocreas susbers of school
besed clinics, the increased freguancy with school districts
mmmmmxyunm.mmm
increased emphasis on “safe ses.” Yov also know the

appalling
statistics on the of sexmally transmittad diseases. Nis
sxplosion is also te all the time and money which well

m;.:mmmmmumu.mm.

s~fe sex. mmxmmm.-:uowmzm

!mmngwuum:mmu cosresponded with &
¢ 6§ pTegRancy

.30 . Risks have for genital
herpes, tis, B, pelvic inflsmmatory disease, ectopic
1abor, , and maliguancies releted to

pregnancy,
sexually transmitted diseases.

Aolescents often become inmvolved in sexual activities to the
neglect of studies, social skill development, and community
activities. Ny six years of working with this on
a8 face tO face with the adject social isolation of these children.
They had no frisnds, just a series of sexual part &s. Other
teens, trying to "belong”, drifted into tha business Of sex for
drugs incressiag their medicsl nseds.

xnm:motnumum,mmmmaa
msdical home to tesch prevention, provids sedicsl care, and to
appropriate development. A sedical home mnst supply health
{nstruction to the adolescent and their parents, Nedical care for
the scute ilinssses and chronic probleas, mxm,‘w advice,

and twenty four hours a day. I believe
is !m 8 eclinic, but in the 1cian's office and feel

that every adolescsnt requires care. M;ug.tmm
probleas of our socisty, the adolescent must have guidance
which a pediatrician is trained and sxperienced to provide.

What benefit does this early sexcal activity provide to the
adolescent? I know of none. I have not had anyone tell me of any
nor have I read articles even suggesting that 'sarly sexusl activity
is of any bsnefit to the adolescent. Yot, I have cried with the
emot{onally wounded, treated the sexually transaittad diseases,



hospitalised the pelvic inflammatory dissases, referred the
iafertility and cervical cancer. Girle who thought the nan
mnumuutmxomm.mﬂunotuama
and thresatan suicide when he moved on. last Thursday, ia the
SR, I treated just such a case. am & 16 year old died of
mmozmmmquz ummmnm
selationship. As an adult, the sexuslly active oftan
desizres to conceive but cannot becsuse of prior infections. In
xsu.cmzmMmmmemus-cm
mmmxnmonmmuunmm
ssotional pain, Mtﬁld&mm:&nmotm
promigscous sexual activity. True abstinence prevents all these
prodbleas our hundred percent of the tims and alieviate much of the
subclinical and subconscious anxiety which is the basis for of the
adolescent behsvioral prodlems we chsaxve.

In & failed attempt to reduce tesasge hsalth problems, achool
based clinics have dsveloped since the 1570's. The cliaics fall
Motmmtnmotmmmm
mtalumnyte:my?uwu teenagers. The sachool
based clinics fragment the tesn .MQMWMyMOot
t.b-cun.l.ummumhu“ a week. Thsy do not
provide night or weekend coverage and only slightly over half wese
mmmm. The smarguscy rooms Cannot rsach the cl lc’'s

1th care provider” when their patients come for sesvice The
patient has no one to c¢all at nd for questions. Duplication of
medications and contradictory cal advice are often given by the
different providers. Parents are not able to help in history
giving or to help in administration of suggestad therapy.

The cost for this fragmented 18l care varies by location
from 37 dollasrs rx vigit to 81 dollars per visit. Ia comparison
8 pediatrician viasit is 30 dollars and is comprehensive in nature.
School based clinics may limit the freedom of the teen and their
family to choose the mxcm who they feel would best meet thair
needs. Our tax dol could be more effectively invested in
sllowing the families to select a more cost effective,
comprehensive pediatric office.

Ia 19687, the American Acadamy of Pediatrics published a
cautious statement school based clinics. The AAP asked
for more research to undertaken. Only sight of the subsequent
studies in peer review Jjournals used reguired pre and post
statistics in their studies. None of these studies proved that the
clinics meet their goals. In Gary, Indians, the study found no
differsnce between SBC and control schools in birth rates. After
reviewing Nedline and Psychologic Abstracts searches on 8

: Stout concluded {n Pediatrics in 1969, “Our inge
ingicate that the expectations of altsred adolescent sexsual
activity, contraceptive behavior, and pregnancy are ualikely to be
fulfilled by these programs..."” In 1982, the Council on Scientific
Affairs of the AMA umm SBC’s and stated, “Data are not
sufficient to luppott the universal establishment of school based
health programs.” The American Académy of Pediatric's Survey of
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march 1988 revealed only one thixd of pediatricians swpposted
school besed clinics.

clinde. mmmxumumwm
sales of latex conjoms, but rather in the incressed
abstinseat youth, healthy apd fully engaged in the real joy®
adolsscent sxperiences.
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occurring also seems to
y, given, if nothing else, the financial chal-

me ask Dr. Meloy—I would agree with you that abstinence is
ternative for everyone. But from a pe ive of

Wﬂ: these ggmg ;:gﬁle who have edl;mfa ems, psy-
psychia as as physical, do you have any recom-
tiom—ifwecloseddownthuschoolbasedclinics,whatdeliv-

ery mechanism is there to provide alternative services and health
caretoﬁ&epeople?lgueaslamgmspingforhowdoyouprovide

com vehealﬂ)mgiventhefactthatwehaveavery
mmgr;henai 1-based clinics that is not as broad spread as

1]
Eg
aq
g

g
g
B

.Mnm.lthinkwehaveaomeprogmmsalread in place,
when we look at it from a pediatrician’s point of view. We are im.
children prior to school. We have public health clin-

care of the children from ages birth until five. I think

with, to begin our teaching there,

dren as we talk about healthy habits. To use that

firm basis that you already have in place through public health
and through pediatricians’ offices. To build from their education, as

-
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we have so that we use them in ways that do, in fact, have a real
live consequence for these people, and I appreciate your tes-
ﬁmhm. today. I think it does contribute to that very much-
n

I mmc&m .
Scuroxper. Thank you very, very much.
Dr. Rotheram-Borus, :ﬁxaother study I hagegeard about tiha;f v:gs
disconcerting was that occasionally w young people e
;llzgeagemtestedmposiﬁw,oﬁenthmﬁminsﬁnctwas
wmhowmanymg}etgeopletheycmﬂdinfect.ltmarealanger.

s Roraraa Bons 1 b
Dr. -Boxrus. 1 have not seen those data. I know that re-
cently in New Orleans Judith Rabkin and Robert Remien present-
ed data indicating that persons infected with AIDS, three years
later, are still very angry.
Inourownsm,weaskedwhstwwldyoudoifyoucameu
HIV positive? we found that a substantial portion of you
saidtmwuldtakemrybodytheyconldwiththem.ﬁereisa
real gap, however between what th say they will do and what
they act“u:eltlly do. I think I would be concerned that these data are
further to stereotype youth.

Chairwoman ScCHROEDER. Sure.

Dr. Rorieram-Borus. Because I think there is a real gap be-
tween what they say they are going to do and what they are going
to do. We find that in every area of adolescence. And I think that
it calls for the need of some prospective studies of youths’ re-
sponsestoHIVtastg.

Again, 1 am not advocating for the CDC, but they just recently
t a call for proposals for such studies—I think came out in
y—so that such studies are being initiated. But we have no data
on that so far.

Chairwoman ScHrOEDER. Dr. Gardner, I have many members of
my family who are doctors in rural areas of middle America, and
they are now saying for the first time they are seeing all sorts of

7
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AIDSandmminng;o:etodie.Andmeym
very concerned that rural America that they are immune
frum this and the are not makirg te

Mr. GARDNER. Absolutely. This is a tremendously mobile society
now. People are constantly circulating in and out of the cities, and
there are high levels of sexually transmitted diseases in various
And these things provide heightened risk for HIV in-

:
i

I think that the point you raised has got to be considered
whenyougytothinkabout dollars that it is going to cost, if I
could sort of turn the question a little bit to address Representative
Johnson’s point.

smanmmpledmkidsfoundinplmwhemyounggaymales
mdwmrm.Myfmmdinmeﬂ-tolQ-yeaml group that
43 percent of kids re an unprotected act of anal inter-
course in the last 60 days. Again, there is an issue of stereotyping:
this is a small group, as Dr. Ratheram-Borus pointed out. In that
sample there was 12 t HIV seroprevalence, s0 this is a group
that has a high likelihood of producing many AIDS cases in the
next few years. The cost ¢ an AIDS case is astronomical. It does
not save money to neglect the needs of those kids and not to give
them individualized attention.

I am sure you grasp that, but I don’t think that is widely under-
stood that there are concentrated groups who engage in high levels
of risky activity and are likely to produce many infections at an

enormous cost.

Chairwoman ScHz0OEDER. Good point.

Dr. Meloy, I want to make sure, I think I understood it, but I
want to make sure eve understands. 1 think everybody
would agree abstinence is obviously the best protection. But you
are certainly not saying that hecause condoms could cause allergic
reactions, because kids don’t ahstain, they shouldn’t use condoms?

Dr. MeLoy. That is not wha¢ I am saying at all. But I think it is
important that something that is being handed out as frequently
through our health departments and mmms like this, that
people understand the risk even of that. I think that is an im-
portant——

Chairwoman ScHroeDER. That it is not risk free.

Dr. MELoY. That nothing is risk free in this world. There is a re-
sponsibility with all our actions, and when we are talking to people
we want to talk to them about the ideal.

I think it is important that we get the ideal across. When we
settle for second best, that we make sure people understand what
second best is.

Chairwoman ScHROEDER. Absolutely. No, I have no problem with
that. I want to make sure people didn’t hear it. that—the other
way.

o
w
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Secondly, I guess I think that your points are excellent—it would
be nice if kids had this rel~tionship with pediatricians, but I know
Children’s Hospital in Denver found that across all income levels,

would take a . They have worked very hard
@ and you just di ’tbg:tthwkids.‘louth:av:mto
oaw new—maybe you need to have pediatricians that only
deal with adolescents, but they don’t go to see the baby doctor.

your
that in Virginia, but we certainly see that in Colorado.
_Dr. MrwoY. Youmtalkingnioutthestereotypeofthe pediatri-

cian.

Chairwoman Scarozpzz. But the kids have it.

Dr. MzeLoy. Some of the kids have it. All the programs in the
United States now have a certain port.on of pediatric training that
is in adolescent medicinys. We have a separate portion of the Amer-
ican Academy of Pcdiatrics that deals with adolescents, looks into
their problems, - nrt it is a developmental issue. Adolescence is a
developmental st. se. just like the stages we take the other children

More and more pediatricians are continuing ¢o take care of their
adolescents in their offices. The offices have changed and are con-
tinuing to change, as you will notice a lot in the decor. i think that
is an important thing, to have someone who is trained in pediat.
rics, and the boards for adolescent medicine are making that train-
au;gevenmomspecxﬁ' ¢, so the pediatrician has spent that time with

olescents. They are a very enjoyable population to work with.

Chairwoman ROEDER. Some are. | am not sure that they all
are. But 1 guess 1 would just say in the interim, there are many
communities where 1 have seen the only way you pick up those
kids is the school-based clinic.

Maybe as we catch up on this it is different, but we are seeing
fewer and fewver pudiatricians willing to take Medicaid patients.
We see pediatricians being busier and busier. I think someone told
me, ] don't know if it is true, that they have the lowest incidence of
suicide because they are too busy to contemplate it. Their being
able to sit down and confer with kids makes it very hard to do.

They are also lesser paid among medical professionals because
they don’t deal so much with high tech, they deal with human
bei : .dAnd unfortunately, 1 think they have their rate scale
upside down.

But this committee has done a lot of work with the American
Academy of Pediatrics. We have got a lot to do before we really
deal with all the stereotypes, all the issues, and everything out
there, and in the interim, one of the biggest problems ink we
have had with school-based clinics is that they haven’'t—communi-
ties want to put restrictions on what they can talk about rather
than allow them to be a resource for the kids. And I think that you
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would agree that the school-based clinics should not have restric-
tions, they shouldn’t have gag rules on them.

Dr. Mmov.lthinkaslongastheymwmmtricmdcare,l
don’t know that restrictions are bad for them. They are not provi
ing 24-hour-a-day care. They are leaving that to emergency rooms
ga;!t are much more costly, for adolescents and children with week-

coverage.

I think if a has been built up with the child, the pediatri-
cian can still that counseling time It is one of the things—we
are so poorly pad because a lot of our visits take a lot longer. Be-
cause it takes a long time to talk to a teenager—when you have
just told them they have gonorrhea and you have to spend a lot of
time listening to them, talking about what the implications are
within their family.

So you are right that we are low paid, because we have to take
that time. The ing is that there are a lot of young pedia-
tricians coming out proFamsthatwould love to take care of
those adolescents, and a lot of the problem is reimburgement.
Whereyoumsnyingitishardforthesechildmntoﬁndm.l
think it is something that seriously needs to be looked into. Some-
one who has gone th an adolescent fellowship and training is
inaccessible to the child use of finances.

I think that is an issue we really need to look to because a lot of
these teenagers don’t have access to any kind of coverage to help
them get the care that they need.

ChmrwmnanScunomIthinkthatistme.butlthinkwe‘?ut
the trained iatricians in the school-based clinics in Denver. You
can work a lot of those things out. And having used pediatricians
when my kids were little, I can’t ever remember—nothing ever
happened before the office closed. It was always at night, and the
ﬁrstthingwas,takethemtotheemermcyward.

We ought to work towards those 'dsofdg:?ﬁs.'l'heschool-
based clinics tend to be one place where it is a comfort zone,
because at least it is accessible. But we will keep looking at it. And
I wish §0u would look at the Children’s Hospital in Denver.

Dr. Kolbe, you said the survey data allowed you to determine
whether risky behaviors are correlated. Are they?

Dr. KoLse. We have data from other studies that suggest that
they are. We currently are in the process of analyzing data from
the Youth Risk Behavior Surveillance System to understand the
extent to which various risk behaviors are associated.

Chairwoman ScHroepER. So you are looking at that and we may
be able to get more precise information?

Dr. KoLse. That is one of the reasons we developed that surveil-
lance system the way we did. As I indicated in my testimony, we
would be able, for example, to assess the extent to which kids who
e in sexual behaviors (that result in HIV infection and STDs

unintended pregnancy) also engage in alcohol and drug use,
risky driving behaviors, and in violence.
rwoman ScHROEDER. So if we can find the correlation among
these different risky behaviors when you finish all of this, then
that ought to really help us in designing prevention programs,
wouldn’t you say?

60
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Dr. KoLee. We think so. As 1 indicated in my testimony and per-

.hapsmsomeresmsetoConmanJohnsmsquesuonabout

implications of prevention programs, we suspect that
themmtefﬁcxentwayofmducingmyoftheserkkh&amm
not through a haphazard ~ne-week course in the 12th grade on
HIV prevention, and a three-day course in the 10th grade on drug
ansnvenhon,andatwo-dayeoumemthe%hgmdeondnnk-

i.“%ethmkthatwhatourstmetyhascometounderstnndmt.he
past several decades about health ought to be to our children
in a very systematic, complete way, as part of their education, be-
ginning in kindergarten and continuing all the way through the

12th grade.

Chairwoman ScrHroeper. I think that is very, very important,
and comprehensive. We have a lot more questions, and 1 don’t
want to take too much more time, so what I will do is announce to
everybodynow,themeordtsgomgtobeopmfortwoweeks.soxf
you think of more things you want to add or people want to submit
things, I would be more than happy to do it.

Let me yield now to Riggs.
Mr. mmm

Good mommg 1 apologize for being a little late. 1 was in the
hopes of bringing my older son to hear this testimony, who is 16,
but he was more interested in working in the office and sort of
uﬁasmypemnalpageforthemonthofJune Because 1 have

family connection, &211 might say, to the subject matter, I am
very interested to hear

testimony presented by our witnesses

this morning.
Irecollectbacktomydaysasamemberandschoolboardprem

dent in my home community for ﬁva and we had a so-called

family life or family t was a standard part of the

curriculum offered in the 7th gmde ‘And I was interested in hear-
ing Mr. Kolbe's testimon about the importance of educating our

young people beginning I guess, the earliest school grade and
continuing on through their educational career, their secondary

Have you done any surveys to know how many public school dis-
tricts in America offer some sort of educational and preventive pro-
grams with respect to this whole subject area?

In other words, let me just phrase that a slightly different way.
How many school districts acknowledge the ungrtance of impart-
ing at least basic information to students and what grade span does
that educational program cover?

Dr. Kowse. We do have data about the extent to which the na-
tion’s 100,000 schools, are providing education about HIV preven-
tion at various grade levels. About rcent of the nation’s school
districts require HIV education, as of last survey.

Mr. Rices. May 1 mterrugt for just a moment, Doctor? Is this
part of a broader curriculum

Dr. KoLsg. No, not necessarily.

Mr. Ricas. So it is only focused on HIV causal behavior?

Dr. KoLse. We don’t know how many school districts support sex
education, nor do we know precisely how many school districts rec-
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ommend or support a more comprehensive school education pro-

gram.

Mr. Ricas. 1 thought one of the interesting things about our ex-
perience, Dr. , not only as a school board member but as a
pamﬁ;mthat this course was offered in the 7th grade to
my ol wn.pamtsmmquimdwamdanoﬁentaﬁmof
sorts, an overview seminar, if you will, before the course was of-
fered in the school. As I recall, it was offered in the latter part of
the school years, shall we say, the second semester of the second

How im t is it in terms of perhaps preventing adolescent
at-riskhole? vior to involve the parents or the family unit as a
w
Dr. MrLov. I think it is of paramount importance, because the
parents are the role models that the children see day in and day
out. I think any cooperation that we have in the team between the
schools, the parents, and the adolescents is wonderful because it
supports the same message at home. Because as we were saying, it
is not just a oneshot deal. It is something that needs to be rein-
forced at various times.
Adolescents and teenagers all have iods which are critical
learnimperi«h’lheschoolhas that time period, while a
teenager 1s at school. The parent another of that. I think
we ueed to work together as a team so when child is ready to
learn, in whatever location they may find themselves in, with their
m& their teachers, with dvxeir pediatricians, that that in-
c:nbegivenbecausewewanttohelpmischild’smtal
1 it takes total involvement—the home, the school, and the
medical work together towards helping the children
make healthy choices.

__Mr. Ruwas. 8o include the pediatrician as part of that team,
if you will, and has to be a compact, if you will, between the
youth, m&, and the trician?

Dr. . I think that is very helpful. I have helped various
pch@swiththecoure:atheyhaveneeded,helpedwi the draft-
ing and doing some of the onsite teaching work. ions and
answer time is basically what I have done, and a lot of the pediatri-
cians in our community serve the school boards in that way, to
help support the teachers with information, resource information,
ath:gototheschooltoanmranyoftiwquest&ons’ the teens
may have.

. RicGs. One of the things 1 was struck by when we went
through this as a family was how clinical the approach was to im-
parungm the ﬁﬁnsmmgﬁ both to youths lalmd fthe e—the 7th grade
youths partici in the program, as well as program.

That is to say, the information was of a very technical and medi-
cal nature. It 't talk at all about the development of values or
:xowit might relate to the standardly accepted morals of our socie-
y.

1 was very, very struck by that, and wondered if in part that was
because of the leeriness on the part of school officials to cross that
line or perl:}:ﬁ. you know, it would blur the church-state separa-
tion, if you .
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Is thers a way, or is there a role in your mind to include valu
training us part of an overall larger curriculum that also deals
with farrily planning and all these various at risk, very sexual
;p;ig_tioca that might put a significant segment of our adolescents at

H

Mr. GARDNER. Can I address that, Congressman?

In a book a number of us put together on this topic last year, one
ofthechapeemwasonm'eciselythispoint.Awlleagueofmine,Dr
Catherine Lewis, reviewed a number of comprehensive
programs where values training was an essential piece of what was
going on. These were nonjudgmental values. were values
thatdidnotn'ywholatecertainmop!easwmngornwdingtobe
stigmatized or isolated. These were values that stressed the impor-
tance of consideration for other people and the importance of con-
sideration for one’s own health.

I strongly believe that we should implement values-based train-
ing on those princi from an early age. As Dr. Kolbe said, it is

essential to have things start at the i of the educational
process and continue all the way . The values should incor-
porate a responsible care for the community, that is, train-
mgkidstomabouttheenvimnmentthatthey_nmin,andto

care about how well everyone is doi .
can find really impressive results, y glowing schools that do do
a good job. You can’t prevent risk taking completely in adolescents,
but I think there is promising evidence that you can accomplish
img:rtant things.

t 1 want fo stress that you can’t use values to isolate people.
Because if you do that, you will put them in a position where
can't ap h a iatrician, where they can't make those con-
tacts with adults that they need in order to the kinds of things
that Dr. Meloyistalking‘:ubout. If a kid is id to talk about who
they are sexually with their parents or with other members of the
community, then you have left them on their own, and they are
gomg to have to inake these choices entirely for themselves, and |
think we all agree that they are not going to be sble to do it as
well as they could in the context of supportive holp from adults.

Mr. Rigas. Thank you, Dr. Gardner.

1 had one other thing to add, particularly for my two distin-
guished colleagues on the panel. I was home a couple of weeks ago
actually driving up to the northern of my district. I was listen-
ing to my } radio broadcast, I caught the newscast talking
about a raging controversy in a K-12 school district, and the con-
troversy there had ens between a very vocal parent group and
the schocl board on whether or not to allow condoms to be dis-
pensed at a prom. When I heard the word “prom,” | immediately
thought, well, certainly senior prom. I just ut ran off the road
when | heard they were talking about sophomore class prom,

I did a little research and what is most disturbing about this inci-
dent is that there isn’t a comprehensive curriculum, comprehensive
course as part of the standard curriculum offering in t school
district which would also include values training and information
as part of that education, prevention.

en I say “values training,” ] am not talking about necessarily
any kind of life-style judgments. But I am talking about promoting
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I'don’t think you can have the one—l it sends a very con-
fused to gur young mheuadults%whether
or not to condoms to at sophomore prom

Mr. Worr. Do you believe there are some that are t
and some that are wrong? Are there not some things that
are eternally eternally wrong?

of
gradunﬁngclass—lfljnstgotupandmidwtbesepeope,agm

Worr. You really have to ify that.

. GARDNER. Yes. Thank you. I wanted to say is that
there are young people who have identified themselves as homosex-
uals, for example. I do not think it is helpful for them to be told
g:agthereissomethingwmngorevilortobemgmttedaboutﬁmt
oice.
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just say that I believe there are things that are right and
beﬁmthemmthingsthatmwm.lbeﬁevewiﬁ({onng
early have to state what you believe is right what

are wishy-washy, you provide no stand-

I t
apﬂvpriaee.lwinhavemquesﬁmfwthemd.
| t me

:
1

i ity Congressman Riggs
somebody were to ask, is it appropriate to dispense condoms at the
senior prom, not to mention the sophomore prom, I would say it is

Would you agree that it is wrong?

Mr. GarpNER. No, I would not at all agree with that.

Mr. Worr. Well, then, I can see we don’t have a lot in common.

Do you it is wrong to distribute condoms at the senior
prom, Dr. Kolbe? Let's take the senior and the sophomore prom. At
the?sophomore prom, would you, and at the senior prom, would
you

Dr. Kowse. I think Mr. Riggs put his finger on it. The more im-
portant thing to do is to provide education.

Mr. Wovr. Exactly. But don't you think it would send the wrong
mem;ge to distribute condoms at the sophomore and the senior
prom?

Dr. KowLsg. 1 think we consistently need to tell our young people
very clearly, those in high school, that there are numerous public
health reasons why they should not engage in sexual intercourse.

Mr. WoLrr. And other reasons, too. As a parent, if I knew that
kids of mine were going to a prom where people in responsible
leadership positions were going to distribute condoms for example.

Dr. Kolbe, 1 assume you do not believe it is appropriate.

I am not going to go down the panel. I want to go back to Dr.
Gardner, but he apparently thinks it is okay. Reasonable men and
women would disagree on issues, but there are certain things
where you have to say this is right and this is wrong. Clearly,
something like condoms at the senior class prom as well as the
sophomore class prom would be wrong.

Again, thank you very much for taking the time.

If the Chair permits, we will just submit questions for the record.

in, I do apologize for not here.

irwoman SCHROEDER. Let me thank the distinguished panel
and we appreciate that, and announce again that the record will be
open for two weeks.

Let me call the second panel up to the table this morning.
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First, we have Lenore Zedosky, who is the Assistant Director of
the office of Educational Su Services in the West Virginia De-
t of Education, in accompanied by Rae Ellen
, the National Teacher of the Year, from Pointe, West Vir-
fmia,' : Dorothy Wodraska, who is the Assistant Director of Project
.STAR in Indianapolis, Indiana; Jose Duran, the Executive Direc-
tor of HOPE in Boston, Massachusetts; and Kathleen Sullivan, who
is the Director of Praject Respect in [llinois.

We are very, very happy to have all of you here with us this
morning, and the rules are the same. We will put your testimony
in the record, and then you may summarizge however you may like.

Let's start with you, L2nore.

STATEMENT OF LENORE ZEDOSKY, ASSISTANT DIRECTOR,
OFFICE OF EDUCATIONAL SUPPORT SERVICES, WEST VIRGIN-
1A DEPARTMENT OF EDUCATION, CHARLESTON, WY

Ms. Zgposky. Thank you for this o‘pportunity to present testimo-
ny mﬂéﬁe comprehensive school health initiatives that are
making a difference for children in West Virginia.

1 am here today representing the West Virginia Department of
Education and the West Virginia School Heuith Committee which
has been appointed by Governor Caperton to be a catalyst in
moving us forward in an initiative that will make a significant dif-
ference in the health status of our children and eventually of our
entire po tion.

West Virginia statistics about child well-being are alarming. One
in two babies is born into Poverty; one in six babies is born to a
teen mother. Children die from causes that are preventable: acci-
dents, homicides, suicides, and low birthweight. Forty-seven of the
55 counties in West Virginia are designated as medically under-
served areas. Mortality rates are 19 percent higher than the na-
tional average.

In the spring of 1990 the Department of Education conducted a
youth risk behavior survey among our ninth twelfth grade
students that gave us even more alarming data. students are
engacinglin multiple risk behaviors such as riding in automcbiles
with individuals who have been drinking, drinking and driving
themselves, and e ing in unprotected sexual activity. Twenty-
three percent repo they already had had as many as four sex
partners. All of our children are at risk.

West Virginia is taking the lead in addressing the health prob-
lems of its citizens by initiating solid proactive steps to do some-
thing about escalating health care costs which last year totaled
more than the entire State budget.

In the summer of 1990, Governor Gaston Caperton appointed a
25-member school health task force comprised of leaders in busi-
ness, education, rnment, health care, and the community. This
task force studied issues surrounding school health and cg:blmhed a

t-setting report that shows a commitment to nge that
ique in this country.

In 1980, the West Vug:ma legislature created a cabinet on chil-
dren and families which is chaired by Governor Caperton and
brings together State agency leaders to oversee delivery of compre-
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hensive services to children and families including the elimination
of barriers that prevent access to these services. i govern-
ment, education and the public are committed to our initiative.

Mr.C.E.Compton,abminmninWestVirginia.mmabout
ggfell&w citi:ur:enth&e For over 25 yz?.rs t}x;olhas envxsionedh?chhem

te development 8C rograms whi
children to be healthy. This individual fnnged a successful model
mmminﬂarrﬁon&mn schools that reaches 3000 students
has received numerous and national awards.

He encouraged the Governor to appoint the task force on school
health and has met with various political leaders over the last 25
years trying to im t the vision for a healthier citizenry via de-
velopment of health programs in school settings.

Maybeiflt%aintyouapiqumofhowasc}mlﬂmthasaoompm-
hensive health program in place would look for a student, you will
have a better understanding of our vision for West Virginia.

As Johnny and Mary arrive at school for the first da&;to begin
kin(:::}amn they will already have had complete health apprsis-
als physical fitness examinations. Information related to their
health status will have been shared with the school by the commu-
nia! bealtc};xsmvxder and their Head Start or preschool program.

the child has a health problem, the school nurse will have
written an educationally-relevant health care plan. Within the
classroom, they will be learning to read, write and do other basic
skills. In addition, they will have a health education program. The
basics will reinforce what they are learning in health.

For example, as they ar: learning comg:ter skills, they enter
their own health data: height, weight, perhaps what they for
lunch, to determine if their nutritional needs have been met. The
school cateteria serves lunches that meet the dietary guidelines for
the Nation.

As they move h their school years, a counselor and a
school nurse will periodically assess John's and Mary’s needs. They
participate in student assistance programs as well as peer helping
programs which are an integral part of the school program. The
school environment is physically safe and socially and emotionally
nurturing.

The s:ysicel education program is an integral part of the educa-
tional day as children learn and practice lifetime fitness activities.
Students will be competing with themselves to improve their own
physical fitness and health status.

port cards relate fitness status and provide a prescription for
improvement. Teachers participate in wellness programs. e
school building belongs tc the community and houses aerobic class-
es, cooking demonstrations and health centers.

Comprehensive health teaches children about the importance of
their own health, the meaning of self image, the development of
good self-esteem and self-efficacy and how good decisions can be
n}1;de Zhﬁ;ch will better equip them to deaﬁ.l.o with peer pressures a:td
the conflicting messages they receive m a changing society.
School health programs help children set goals for themselves as
an integﬁzl part of the effort t» improve education outcomes for
every child.



Oneareaofparticularemphasisintheadolmnthealthedm-
tionpmgramxstoe;n;roweryouthby
needed to live effectively with each other in the world. Children
find the relationshipe and influences of their peers so much more
significant as they move into adolescence. It is very difficult to
no to friends, especially a best friend and or gi
Young children are not taught how to say no; they are not even
thispermissiontomyno. programs emphasize skill building
n area.

As students become more responsible for their own health and
well-being, they must have access to heaith services that comple-
ment the ixealt{: education program. Health centers will be located

in schools to provide ive, comprehensive services for stu-
dents of all ages.

I want to emphasize the im of the program beginning at
the community level. To be ive, wellness and disease preven-

tion prog-ams must be conducted in partnership with parents and
the community.

Communities must design their own programs based on strengths
and priorities for their students. The community’s economic devel-
gglment will be enhanced school-community business partner-

ips. School programs will be closely integrated with the existing
service structure and social organization of the community.

Such school-community collaboration has several benefits. It en-
hances opportunities for information exc and social support
among school and community members. It facilitates community
ownership of both the comprehensive school health lp and
the community-based health promotion program. It allows for
health problem~ to be addressed within the context in which ‘hey
exist. It provides a forum for the institutionalization of disease pre-
vention and health ﬁomoﬁon initiatives within a community and
thus within its schoo

West Virginia has received valuable technical assistance from
federal agencies, primarily the Centers for Disease Control which
mistedusinﬁngi.ngﬁscalresourmaswellashelpingusleam
t‘la.bout the most effective programs based on research and evalua-

on.

In addition, we have been fortunate enough to receive ts
from the U.S. Department of Education, the Council of Chief State
School Officers and the National Health/Education Consortium,
and we have had technical assistance and funding directed to us by
becoming a “Code Blue” State as designated by the National Asso-
ciation of State Boards of Educaticn and the American Medical As-
sociation.

Assessment and evaluation of our comprehensive school health
init.ative will be extensive. All areas of the project will be evaluat-
ed including teacher training, student outcomes, health and physi-
cal fitness indicators and behaviors, teacher wellness indicators,

policy implementation, utilization of health centers,

parent perceptions, and community involvement.
years ahead present our te with a rare combination of
challenges and opportunities. There are powerful solutions to the
roblems at hand. Communities, businesses and individuals will all
nefit from these collaborative efforts. Healthy young people will
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become better educated, more productive and be far less likely to
need premature, costly health and social services.

We have charted the course a healthier future in West Vir-

This course will not be easy. Solutions to the health prob-
ems facing our young people today will require the combined com-
mitment, time and energies of government, schools, businesses and
individuals. Yet, meeting these challenges and overcoming them is
the only sound means to ensure a brighter, healthier future for our
State and our Nation.

Madam Chairwoman, I have some written testimony I would also
erbmbmit;heii:dudinga:fgtwrﬁ?;&v&m&rGa‘?mCapeﬁm,
reinforcing portance of our endeavor est Virginia.

Chairwoman ScHrospsR. Without objection, we thank you very
much and we move to our next witness.

[Prepared statement of Leonore Zedosky follows:]

6



Preranzp SraremeNT oF Lawome Zxposxy, AssisSTANT Dmmcron, Orrick or
Enucaronal SurrostT Services, WEsT VIOINIA DxraRTMENT OF EDUCATION,

Kadame Chairwomen, mmmbers. thenk you for this opportunity to pressant
testimony regarding compredensive school Dealth initiatives that are making a
difference for children in Vest Virginia., I am here today reprassnting the
vast Virginia Depertment of Education and the West Virginia School Nsalth
Commitres which has Deen appointed dy Governos Caperton to be a catalyst in
moving us forwerd in en initiative that will mske a significant aiffersnce in
the health status of our children and sventuslly of our entire population.

west Virginia statistics avout child well-Deing aro alamming. Ome in two
badies is Dorn into poverty: one in six Dabies is Dorn to & teen mother.
Children dis from csuses that are prevantadle: accidants. homicides,
suicides, and low dirth weight. Forty-ssven of the fifty-five counties in
west virginia are dssignated as aedicelly undsrserved areas. MWortality rates
are 190 hMigher than the national SVersge.

I the spring of 1990 the Department of fducation conducted & Youth Risk
sshavior Survey among our 9th through 12th grade students that gave us aven
moce alarming data. Our studlents are engaging in multiple risk behaviors such
as riding in automobiles wi' 3 individuals who have been drinking, drinking and
driving themselves., and en,aging in unprotected saxual activity: 23% reported
they alresdy had had &3 many as four sex partners. All of our children are at
risk

West Virginia is taking the lead in sddressing the health prodlems of 1its
citizens by initiating solid proactive steps to 40 somathing adout escalacing
health care costs which last year totaled more than the entice state dudget.
m the summer of 1990 Governor Gaston Ceperton appointed a twenty-five msmber
School Heslth Task Morce comprised of leaders in Dbusiness., education,
government. hsalth cars. &nd ths commnity. This Task Force studied issues
surrounding school health and published & precadsnt sstting rsport that shows
a commitmsent to change that is unigque 4n this country. In 1990. the West
virginta legislature created & Cadbinet on Children and Pamilies which is
chaired by Governor Caperton and Dbrings together state agency leaders to
oversee delivery of comprehensive services to children av families including
the elimination of Darriers that pravent access to thess services. Susiness,
government., education and the pudblic are committed to our initiative.

Nr. C. E. Compton., a busincasman., cares sbout his fellow citizens. For over
twenty-five years he has snvisioned a heaithy state through the development of
school programs which teach children to be healthy. This individual funded a
successful modsl achool health program in Harrison County schools that reaches
3000 students and has received nuwerous state end national aswards. He
encouraged the Covernor to appoint the Task Force on School Health and has met
with various political leadsrs over the last twenty-five ysars trying to
implant the vision for & heaithier citizenty via developmunt of health
programs in schooi settings.
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Naybe 1f I paint you & pisture of how & school that has a comprehensive health
program 1o place wouli look for & student., you will have a better
understandin” of our ~isiom in West Virginia. As Johnny and Mary arrive et
mmmrwmwmmmmuunmmm
complete health appraisals and physicsl fitness examinations. Informstion
r-moammnmxuutamnxlmmmaﬂmmmxnm
commmity heslth provider and their Head Start or praschool program. If the
Shild Bas & Dhealth perodlem. the school nurse will have written an
stucarionslly relevant health caro plan. Within the classrocms. they will be
lesmning to read. write and 4o other basic skills. In addition. they will
have a health education program. The dasics will reinforce wshat they're
learning in health. As they‘rs loarning computer skills they enter their own
health data: height. weight, perhaps what they had for lunch, to determine if
their autritionsl needs have been met. The school caleteria servas lunches
that meet the Dietary Guidelinss for the Mation.

As they move through their school years. a counselor and a school nurse will
periodically 4ssess John and Mary’s needs. They participate in student
mmpmnnummhbmymmmcnamn
part of the schwol progresm. ‘The school snvironment is physically safe and
socially and emotionally nurturing.

mmnuxmmm-unm:mnmtot:umucmlmu
children learn and prectice lifatime fitness activities. Students will be
competing with themsslves (o improve physical fitness and health status.
Seport cards relete fitness status and provide o prescription for
improvemsnt. Teachers participste in welloess programs. The school building
belongs to the commmity and houses asrobic classes. cooking demonstrations
and health canters.

Comprehansive health teaches -hildren about the ilagortance of their owm
heslth. the msaning of solf imege. the development of good self estesm and
self efficacy and how good decisions can be made mbich will better equip then
mmxﬂwmrvmmmmuctingmtmam
socisty. Schoc’ health programs help childres set gosls for themselves as an
integral part of the effort to improve educetion cutcomes for every child.

One area of particular emphasis in the adolescent health education program is
to empower youth dy teaching them the skills needed to 1ive effectively with
esach other in the world. hildren {ind ths relstionships and influences of
their peers so much more significant as they move into adolescencs. It's very
aifficult to say no to friends. espectally & best friend and boyfrisnd or
girlfetand., Young children are not taught bow to sey no: they are not gven

given permission to say no. Our programs emphasize skill buildaing in this
area.

As students bescome more responsible for their own fhealth and well being they
must have access to health services that complement the health education
program. Hesalth canters will be located in schools to provids cost sffective,
comprehensive services for students of sll ages.

I want to swphasize the importance of the program deginning at the community
level. To De effective. wellness and disease prevention prograss must be
conducted in partnership with perents and the commmity. Communitios must
design their own prograns based on sStrengths and priorities for their
students. The commmity's economic development will be senhanced by -school.
commmity business partnerships. School programs will de closely integrated
with the existing service structure and social organization of the cosmunity .
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such school-community collaboracion has several bensfits:

L] x:mmmhmtﬂmlotntmmmm&
support among school and commnity ewmbers.

L] It facilitates community cwmership of both the comprshansive school
health program and the community-dssed health promotion progras.

] 1t allows for health prodlems to be sddressed within the context in
which they sxist.

L] It provides a forum for the institutionalization of disssse
prevention and heslth promotion initistives within a commmity amd
thus within its schools.

Vest Virginia has received valusdle technical assistance from fedsrsl

. primarily The Centers for Disease Control which assisted uws in
finding fiscal resources as well as Melping us learn adout the most effective
programs based on research el evaluation. In addition, we have been
fortunate enough to receive grants from the U. S§. Department of Education.
the Council of Chief State School Officers and the HNational Realth/Rducation
Consortium. and we have had technical assistance and funding directed to us dy
becoming a °“Code Blus" state &3 designated oy the National Asscoclation of
State Boards of Sducation end ihe American Nedical Resocistion,

Assessment and evaluation of our comprehensive school hesalth initiative will
be sxtensive. All areas of the project will be evaluated inciuding teacher
training, student outcomes, health and physical fitness indicators and
behaviors, teacher wellness indicators. successful policy isplemsntation.
utilization of hsalth centers. distary hadits. parent perceptions, and
commnity involvement. :

To our knowledge, no other state has taken on such an sxtonsive school haalth
project on a 3tatewids Dasis. west virginiz has a need, 2 plan and the
commitment of individuals at il levels. Jdow we need to reallocate cufrent
funding, seek new dollars and cntinus to receive technical and fiscal support
from the Federal government.

The years ahead present our state with a rars combination of challengss and
opportunities. There are powerful solutions to the probleas at hand.
Commumities, businesses and individuals will all benefit from thess
collaborative efforts. Healthy young people will become better educated, more
productive and be far less likely to need premature, costly health and social
services.

We have charted the course for a healthier future in west virginia. This
course will not be easy--solutions to the health problems facing our young
people today will require the combined commitment, time and energies of
government, schools. businssses and individuals. Yet. wmeeting these
challenges and overcoaing thea is the only sound means to ensure & brighter,
nealthier future for our state and our nation,
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Chairwoman Scuxogpza. We are very, happy to have the
Teacher of the Year. So the floor is yours. ey

STATEMENT OF RAE ELLEN Mc¢KEE, 1991 NATIONAL TEACHER OF
THE YEAR, POINTE, WV

Ms. McKss. ltismyhmgortobehm.ltissuchanhonortobe
invited to speak to you mommq' .

As representative of the Nation's classroom teachers and as a
mother of two small children, I have a particular interest in the
future of our children in States like my own West Virginia, and
how these children’s lives can be impacted by comprehensive pro-
grams delivered in the school setting.

As a remedial reading teacher in Slanesville, West Virginia, I
work with children from rural and often poor socioeconomic back-
grounds. Every day I most dramatically see the importance of the
school as a nurm agent of the whole child.

Because my is small we cannot support a guidance coun-
selor, staff nurss, or social worker. I and my colleagues work with
children as though they were mambers of our own families.

I often encounter children whose lack of medical and dental at-
tention has led to chronic inner ear infections or mouth abrasions
that interfere with their ability to hear and to articulate words. 1
and other teachers at my school have often taken children our-
selves for medical appointments, laundered their clothes, instruct-
ed them in personal hygiene habits, and sent them healthful after-
school snacks.

Very often the children I see in my remedial class are there be-
cause health has prevented them from succeeding in their class-
room reading program. It, therefore, becomes my responsibility as
a reading specialist to make sure that each child’s health needs are
being met re 1 can continue my reading instruction. Interven-
tion such as this is seldom part of our definition of a successful lit-
eracy program.

Educators know that in order for a child to learn, he must be
frec from embarrassment, free from pain, and free from health
problems that interfere with learning.

In our everchanging society, a multitude of negative factors can
profoundly affect a child’s life. The education of the whole child
cannot be solely the responsibility of the classroom teacher. A
child’s physiological, social, and mental growth must be nurtured
through partnership of family, school, social service agencies, and
the community at large.

Only when all of these powers work together will we see signifi-
g‘mt improvement in the goealth, well-being, and future of our stu-
ents.

Chairwoman ScHROEDER. Thank you very much.

[Prepared statement of Rae Ellen McKee follows:]



PREPARED STATEMENT OF RaE ELLEN Mcl(nb}em NaTionAL TEACHER OF THE YEAR,
PoinTe,

Msdame Chairwoman, Members of the Committee, 1 am booored to bsve boen
invited to speak with you today a3 a representative of the nation's clsssroom teachers and
a3 & mother of two children. I have a particulss’ ‘uterest in the future of childrea in siates
like my own West Virginis and how theso children's lives can be impacted by comsprebensive
projrams deflvered in the school soiting.

As a remedial reading teacher in Slanesville, WV, 1 work with children from rural
and ofien poor socio-cconomic backgrounds. Every day | most dramatically seo the
importance of the school 83 8 nurturing agent of the whols child.

Because my schoal is small we cannot support a guidance cousselor, staff surse, or
social agency workes. [and my colleagues work with children as though they were members
of our own families,

1 often encounter children whose inck of medical and dental sttention has led to
chronic inner ear infections or mouth abrasions that interfere with their ability to hear and
to articulate words. 1 and other tescbers st my school bave often taken children ourseives
for medical sppointments, laundeved their clothes, instructed them in personal hygiene
habits, and sent them beaithful after-school snacks.

Very often the children | sec in my remedial class are there because beaith has

my responsibility as a reading specialist t0 make sure that each child's beaith necds are
being met before 1 can continue my reading instruction. Intervention such as this is seldom
part of our definition of a successful literacy progam,

Educators know that in order for a child fo leam, be must be free from
embarrassment, free from pain, and free from health problems that interfere with learning.

In our ever-changing society a maltitude of negative factors can profoundly affect 2
child's life. The education of the whole child cannot be solely the responsibility of the
classroom teacher. A child’s physiological, socisl, and mental growth must be nurtured

through partnership of family, school, sosial service agsacies, and the commusity at large.

Only when all of these powers work together will we see significant improvement in
the bealth, well-being, and future of our students.
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Congresswoman Scurokper. And now we move along to Dorothy
Wodraska. We really welcome you and thank you. The floor is

yours.

STATEMENT OF DOROTHY WODRASKA, ASSISTANT DIRECTOR,
PROJECT I-STAR, INCORPORATED, INDIANAPOLIS, iN

Ms. Woprasga. Thank you, Madam Cheirwoman, and distin-
guished Members of Congress.

I am here to share some good news with you. Substantive preven-
tion programs that are likely to change drug abuse behavior must
provide consistent no-use prevention messages because there is no
such thing as responsible drug use for adolescents.

Project I-STAR taught awareness and was designed to create an
environment that supports and encourages youth to remain drug
free.

In order to accomplish those goals, Project I-STAR incorporates
resistance skills, competence skills and environmental support
strategies in working with youth, their parents and the community
to counteract the many pressures to use alcohol and other drugs.

As a comprehensive community approach to drug prevention,
Project I-STAR includes five areas of influence through their pre-
vention programs, and messages are delivered on a contiruing
basis over several years. The multiple component approach fea-
tures a student curriculum, parent program, community organiza-
tion, media involvement and a research component.

The student curriculum students in the transitional year
between elementary and middle junior high school. These studcts
are at the greatest risk for experimentation and are most su: epti-
ble to peer pressure.

Early adolescence is the high-risk period most associated with
the onset of use of tobacco, alcohol and other drugs. With respect to
the framework of a two-year, action-oriented curriculum, students
are taught to resist drug use pressure, to be assertive in selecting
alternatives to drug use, to recognize and/:: countermand peer,
adult, and mass media modeling influences, and to change their
perception of social norms relative to their approval of drug use.

Research indicates that chan%i,:gasocial influences to using drugs
changes or mediates drug use vior, and the change in social
norms is more effective than just changing individual resistance
sl;ills or providing informaticn on social or physical consequences
of drug use.

The I-STAR parent program activates parents in various strate-

ies. The student curriculum involves parents in the student's I-

AR homework, thereby encouraging parent-child communication
on drug issues. :

The establishment of a school I-STAR parent committee supports
initiatives. A unique dimension of our program provides parents
training other parents in parenting skills, and community involve-
;nfent tlo support youngsters in adopting or maintaining a drug free

ifestyle.

A comprehensive community approach will require a partnership
or coalition of community leaders to coordinate drug prevention
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services and activities. Project I-STAR enlists community leaders
and trains them in prevention i

This council is organized into eight action committees to work
within their respective organizations to support drug free youth in
various activities. This grassroots a in developing critical
legislation has proven to be y effective in prevention pro-

grams,

Throughout the work of volunteers working with State and local
governing agencies, changes in social policies are romoted to
create an environment conducive to deterring youth from the use
of sloohol or drugs. o o

Recognizing mendous influence of mass media in impact-
ing the decisions of young people, Project I-STAR attempts to inte-
grate the media into the comprehensive prevention effort to advo-
cate drug free youth, developirg a working relationship with the
media, involving the media in community prevention efforts and
assisting the media in communicating the no use message.

The media becomes a positive influence on young fople promot-
ing free youth in their news, programming, public service and
their rtisements.

Any successful prevention program needs to know if its message
is being heard and whether tgrogramworkstochangedmguse
behavior. Project I-STAR asks these questions through its annual
survey of garents, students and leaders. The research design in-
cludes random sample studies to monitor the prevalence of alcohol
and drug use and the largest school-based longitudinal program in
the Nation.

We survey 12,000 students annually. Project I-STAR'’s research
design also includes annual surveys of several hundred community
leaders to study their health habits and attitudes.

In addition to its own research, Project I-STAR is part of a larger
study conducted by the researchers at USC and funded by a grant
from the National Institute on Abuse.
~ The Midwestern Preventioa Project also includes Project STAR
in Kansas City. Findings from the programs show significant
promise in reducing the use of alcohol and drugs among youth. The
magnitude of prevention program effects range from 35 to 61 per-
cent reductions in cigarette use; 20 to 31 percent reductions in alco-
hol use; and 20 to b3 percent reductions in marijuana use. These
are calculated in comparing the difference in rates of increases in
schools receiving the program and control schools.

In addition, the analysis of the data and a one-year follow up in-
dicated that the parents reported their own drug prevention prac-
tices and personal involvement as extremely important in discuss-
ing ntion with their children, and even reports of exercising

arly were higher than control glgx%parents.

liminary results from Project in Kansas City promﬂted
curricular and program changes, including the addition of three
lessons focusing specifically on alcohol as a .

Other innovations resulting from effective efforts included accel-
erated implementation of community involvement in Indianapolis.

Training of personnel has been revised based on the results of
t.hell observational data, analysis, and participant evaluations as
well.

p-—
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Doesmest:chﬂa r?t?‘;revention have applications folr
other types of risky vio personal experience as an I-
ﬁmm e fgmwhich -

a unique perspective to comment.
I have witnessed first-hand the excitement and confidence of
youngsters who come to understand the nature of pressures that
exist to engage in risky behavior and their ability to resist those

pressures.
This social-skills approach would seem to have great promise
when coupled with a support system established through a compre-
hensive community prevention program. However, perceptions of
normative expectations have such a substantial impact that a
in social norms must accomgny resistance skills and
know ofconsequencgsinon’lerto effective in preventing or

red i .
mminﬂmmminﬁskybehaﬁormm

uding

home, community organizations, and local community policies re-
lated to the behavior and require evaluation to assess effectiveness
of strategies em

Project I-STAR promotes the motto, drug free youth is every-
body’s business. Although our focus and mission is specific to one
particularly risky behavior, the responsibility indicated in our
motto seems appropriate for others as well.
TheyounmmfourNaﬁonneedthebesteﬁortsofanw
promote broad-based wellness and they certainly deserve no less

than our best.

Immmmthiswmmitteeforiniﬁaﬁngthisinquiryandlthank
you for Lae opportunity to share the nationally recognized effective
prevention model implemented :i Project I-STAR.

Chairwoman SCHROEDER. you very much.

It is nice to get good news.

(Prepared statement of Dorothy Wodraska follows:]
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ABSTRACT

PREPARED STATEMENT oF DOROTHY WODRASKA, AssiSTANT DirecToR, Prosect 1-STAR

INCORPORATED, INDIANAPOLIS, IN

Project I-MCMMTMMMW) is a
prevention program designed to reduce alcohol snd other drug use among young
pecple and to erv... 20 enviroomest that supports and encourages youth to ramain
drug-fres. To sccomplish these goals, Project I-STAR iscorporates resistance
skills, compatance skills, and snvironmental support strategies in working with
youth, their parents, snd the commumity to prevent the use of alcohol and other
drugs smong youth.

The comprebensive, commmnity-wide progrsm features sultiple components:
a student curriculum, a parent program, community organisation, a ressarch
component, and medie iavolvemant.

The student curricolum targets students in the transitional yesr betwesn
slamentary school snd middle/junior high school, becauss this is 2 eritical time
for young pecple. According to prevestion resesrch, thase students are at the
greatest risk for experimentation and are most susceptidle to peer pressurs.
Therefore, by targeting young people at this critical age, Projsct 1-STAR hopes
to delay the orset of alcobol and other drug use among youth and subsequantly
reduce the level of uss among ail young people.

Realising that parents are ordinarily cthe first and best teachers of their
children, Project 1-STAR assists pareats in drug preventiocn through variocus
strategies! A unique dimension of the I-STAR Parent Program involves parents
training other parents in prsventiocn strategies; parenting skills, and community
jinvolvement. Thess sfforts serve to support youngsters in adepting and
maintaining a drug-free lifestyle.

Prevention it a process, not a singular avent. Studies indicate that
comprebensive community programsing provides the best opportunity for effsctive
alcohol and drug use prevention and health promotion. Therefore, Project 1-STAR
slso promotss social policy change to create an snvirooment conducive to
deterring youth from the use of alcobol and other drugs.

78"
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As a comprshensive, community-wide substencs use prevention program,
Project 1-STAR dravs sxtsnsively from social learsing and attitudinal theoriss
sod adopts a sociel skills approach to drug use prevention. Epidemiological
studies conducted by leaders in drug prevention ressarch such as B.R. Flay, B.
Forster, J.D. Hawkins, J.N. Noscowits, N. Nurray, N.A. Pests, J.E. Rhodes, and
T.N. Killea are the basis for the socisl approach adopted dy Project I-STAR.

According to these studies, social influsnces to use alcohol and other
drugs are major predictors of drug use coset in early sdolescence. These include
perceived pressurs from peers, adults, and mass media to use drugs; peer and
adult use of drugs; pesr and adult seuction or approval of drug use; and
svailability and eccess to drug nse situations. Also, the studies indicste that
enviroomental infloences such as smoking and drug policies snd community norms
for use may intersct to affect the progressico of drug use in adolescents.

" Therefore, Project 1-STAR embraces the philosophy that social influsnces
are key factors in the use snd misuse of glcohol and other drugs and teaching
sxarensss and resistance skills to youth will equip them with the necessary tools
to remsin drug-free -- Iadiana Students Taught Awareness and Resistance. In
addition, to support the drug-fres choice of young peopla, Project I-STAR creates
8 comsunity eaviroimsnt thst aends a consistent "no use” message to youth through
cngoing coordinated community-wide strategies.

Within this framework, this social influence prevention progras teaches
youth

a) to resist drug use pressures,

b) to he assertive in selecting alternatives to drug use and drug use

situatiocns,

c) to recognise and/or countermand peer, adult, and mass aedia

modeling infivences, and

d) to change their perceptiocns of social norms and spproval of drug

use.

Project 1-STAR utilises e comprebensive approach to the prevention of
alcobol and other drug use among youth in order to affect all the influsnces in
a young parson‘s lifs -- femily, friends, school, community, and mass sedia.

The mission of Proje 't I-STAR embodies the philosophy of Project [-STAR:
to reduce the uss of barmful sudstances among youtdh by teaching effactive
resistance skills and by fostering perent and community support.

In achieving this air~ian, Project I-STAL Delieves:

» Students can dbe influenced to iive s drug-free life
style.

e Preventive drug use education of young pecple is rhe
key to a drug-free society.

« There are pressures brought to hesr on woung people
which make them susceptible ro harmful uvse of alcobol
and other drugs.

e Action should de taken to counteract cultural concepts
that presant alcobol and othsr drugs as acceptabdle.

- Studants need to be made sware of alcohol and other
drugs’ hammful effects and the potantial for their

sbuse.

o The total commmity must be iovolved in the efforts
toward the preveation of drug use.

« Rassarch is ngcassary to validate the compredensive
commtinity model and its effsctiveness.

» The theoretical basis of positive self-image training
and resistance skills training is the Dest curricular
design for in-school programming.
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Sesking s research-based comprehensive program for the community, the
school supsrintendants identified the Kansas City STAR model a3 desirsbdle for
isplemsntaticn in their schools. Botd programs - Kansas Citw STAR and Project
I-STAL in Indianapolis - are part of the Nidwestern Prevention Project (XPP),
which was developed and is directed by tde Institete for Health Promotion end
Disease Prevention Research st the University of Southera Californis (USC). »rP,
Kansas City STAR, and Project I-STAR represant formal rasesrch projecta as well
as educatiocnsl programs snd services to the community. Utilising a research
design funded by the Nationsl Imstitute on Drug Abuse (NIDA) and the Mational
Institute oo Alcohol Abuse and Alcoholism (N1AAL), reaearch staff from USC serve
As external consultants and evalustors for ths two STAR programs to test the
behavioral thesis of tha total program.

Vorking in cooperation with Lilly Endowment, Inc. {private foundation), and
ths USC research staff, the school superintasdents estadlished the service agency
called Project I-STAR.. The mission of Project I-STAR includes supporting the
achools of Marion County and, aince 1989, the asven surrounding counties through
the training of 1.) classroom teackers in the resiatance skills curricalum, 2.)
parents in prevention techaiques, end 3.) other educators and community lesders
in prevention strategies.

Project I-STAR targata the student in the transitional year detween grade
school and middle/jonior high school (6th or 7th grade). Research on sdoleacent
development has suggeated that trangition ymars are especially critical for
preventive interventions, because sdoleacents are particularly vulneradle to
adoption of problem beshaviors such aa drug use and at the same timeg receptive to
intervention efforts.

The 11 Marion County public school superintendents serve as the Board of
Directors for Project I-STAR guiding an executive director and other staff
sembers in the implementation and ongoing development of the pProject. VWhen
Project I-STAR expanded its servics to the seven contiguous counties in August
1989, two public school superintendents wers added to the board to reprasent the
interests of thoss seves countiag.

Rather than administering a formal needs assessment, Project 1-STAR creatad
& research bass by conducting a baseline survey of students in the spring of
1987. The purpose of the survey was to aaseaa the attitudes and beba.:ors of
ares students regarding the use of alcohol and other drugs. The survey also waa
being used as a pre-teat to compare changes that are expected to occur in student
drug use over a five-ysar period as the Project I-STAR preventica prograa is
implemented in ares schools snd communities. A total of 5,890 students in 48
public, three priveta, and 29 parochial schoola in Marion County were surveysd
in the baseling study.

In 1987 (measured as ¥ithin the last 30 days) approximstely 35 of seventh
and ejghth grade atudents reported consuming one or more alcoholic drinks, 223
reported smoking one or more cigsrettes, 7% reported mari juans use and almost 3%
reported using smokeless tobacen. Other drug use was seasured ss
youc life: of the 5,890 students surveysd, 10X had tried “uppera,” 9% bad tried
“downers,” 41 had tried LSD, 3T had tried beroin, and 12 had tried cocaine.

5()1,
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GOALS AND ORIECTIVES

The ultimste goal of Project I-STAR is to REDUCE TES LIVEL OF ALCOWOL AND
CTEER DEUC USK AMDNG YOGS PEOFLE IN OUR OOMGRIIYY by helping youth recognise the
socisl pressures to become involved with the gntewny drugs (tcbaces, alcodol, and
marijuane) and illicis drugs. To achisve thie goal, Projecr 1-STAR tescbes early
adolascent children sppropriate socisl resistence skills 0 ordsr that they can

to those pressures. Purther, Project I-STAL is committed to creating s
community esviromsent that supports drug-fres youth through & system of well
coordipsted, comnity-wide strategies that coomuni:ate congistant messeges to
young people in support of drug-fres behavior.

Today's sdoloscants face ¢ aumber of serious health problems that sot only
thrsaten their survival, but their personal development and psychosocial well-
being. Leading t?» list of sdolescent socisl/healch issves is the use of alcobol
and other drugs.

Studies have pointed to comprehensive community prograsm’ag as the best
opportunity for affective alcobol and drug use preventica and Sealth promotion.
Algo, svidence soggestn the elements of family, ccomunity, snd medis comdinod
with school progr.wmiag can make &n ispact on the baraful use of alcobol and
othsr drugs by youth.

Aftar considerstion of these studies and the informal needs assessment, the
Project 1-STAR Board of Directors adopted the mission to "...redves the vse of
Marmful substances amomg yootd by teacbisg affective resistance skiils and by
fostariag pareci sad comsunity sapporet.”

To sccomplish this goal, Project I-STAR initially set thess objectives:

1. To implemsnt tbe student curricolus in sl I-STAR charcer schools by
January, 1991

2. To implement the parent progran in 301 of participating I-STAR schools
by 1992

3. To develop and orgsnise a Community Advisory Council consisting of
community lesders representing the medis, medical/treatment fiald,
religious comsunity, worksites, youth sgencies, educatiom, fasily,
and governsent by 1990

4. To conduct both a longitudinal and random sample annual survey of Marion
County ares adolascents to both monitor the behavior and sttitudes
of studants regarding drug use and to svaluate progrsa effectiveness
through 1993

3. To incresss pudlic swareness of Project 1-STAR and the prevention
msssage through prescntstions, trainings, educational brochures, news
relaases, natworking with othsr commmity agencies, video reports, and
video apd radio public service anncuncements

At s pinimom, Project I-STAR expects to teach every young parson who

receives the I-STAR curriculum’the rasistance skills necessary to maintsin &
drug-fres 1ifestyls.

b1



TARGET POPULATHRI(S)

In its dlmnmmlmldalmlndmdmucmm
people, Project 1-8TAR tergsts the middle/junior high school studant. This
transition greds from slemsntary to middle/junior digh school (typically grades
six apd seven) is a critical age, Decsuse young people sre more susceptidble to
pesr influence et this time compared to other stages in their development and are
at grsatsst risk for beginning experimsntetion.

Borly adolascancs is a high risk pariod for young pecple, also the one most
smenable to changs snd the one most associated vith prevention of onset -- the
ective use of alcobol, tobscco, snd other drugs.

Therefore, Projest I-STAR targets & specific age level of youth,
middle/junior high school students, with the studint curriculum snd parent
pregram, but through & comprehsnsiva approach.

The research component of Project 1-STAR includes students froe grade six
through 12. As described is the secticn o svaluation ("D."), spproximately
12,000 students are surveyed annually as part of the I-STAR longitudinal study,
which includes both studsnts who did receive the I-STAR curriculum and students
who did not, snd another 3,000 to 4,000 studants are randomly surveyed annually.
Project I-STAR obtaics bachground information from esach student in order to
snalyse the survey results in a variety of vays. This information iscludes
gender, race, socio-economic level of parents/guardians, education level of
parants/guardians, and occupation of parsnts/guardians.

Bowsvar, Project 1-STAR considers all youth at-risk for uss of aleohol and
other drugs.

Project 1-STAR requests that all studeats in the transiticnal grads from
elementary scbool to middie/junior high school receive the Part I cuiriculum.
Then as those students sdvance to ths subsequent grede, I-STAR requests that all
students in that grade receive the Part II eurriculum.

Project I1-STAR festurss a communiiz sodel for effective drug preventica.
¥ith the comprehsnsive approsch, Frojsct I-STAR mobilises the community to send
a consistent "no use” massage to young people from all their influences in life.

The population of Indisnspolis (Marion County) is a mixture of urbas, rursl

and suburban. The followicg figures wers obtained from the Indianapolis Chambaer
of Commerce and reflect 1980 cansus nusbers:

Tota! populstion = 763,233

AGR_COMPOSIIION X BACE

1-14 173,800 Male = 364,199  White = 601,092
15-19 70,242 Femsle = 401,034  Black = 135,310
20-24 77,393 HBispanic = 6,818
25-64 366,497 , Other = 2,013
65+ 79,298
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As a comprehensivs preveantion program, Project I-STAR deveiops strategies
and implements activities to reach its varicus sudiences with the ovarall gosl
dmiqthmd-lmlwukrdmmmmmh.

The Project I1-STAR two-past corricolum sets the stage for effective
provention education by targeting the middle/junior high sehool student. During
the I-5TAR sessions, spacially trainad classroom teachers Belp students becoms
sware of the social pressures umuwmam«mwmtpmum
skills to resist those pressures. Part I, a 13-session program, is implemented
in the first year of middle/jonior high school. Part 11 is deliversd the
followicg year reinforcing the skills students acquired in Part I as well ss
providing the students with additional skills.

The entire curriculum is sctivity-oriented with few didactic soments and
features role play, assertiveness _raining, self-imsge building, problem solving,
csorrection of misparceptions, decision making, snd bomswork with parental
iovolvement. The research-based curriculun incorporates aducational methods and
strategies proven successful in the classroom such as the Socratic MNethod,
Normative Expectancy, Social Learning Theory, and Diffusion of Innovation among
many others.

The I-STAR parent program activates perents in drug prevention through
various strategies. The curriculum imvolves parants in the students’' I-STAR
homework thereby encouraging parent-child communication about the issne of drugs.
To further involve parents in previntion, sach I-SYAR school establisbes an I-
STAR Parent Committes to support I-SYAR and ntSer drug preventico initiatives in
the school. The committes is composed of the school adsiaistrator, several
parants and frequesntly students. This vore group of parents receive training
from 1-STAR in prevention strategies aad then return to their schools and train
other parents in thosv same stratszies. Project I-STAR guides parents in
isplementing pravention actiities in tbeir schools and communities such as
obzsining pledges from comvunity members to sUPpPOrt drug-free youth, sponsoring
1-STAR nights ar tha school with educationsl programs, and disseminating posters
and decals throughout the school and coamunity.

froject 1-STAR eniists prominent commynity leaders and trains these
voluntesrs in resistance skills and prevention strategies. This group is cslled
the [-STAR Community Advisory Cowncil. Bighn sction committees wers formed from
this group to worn within rheir respective orianizations to support drug-fres
youth through specific sctivitios. Activities echievad inelude:

Gowarxywa AoSion Commlling

Developed a brochure entitled, "RSVP," that cutlines the legal lisbi'ities gdults
bave for condening or encouraging underage drinking. They distributed these to
apartment complexes, ¢chools, parents, and any intarested sroups.

hiodiy

Sponsoré an annur! newvs conference for high school journalists to provida the
young peoplz wi .. an educationel experience in tbeir .ield of intarest and to
involve thra in communicating the drug prevention message. Also, sent s cover
lettar wits the I-STAR brochure, "Look WNho's T7 "king Prevantion,” to ares media.
The brochure gives guidelings on appropriete erainology vhen talking or writing
about slcohol and other drugs. )
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Ralgics
Encouraged the airing of a new Timothy Churchmcusa anti-drug video, "Kid Pow Pow
Power,” on a local talevision station.

Sohool/Edaion

Developed a bookmark and found a printer to donate the priating of wore then
30,000 bovkmarks with the “I-STAR Tachniques to Say No” on them. The bookmarks
wre gives Lo every I-STAR studest in the aight-comaty ares.

Youl Agamcy

Developad snd implemented tha dedut preseantation of 1-STAR's new Comamity Youth
Activities Package. (This packege of 44 drug prevention activities for youth in
grades K - 9 —as created by Project I-STAR to be used by adults working with
yootd outsidn the classroom setting.)

Mecical/Trestuerst
Developing a medical/treatment refercal directory for school counse.. .+ and ares
physicians.

Workele

Approached the 29 largest employers in Marioa County and recaived commitments to
promote drug usa prevention within their worksites. I-STAR providas these
amployers with the nacessary msterials.

Produced a8 countertep piece with a Lear-svay drug prevention messege for area
businesses’ customers and cliants to take. The sessaga is to parents giving them
tips on how to halp their children resist prossures to use alcohol and other
drugse.

The Project I-STAR staff and its community volunteers work together with
local lsw enforcement aod other community groups in promoting drug-fres
lifestyles for youth and in affecting social policy. Tha Government Action
Committes and Project I-STAR recantly supported an ordinance which was passed ir
indianspolis to licenss vendors who sell tobacco products. The Community
Advigory Council inclodes the chiaf of police, the sheriff, representatives from
ths mayor's office, the Governor's Task Porce to Reduce Drusk Driving, and others
who assist I-STAR in affecting social policy.

By encouraging alternatives to drug use sctivities, Project I-STAR
pramotes broad-based wellness; bhowever, I[-STAR is alcobol and other draugs-
specific in ite strategies. Bach yesr in Fedbruary (winter blahs time) Project
1-STAR sponsors a drug-free rap contast opea to 211 children in the aight-county
arsa. The schools advertisa the event for I-STAR and distributa the registration
forms. The contest i3 an extension of an [-STAR curricnlum activity to involve
young peopla io communicating tbhe preveution massage by giving good advice to
their peers about not using alcohol and otber drugs. I-STAR woluntesrs assist
the staff in the day long event and represantatives from the media act as Judges.

Also, Project I-STAR §» working with the United ¥ay in distridbuting the new
I-STAR Commxmity Youth Activities Package to youth groups, so young people will
receive the drug prevention message outside the classroom.

Froject I-8TAR elso produces an anhual video which sach year focuses on a
diffarsnt aspsct of drug preventide snd I-STAR. This video is used by staff,
scheols, comsunity groups, and worksites as an educstional tool.
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involvemant in Project I-STAR. This group of leaders was trained by 1-STAR staff
is prevantion strategies and becams the Project Commmity Advisory Council. This
council was subdivided into eight action committses establishing goals within
their respective arsas.

Project 1-STAL has taken 2 leadership role in alcobol and other drug use
preventicn in che comsunity and the state dy initiating this grassroots approech
to the problem. Project 1-STAR uas instrusental is developing linkages among the
different segments of the commsunity incloding business, education, goverament
agsncies, and youth agencies through ths organisation of the 1-STAL Community
Advisery Council.

By the nature of the project ‘s comprehensive modal for prsveation, Project
1-STAR sstadlishes collaboration among all gromps of influence to young people.
Project I-STAR serves as a resource for the comsunity in drug use preventios.
Project 1-STAR links with agencies, businesses, and schools.

After creating the I-STAR Comsunity Youth Activities Package, I-SIAR
connected with the locsl United Way agesacy to insure that the packages were
distridbuted to the people who really nsed them -- youth serving agencies. Also,
1-STAR plens to serge information obtained from area treatmant agescies for the
Medical Treatmsnt Referral Dirsctory, a project of the Medical/Trsatment Action
Committes, vith United ¥ay's data base. With this linkage, valuable informat ion
will be sharsd bstween the two groups and be available for all interested parties
ic the community.

The Project I-STAR exscutive dirsctor serves on the stesring committes of
tha Indianspolis regioual coordinating council of the Governor's Commission fou
a Drog-Fres Indiana called =I-Challenge.” In fact, I-STAR is ons of seversl
partner agsocies, with 1-Challengs, inm an application for an OSAP commmity

hip grant. I-STAR collaborates with the local Indiana Fedaration of
Comsunities and Governor's Commission for a Drug-Free Indians.

Also locally, Project I-STAR participates in the Indisnapolis Alliance for
Health Promotios and serves as prassntars for various related conferences such
as the Indiana Prevention Resourcs Center enonal confsrence, the At-Risk Student
Conference, the Indiana School Boards Association, and sany more.

Ooe major objective is to sssve the schools, and I-STAR provides guidance
to schools through presentation, publications, and consultation in development
sud salection of drug education curriculus. I-STAR developed an issus paper,
=gffective Prevention Programs for Alcobel and Other Drug Use: A Call for

iveness,” to assist schools. Project I-STAR also participated in the
drug education curricnlum fairs sponsored by tha Indiana Department of Bducation
in the fall of 1990. .

Project I-STAR also provides. bus .sses and organizstions with
pressntaticos on effective drug pravestico strategies pareats can use. In
sddition, linkages ars constantly veing formed betwesn I-STAR and ares
Dusinesses. Businesses are assisting 1-STAR in communicating the preventioa
massage such as a local groeery store chain printing an I-STAR massaga tO parents
on all their bags and a drug umf chain also displaying an I-STAR msessage to
parents.
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Project I-STAR banefits from a resesrch design which involves both process
svaluation and cutcome/impect eveluation components.

To docusent progran implemsntation, Project I-STAR maintains reports,
evalustion forms, snd training maousls for the student curriculum componant, the
perent progras, the commmnity vrganisation, sod the research component. Detailed
training manusls are used ia training the teschers for the student curricula and
for the parents who implement the I-STAR Parent Skills Program at their schools.
These are written in a step by step format and an easy to read style with
obfsctives, msterials nesded, and background provided for sach activity in both
programs. Evaluation forws are completed by sach person trained in these
components and are kept by Project I-STAR. Also, esch ysar & committes of
selected teachers snd parents reviev their respsctive training manuals and
programs. Review reports are sudbmitted to Project I-STAR by these individuals
for annual revisicn of each progrsm by Project I-STAR.

In the teachsy training and carriculum implamentation, esch I-STAR teacher
is obsarved at least ocace, often times twice, by sn I-STAR curriculum/training
facilitator. The purpese of these observations is to see that the curriculum is
being implemsoted as designed aad to provids assistance to teachers who
demonstrate an imadility to follow the curriculus as it is writtes. These
observations are documented, snd a fore called, “Classroom Observation Scalss,”™
is completed by ths curriculum/training facilitator for each observation
conducted. These are monitored by staff. The I-STAR annual teacher trainings
are designed around ths needs demonstrated by the classroom teschers. Thess
forms slso are given to 2 ressarch team &t Indiana Usiversity for dstailed
analysis. The informstion is merged with student survey information in order to
sssess classroom implemsntation effects on program effectivensss. Also, I-STAR
teachers are sscoursged to complete and rstum & “Curriculum Report,” which asks
specific quastions pertaining to ths teachers’ overall implemantation of the
curriculum,

To assess the implementaticn of the parent program, parsnt facilitators
kaap & record of all parent programs occwrring in cach I-STAR school. In
sdditios, an I-STAR peren: facilitator attempts to observs at least one of the
two I-STAR parent program sessions at ssch school. Again, the purpose of the
observation is to mpoitor the qualii, of ths i{wplementation and provide
assistsnce o parents who are oot implementing ths program as vritten. The
wisiting I-STAR parent fecilitator completes an observation fors entitled,
"Parent Skills Observation Form,” and Project I-STAR uses thia in svaluating the
implemeotation of tbe parent progrem. ¥o formal evaluation of this informstion
is conducted to date.

The I-STAR Commumity Advisory Council lesds the commmity organisation of
Project I-STAR. This council is subdivided into eight action committees
(education, parent/fasily, sedia, medical/treatment, worksits, government, youth
sgeucies and religious) who sstadlish goals witbim their respective areass and

thoss goals. A Community Advisory Council Manual is provided to each
council and sction committee member to orisnt them to drug prevention, Project
I-STAR, sod their role is preventice. The implementation of the I-STAR community
organisation is documented by sgenda and minutes of all Community Advisory
Council quarterly meetings as well as “Action Reports”™ or sinutes of the wight
action committees. Also, gosls adopted by sach of the action committees and the
council itself are assessed for complejion. Project I-STAR msintains files oo
these projects and any materials resulting from them. .

E6
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The rysssrch component of Project I-STAR was designed by researchere at the
University of Soutbern Californis. Bxtensive reccrds of data collection are kept
to satisfy the resesrch design as well as grantors to this research -- Maricnal
Institute oo Abuss (NIDA), the Mational Institute on Alcobol Abuse and
Alcobolisa ( sod Lilly Endoument Inc. Project 1-STAR is part of a study
cailed, "the Midwestern Prevention Projact,” which includes the STAR program in
Kansas City and I-STAR in Indianspolis. This study ia funded by NIDA. The other
grant assiating in the research of Project I-STAR is through Arisona State
Uaiversity from NIAAA.

1-STAR maintains all records of the data collection procass from tracking
and editing to survey results. DPats collectien protocol is strictly followed by
staff to maintain the validity of the research. Project I-STAR conducts the
largest school-bassd stndy survaying students in grades six through 12 on an
annual basis. Approximately, 12, 000 stodents are being tracked aince the
baseline survey wis administered in 1987 (the I-STAR longitudinsl study) and
anothar three to 4,000 students are randamly surveysd gach year (the I-STAR
random sample student survey). The longitudinal study follows a group of
students who did not receive the program (control group) and & group of students
who did receive the program (experimental group). The purpose of these surveys
is two-fold: to assess the effectivensss of the program and monitor the
prevalence of drug use among ths students.

Bight forms vith verying amounts of questions (from 111 to 130 different
questions) sre used in collecting information from the students measuring
prevalencs in the past wesk, the paat 30 deys, and lifetime. Surveys include
mainly questions on gateway and illicit drugs, dat alsu questions appear
regarding their perception of peer drug use, self-esteen, the latch key issus,
slcobol warning ladsla, extracurricular sctivities, bov students view parents,
and s2udents’ future plans.

Also, carbon monoxide samples are collected from students to validate their
self-reports of smoking hadits.

Results of the student surveys are released periodically to the pudlic by
Projecr 1-STAR. Prelininary results indicate that stodants whs did ot
participete in the 1-STAR progras were 251 more likely to incresse their use of
sari juana and 21T sore likely to increase their use of alcobol thai stodents who
did participate in the I-STAL program. The rsduction rates in drug use seasured
on independent samples of 10th grade Indianapolis ares youth are 10 to 50 percent
better than national averagss.

In the past three years, Project I-S/aR has distributed two parent
questionnsires and cne community leader questionnaire to assess their sttitudes
and behaviors regérding the drug issue.

Preliminary results from Projuct I-STAR in Kansas City prompted curricular
and program chenges including the addition of three lassons focusing specifically
on alcokol as a drug. Other iunovations resulting from evaluative efforts
include accelerated implementation of the community component and collsborative
initiatives with other community ssrvice agencies.
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Chairwoman SCHROEDER. | move along now to Jose Duran.

STATEMENT OF JOSE DURAN, M.C.P.,, EXECUTIVE DIRECTOR,
H.O.PE. (HISPANIC OFFICE OF PLANNING AND EVALUATION,
INC., BOSTON, MA)

Mr. Duran. Thank you.

I have submitted written testimony.

My name is Jose Duran. ] am the Executive Director of 1e His-
panic Office of Planning and Evaluation. We are celebrating our
twelfth year of operation in Boston. HOPE is a leadership develop-
ment, training and technical resource center, as well as a planner
and provider of support services through which su ul pro-
grams are de\velopec;J as models and replicated by other agencies to
multiply the positive impact on the Hispanic community.

HOPE also serves as an information, communication and com-
munity action resource center to gather and disseminate informa-
tion within the ic community and to the public.

On behalf of HOPE, I would like to thank Chairwoman Patricia
Schroeder for ir--ting me to testify before the committee and to de-
scn?he HOPE'’s activities for preventing risky behavior in Latino
youth.

I would also like to acknowledge and thank the National Puerto
Rican Coalition for recommending HOPE to provide testimony at

s hearing.

The National Puerto Rican Coalition is a national advocacy orga-
nization based here in Washi n. We are gratified to respond to
your request for information about HOPE's youth project which is
g,nt.itdledp“Poder Ii.astino de Jg;ene% ! v;iudch translates into “L{:tino

outh Power.” ish the word “poder” means “power,” but it
also means “to be am !

What we are trying to do at HOPE is provide opportunities for
Latino youth to learn that the{ﬂ_have the power and that they arc
able to make c that are life affirming and health promot.ing.

Beginning in 1987, as of HOPE's Hispanic Leadership Devel-
ggment Program, HOPE convened and invited key individuals in

e Latino community acrmss the State to a series of forums and
roundtables in four areas: education, health, employment and hous-

ing.

At the kick-off conference, AIDS was used as the example to
highlight the health care status of the Hispanic community in Mas-
sachusetts whick was described as “islands of third world health
care on a continent of first world affluence.” Massachusetts’ Latino
poverty ra.e (47%) is the highest in the country according to 1990
census figures.

In Boston, three out of every four Latino children are growing up

in erty.

m subsequent health forum in 1988, HOPE worked with sever-
al community-based organizations to design a conference that in-
clud~d first-hand accounts from Latinos and Latinas living with
AIDS. Their rful testimony about life conditions and about
living with disease helped to establish and articulate the foun-
dation and the unifying presence that have guided the development
of HOPE’s comprehensive “Proyecto L.U.C.E.S: Latinos Unidos

b8
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Contra El SIDA, Latinos united in the fight against AIDS.” In
Spanish, the word “luces” means “lights” and we at HOPE are
committed to designing and delivering an enlightened approach
toward health promotion and disease prevention.

This means we continuously ask those from our community who
live with HIV disease about how best we could reach other folks in
our oommunitggwith effective education, prevention and care.

Several HOPE staff are themselves seropos..ive, living and work-
ing with HIV disease. HOPE's basic ing premise and our or-

mng ofpnnci les include, without itation: the need and the
t of including persons living with HIV and other diseases, as

well as those in recovery from substance abuse and their family
members, in the design and delivery of heaith education, disease
vention, and comprehensive care; the of community-
%“;eighborhood-based, street-corner-based home-based a
and intervention; the urgency of involving youth in early
awareness activities that promote total health and livelihood. And
if we want teens to listen and to believe, we must include teens in
meaningful ways on every level of our prevention efforts.
Our basic ple:ining principles also affirm the wisdom of talking

- to people of ail in terms they understand most and in ways

that increase the likelihood of their acquiring knowledge and culti-
vating attitudes that will, in fact, t.r:gsqlste into behavior. This can
only a result of designing, delivering and implementing pro-
grams and activities in a culturall&rl competent manner. The neces-
sity of taking a fuller view of health risks and health practices, one
that takes into account the social, economic, physical and political
status of individuals and communities at risk, and the dual necessi-
ty of taking a comprehensive view and a reality-based approach to
human behavior, one that takes into account other facts of life:
substance abuse, physical abuse, sexuality, sexual preferences and
practices. And the need for approaches that acknowledge and un-
derstand human behavior wi the context of people’s contempo-
rary realities, and that for many folks includes poverty, racism,
sexism, xenophobia, homophobia, and a lack of access to quality
education and health care; the lack of jobs at living wages; and the
lack of adequate and affordable housing. And the basic require-
ment of taking a balanced approach toward public health promo-
tion and communit; rivblem-solving, one that incorporates both
problem-focused and resource- pe ives.

Respecting these planning premises, HOPE went about and de-
signed Proyecto L.U.C.E.S. as a comprehensive p am of edut .
tion, preventivn and support services that includes these basic com-
ponents anc ap roa:s}ﬁa: des odules f

ining and co tation-designing training modules for com-
munity-based staff and volunteers t:-ggmng r education, leader-
shi&)development, and community-based health promotion.
mmumti-based prevention and education intervention—in-
volving youth, parents, family members, neighborhood residents,
friends, lovers and loved ones, as well as community-based organi-
zations, merchants and representatives of churches in community-
wide prevention and education campaigns and interventions. Infor-
mation and communication strategies, including visual and per-
forming arts, cultural activities, multimedia educational materials
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and interpersonal, street level, grass roots, home-based and neigh-
borh::d-buedmmandoutrwh

Advocacy and ewwmobﬂiﬁngandfoaenngthem
volvement of mm the impacted community, develow
led su groups, training speakers, forging alliances

m&n‘ our community, as well as networking
and ing with other communities and institutions and helping to
setupmmﬁnkmwithinthemﬂsymdm
Now 1 ﬁkamdmiheinmoredehﬂHOPE’sprgam
dm‘ and model for preventing risky behavior in Latino

pilot demonstration phase of this intervention been
mnwammmtuommmmmm-
land Institute in Watertown, Massachusetts. The New
Englandkesearchlmﬁtute'mtheprimegmnteeofaﬁve-yearm-
search grant funded by the National Institute of Child Health and
Human t. sMehasbeentobroker,tod@ﬁn,to
coordinate and to implement a two-year intervention involvi
Latino and Latina th in 16 census tracts in the Roxbury an

South End nei of Boston.
First let me describe a little bit about the process that led to the
design of this project. ing the first year, a baseline door-to-door

survey was conducted wi the 16 census tracts to assess the
level of youths' knowl.dge and awareness about AIDS, to learn
about their attitudes towards health risks, and to identify the type
and extent of certain behavioral practices related to health risks.

An ethnographic study was undertaken within the research area
that took a year for its completion, to lee*n more about the teens
in the area, about their families, neighborhoods and community in
terms of knowledge and beliefs t AIDS, substance abuse,
sexual attitudes and behaviors, relationships and communication,
and about AIDS in relationship to the church, to the health care
systern, and in relation to other community concerns.

Several roundtable discussions and focus groups were held with
community stakeholders, including teens, parents, family members,
merchants, folks from the church, and staff from communi?-based
organizations, private and public agencies, so that we could ascver-
tain the boundaries and the tolerance levels for explicit edacation
and prevention messages.

We also consulted, through key informant interviews, with a

of experts in a varietﬁ of fields—medicine, social work, psy-
chology, education, public health—and with persons living with
HIV disease, persons in recovery from substance abuse, and indi-
viduals involved in alternative health care, as well as with persons
of various religions, spiritual and political perspectives.

And, finallr, we studied many of the available guidelines for

AIDS education and prevention, sexually transmitted disease pre- -

vention, pregnancy prevention, violence prevention, delinquency
prevention, and school dropout prevention to identify quality assur-
ace benchmarks for Pﬁﬁm Xesign. and also to identify common
themes related to the ‘risky business of adolescence”.

The baseline research identified the following risky factors for
HIV infection and sexually transmitted diseases: Infrequent or lack
of condom use; unprotected anal intercourse—both heterosexual
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and homosexual; IV drug use, including steroids and the adminis-
tration of medication, needle use other than for use and
abuse, for example ear piercing and tattoos; and a lack of or incom-
plete knowledge about the risk status of sex partners; and, the fre-
quency of intercourse.

based on the ethn ic findings indicated
that an AIDS intervention with Latino youth should be community
basud, target a broad age range, involve community outreach,
present factual and explicit information, instill a sense of cultural
pride, be bilingual, facilitate a sense of empowerment among teens,
utilize peer leaders, and involve parents of adolescents.

There were a number of other recommendations that were ad-
vanced in our informant interviews and community stakehold-
er focus groups. In the interest of time, those can be obtained from
the statement I have entered into the record.

The project designed as “Poder Latino” includes a research and
evaluation component, a parent and family module, a peer module,
a community o ization module, a public information communi-
o?t"f education and social marketing module, and advocacy and public

airs.

The specific activities of the project include: A 12-week peer edu-
cator and leadership development training phase that involves 12
youths per cycle who are paid a training-related stipend and who
gree to a contract that commits each youth to participate in peer

ucation activities that are designed to reach other peers. Each
trainee works during the school year 10 hours a week and during
the summer 20 hours a week. They are paid a training-related sti-
pend of $€ an hour.

To date, we have completed four cadres of 12 youths each and by
the end of this year we will have completed four additional cadres.

The activity phase that is simultaneous with and subsequent to
the training phase includes an array of options for youth to partici-
pate. For example, the youth produce a quarterly neu'r]s;ﬁaper. They
make speeches through a youth speakers’ bureau. They present
group multimedia presentations. They have worked on and have
completed radio, TV and print public service announcements. They
make site visits to AIDS hospices, to substance abuse clinics, to
detox centers and to treatment facilities where the youth have an
opportunity to talk with persons living with AIDS and those in re-
covery.

They participate in neighborhood canvassing, leafletting and
public information advocacy activities, including a letter writing
campaign in support of the Ryan White Care Act during which
these youth helped to generate over 250 letters to their Co
men and women, something we have difficulty getting adults to do.

There are also recreational, social and cultural activities, includ-
ing visual and Eerforming arts presentations, and they are current-
ly working right now on a youth enterprise and entrepreneurial
project marketing T-shirts, posters, flyers and brochures, as well as
music and theater presentations will Ke available as a revenue gen-
erating activity

We designed a training component for parent volunteers to equi
them with sexuality education to conduct home-base . sessions wit
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other ts who, in turn, agree to host and help to conduct other
sessions utilizing trained parent volunteers.

Wehaveastaiftminingcomponentﬂmtpmvidesb@chealth
education and prevention training to workers from a variety of
comr ‘\nity-based settings.

Fiually, we have an interagency coalition of community-based or-

izations, each of which has been awarded, through the HOPE
mment Fund, implementation assistance grants to partici-
pate as funded partners and to assist in recruiting, sponsoring, pro-
moting and hosting the youth activities.

There is a long list of educational materials that we have also

. Those are also on the record.
my final few seconds I would like to address the fourth
question that you asked me to about, and that is what would
be my pol~y recommendations for improving the health and well-

Latino adolescents and their families.

Wehaveheardin&emﬁmonytodayalotaboutschool-lmed
Those are , very important. When one considers,
r, the high school rates among minority youth, it is
critical that community-based organizations and community-based
apgmcbesmindudedinbothpoﬁcyinitiaﬁmandinfunding.
welightofthecurmtdistribuﬁonofAIDScasesinthe
United States, as well as the demonstrated commitment of Latino
and other minority organizations to “own AIDS,” and the special
capacity of these community-based organizations to provide cultur-

y competent end linguistically appropriate outreach, education,
prevention, counseling and treatment, it is critical that these orga-
nizations be invited by funders to participate in the development,
evaluation and implementation of disease prevention and health
promotion eflorts.

We need, also, to increase human resource development. Federal
.esearch institutes and universities must redouble their efforts to
train minority researchers and health care providers. We must ex-
amine ways to train staff in community-based settings. And, again,
if we want teens .o listen, to believe, let’s train our adolescents on
the front lines of this public health emerge:ﬁ through training-
related programs that can provide traini other job opportu-
nities for youth that can possibly lead them to their future careers
in public health, public and community service.

ud, finally, we need to remove structural barriers. High per-
centages of Latino and other minority yor .. and families in the
United States are r, uneducated, unemployed or underem-
ployed, and are at risk of poverty health and face other sociocul-
tursl barriers

T:ese factors account for the d.isgroportionately high rate of H\V
disease and other diseases am nited States minority communi-
ties. Reaching the objectives for ilealthy People 2000 be linked
to the extent that re are improvements in these life circum-
stances for all of our citizens, but particularly for those Hispanic
and other racial and ethnic communities that are disproportionate-
ly overrepresented among these social J;zoblems.

1 have one final thing, and that is that we must, in our policies,
target teens themselves. Teens 1 the schools, teens out of schools,
teens in the streats, and a forge‘ten group of teens, and those are

92

Y



88

the tcens in the juvenile justice system who are neither in school,
often not in community-based organizations but somewhere making
their way through the juvenile justice system.

Thank you.

Chairwoman ScHROEDER. Thank you very much. We really appre-
ciate that.

[Prepared statement of Jose Duran follows:]



PrarAarzy StaTEMENT OF Josz Duman, M.CP, Exxcuriv DnmohAH.O.P.E.

Hisrantc Orrice o PLANNING AND EvaLuaTION, INC., Boeron, MA

introductions Ny name is Jose Duran. { am the Sxsoutive Director of & private non-profit
mmnm:-msr.mmmuwnm
We are Dased in the Jamaics Plain nelghborhood of Bouton, Nassachusstts and are celsbrating
o twentisth snniversery this yeer.

cppartnitizs for Latinos and Latines residing in Nassachusetts. A= & statewice multi-servics

planning organisation, HOPE works with commmnity-based organisstions, gréseroots
mmummmmmumum
their cisacity to addrese the needs of the Hispanic community.

2

ma.wmmuwmmm.-w
namnpwﬁdmmm%ﬁ“ﬂmnﬁ”ﬂ

as models and replicatad by cther agenciss to sultiply the positive lmpact an the Hissanis

community. HOPE ale0 serves as an informetion, communications and comsunity action
cleeringhoums to gather and disseninste Information within the Hispanic community and to

e
it

' maitlis policy and advocacy wark L foumed on the sotiel, econchic and political
Latinas and Latinas in five ipy arsass (1) Educetion and Training, (0 Nealth and
Services, (B Cmployment and Rconomic Development, (6 Housing end Community Development,
and, S Civil Righte and Social/Economic Justics.

t
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Wa are gratitisd to respond to your request for information about NOPE’s youth project
entitieg: “Foder Latino de Jovenes® which traralates nto “Latino Youth Powers. In Spanish.
the word “poder® means "SOWer" and it also means "0 be &dls 10", What we are attempting to

a differonce in their lives and in the lives of their tamilies and community.

Betore dascribing this modsl project, | would appreciate the chance to set out SOme important
contexte for how we want about developing this pertiadsr projct "Podsr Latino®), as well as,
for how we destigned our overall program CProyecto L.U.CE.S) which inclutes a comprehensive
array of NIV sducstion, prevention and supeort services,

By sharing some of HOPE ‘s planving strategiss and by using specitic program sxamplss, 1 will
attempt to respond to your question *sbout how prevention sfforts can be more effectively
targsted to Latino youth®. And, | will try to respond to your invitation to share "other policy
reconmendatione.for improving the hsalth and well deing of Latino asolsscents and thelr
familiss”.

Saciground information: In Nassachusstts, HOPE was the first Hispanic comsanity
organization to sound & statewids call to action in responss to the disproportionate impact of
HIV disesse on Latinos and Latinas. When we did 80, daspits contradictory reports that have
4pPeared and continue to 4peear In 10cal and National sedia sccounts, We found that there wers
nany individuals and orpsnisations In Latino communitiss scross Nassachusetts —- 48 &rome
the country == wio were willing 10 ‘own’ the AIDS epidemic, who were ready 0 scknowlsdse its
devastating toll on our community, and, who were mobilized to respond to the AIDS ¢risls
within the Mispanic community. What has besn, and continues to be, lecking are sdequate mubdllc
and privats resources tc cavelop nesdsd education, prevention and care interventions.

Otten, the Latino comsunity’s resPones was Buch SOONer and m v comprehensive than the
sxtant t0 which there sxistsd the will, the atinowisdgement ano ths action on the part of
sovernmant to respond 1o the health crise In the Mispanic cor ~ ity with the full force and
commitment that e necessary to be effective.

Ap part of its Hispanic Leadsrahlp Development Program, in 1987, HOPE convened and invited
iy individuals from the Latino community to & series of forums and roundtables In four areas:
sducation, haaith, ampioyment eno hauming. At the idck-off confsrence, AIDS was used as the
axampls to highlight ths health care statue of the Hispenic community In Nassachusetts which
w88 dascriosd as “islands of third world health on & continent of first world afflusnce”.
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At & abssouent health forum in 1988, HOPE woried with Ssveral comsunity orgsnizatiore to
design a conference that included first-hand accounta from Latinos and Latinas living with
AIDS. Their powerful testimony about life conditions and about llving with HIV dissase helped
to sstablish and articulate the foundation and unifying erinciples that have guided the
development of NOPE's comprehenaive "Provecto LU.C.ES.: Latinos Unidos Contra E] SIDA
Latincs United in the Fight Agairest AIDS",

in Spanish, the word “luces® means "lights” and we at HOPE ars committed to designing and
delivering an enlightensd 2peroach toward health sromotion and dissass prevention. This
meang that we continuously ssik thoss £from our community who fece lifs with NIV disesse about
how Best we cCuiy “aach folls in Our community with sffective sducacion, prevention and care.
Several of HOPE steff ars thamseives seropcwitive, ilving and working with M1V disesse, end
they are centrally involved in designing, implemsnting and oversesing MOPE’s
AIDS/HIV-ralated work,

HOPE ‘e dasic planning premises and organizing orinciples atfirm, without limitation:

® the nesd and benefit of in ing persony living with HIV and other dissases, a» well a9
thoss in recovery from mobstencs adbuss, and their family members, in the design and
delivery of haalth sducation programs,

s the efficasy ¢f community-based, neighdorhood-based, strest-bassd and home-based
spproaches and intsrventions, and ths valus of designing, dalivering and implementing
programs and activities in & culturally compatent manner,

i

»  the urgency of Involv @ Youth in sarly awireness activities that promote total health
Livelicood: and, that if we want tesns to /.aten and to believe, we must include tesns
meaningful ways on EVFRY level of our prevention siforts,

5

« the wisdom of talidng to peopla of all ages in terme they undsrstand most and in ways
Increass the likelihood of their appropriating inowliedge and cultlvating attitudas that
translsts into dehavior,

L mmwumamvuwdmumrmmmamwuummmt
into account the soclal, sconomic, physicsl and palltical status of individuals
comeunities "at-ris,

£

i

s the dual Necessity af taking a comprehensive view and reality-bassd approach to human
tehavior that takes into ascount other facts of lifs: substance abuse, physical violsnce,
sexuality, samual preferences and prictices. And, the nesd for spproaches that acnowledgs
and undsrstand human bshavior within the contest o folks’ contemporary realtitiss, that
for many includes: poverty, racism, Serism, xenophob.a, homophobla, 7 o & relative lack of
sccess to quality educat! )n and hoalth care, Kbs at living wages, at? £dadls and adequate
housing,

s the “asic requirsment of taking & balancsd approsch toward public health promotion and
community problem-solving, one that Incorporates bdoth prodblem-focused and
resource-oriented perspectives.



Q

ERIC

Aruitoxt provided by Eic:

Respecting these premises, HOPE designed “Proyecto LU.C.ES." as a comprehensive progres
of etucation, srevention snd support care that includes thass basit CORPONENtS and approsches:

Training and Conmuitatign: designing training modules for staff and voluntesrs utilizing
pesr education, lasdership cevelopmant, and, community-based “total health” prosotion.

DRSLUNID Pravantion & Sducation interventioos: involving youth, parents, family
mne neightorhond  residents, friends, lovers ond lovad ones, es well as,
conmunity-based organizations and merchants in communitywide srevention and sducation

canpaliony and interventions,

Information. and Comnmutications Strategiss: including visual and performing arts,
cultural sctivities, multi-media sducational materials, and, interpersonal, straet-isvel,
gragerocts, hone-desed and neighdorhood-Desed canvassing &nd outreach approsches as
pars of overall "social marketing” and public Inforaation campalgns.

Advocsgy and Supeart Sscylcas and fostering the irvolvement of members
from the “impacted comsunity” (sg. "Latinos/as Living with AIDS/HIV Coalition™),
daveloping ceer-lsd SupPort groups (99, "Nano & Nano = Brother to Brother”), trained
speaiasrs ( 89, HOPE Spesiars Buresw), forging alllences and building coal’tions within our
community C"LUCES Leadership Alliancs), as well as, natworking and 1inking with other
communities and helping to set up NersesaTy linkages withh the overall systam of care.

Now, | will descrite In graater datail, NOPE’s program deslgn and model for prevanting risiy
tshavior in Latino youth: "Poder Lating®.

The pliot demonstration phass of Nis intervention has been funded through a sub-contract
HOPE has with the New England Researth Institute in Watertown, Massschusstis. The New
England Ressarch Instituts IS the prime grantse of a five-yesr research grant funded by the
National Institute of Child Mealth and Human Development (NICHHD.

HOPE ‘s rols has besn to broker, design, coordinate and tmplement & two-year intsrvention
mmumwww;mmumvmmmna:mms:wmzm
neighborhoods of Boston.

Wmmmnmmt.nuu.muummmmmmdmmm
*Youth Achievemsnt Awards® by thr Massachusetts Childrens Advocacy Network, one of thres
statewids "Community Laadership Awards® by the Latino Health Network, and, Poder Latino's
pblic service announcements tradio and T.VJ are also winners in the “Tesn Nedla Contest”
conductss by the Boston Initlative for Teen Pregnancy Preventjon. In agdicion, Poder Latino
youth recently particlpated in an AIDS advocacy latter—writing campaign spunsored by the
National Pusrto Rican Coalition *hat sarned for thsm & trip to Washington, U.C. during the
recant school spring bresi.




Following is a trief deseription of the process, structure, and planned outcomes and Impeacts
that HOPE incorporatad Int~ the project’s dasign.

1. Process:

12

1.3

1.4

1.9

During the first yeur, a baseling survey of ¢oOr-t0~000r INtErviews was conducted within
the 16 ceneus-tract research ared t0 2ssess the level of routh's INOwisdge/svwareness
about AIDS, to learn about their attituses toward heaith risks, and, to identify the type
an satent of certaln behavioral practices relsted to health risks.

An sthnographic study was undertaien within the research ared t0 lsarm more about the
wens In the arss, sbout thair fasilies, neiphborfcods and community in terms of
jnowisdgs and beliefs sdoust AIDS, substance abuse, ssxual attitudes and behaviors,
relationahins and communication, and sdout AIDS in relation to the church, to the
Nealthcare systems, and, in reletion to other comunity concems,

Several roundtadls discussions ano fOCUS GrOUPS Were held with community “staksholders®
including teens, parents, family members, msrchants, and, staff from comsunity
organisations, privats and public agsiwiss to ascertain the Soundariss #nd tolsrance
iovels for explicit eduCAtIOn and PYEVENTiON NESSAYES.

We also consulted, through key informant intervisws, with & range of experts in a wariety
of tlelde (madicine, social work, psychology, aducation, etc.), &nd with persons living with
HIV disease, persons in recovery from mubstance aduse, individuals inwvolved in
alternative hsalthcars, 23 well as, persons of various religious, soiritual, and, political
pe. oectives,

We studled meny of the avallsble guidelines for AIDS sducation and prevention, sesually
trarenitted diseass prevention, pragnancy pravention, violsnce prsvention, delinquency
prevention, and, school drop-out pravention to identify quality asourance benchmaris for
mmmmwmmmmmnumwm'rwmu

2. Stncture:

24

The baseline resserch identified the following risk factors for NIV infsction and
sexually-trensmitted disssses:

infrequent or lack of condom use

unerotscted anal intercourse heterosesual and hososerual)

1V dng use (Inclding stercids and medications)

nesdle use other than for drug use/sduse (99, ear—piercing, tattoos
lack/incomplete knowlsdse about the rigk status of ses partrers
frequency of intercourss

88
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Reconmendations daseu on the sthnographic findings indlcated that an AIDS intervention
with Latino youth shonda:

= be community-based

target & broad age range

invaive commumnity outreach

prasent factual and exslicit inforsat.on
instil] a ssrwe of aultural pride

be bilingaaal

fagilitate & SonEe of SEPOWETRENT SMOTY toene
vtilise peer laaders

involve parents of adnlsscents

2.9 Recommendations advanced In or By imorment and “sssmunity staeholder” focus
groups stated that an AIDS intsrvantion with Lating yash shoulé

- aﬁoumm'm.wuu-vw
to the variely of settings whare risky bSehaviors taim place {(sg. “back ssat of the

-  agdress HIV infection prevention within other intreeyschic and INterpersonal contexts:
seres of mlf (0. mif-esteem, social/cultural/political/sesual dentity and contlicts.

~  palance fvar-related me sages with thooe that are lite-sffirming and cffsr
positive outlooks th.an those that stteapt to changs behavior through fear alone:

mors

- and, to consider what it means, and imagine what it must De ltis, to e o of many
adolsscents who parceive the world from an ssperience where one has heard daily about
bsing poor or disadvantaged, with limited cpportunities, and, with fewer chances
others to srvive and thrive in what often sesns and is a hostile snvironment. What are
the implicstions of & senew of MNoPelesENess anong thoee teens wWhose behavior we are
seeidng to influence?

§
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28

9%

mmﬂmlﬁrmrmmmﬂmmﬂmmmm
agdressed the following dimensions: .

Within the context of pride In Latino culture:

Within the context of knowlsggs/attitudinal/behaviors, sidll development and behaviorsl
changs or reinforcement:

heaith beliets

personal and interpersonsl practices
susceptidbility

severity

benefite

barrisrs
cues to action

Within the contexts of wedia snponure, school-based and community -Dased prograes, the
Neaslth cars systen:

AIDS/MIV knowisdge

nowisdgs about other health riske
health promotion

diseass prevention

The concsptual mods] assigns & *probadility of HIV infection’ et rigi® statuw to
mmummmwxMMMmmmnmﬂ
mmm.um.wmmmm.mwmumx.

mmmmxm«mmmmmmxmmmmw
COMPONEnts:

Sxsesrch and Evaluation: baseling and follow-up Interviews with youth in the target
ressarch arsa prior to and following a two-yesr intervention.

: gexuelity training of parents and family mambers to serve as
mmummtmmwmmmmummm
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mnu m “ mm mnﬂm mt is Wun and
aditurally-responsive a8 part of an overall public information and community schucetion
csmpaign that addresses HIV prevention within familiar and scceptable contests.

prevention nd comprehensive care that addresses the health and well-being af the whole
ot the body palitis,
The gaale of the Intervention are:

to incresse level of fowisdge sbout M1V dissase. sssually-transmitted diseases snd
other preventadle disesses and infections

to decresse and sliminate hsalth-risky behaviors

t0 ircraase health-promoting and lLife-atfirming behavicral practices

to increase youth's “self-sfficacy® in maidng decisions sbout personal and interpersonal
behaviors

t0 increase lsvel of awarensse about MIV and sbout disesss prevention among family

sembers, reighbors, frisnds, lovers and loved ones, and, residents of the community in
the impect targat area

5. Quivomes: The ectivitiss of the project include:

A 12 wesk peer sducator and lsadsrship development training phase that involves youth
who are pald a training-related stipend and who agree to 2 * that comaits each
youth to participate in peer education sctivitise that are to reach other peers,

101,

»



33

4

33

3.4

97

Mnﬂdmm.mwmm“mmmmm.mtuﬁnum
array of oprions: a Youth Newspapsr, Youth speakers’ bureav, srow multi~medla
presentations (radic, T.V. and arint public service announcements), site visits to AlDS
nospicss, mbstancs abuse clinics, detox centers, and treatment facllitiss, Intsrvisws
mmmmmnvmmummmwm,mmw

advocacy
m».mmwmmmm.mn perfcraing
arts pressntations (murals, T-shirts, posters, flyers, tlip-charts, prochures,
photo-novelas, MuSic end theatre).

awmmuwmummnmmmmunmmra
mwmummmmmmmmmnn-bm
conduct other home=baped sessions utilizing tratned parent voluntesrs.

Asuummmwtmmmmwwmmwm
£0 workers £rom & varisty of community settings.

An Interagency coalition of community organisations, each awarded
"implementation-assistance grants” to participate as funded partners &nd to assist in
mm.mm.mqmmmmm

A varisty of scucational materials, handbooks and puides, inchuding:

For parents: "SO Questions & Answers (hechdist” & Handboopk for Congucting
*Charlas Con Nis Hips = Talike With Ny Kids®, and, “trairers guidelines™ (with
suggested activities end lessone

ingtructions,
n.amawmammmmm
prevention and

bumper stickers, T-Shirts, bags, ete)

for statf: *Cuddslines for Working With Latino Youth® Gerittsn by members of the
Latincs Living With AIDS Coalition:; Training aurricula for AIDS sducetion and
pravention, sesually-transmitted disesses, othsr infsctions (especisily
Tuberculosis), mbstance sbuss, cultiral competancs, replication materials related
to progrem planning, promct cavelopment, staft training and svaluation,

For community: Public displays ~Nusstra Tu Respeto » Show a Little Respect®),
rmr.v.wmmmmwrmmm-rmmu
Your Lifs® “Quien es Ramon?® *Defiende Tu Cuitwra » Detand Your Quiture™),
mwmmmmauvwcnwmmmwmm
nmmm.muwmmnummmmw.mw

mmrmwm:'nm.-mmwmmml
prasentation) and public art presentations (murals and postersl.
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Ressarch Institute in 1992-93, NICHHD fursting for the “Poder Latiw® intervention is
scheduled to terminate in November, 19913 Anecdotal accounts, staff cdservstions, parent
mmmw.mmm“mmumemmm
increased inowisdge and has had en ispact on the bahavior af the youth particlpants of the
prograa, and soms aduite have alwo reportsd their involvement In the progrem as & positive
influsrce. mm.wnmm.ummmmmmnmn
maidng imyaict statessnts about the total youth popdation in the 16 csneus tract resserch
4rea. Untll they are contirmed, or not, Dy the fallowap Intarviews, we will continue to sonitor
and drav lessons from our experisncs.

5. Policy Recommendations for Improving Health and Well-being of Latino adolescents end

will &3 the demonstrated committment of Latino organizations o "own

S2 Increase Humen Resourse Dewsicpment: Narsover, federal resserch institutes and
universitiss sust redoubie thelr efforts to train minority researchers and heslith care
providers. Also, we must sxamine ways (0 train staff In community-dased swttings. Lat's
train our sdoisscants on ths front lines of this public health smergency and aseist them with
training-related stipends, By creating “training on the Jod® cpportunitiss for youth pertaps we
tan sstadlish tracie that will lsad to futire caresrs In molic and community service.

S.3 Resmove Structral Barrisrs: Nigh percentages of Latino youth and familiss in the United
States ars poor, undsreducated, UV underempioyed, and, ere "at risi' of *poverty Heaith® and
f2ce other socio-cuitural barrisrs. These factors account for the disproportionately high rate
of MIV dissase among U8, Latinos. Reaching the cbjsctives for & “healthy Hispanic pecole
2000° tor Hispanics and other racial and sthnic communities will be linked to the extent thers
e improvements In the life circumstances Mispanics and other racial and
communities.

i
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Chairwoman ScuroepEr. Our final i witness this
morning, who has incredible patience, is Ka Sullivan, and we
are very happy to have you hers, Kathleen. Thank you for hanging
in there all morning, and the floor is yours.

STATEMENT OF KATHLEEN M. SULLIVAN, DIRECTOR, PROJECT
RESPECT, GOLF, IL
them Suwiavan. Thank ynb\;f;;ry mW& and gentlemen, for
opportunity to appear you . ;

Does anyone believe that adolescents ought to be sexually active?
Doasm;#mebelievethatuobeentsoughttobeinvolvedin
drugs? We have asked this question of thousands of citizens across
theeounu'ymrthelastsixyeamandhawneverfoumianyone
who believes that adolescent: ought to be involved sexually or in-
volved in drugs. There is tremendous unanimity on this point.

Weallagmet.hatitisaproblem,amalﬁmctioninsociety.The
evidence of that recognition is the fact that we have developed over
the past 20 years enormous organizations, operations at
every level mt wi our communities to and
combat this ion. The disagreement arises when we di
e e

or past years j whi ve been its
director, conducted a study funded through a small grant from the
Office of Adolescent Pregnancy Programs, the results of which I do
believe you will find very interesting and encouraging. It is at-

One st tha 1 be

statistic that emerged unexpectedly is proving to be very sig-
nificant. When asked “Are sexual urges controllable,?” students in
the course said—289% said ‘‘al ""—the top they could choose on
the pre test—and this in to 48 percent after the 10-unit
COUrse,

But the figure to note is the very small number, only four 'Fgr-
cent, who said “never” in both the pre and the post tests. This
points out that our young people know instinctively that their emo-
tions can be controlled.

What they want to know is: Why should they be controlled and
how to control them. If we ize this as a key to unlocking
their attention span, we then find our young ‘people are a lot more
responsive then most adults give them credit for.

To the question: “The best way for young people to avoid an un-
wanted pregnancy is to wait until they are married before having
sex,” 43 percent “strongly agreed” on the pre test, and that in-
creased to 59 percent the 10-unit course. Coupled with those
who “agreed,” the figure was at 88 percent after the course. The
number who “disagreed” at the end of the course was only four
percent.

To the question; “The best way for young people to keep from
getﬁntgh or some other sexually transmitted disease is to wait
until they are married before having sex,” 87 percent who “strong-
ly agreed” before, and that went up to percent “strongly
agreed” after; coupled with the “agreed,” it was 85 percent after
the course. The number who “disagreed” was only 6 percent after.

104




by young males over the

years. statistics show tmmmw

onlyior mwell. healthier attitudes, but indicates an effect on -
as

Note the im t from 1988 to 1990 When asked

“Do you feel that sex among unmarried teens ”—one of five dif-

ferent 1988 was 20 percent * !

asked: “A teen who has had sex outside of marriage would benefit
bydecidingtostophavinssexandwmtformarriage."tbeycould
answer one of five answers. In 1

cent said it was “important” when asked: “If were t or
had gotten someone pregnan how important would it be to share
this em with your ts?”’ This con rcent said
it was “very important.” This contradicts the often state-

mentthatyoungsterscannot,orwillnot,talktotheir ts.

Theveryformatofourtwotexts,whichare"ﬁexm"and

“Facing Reality”, include a speacial te parent guide, which is
roving to be a good bridge for building communication between
ome and school.

it being a female ;roblam We also now recognize that pregnancy is
onl{ one factor of the problem. Actually, it is an outcome of the
problem. The problem really is adolescents being sexually active.

We all currently recognize the numerous diseases that are ramp-
ant. There are over 30 sexually transmitted diseases, and teens are
leading the eg grouy in most of these.

The CDC shows greatest jump in the number of full-blown
AIS patients is in their 20s, which means they contracted the dis-
ease as tee TS.

‘Ne must give f:xl'o?reamr attention to the emotional trauma
growing among our escents to date. Another finding of our
evaluation was the correlation of sexual activity with alcohol and
drug use. Most students involved in one are involved in two or
three. I refer you to graphs 9 and 10 of our OAPP Final Report. We
point out to students that when under the influence of alcohol and
dn‘lgs,emotionsmhighandresistanoeislow.

e must direct our teens to the evidence. Is there such a thing
as safe sex? No. Only safe partners.

How can society insure that our young people will be healthy,

safe partners when they grow up? By giving them the complete in-

1t O
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formation for what constitutes a truely healthy lifestyle. That is,

W
This should include that no amount of contracep-

v'olveni.::t.All tg;epﬁmha trf:ilumd d, tparucu.hi:‘;
con! ve rates, and, in i ,
the failure rates of condoms.

doing an interview on the NBC Nightly News last Decem-
ber, it became evident from a statement made by a student that
our young people do not know that for established research
}&aolishmthemdomwbethelemt ive form of birth con-

In my 90-second sentence “sound bite” reply, 1 that
our mopledidnotknwaboutgurastmdm
failure, w rate among the aduilt ation is 10 percent and
among teens it is 19 percent, and that these statistics of failure
were regarding where only one of the partmers, the
female, could conceive for a mere four or five days of a month.

In the transfer of disease, the failure rate is much more likely 50
to 60 percent, as each partner can contract or transmit that disease

every time.

My opponent, who had a second chance to s responded,
“But that is all we have.” My plea, “No, it isn’t. We have the
cl::icetoafj wnenee, the real health's lifestyle for our youth,” did
not ge .

It has been very unfortunate over the two to three years

that the impression has devel that inence programs are
not successful. It is ing to those of us working day to day with
the enthusiastic students and teachers to hear even cer-
tain Senators and , “Just Say No” programs don’t

work. Maybe it is because they do not know that, in fact, absti-
nence education is not a “Just Say No” approach. We teach the
kids to be able to ask and answer what of “no” don’t you un-
derstand. They have told us that they pull these “No’’ cards out on
a date, and it guarantees two hours of communication instead of

Abstinence is really what should comprise a comprehensive
health course for sex education. We are hggeful that through this
committee, now that we are being given the chance to share our
research and show the effectiveness of one demonstration project,
ymtxl evtw:ill advance the abstinence concept through every available
ou

The cost effectiveness is exceptional, as can be demonstrated
from our pilot schools over the six years. At the Federal level,
Project Respect received $107,500 for last year, out of approximate-
ly 1.8 million of Title XX appropriation, which, as far as I know, is

e only money spent on abstinence at the Federal level.

In the State of Illinois, there is a program called Parents Too
Soon, instituted in 1988, with a budget of 6 million. This current
Year its budget is $21.7 million. Over a period of a and a half,

, a8 well as other parents, were assured verbally that they taught
abstinence, but all the evidence we were ever given in materials
were four posters.

After much negotiating and with a statement from our then Gov-
ernor James Thompson, which stated that abstinence should be

1106




year, the abstinence component is still under one per-
mmm,mhmmm students
in 75 schools the State of Illinois and have put on 13

eys.
view of the fact that what has been predominantly taught for
ZOyearshaanotworked,itisonlyfairandjustto‘Ketaxmm
parents who want our al{oungstm-s taught the healthiest lifestyle,
that the major part of government funding should go to straight
abstinence

Weamconstanﬂywldthatkidshavingkidsmwsﬁ;ismore
and more dollars. Let me ask you to analyze that these ki who
mhav%kidsmthemselmpmdumofmenondirecﬁve,m-
judgmen apgsroach to sexuality that has been in existence for the
paﬂ"%years. this not substantial proof that we need a new ap-
proach

Recently, in Rockford, Illinois, I was told the cost of hiatric
care for a teen who attem suicidewasS&QOperday. we can

keep these youngsters thy, we can save millions.

Aisﬁnencaismevitable,asexpmedbynumemuswople at all
levels , including Governor Douglas Wilder who said, and 1
quote, “If young men and women want to have a future, it is
imperative that they embrace the ultimate precaution: Absii-
nence.

A promiscuous lifestyle is unhealthy, regardless of the sex of
one’s partners, it is a matter of mg reality.

_ Since we can show promising ts wi'h a minuscule appropria-
tion cf under 1 percent, we have every reason to believe t.at with
10 percent we could show quite an impact. With 50 percent of what
is now spent, we could probably solve the problem, saving hundreds
of millions of the government budget ard saving millions of our
students from trauma, and disease, as well as death.
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Thank you very much.
T T ot Kotaloon M. Sullvan o
[Prepared statement of Kathleen M Sulfivan follows: ]
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PREPARED STATEMENT or Katmizen M.
Gour, IL

ladies and Gentlemen:

makmtumwwumutmmw.

Doas anyone balisve that adolescents gught to be sexually
active?

Doss anycns believe that adolescents gught to be involved in
drugs or alcehol?

We have asked this question of thousands of citizens over the
list six years and have never found anyone who balieves that
adolescents gught to be sexually active or involved ir drugs.

There is tremendous unaminity on this pointl Wa 8ll agree
that it is a prodlem, a "malfunction® of cociety. The evidence of
Lhat recognition is the fact that wve have developed over the past
20 yesrs enormous programs, organizatiens, opsrations at every

level of government vithin our communities to try and combat this
"malfunction”.

The disagreement arises when wa discuss or decide methods for

dealing with this malfunection.

r
For the past five years Project Respect conducted & study

funded through a small grant from the Office of Adolescant

100



105

Pregrnancy Programs (0.A.P.P.) the results of vhich I do believe you
vill find yary interesting and eRcouraging. (1)

Men  sked, "Are sexual Urges controllable?*
288 saia 'unn'mmmtminm.mtmlnd that
mtupteutenthomttm. nntmﬂcmtom.hth

mmxxm.nt.m-udwummmwm
tasts.

This points out that our young pecpls Xnow mtnctiwxy that
their emotions can be controlled. What they waant to knov is:

NiX should they be controlled and
HBQN to control thes.

If ve recognize this as a key to unlocking their attention
span, nthoartndmyoungmlomniotnnmmiwm
Bost adults give them credit for.

To the question:

"The best way tormngmpxatonvoidmmmndpngmncy
is to wait unti) thay are married before having sex.*
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tamlymmmmmtmsnummmm.
mloavnhmm'm'. the figure is s88 after ths courss.
mmxmmummummumyu.

To the qQusstion:
'mmtnytammloummwmmw
mmmxym:wwuumzmwmm
sarrisd before having sex.,"
378 "strongly Agree” befors the course, 9558 after, coupled
with the "Agres” Ltutstammmru. The number who
spisagres” is only 68 after.

In fact, the attitudinal improvemant has socelarated aver the
pericd of the pilct tast. One possibla resscn is the esphasis that
wmmm from diseasss as well
as emotionsl trauma, not just pregNAncy. This cbservation is

Vi rESDOnE ol IOALDE v Y O

. A (A ARALS

tha vsaxa.(2) These statistics shoy that the clear abstinsnce
sessage not only provides healthier attitudes but indicates an
effect on behavior as vell. Mote the improvement from 1988 to 1990
statistics:

W#hen asked: %Do you feel that sex among unmarried teans ia?*

A. Very Wrong 8. Quite Wrong C. Mot Very Wrong D. ot Wrong
at all g. No Response

The figures for 1988 wers 3208 "Very Wrong" in the pre and 298
in the post. In 1990, it wes 338 in the pre and 418 in tha post.
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ammlmmmmummmmtmyhm
relation to what ve call "Secondary Virginity®.

When asked: ummmm.«mmocmsmwua
wsewmsamummm-:mm: for marriage.”

Mmldmme!ﬂna A. Absolutely True B. Vexy
True C. smerm.o.mm-tulx.som

The 1988 figure vent from 17% in the pre to 3338 in the post.
The 1990 figure vas 388 pre to 443 post.

Another statistic that nseds such more attention is that 948
said it vas important when asked, * If you wers pregnant or bad
mmmymmt,bwimntmldlthtom&u
problem wvith your parents?” This contradicts the often hsard
statement that youngsters cannot or will not talk to their parents.

The very gorsat of our tvo texts include a specisl, separate

Parant Guide, mzauwmuu-wuzmmmum
communication detween home and school.

While most progranms in the past are set up under the gsneral
mot'tmpw,'nmmmsﬁmmwc!
it heing a "fsmale” prodblem. We also nov recognise that pregnancy
is only one factor of the problea, actually it is an outcoms of THE
problaml
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ZER_xoblem really is adolascants being seaxuslly sative.

Se sll currently recognise the numerocus diseasss that are
rempant. There are 53 known saxually transmitted dissases,()) amd
toenis are leading the age groupe in most of these. The COC shows
the greatsst jump in the numbder of full blown AIDS patients is in
their 20°'s (4), which msans they contract it as teenagers. ¥e must
also give far greater attention to the emctional traums grewing
among our adolsscents today.

Another finding of our evaluation wvas the correlation of
sexual activity with alcchol and drug use, most students inveolved
in one are involved in two or three.($)

1 refer you to Oraphs 9 and 10 of our O.A.P.P. Final Report.
¥a point out to students that vhen under the influance of alcohol
and drugs, amotions are high and resistance {s low.

¥ must dirsct ocur teens to the evidance.
Is thexv: guch a thing as "safe ssx"? (§)
No, only safe partnars.

How can society insure that our young people will be healthy,
safs partners yhan they grow up?
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ngsmmmmmunmmm
a true Rsaithy lifestyle, ¢.g. teaching trus abstinance.

Mis ingformaticn should includs that: no amount of
Mmmmmmmmum
sexual activity (7), ALL contracsptives have failure rates 8, svd
mmzmu.mmmwnumnmotm.

niloeommmmiummmumymu
m.uw«tmzmammwbmm
mymmlodonotmvmtmwuanmm

msyoom.mm(w-muu)zmmem
mmx-mmmmmmmum
failure, vhoss rats ssong the adult populstion vas 10% failure and
among teens 19%, and that these statistics of failure ware
mmwiummymammm,mfm.
could conceive for only 4 or $ days of the month. In the transfer
of diseass, the failurs rate is mors 1ikely 508 to 60% as ssch
p.morunmmctnrc:mnnamuumrytm.

nyewntthMamm:ow,moM'm
that's all we have.®
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XNy plea: “No it isn't, wa have the choice of abstinence, the
real hsalthy lifestyle for our youth,” did not get aired.

It has been very unfortunatas, over tha past 2 to 3 ysars, that
mmsummmmmmmm
suscessful. It is amasing to thoss of us working, day to day, with
the snthusiastic response of studants and taachexrs to hear even
certain ssnators and congressmsen say, *"Just say No® programs don't
work,

Naybe it's because thev 40 not knoy that, in fact, abstinance
education {s not a "just say NO" spproach.

Abstinence is really what should comprise a “comprehensive
health® course for sex education.

We ars hcpeful that through this committes, nov that we are
hinqqimthochmtolhnnmmmmm
effectivensss of one dsmonstraticn project, you will sdvance the
abstinence concept through every availadle cutlet.

The cost effectiveness is exceptionsl. As can be desonstrated
from our pilot schools over ths past six ysars. At the Prederal
level Project Respect received $107,500 for last year out of
approximately $1.3 million of Title XX sppropriastion. Which, as
far as I know, is the only monsy spent on abstinences.

e s 1 may T



According to the Auditor General's Teport of June, 1990,
mjmnnmem“m.nmmlymunommln
by P.T.8. which dia any evaluations. The auditor’s report
concluded that, overall, Parents Too Scon "officials could not
determine which Progran strategiss and elanants were effective,
ineffective or sven mtomiw."(m)
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umamwm,munmmmwm
mmmmmtmxmmumb-mnuuuv.. Yo
wmeoamuymmmluummm
mmuuqinummmleyumm. parsnts,

Wmcmwunnsmmmuw. 1 am not
nmmummnmmmmswocm
sonies.

mvmumzmmemtmmmﬁmnyum
tct:owrlmnotmm. it is only fair, and in justice to the
taxpayers/parsnts who want our youngsters taught the nealthiest
1ifestyls, that ths sajor part of ALL govarnmant fundin, go to
straight abstinence.

We ars constantly told that "kids having xids® are costing
sore and more dollars. mnukywumxynmtmn
wiids," vho are paving kids, mMmWo!th‘m-
directive spproach to sexuality, that has been in existence for the

past 20 years. Ilthum-mmthlmoﬁmtnmdam
approach? mantlytnmktord, 11linois, Xmeoldmmtcr

< angy
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muummammmmam;mmm.

Abstinence is insvitable. As expressed by numercus people at
all levels today, inoluding Governor Douglas Wilder who said, "If
these young men and womsn want to have a future, it is imperstive
that thsy embrace the ultimats precaution: Abstinence.®

A promiscucus lifestyle is IDIEALZNX, regardless of ths sax
otm'lpmhlntmuanw.

Since we can shov promising results with a ainusculs
Wuttcnotmn,nhanmmum1mm
wvith 108 we could shov quite en impact, with 509 of what is now
wt,nwdpmrnmmwm-, saving hundreds of
millions for the govarnment budget and saving aillions of our
studants from trausa and disesse as well as death.

1:8



114

Chairwoman Scarozper. Congressman Wolf, do you have any
questions?

Mr. Wour. I do. I want to thank the panel for all the testimony. 1
have a number of questions, and I will try to be relatively brief and

ask a couple to each of you.
rom West Virginia, do you have any evaluations?
When did you set the program up?

M&Zmosxv.'l‘hemodelmminHarrisonCountywassetup
in 1987, and we do have an evaluation that shows a significant in-
m"iai.finknowledga.'l'ﬁat bmampm?mmm&

other programs are our visic~ our r
Wowr. So the seni mhlgh. ' effect? Wha
. Wour. or high programs are not in effect t
ur plans and ?
Zeposxy. We have comprehensive health education
in . The other parameters, such as the teacher wellness,
th service, counseling components, are not fully in place.

Mr. Wovr. | see. Will West Virginia be putting them in place?

Ms. Zgposey. This is a commitment from our rnor and our
committee. We will be putting them in place.

Mr. WoLr. What did the evaluation of the elerientary school
show in 19877

Ms. Zeposxy. It showed that when the children personalized
their health behavior and understood their own ownership of that.
they made significant improvement in diet and exercise habits,
their cholesterol levels decreased, and their self-esteem increased
ﬁgmﬁcsntly There were interesting drawings that the children did

themselves pre-and postffmgmm that indicated that they did
understand that could control much of what happened to
themselves and their th.

Mr. Wour. Could send us a copy of the evaluation?

Ms. Zzposxy. I'll be glad to.

Mr. Wowr. Thank you.

Ms. McKee, 1 want to welcome you. I know you are a famous
gmon. I saw {ou on television. You said something that I found to

very true. You made the comment about being free from embar-
rassment. When 1 was a kid, I stuttered very badly. I experienced
embarragsment and fear in school as a result of my stuttering.

I think a teacher like you can raise the comfort level in the class-
room by coming to the defense of the child that is not quite sure.

So I think you have really struck a nerve. I wondered what do
they do in senior high school? You are speaking more from elemen-
tary experience, I assume.

Is th:;?e anything like this in senior high schools that you are
aware

Ms. McKee. Our senior highs and high schools do have a guid-
ance counselor in place. There is one health nurse that serves an
entire county population, which, of course, limits very much what
she can do for children.

We found, of course, that one guidance counselor at our one high
school in Hampshire County, which is servicing about 450 students,
is just not adequate in any way, shape or form to meet the needs of
these students.
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the school teachers, to become men-
vadwvﬂmmlthquiwaburdenw

T
i
:
g

Ms. McKxx. e have a very limited parent involvement. In fact,
Ihavebeenveryacﬁwomt:’elastsavemlmin wub;
on m ’

o ok parets v ot e el 0

being somewhere where he can get a warm
and someone to care for him.
The papers don’t get home. The ts very often cannot read

Ms. Wodraska, do have any evaluation of our program? It
sounds like you do. owlonghas{tbeenineﬂ’ect?y
Ms. WopRASEA. Our has been in effect since 1987. Qur
sister program in Kansas gehasbeenineffectsincem&.
. W children when they first enter the

?

mmeummmthormm,wm
would be approximately 11, 12—10, 11, 12 It depends on the struc-
ture of the school. It is a two-year program. They come in either in
tﬂl:: sixthlor seventh grade, or the seventh or eighth, depending on

Mr. Wour. Have you seen improvements?

Ms. WobrAsgA. Great im t. We have the largest longitu-
dinal study in the Nation. ;t is included in my written testimony.

Ofthemsultswehavepublishedtheﬁndings,andwhatwehave
done wh?n we were look.ng at the Kansas City findings, obviously
we were .
. While it w;sn’tdag w wduilgn l,itke to have seen,fwe rzlade
improvements and in , We see as strong of a reduc-
tion in alcohol in Kansas City as we would have liked,

the acceptability of alcoho
But this did lp. So those are the kinds of program inncvations
that we made from Kansas City.

Butwehaveextensivemeamhonthat.Wealsodoinformal
typesofreseamh.Wedoinformalsurveysaspartoftheactualpm-
gram curriculum from the Self reports that help us

verify what we are doing in our other of .
Mr. Wour. Is this anything like the mE program?
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hadthesamebirthpmcmOverllyearsmthe call
wwminiﬁaméinlm designed by the same
peoﬂeattheUniversityof&uthemOalifwnia,md&ommatpm-

I-Star.
The Smart was in the fifth level,
MWMMI@M,W&T&M&MWM

tlmtwasnotthemosteﬁecﬁvefwthesocialskillsapprmh

And so, when it was transferred to Kansas City and Indianapolis,
we moved it up a little bit, and we found that our research indi-
cates it ive.

. Worr. Moved it up

grade level.

The D.A.R.E. keeps it at the original level where it was
placed. The D.ARE. program has a unique objective of trying to
integrate the policeman into the classroom which I think is a very
fair objective.

And what we have done in Indianapolis is actually take those
communities where the police want to get involved, and we train

The differences I see in the D.A.R.E. program is that they rel-
egatethembertoamonitorinthebackofﬂxewom,andyet
your teacher has that ongoing consistent influence with the young-
sters all long.

So we vekindofmarriedbothobjectives,theobjectivesofthe
police department in wanting to have a presence, 8 positive pres-
ence in the classroom before their relationship becomes punitive
vgiththeymmytem,andthefactthatyouhaveanongving&r:fes-
sional teacher, and can work together and long after po-
liceman is out of the , you still have the teacher giving
the consistent message.

So we believe that our initiative in Indianapolis is going to be

much stronger than the actual D.A.R.E;’pmgram.
my counties, in Arlington

§

Mr. Worr. We have D.A.RE. in two
County and Loudon County; and they seem to feel it is good, al-
tho 1 haven’t seen the evaluations.

1 think it started in L.A., and apparently the evaluations out

there are fairly good.

Do you tbmi yours is better?

Ms. WopRASEA. I believe it is. There is an extensive research con-
ducted by Dick Clayton.

Mr. WoLr. Is it favorable or unfavorable?

Ms. WODRASKA. Over a three-year period, it does not seem to in-

dicate that there is a cause and effect to programming.
Mr. Worr. Could you send that to me, and could you give us a

copy of your , and a syno is of it, so that 1 could send to
oY ocal counties? pee
. WODRASEA. Absolutely. Sure could.

ﬁl["l‘l'ie following information requested is retained in comittee
es.

1, Nm@m of November 20, 1990, highlighting Project I-STAR's most recent
hlg'n 8¢ data.
Prevention News Reprint featuring J-STAR Survey Results.
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%;-g;n and > by Bverett M. Rogers, Annenberg
School for Communication, mdsmmo.m '
5. 1-STAR Brochure.

Mr. Wowur. Are there other states that are doing what you are

doing?
Ms. Wonrasxa. We have a ic-pri ip. Our re-
search is somewhat underwritten nite-A. ¢t through US.C,

but our itself is funded a local funder, Lilly Endow-
ment,inaty and by Mary Dow Kaufman Association in
So there aron’t many communities just yet that can find that
publie-wivatepmm. N
Our program is at no cost to all of the communities, and

schools that we serve in an eight-county area, which is quite

0.

. Worr. Does it require a lot of parent involvement?

Ms. WoprAsKA. A lot. As I indicated before, we bring the parents
in—] thought it was interesting, Mr. Riggs had said he had to be
involved in the program. We involve the parents in the actual cur-
riculumthroughhomewwkwhemitopmupafocuseddialogw
discuss, with your youngsters, the drug issue.

We involve them in training so that can train other parents
in tion strategies and parenting skills, which is unique.
times, you have a parent program that has a professional
deliver to parents. Well, here we train our parents to deliver to
othermnt&saying“lmk,wehsvethesameproblems,wecan
solve t together.

And then we involve them in community izations so that
they can actually go into the community and require that the
public policies that are in place about not selling cigarettes to
minors and alcohol, that indeed the local merchants are complying.

Soweraauyempowermeparents.andthatisoneoftheunique
features of our program. It is a—when we say comprehensive, it
really is ccmpre ive because we involve everybody, the parents,
the community, che media.

Based on our research, we say that we are research based and
research driven, and we indeed are.

Mr. Wour. Is it available in all Indiana schools?

Ms. Woprasga. No, sir. It began in Marion County, which is In-
dianapolis, and in the seven contiguous counties that border that.

We have a layered approach.

And Lilly Endowment was favorable to us moving out in
the layer process. However, our funding from Lilly will cease
in 1993 unless become extremely generous again and give us
more as we move ughout the state.

Mr. Worr. Is it just in Indianapolis then?

Ms. Woprasra. I hope not. We will be looking for additional
funds. We have a very good base. We just received our second na-
tional award last August.

In May of last year, the AMA recognized us out of 140 other pro-

for excellence in prevention programming, and from the

.S. Secretary of Health and Human Services, Louis Sullivan, we
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ming.
Mr. Wowr. Well, if you could send me a synopsis of it and also
theD.A.R.E.rewn.bemuselhavemcpomorgm yesr with
another Member the resolution commending the D.A.R.E. program,

ard I would like to see it.
1 also like to send that to the schools in my district.
Mr. Duran, I appreciate your testimony. It sounds liké you have
a good there.
jtmtwmm ion. Do you get into values at all? Do
you get into things like that?

You said you had dlonmtal involvement, and it is community
based, but I wonder, do you get into values, right, wrong, and this
iate and this isn’t appropriate?
. Duran. Yes, it is a very value-based program. It would
differ, if you are talking from thetmrent component to the commu-
nity crganization component to peer component, and the ag;
is to try and reach the teens, reach the parents, and reac
lks in the community wherever they are.

And when we have done that, we have seen a wide range of dif-

ferent values.
Mr. Worr. Do have an evaluation of how successful you are?
Mr. Duran. evaluation is slated for next year and the fol-
owing year. The intervention itsell will terminate—rather, the
Federal funding through NICHD for the intervention will termi-
nate this November, and the Research Institute will then do the
ggullowfup survey all of next year, and then the analysis the year
Mr. Wowr. OK.

I would almost be tempted, Ms. Sullivan, I am running out of
time, to ask ihe others to comment on your approach with regard
to abstinence. And 1 wanted to ask you a couple of questions.

I wrote a couple of notes down in pages. On 6, you had the
failure rate of condoms. What do you base that on

You explained how id not know about the past re-
search of condom failure. You said the rate among aduit popula-
tions was 10 percent failure and among teens 19 percent.

And these statistics of failure were regarding conception where
one could possibly conceive for only four or five days of the month.

In the transfer of disease, the failure rate is more than 50 to 60
mthemuseeachpartnermtmnsmitadiseaseeverytime.

do you come up with these figures with regard to the failure
rate of condoms in relation to pregnancy and also the failure rate
in relation to disease?

Ms. SurLivan. The failure rates of contraceptives is detailed in
contraceptive failures in the United States estimates from the 1982
national survey, which was in Family Planning Perspectives, as
well as the more current one, which was also in Family Planning
Perspectives, 1986 and 1984.

And these are——

Mr. Wovr. Could you submit them for the record and let me see
a copy of that?

SuLLivan. Yes, yes, I certainly will,

B
Eﬂ

|

123



among married couples in Florida, one was started UCLA
which was tgwontinueg because they realized they were literally
8! disease at such a high rate.

i

liberally.

And each package said, “this product recommended for vaginal
use only,” and it gave no reference to failure rates, which I
thought was interesting.

It is the only product I know of today that literally does not even
give an indication of its failure or effectiveness.

Now, the point is very serious, though. They are onl& really safe
ey e knew. o ey e hat ou dian

women or years years an at you !
really depend on condoms to t co:wept.wn’yeﬂL

And yet all of a sudden in the last three to four years, it is
being referred to as “the only thing we have” in a life and d2ath
situation. Where pregnancy is not—you know, a child is not a
death sentence.

When it comes to AIDS and sexually transmitted diseases todady;,
it can be a death sentence. And yet we are misleading our youth.
Where is truth in advertising when it comes to information regard-

in%sexualactivityamongour le?
t I am fleadiuis,it simply gn’t ing covered.
Mr. Worr. I think you raise a very good point.

Doctor,doyouknow?l-lavetherebeemgmdieswrminingtothe
transmiseion of disease with regard to the failure rate of condoms?

Dr. Kovse. ] am sorrgl don’t.

Mr. WoLr. That is important. Otherwise, you may literally be
sl}ayingagameofnumianroulettewhembyayoungpemncan

e.

If you could submit them for the record and then I will have my
staff check with the Food and Drug Administration and Dr. Sulli-
van's office to see if there are any more recent studies. ,

If you could submit them, Doctor, I would appreciate it.

Ms. SuLLivan. Excuse me, Congressman.

%isisanadfromonedmecond:x‘;ﬁmducers.mis i
ad is in regard to latex gloves, but it es to latex con also.
i 'tegmpthehavefoundthisisawonderﬁxl
demonstration in classroom. This is what a pinhole looks like
toavirus.andwhenthekidsrealizethisiswhatwemtnlkins

:
:
L
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about,theyagemuchlqsslikdytqtnwttheir!ivestoonelitﬂe

PRt Wois, Well. that Is & vory sood oint. gues in closng, let
. WOLF. is a point. in closing,
mt;thankthe .Thisisa issue. Let there be no mistake

_zmedownonﬂ:em‘deofabsnnem.lbeliewthatisﬂ:eamm:

Now, let me_mst publicly, there are some good families and
good sa1’;1v~ulvedamdmxstakesha , and I under-
standthat.llistenedwah:adiopmmmtoday a man who had a

is very, very important. Particularly not only when you are dealing
witht.ixeissueafpregnancy but when you are dealing with the
issue of death. To have a young person come down with one of
these diseases and die, no matter what the case is, your heart goes
out tothemﬂ:nsduﬂoujust want to do everything you can.

I think, ivan, you make a very good point with to
the question of abstinence. I also thinkrgt is important, and 1 don’t
know how we accomplish this

Ms. McKee, 1 wish I had you for a teacher. I had some t
teachers and some who weren’t as great, butlthinkyouwoudbe
very sensitive to a young kid who stuttered and didn’t know what
he was going to do later on in life.
thg;tl ; t‘halteIthmkt‘lt':ley ?ol;kin.gfthe?;mode{m

young } are or ro
atixl:d i m lwhoiswillingtosaytha%thisiswmng.
iday night after I gave a graduation speech, my youngest
child (I know I don’t look old enough to have five chﬁdmn who
have graduated from high school, but I do, and I am only kidding)
we had an all-night tion party, and the graduation ; ...ty
went from 11:00 o'clock until 5:00 o’clock in the morning; no drink-
in%a&&ty wife and I were there.
of our job was the clean-up crew, and 1 watched these kids
and you could just see their comfort level having increased because
a lot of their teachers were there, a lot of the parents were there,
an%hi;wasokaylanottodrink.mdd B 4 Faicf
y were playing games oing things, and since Fairfax
County has had that program, there has not been one accident, nor
one death. I would urge every county, every school to look at this
prgmm. You might want West VA to look into it.

P unti] that time, you would constantly hear a report about a
kid on the way home from a graduation party who was killed.
Then you think of the hurt and the pain and the suffering of the
family involved. Every time I hear a story like this I think of Mike
Barnes who was a Congressman from Maryland, a Democrat. 1 just
think of how good he would feel knowing it was his legislation to
raise the drinkinﬁ a%‘e from 18 to 21.

I have often told him, Mike, as a result of what Jou have done,
you have probably saved more hurt and pain and suffering and
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agmyinafamily,andmeydm'temknowthatyouhawsaved
thembecausemdidn'tlwethur' loved one.

Buti;ﬁou 't done that, they would have the tele-
phone 2:80, 3:00 o’clock in the morning from State Police,
that there had been an accident.

As a result of Barnes doing that, he saved a lot of lives. I think if
mdominaswmmm&hegmnmt.thechumh,the
diﬁemtmmuniﬁumﬁkemsﬂm!r.mmteuthe
kids, this is what we andmmemthem
don’t have to drink, you don’t have to do these I think it

E

tremendous difference.
do it, 1 think we should just put our arms
them we forgive them, we love them, we care
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our statistics show very
ing, drugs and sexuality;
t is why our new textbook, “Facing ity,” is the compos-

. When does that come out?
SurLivan. It'’s out now.
. Could we get a copy?

SuLLIVAN. We started pilot testing it with a grant from
P. last year. It is a third on substance abuse, a third on sex-
and a third on the cultural influence because the same things
affect one affect all three. And drinking is usually the entry of
. Worr. Could we get a copy of that textbook?
SuLuvan. Yes.
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lc‘ol\ﬁr. ow.lfyoucould,giveittotheeommitteesowecantakea

at it.

Ms. SuLLivaN. Certainly will.

Mr. Worr. 1 want to thank the Chair for holding these hearings.

I think they are very important. I don't think wisdom, truth

andknawmliesoneimerside,andlthinkwemallsearching.

B i youmakeaverygoodpoint,Ms.Sullivan,whemby

you ask for fundin&lt:kbe increased because although there may be
t don’t your approach works, not to try it is abso-

ute .

lmmthmﬂﬁngsoughttobelooked at So I personal-
ly believe, and if I have anything to about it, I would certainly
favor that increase in the funding for the abstinence approach.

Rp Lk B! e i
ngressman
Mr. Rices. Thank you, Madam Chairwoman.

1 guess—] will keep my questions a little bit briefer because 1
know we are in the lunch hour, and we have a lot of other things

g
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:?&onto.ﬁutldohavemspeciﬁcquesﬁons,lthink.deach

quickly.
Ms. ,;uvmlkedaboutthempmthe that
you have ted in West Virginia, and en-

Ms:Zlnosxv.Oneyearofhealthedueaﬁon.Youknow,youma
E‘f:vefggumts' of English, two units of history, one unit of b-al
ucation.
Mrﬁ.éﬁmos.lntheamte,mﬁesninethmughl2.lm.lwish
you .
I think the comprehensive approach is the right one. So it does
beﬁintbeearliestg‘rades,in elEﬁan.

Zeposxy., Actually, t we don’t have overall re-

sponsibility for all of the preschool

Mr. Ricas. Andthisisastandamn:andawd portion of the
curriculum in West Virgima lic schools?
ﬁgs.&mosxv. Yes, adopted by the West Virginia Board of Educa-
Mr. Riacs. So this is the State Board of Education?

Ms. Zeposky. Yes.

Mr. Ricgs. Ms. McKee, congratulations.

Mr. McKex. Thank you.

Mr. Riggs. | just wanted to get your views, maybe a little bit or

slightly out of context that there is a lot of talk in this town about
educational reform and educational excellence initiatives.
) Inmyviemknow,itstillcomesdownwunderworingﬁxe
importance, i the critical role, that the individual classroom
teacher plays. Also, involving the individual classroom teacher a
certificated personnel, more involving them in school-based man-
agement, even discussions about curriculum.

Do you have an opinion on that?

Mr. McKes. Well, you have just elaborated upon the platform of
my most popular speech. Most definitely, teachers and students
make education happen.

And unti] we can get that across to law makers, that the most
effective policy allows teachers and students to use their expertise
in establishing curriculum and establishing how schools are run, 1
reall¥ don'’t feel we are going to have any true strides in education-
al reform. Luckily, we are moving in that direction.
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am very glad to see it However, it is certainly not
] wmmn%
Baveyouhadaclmngetomkealookatmel’resi-

very awkward and troublesome circumstances—] am very con-
cerned about the students indicating that teen alcohol use is on the

rise

Do you have an observation there, and does the old nexus hold
true about indicating at-risk—the incidences of soft drugs such as
thelua;mandmomserious.mndevianthehaviorlaterondown

e

Ms. WobprasgA. Several studies have indicated a 'ﬁ;‘:eondition for
h_arderdrugsdowntheline,thattheystarthere. t is almost a
given in the tion field.

In terms of increased alcohol use, our studies show those are de-

ing with our program involvement. However——

Mr. Rices. May I ask mthis, quickly, on that point, is that
where you begin? I mean, much do you focus on alcohol educa-
tion, alcohol consumption prevention?

Ms. WoDRASEA. Our program is considered primary prevention
for the gateway dru?‘ alcohol, tobacco, and uana. But the
perspective on alcohol is particularly disturbing. We are showing
reductions. However, they are not as large as the reductions for
cigarettes and marijuana. But if you look at the social situation as
it is, for the last 20 or so years we have gotten so much education
and community play about the risks of smoking. So in our society
there aren’t too many pople who think smoking is a really neat
thing to do. There aren't a grzat deal of people that would support
it. Even our airline regulations, on domestic flights we don’t smoke
anymore.

ijjuana it is not a popular, socially a le thing to do.
However, alcohol is such a socially acce e thing to do for
adults. When we celebrate, what do we do? We have alcohol. Qur
mlmg people, they want to be adults. They gravitate toward alco-
ol.
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So we have designed specific lessons in our curriculum to deal
with alcohol, and we do try through our community interventions
and our community awareness programs to bring the point that al-
cohol is a drug. It 1s not just that other thing.

Even our adopted terminology— ago you heard
people say, and drugs. Now you hear them say, hol and
other drugs. Simply by adding “and other,” it focuses on the reality
that alcohol is a drug. That has helped a great deal.

?ﬂrsﬁoum I n the prim prod

point out I represent e wine ucing region
in the United States, the N wine valleys, and my vintners are
very concerned about what they perceive to be a neoprohibitionist
movement in America.

I want to point out the very careful and well-thought-out expla-
nation you just gave regarding the absolute reason and utmost ne-
cessity for having the school-based programs that impart some in-
formation about alcohol binges, and all the damage and destruction
it can do in our lives.

I think if alcohol was banned, and I am not an advocate for that,
there would be little for us to do. I can remember nights as a
patrol officer going from one incident to the next and the common
theme, if you will, that ran through every single one of those inci-
dents was alcohol abuse, so I appreciate your perspective.

Mr. Duran, speaking of criminal justice, do you work closely with
the criminal jmhos'errgsgem? I think you mentioned, are criminal

justice system refi im t to program?
Mr. Duran. Of the youmve(ﬁ:r our program, a quarter of
them come from the court system.
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Ricas. Obviously, those are indeed at-risk youths, but are
whatwewvuldcah—wamdwhaveasmm.!'oum

grey area_institutionally ing, but are those

work? What does
themmmywththatwehavebeendiseuminghemwday?

Mr. Duran. Sad to say, the omenon has reached the
cities and towns in Massachusetts. we are coming up against
is an extremely more violent related phenomena not just confined
to gangs. In a recent study, for example, among hi school stu-
dents, it was found in this study that about sevexn percent of
them—these are about 2000 high school students outside of
Boston—had been involved in a physically violent altercation in
which one of the persons had to seek medical assistance.

We found among some of the youth in our program and the kids
that they were working with as well, that incidents of sexual inter-
course were also related to physical violence or threat of physical
violence and coercion. So I think we are seeing now in our urban
cities as well as in some of the more rural, outlying towns, that
there is an increase in tﬁ}exysical violence, there is an increase in
gang and drug activity, re is a large increase in the school drop-
out population and persistence of poverty. And I think all of
these converge into an at-risk status.

Mr. Ricas. There continues to be a tremendous problem in Cali-
fornia. You mentioned drop-outs, particularly severe in the Hispan-
ic community? Ani comments on that situation? I don’t think we
have made much headway in California in terms of reducing the
number of high school drop-outs.

Mr. Duran. I think certainly to answer that question in any
competent manner we would need a lot more time 1 could pos-
sibly have to answer it right now. I think one of the reasons we
have not vet made headway about intervening into this problem is
that we don’t fully yet understand how to take what we know
about the reasons people are dropping out and how to incorporate
that into a school reform agenda.

More often than not, there are studies that are commissioned to
examine the problem, and 1 would submit that probably where we
should spend our resources is to take what we already know and
examine how we can incorporate that into the reform measures,
like mx:ntal involvement, like what is happening in the classroom
and we can support our teachers and respect them as profes-
sionals.

All of the adjunctive support services, all of the enrichment pro-
grams and after school programs, and all of the things that were
present when 1 was going to school made for a very enriching

MrRxGGs.Aretmueomingup inst the culture in your
t overlay to all the confronti
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our young people are bombarded s0 much that
would seem to sexual permissi And 1
dm’tj@mn&eMlmmmMufor
exam you preaching now—a

Prea?deg: - o e lmsmadepesrwn-tim:I

8 very upstanding man, a man

almoralityamb&gpartofhm tial platform and his live-
lihood, if you I am just of him as an example, Here is

a revelation down the road that his wife was pregnant and expect-
ingatthetimemﬂ:;{egotmarried.%isismmwhoceﬂainly
would even preach the abstinence approach. Is it
really that we can on efforts, given all these
mixed messages to young that is a viable choice,
mmemsomet:::gshortofabsﬁmce,incrmdmpomihﬂity,
t to be the message that we really try to get
M&thelmt:iux.wemslpea'ksfotbeww gt;ga;swehavetac :
over years . We response
from our students that are positive comments on . And
we have still—we are a minute number, mughlioabout 000 stu-
dents have been through it as compared to the whole Nation of stu-

students who have been this program, and very res-
sons of ing about the avalanche of opposition is reason why
we must do Because we have shown over the last 20 years
thatwemgoingfastdowntheslipye&slope.Andwehaveto
turn around or it is going to be a complete loss—that is a despair-
ingftude,tosay is nothing we can do. There is a lot we
can

And.lwouldliketosaythatthemasonthatwehavesomepmb-

lems in schools today, and ly be with the Latino com-
munity, is we have completely t.hrow:mo’ﬁt “directions” when it
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m&parﬁcularlytosexunlityinourechoo&s.Wehavesaid.yw
can chose whatever field is for you. We throw in a bone and
say, we all know abstinence is one sure way, but, and the “but”

is what is emphasized, and the “but” is what comes when
the emotions are high and the resistance is low on the Fri or
Saturday night.

Let me communicate to you one of the motival -
ers in the entire mdalcohdmewdnygmtq:ablack,qm
black mid-30- sixfootseven,ssOpound“rolgmodel"w!w

why do our youth gangs? Because they are “directed.” That is
what a to young ﬁple. They want “direction.” And
theyw?m not getting it from
en

Toomanyofthwepamntstodayarethemselmpmductsdme
“nondirective” approach. That is why they can't control their kids.
That is why they are not cooperating wi the wonderful teachers
andschools,beeausetheyweretaughtyoujustm’tgetthwe
kinds to listen. So they have the idea that “my teenagers aren’t
going to listen.” So have abdicated their directive 1ole. We
must get back to that “ rection,” that is why the gangs are prolif-
erating to the degree they are.

I think Milton Crier speaks eloguently for the black population.
HemxghttobeputintoeveryMysschoolandcityinthisoountry.
And I can antee you that in two to five years you would have
a marked di nce, but instead, no, he is not the one being sup-
portedbym@ofthefederaldollmltisthmwhosay e de-
spairingrole,thmisnothinsyoucandowiththesekida make
sure they have got their condom before they leave class this after-
noon. That is not going to work.

Mr. Ricas. 1 agree with you. And I wouldn't want you to think
that I am one of the iring cynical masses. But I want to get
very clear on this point. totallyagmwit.hywthatyoungpeople
are crying out in many, many instarces, for clear direction. That
includes teaching about morality and moral values.

Ms. Suruivan. You are right.

Mr. Riccs. They obviously look to their ntal influences, who-
ever is filling those role models, principally for their clear direc-
tion. But the one thing I want to be clear on is, when you talk
about abstinence until marriage, do you mean no sexual inter-
course? Is that really what it means?

Ms SurLivan. Very definitely. Every reason to not engage in it
as a teenager is applicable. I mean, call it monogamy, call it mar-
ringe, call it monogamous er, that is what it is. That is the
bottom line today. No adult isn’t shattered by a broken physical
union. We know that. Adults don’t go in and out of physical rela-
tionships, that highly charged physical state, without emotional
trauma, disease, and/or whatever else with it. To expect our
adolescents to go in and out of that highly charged physical union
is ludicrous. And we are, in fact, leaving them to that bad habit
development of where there is nothing we can do about it.

Mr. Ricas. So you are acknowledging that there will be sexual
behavior and activity?
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else.
Unfortunately, we don’t have young people to testify before
us.lthinkt.hatwouldbeagoodgg.
Thank you, Madam Chair.
Chairwoman Scurozngr. Thank you very much.

Chairwoman ScuroepEr. Exactly. That says to me, before we get
all excited about this, this is great, we have programs, it is like

ing a bucket of water in the ocean and expecting it to rise.
I also think when you look at the statistics on our teens, they are
demthe ting..lf::)ionemet}ﬁnksmommenpamnutsisagood.ldea,' s

are going ove way we are going. are

e the number of teen i andwedxdy?;thelswwe
m?&‘o::h reg'! Virginia testim good. You h

t your West ini ony was very . You have

gottodealwiththewhdemngeofﬁamil{es.ltiswonderfultolmve
amilies that are there which you can work with, but a Naiion of
dysfunctional families soon becomes a dysfunctional Nation. It is a
little harder to figure out how we step in that direction.
I also have to say, as I listen to all of this, how saddened I am by
themmweseeonTV.lhavehenveryfrustmted.We
haven't i

t,
what is it, beer and ball? I don’t know how you would have ball
games on the air if you didn’t have beer. And it has been like a
right-of- a thing to adulthood.

And ink TV is such a—and sex on TV is unbelievable, too.
You watch a few soap operas and you probably learn more than
you would in any human sexuality case study.

And we have all of that bombarding our kids, and I think that is
probably a much more pervasive influence, so it really is very dom-
inant in the culture.

And so I find that very frustrating. I think what I hear from all
of you is teens can be dealt with directly. And one of the things I
worry a little bit about is, we want to give them very clear mes-
sa%es, yes. We want to state very clearly what the values are, ves.

ut as I was listening to all of this, I was thinking how very easy
it would be for a teen to take away the message that condoms
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aren’t 100 percent effective and you really shouldn’t have sex, but
if&lhavesex,itdoesn’tmanerwhetherornotyou use condoms.
I don’t think anybody would want that to be the bo tom line mes-

?es,youmemctlyconect,Mrs.Sullim,thatwomenhave
knownforalongtime,eondomsdon’tpmventbirﬂ\;theymthe
least effective of the birth control things. But we also know that in
wmsofdisease,mnifmeyaremingotherformsofbiﬁheon-
trol, shmldsﬁllusetheeondomxfﬂmyareengaginsinbe—
havior we are concerned about because it is not monogamous.

As 1 hear some of this debate, I keep thinking how easy it would
be for a teen to pick pieces of that out and justify their behavior
a:gsaywegotitfmthmheanngs.' That would depress me to no
end.

You want to make sure we are also sending a very clear message
out at these hearings that while we don’t approve of premarital
sex, if they do it, they t to be protected, and it has become ap-
parent that it is a dea dealing disease which is certainly out
there, and we can’t guarantee even with all those things they could
be totally protected, but it is better than running the risk and play-

Russian roulette. That troubles me a lot

Zedosh,lwantedtoaskyvualmuttheAmerimSchool
Health Association. were saying that they supported the free-
dom to discuss other risky behaviors in programs that were funded
by the drug-free schools.

One strain that | heard through the testimony was how correlat-
ed this risky behavior is appearing to be. Would you support what
American School Health Association is saying? Do you feel all
risky behavior should be tied in?

Ms. Zeposky. Absolutely.

We have heard about the relationship of alcoho! which reduces
the ability to make decisions and may lead them into prema-
ture sexual activity. 1 think that the programs are strongly interre-
lated. And, in ition, if you look at the load on the classroom
teachertoteachthebasicsofmdingandwritingandmthand
then you also have a health education program of study, it must be
an integrated, well-thought-out, comprehensive . And
every time you add a separate program to that, it makes it very
difficult for the teacher to allocate the time. And so they may, in
fact, teach a drug-free program as a health program, an the chil-
dren do not then get information about nutrition and physical fit-
nessland the other aspects that are also killing Americans prema-
turely.

Chairwoman ScHroEDER. 1 thought both of your points, and |
know we all sit here as parents, but your comment on how hard it
is for this Nation to say no, I mean, it is very hard for parents to
say no, too. So if you grow up in a home where parents are hesi-
tant about ever saying no, dealing with no and then we have all
heard the game of ‘‘no means yes,” where it was date rape or any-
thing else, that really does cut across every single thing. It is an
empowerment tool we really need to give them. So | am pleased to
hear you say that.

134



130

I wanted to ask, too, was information that was ific to behav-
ior of West Virginia teens from the CDC's youth risk behavior
study helpful?

Ms. Zmosxv.Veryhelpﬁxl.MnaytimesinamralStatewhere
we have not had the incidences of crime and violence of a large
city, because we don’t have one, there is a belief that our students,
therefore, are immune from the risk behaviors that they may see
publicized in the media.

This demonstrated clearly that the rural population is as much
at risk as any other group of teens in this country.

Chairwoman ScHrROEDER. And I would like one more time for you

to explain how this is not funded.
Ms. Zgposky. It is a dream. It is a vision. We have the commit-
ment, but in order to really do com ve health programming

teachers need to be retrained. uated, nsationally certified cur-
ricula need to be purchased. There needs to be a commitment to
change food service to increase physical education offer-
‘:&toincmasemof services, to increase numbers of

1 nurses and counselors. Those things are not funded.

And we feel that the prevention aspect of those would
be very cost-effective down the road for a healthy tion.
The reason the businessman in West V been so com-
mitted for so long is that he has he cannot afford the
workers' health care costs that come to business. And that has

to be a **eme among businessmen in our State.
oumrtight,weneed ththierwnrkem,andtheonlytgym

start young with children in promoting activities,

May 1 also comment on that? A thrust of mine has
been educating the teachers and parents as to the role certain seg-
ments of our curriculum which very often are not thought of as
health related can have in effecting health behaviors. The reading
«“rsiculum in particular, because 1 am a reading specialist. We
0 .«-look the fact that in rural areas, girls, in particular, have abso-
wutely no outlet for interests or hobbies, at a point of feeling suc-
cessful. And very often their sexuality becomes the only way, the
onls{’meanstiywhichﬂmyfeal .

that if I and other teachers, contribute to the child becoming
a successful reader, very often that deters his sexual . romiscuous-
ness. This is something we very often don’t address in any way,

abmo;gform in our curri
children feel successful very often deters them from be-
coming sexually active. And as I said, that is something that very
often is overlooked when we are addressing health issues and cur-
riculum components that deal with sexuality.

Chairwoman ScHroEDER. Your sensitivity, I think, is why you
are Teacher of the Year. If we could only clone that.

-

When you talk with women, it cuts across eve ing. 1
was even to ask Mr. Duran about that, too, with the Hi ic
young . 1 think it is very, very difficult for them in that cul-

ture. is this whole new phrase, the PBQ, the Personal
Beauty Quotient that is enforced on women of all and that
whennmu reallylookathowth,culturetellsyou’dyouarenot
beautiful and you are not popular, you are nothing, and we haven’t
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found ways foryoungwomentobenbletomarkoﬂ'sumin
other ways.
Andwealmaeeanincredibleamountofineestinthehome
where young children even have trouble saying no to family mem-
bers. ln.thatk.indofdyduncﬁonal family, how do you operate in

ety?
Denver.Oolorado,hnsjusthenmtmlingbytheex-Mim
Americaeomingforwardandtalkiugabmther rience growing
up.ltwasverysoberinghoummdthat,not able to say
notoaparent,obvimly,andhowmthenrelateto t.
So how do you handle the women in the Hispanic culture?
Do you have women counselors ing with them, or is there a

Mr. DuraN. To escape from a situation that is intolerable and
where they are not feeling as as they could. Our youth spe-
cialists are both male and fe e. Our youth peer leaders’ group is
madehalffemalenndhalfmale.Andwedoworkwiththegroups
togetherandthentheyseparateinwboysandgirlsgroups,and
they talk about different issues with their counselors.

Part of what we are i outispreciselywhatMs.McKeejust
said. Many of the young gir are having babies hecause it is the
one area where there is a sense of self-efficacy, a sense of compe-
tence.

And in terms of different values, we have to allow for the fact
thatthemmammeofdiffemntvaluesfmmoneculturetoﬂle
next. And what we are ing with in working with our par-
ents is that the high value on babies in any cuiture is n
times perceived as tacit approval of the pregnancy. And that is 7
ve toughoneforpeopletounpackand‘,alkabout.

irwoman ScHROEDER. 1 know there are new studies showing
the infant mortality rate is lower among Hispanic women because
the families intercede and get them proper prenatal care, but it
alsomakesitmorediﬂiculttodhmurage.Soitisveryveryhax'd.
But that is very very true.

Ms. Sullivan, there have been all sorts of studies that have
shown that giving people knowledge about family planning doesn’t
}ieoad tl.x?em to sexual behavior. You don’t dispute t.gose studies? Or

you

Ms. SurLivan. Your statement—knowledge doesn’t lead them to
sexual behavior?

ChairwomanSmmonanheonelcitedinmyope' state-
ment, showing that yomg. women who had discussions with their
mother about what kind of family S

Ms. Suruivan. That statement me because 1 thought
youwerecontradicﬁngyou " Because I have got a rash of stud-
mthatlwouldbehappytosendyouthatshowquitetheopposite.
Family Planning Perspectives has numerous articles showing that
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ﬁmilyﬂamil%dmﬁmmllyhasnotwrhd. But their solu-
tion is move of same.

I think 1 yvouis , some of the condom programs have sai

. things
ﬂ. to differently. Your wrap-up from what el said is quite
tﬁmwhatlhmrdthepanelsay,tobegg:vith.

But the bottom line is, how is the issue of condoms ted? Is

it done in a positive, well, here is how to use it—let’s you how

whmemgetit—msthemtaﬁonof—hemiswhyyou

not use it. Because it fails. Because it will not protect you.

Because it does not stop the em trauma. And the manner in
is what will either work or not work.

I urge you please not to keep giving the double message as
the way you're describing it in your wra: p, because——
Chairwoman Screoxper. Excuse me.p.‘}lou don’t think there is

people can handle both ?
amwvm. Youngsters, no. Aﬁments cannot handle both
messages. They are not mature enough, grown up enough, to do it.

We have no——
Y Scrrozprr. May I ask the rest of the panel if they
agree with that? Did I miss this whole Mr. Duran?
Mr.Dlmn.Withallduerespect,l that we as adults, one
of the problems that we are here, both in this discussion and
in how this discussion translates itself into implementation, is that
we give far too little credit to our adolescents. And so ] think that
there are a number of different messages that adolescents can
hear, can believe and can translate into their own behavior.
Andsolthinkpartofwhtit“ietsusintotmubieisthatweget
involved in these either/or, b and white, t or wrong kinds
ofanam'l‘hefaetofthematteristhat respond to
things arelagitimateintheirview,thatcomeﬁ-ompeolewho
theycantmst,andkids,inparﬁcular,areaskingforno ullshit

:
|
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hes.'l‘heywantfolkst;ocomecleanwiththemandtalk
aboutthereality.AndthgalsowantanOpportunityw
ir own perception reality and how they see the
theirownpempectlva.Andthatoﬁenbnmpsupagainst
world that many of us as adults would like to place in
them and say, this is the best option for you.
of the matter is, the kids, hearing all sorts of messages,
ts.msﬁﬂengagedinriskybehavior.lfadults,withall
ight attribute to our maturity and to our wisdom and to
on and our ability to make decisions still buy cigarette
warnings and still smoke those ciga-
mﬁes.howcanweexmhowcanwebetml honest with our
kids and vurselves to think tha
vi

2EE,EE
T
gl
i
3

t simply giving this informa-
tionisgningtosmbeha jors that are part of the whole range of
human sexuality, that are a part of each of us?

If we went around in this room, assuming we are all adults in
this room, and ask how many of us are racticing safe sex, safer
sex, how many of us are abstaining from thi that are bad for us,
I think it would be a very sobering experience to the extent that
we would be honest in answering those questions.

Chairwoman ScHROEDER. That is—certainly, 1 would agree total-

ly.

Does anybody else—1 don’t mean to misconstrue what I think is
being suid here. Does anyone else want to—

Ms. WODRASKA. 1 think it is extremely important to be consist-
ent. I made reference to this in my testimony.

In terms of drug use, what we concentrate on, the no use mes-
sage is definitely the one we have to give to our adolescents be-

cause there is no such thing as responsible use. Consistency is very

hn%r;ant.

t else is very important is the social norms, the perceptions
of social norms, whatever your society is for you, whether it be
your culture as a teen or adult, the perceptions of those norms
often indicate whether or not you are going to get involved in risky
behavior.

As we have often thought that everyone—if you pick up the
headlines, you think that every child of a certain age has experi-
mented with something, and you are a child of that age and you
want to belong the chances are you will try that, which our re-
search indicates that every child of this age doesn’t do it.

So we have to correct misgerceptions of youngsters. Consistency
is very very important. I don’t think that information alone causes
a change in behavior. It certainly has not in our case. It has to be
combined with social skills approach. Information, although neces-
sary, is aot sufficient.

"think what I hear Mrs. Sullivan saying is tha* we have had a
heavga]dose of incorrect information on one side and m -ybe not a
fair balance of reality, what should be as far as information about
consequences. And then, of course, you know, the Lord himself
%?;3 us free will so we all have that. There are going to be choices

e.

But as I said, information in itself doesn’t necessarily change be-
havior. We learned that throughout our research with the sub-
stance abuse.
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One thing 1 would like to say, and [ think it is very im-
portant, recently in the prevention gmmmdingagmand

g
&
g
8,

And in our country we were dealt with much more as adults.
mwldmthemqumdthis.Wedon'tthinkitisagood
were

&8

But here we all tiptoed around things until we are so—they

not geiting the clearest they could.
Ithinkifmrycommunitymthat,thecompamtivenessof
ing an adolescent in another culture versus our culture would be

Zzposky. The other point I would like to make is that in our
programs we do say to ts that it is very wrong to be sexuall
active as an adolescent. But it is our responsibility to educate chil-
dren for the future. Formal education ends for many students at
high school. They do not go on. They may learn to balance a check-
book in math class and never again do it in high school, but it is a
skill they need later in life.

So it is my belief you equip them with skills they will need. The
message is, you need this information to make good decisions as
you move h life. Decisions about diet, decisions about exer-
cise, decisions t sexual activity, decisions about birth control,
access to health care providers, which one, where can I get this in-
formation, and this health service.

I think that is what we are trying to do in our school systems is
provide them with standards, yes. And then information on which
they can base lifetime decisions.

irwoman ScHROEDER. | think that is probably the way we
%uld be going, and I thank, again, West Virginia for looking at

t.

Let me just end by asking Dr. Kolbe, did you have anything you
wanted to add—are you going to get for us the latest studies on
condoms?

Dr. Kowsk. I will make sure that the CDC provides that informa-
tion for you.

g
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(mairwomanmmlthinkthatwouldbeveryhelpﬁdifwe
guldﬁtitwithinmenextmmlthinkitisimpomtw
ve

Mr.DunN.lamsemingthatmlmappmchingd%the
session, and 1 would kick myself not having said this. This is
morebywayofeditorializingﬂmnwggestinshdemlpdicy.l
éon’tknowwhetherlamjustmcﬁngtotheartworkinthisroom,
but 1 think it was Mr. J earlier who said that we have to
E:em.iseallofourdiscusion on the fact that there wouldn’t
any new resources, and the elihood of allocating any more
Federslresourcestothisgmblemisnil.
Andmlwmddaskthuquedionsimplyforthemcordandfor
thissehcteommmeeWhymyounotme this as a national
defenseissue?lwmttoschoolandcollegewi the benefit of na-
tionaldefansestudentloans.'l‘hoseeameintobeingbydintofthe
factthattbekuwamputﬂ:eSputnikupintheair.lfweean't
consider public health, particularly the health of our adolescents
whomtheearetakersofourﬁxtm,asanationaldefmeissue,
thenlthinkwenotonlyhavedysfunctionammgourfamﬂiesmd
within our communities but there is something dysfunctional going
on in the Federal spending ities of this country.
Chairwoman SCHROEDER. 1 think that is a very note to end
on, and you picked the symbolism for why we it in this room.
As I pointed out, we have money for all this wonderful art, but
we don’t have money for escents.

It is interesting ekindofthingswedofund.Andpartofitis
because it is tricky, as you saw from the tension that can arise
when you start discussion— nts all want to be able to handle
thisthemselves.andthenwenyouasksomeonewhenisthelast
time they hau a good conversation with their children ¢n these
itzsues, very often you find they have never had one and are afraid

When there is that much tension I think the Federal Govern-
ment has been very hesitant to go in there. But ] think we are all
reaching the point that it is a national defense issue. More coun-
tries fall from within than without. A nation of dysfunctional fami-
lies becomes dysfunctional.

So the Chair is very pro allocating a whole lot more resources in

, this area, any wa we can. And, as I said, that is why I was very

depressed when I found how hard it is to find these programs.
There are a few out thare, that is the good news. The bad news is
there are very few and there are thousands and millions of chil-
dren who are not being taken care of.

Let me thank you all for your appearance. We will continue this
hearing tomorrow. With that, this earing is adjourned.

[Whereu n, at 1:15 ?.m., the committee adjourned.]

Material submitted for inclusion in the record follows.}
PrEPARED STATEMENT of HON. Dave Camp, A REPRESENTATIVE IN CONGRESS FROM
THE STATE OF MICHIGAN

Madam Chair, thank you ver?' much for holding this hearing today. 1 am pleased
to see such an illustrious pane and so many le here today to discuss how we

can keep our kids safe. It s so important to families everywhere around the coun-
try, in both urban and rural areas, to have the capability, and the opportunity to

protect our children from harm.
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PREPARED StaTEMENT OF HON. CLyDS Howoway, A RerresgNTATIVE In CONGRESS
Frou TRE STATE OF LoUmsiaNA

The sox,
aying dearly, The hotrts of o e e mhm-infmmxgm trol
8 8 are not con
more ﬁ’ oraehodbmdhesltheliniu.—what

E:

sex, not more responsi-
blehahavior.hfacttheirmmmmatmnyofm have in-
umdthenmdmualaeﬁvityof&mwhohnveparﬁd is not sur
m W or going umbemmimﬁm : celibacy bmﬁtyw&?;
: “We are not to be an or ¢ .
mmmknottocoqvey“dmxlda”and“nbmldpm“ oll I disagree. I think we

ﬂunﬁywmnmwhwtm. ’s no cure for AIDS . . . There is no safe
sex . . . If the condom breaks, you may dis."”

Butthegoodnewsisthntaﬂtbatisreaﬂywquimdisthatwechangeour
minds—the main obstacle to children’s well-being is a hufe mistake in the judge
ment that it may be okay for children to have sex. This is clearly a mistake.

Why do we oppose letting children be children? We speak of “children having
children” when 14 year olds get pregnant, but when this same 14 year old is having
sex, she is called * i
because children ﬁmhadmanditmtmoﬂenbemmnobodywldthemitm
the wrong thing to do. It is not that abstinence has been tried and found wanting, it
hasn’t been tried because it’s viewed as too hard to do.

I would like to share a challenge with my colleagues first made by columnist, Wil.
liam Raspberry: “Are we prepared to concede that they {teens] will do things we
know are not in their best interest” Well some of us will ingist . . that when it
comes to sex, the only acceptable instruction adults can offer adolescents is “Don't."
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to create smoke-free elementary and secondary school buildings, grounds and school buses.

143



139

ArracuMENT TESTIMONY OF Janzr E. Levy, Dimecror, Joning Forces, WASHING-
gx. h&n{aMWkﬂmﬂmmmem
ATES, May

Ms. Chairman, members of the Committes, I appreciate this opportunity to testify
M&Mhmdﬂaﬁmmmmmntdmm
goals for education and o belp assure success for alf children and families, including
those now at risk of long-term disadvantage.

1 am Janet Levy, Director of Joining Ferces, & natioas] effort to promote
collaboration which is co-sponsared by the Council of Chief Stato School Officers and
the American Public Welfare Assoclation. These two organizstions represest the top
state officials in education and buman services Their co-sponsorship of Jeining Forces
reflects the concern and commitment of these state leaders to the well-being of our
nation’s children, and their belief that that well-being can be amsured most effectively
wmmmammmmmum

FwMMmMWMWwWMhM
mmwdmwmmmmmﬂk
ageacies. As part of that work, we have traveled extensively throughout the country and
have talked with bundreds of policymakers and practitioners who are reaching beyond
their traditional professional boundaries to make connections that count. Our program
files contain almost 1,000 cxamples of the creative partnerships being formed among
institutions which are very differeat, yet which are nonetheless committed to a8 common
goal ~ the well-beiug and success of those they jointly serve.

The challenge now before this Committes, states and communities throughout the
ostion is to make the collsborstion embodied in these inspiring examples the norm
rather than the exception. Much of the responsibility for meeting that challenge rests
with individus! communities. But there are three critical ways in which the federal
government and the states muss help:
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%mmmmmmmmm.mwd
what is happening to America’s children. Of the children entering school in 1988, one
in four was bom into poverty, half a million were bor to teennge parents, over haif will
ummhmwmmhm&nmmwmm
stress. Two million children a yesr are reported sbused and neglected. Families with
childrea now constituts s third of those who sre bomeless.

Deeply troubling in thermelves, these conditions are of even greater concem in
light of & growing body of research which makes clesr the correlationy between social®
NMMMWMMWM The
mmmm-mmmmﬁm.mmwm
fundamentaily related to 8 child’s pesformance in school Children who are @l-prepared
MMMMWNmMGhmmmmeW
whose chaotic home life provides little anrturance or support for achievement, who miss
school to care for a younger sibling or to belp provide inconie for the family — these are
mmemmmm,hmmhmhM.

Although nono of thess risk factors makes school faflure inevitable -~ many of
mmwaw-mmmmmhma
youngsters. If present patterus bold, at least tweaty-fivo percent of America’s y g
people will not gradusto from bigh school; those who live in urban areas or wt  .me
from low-income families face even more dire prospects. In an economy that demands

ever-increasing knowledge and skills to command s place in the job market, that future
is oo future at all
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A Moment of Qppartunity

Policymakers, administrators and line staff throughout education and buman
services are well aware of the growing chasn between the enormots and complex
problens of today and what the systems as presently configured are sbio 10 do 0 help.
Schools alone cannot compensats for the disadvantage crested by troubled bomes and
troubled communities.  Welfsre and social services alone cannot promise a hopeful
future to those who lack abilities demanded by the job market,

The gap between what exists and what is needed is driving promising reform in
virtoaily all sectors. An important first step in welfare reform was taken two and a haif
years ago, when the Family Support Act of 1968 (P.L. 100485) tmdamentally redefined
the mission of our nation’s public weifare system, commiting federal, state and local
efforts to strengthening families and beiping them move toward self-sufSclency. Todsy,
our stteation is on the national goals for education, which make st least as challenging s
comr_tment to the ssccess of children and sdulrs.

These individual efforts at systemic reform are tecribly important. But it is the
sanvergenee of thoss cfforts ~ with their remarkably similar and interdependent
objectives ~ that makes this s particularly opportune time 1o nurture the linkages which
can result in a seamicss web of support for our children and families.

Whats Already Happenios

The hundreds of exampies of collsborative action in Jelsing Forces’ files are
testimony and tridute to tho way states and communities are beginning to form these
critical linkagss. The examples are wide-ranging: one scbool and & single sesvice
provider helping a targeted group of youngssers; the joint commitment of the school
system and afl the major agencies in a community to find mors effective ways of serving
families; the establishment in statute of & mandate for school-based service centers as
part of statewide education reform. '

Q 1‘16
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M&Wnﬂmwﬂmmumwmm
ﬁvnm'bmmdqmndﬁiﬂm&uhmhﬂmuybm
in detsil what is happening. But it is worth noting in a5 least broad terms some of the
significant achievements. The ability to detect early signs of trouble and make sn
effective connection to sesvices means that childres and families are getting the belp
needed 1o stay on track, before s smafl problem becomes a crisls. As communities come
to understand the unmes ooeds of their citivens and the previously untapped potential of
the various gysieow, acw kinds of services aro being created. And, perhsps most
important, the groundwork is being laid for & far more extensive, compredensive and
well-integrated set of sspports for children and families,

A commoo thread in almost all the successfil endesvors is that they are
sommunity-based ~ citber emerging directly from action by the commanity itself or
resuliing from s state-initisted process that atiowed local flexidility in implementation
and fostered local ownership of the resaita.

¥ coltshoration must be essentiafly 2 locally based process — building oa the
unique needs, strengtis, and opportunitics of individual comomnities ~ i3 there a role
for othey levels of government? Absolutely. In fact, to move beyond & set of isolated,
albeit shining exsmpics, the signals must be set and collaborative activity sspported and
reinforcod st geny jevel

Ttree types of stato and federal actios will be particulsrly important to stimulate
and ensure the staying powes of comnumity-level collsboration:

n

2)
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Even those wbo bave been most successful at it will tell you thas building bridges
between schools and outside service agencies is an extraordinar(ly difficuit process, which
often mwst be aided by resources beyond the community itself. Technical axistance and
training will be vital if we are to realize a comprehensive and long-lasting collsborative
agenda,

This is especially trus with respect to our most distressed communities.  When
the state of New Jersey used a roquesi-for-proposal process to issue grants to iocal
communities for the School-Basod Youth Service Initintive, the city of Newark bad great
diffienlty marshaling its resources to submit s plan that could compets against others,
As is 50 often the case, those who needed assistance the most had the Jeast capacity to
organize themscives to got it; grant-writing skills ars not an equitsbly distributed
commodizy. It wes only because s commitment and machinery existed a3 the state level
to provide help to the - mmumity in developing its plan that students in Newark, like
those in less disadvamaged areas, now are benefiting from readily acoessible services.

Cooditions need not be 30 severe for state agencies to play a valusble role
in getting community-level collaboration started and in helping it proceed more
smoothly. Oblo, for example, undertook weifare reform plansing f.- “cen parents first
by creating a state-level interagency team, whoss members developed a mutual
understanding of cach systems’ constraints and capabilities, a3 well a3 a shared
understanding of the young mothers’ nceds. The state-level team then organived a
working conference and subsequent process that belped local tesms develop a similar
understanding and begin design of detsiled local plans for serving teens and their
children.
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The reality, unfortunately, is that our workforce is replete with professionals who
have been well trained in their own Gelds, but who have beca given little if any insight
to bow complementary systems function and can be engaged in a commoa effort. A
significant part of cupacity-duildicg in the arca of collaboration will be providing the
training that can bridge that gap and cnabdle those in the various sectors to recognize
and pursse opportunities for joint sction,

Relatively small “glue money” grants have also proven to be valnable incentives to
prompt collaboration and underwrite some of the costs of getting s collaborative effort
underway, The Iiinols Urban Partnership Grant Program awards such grants to school
principals, backing the grants up with training for the principals and with s dissemination
MMWMmemmdw
schools and school districts in the state.

These experieaces strongly suggest the importance of including a caps””  building
component io any federal effort to stimulate collaborstive action, preferably L;
reinforcing states’ ability to support their local communities  Moreover, much as [llinois
is doing within the siate, the federa! government is well positioned to assure that a
national-level dissemination capability is in place, so that those preparing to take action
can draw on the experiences of promising efforts throughout the country,

All of our instincts tell us that the statutory and regulatory barriers to joint action
are significant, and when one listens to conversations about coflaboration, calls for
“waivers® and "cutting the red tape” are often heard. At this point, however, experience
hss not quite caught up with instines; thus far relatively few specific barriors have been
identified Certainly, this is not to suggess that there are none, only that collaborative
efforts are t0o new to have encountered most of them.

14
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But because wo know that, a3 cros-sector colisboration expands and matures, the
berriers will emerps, there is & need to bave in place 3 commitment and institutional
capacity to resolve quickly problesms which threaten legitimats, desirable action on
bebalf of children and families. The terrain of collaboration is Littered with planty of
lsnd mines ike “turfism® thas are beyond the purview of the federal government and
states; wo can at lesst assure that those which can be tackiod are defissod before
community momentum is lost

The recent emergence and resolution of a problem with implementation of the
Family Support Act offers a good case in point. The Act makes clear that education is
central to welfare recipients’ ability to schieve finnncial independence and, by
implicetion, encourages the educstion system to be 2 partoer in promotiag family self-
sufficiency. Yet, federal reguistions appeared to require that education agency funds
dedicated to serving welfare recipients would have 10 be transferred from educstion to
the weifare sgency and then contracted back to education to qualify for federal match -
8 contorted process that belied the image of full partnership and posed a potential
barrier to the participation of education sgencies.

Fortusately, this was s good example of how barriers can be dealt with
effrctively.  Once states were sbie 10 demonstrate to the Depariment of Health and
*uman Services that their purposes were legitimate and that accountability could be
maintsined, an accomodation was found that allowed funds to be used as state match in
the JOBS program and yet remain with and be expended directly by education. That's
the kind of responsivences that must be ensured, especially as the federal government
itself encourages the formation of stroag bonds across sectors.

I collaboration is to be a sustained, integral part of the way we belp assure
success for children and families, it must be woven deeply into the fabric of our
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instimtions and supported in every piece of legislation and every funding stream which
affects those institutions.

San Diego's multi-setvice center on the Hamilton Elementary School campus,
which you will bear about in more detail shortly, is an cxcellent example of bow
collshorative endeavors can be well integrated with the school itsclf.  All families will
it the center, because that is where they will register for school. In that way, the staff
will have 8 chance to assess the needs of overy family and offer appropriate services or
supports. Moreorey, in the minds of the families, the center will not be just a place
where “bad kids” get sent when there's a problem ~ going 0 the center will be a5
naturs! as going to school

Perhaps the most important way to assure widespresd replication and long-term
survival of these elforts is o comnect them with mainstream, institutionatized funding °
sources. This was a motivstion dehind Kentucky's analysis of the potential for
supplementing state funds appropriated for the creation of school-based Family
Resource and Youth Service Centers with Title XIX (Medicaid), Title IV-F (JOBS), and
Title IV-E (Child Welfare) funds. The analysis, conducted by the Center for the Study
of Social Pulicy, suggested that the state could gain between $13 and $16 million in
federal reveane 0 expand programming for Keatucky’s children and families, simply by
making more effective use of currently permissible options under federal entitiement
programs.

In the short texm, the states and localities must take the lead in connecting
collsborative approaches with existing funding sources. Bus in the logger term, the
federal government too can zse financing strategies to foster institutionatization of joint
eadesvors ~ first, by assuring that new funding in this arena is structured in a way that
encourages and facilitates coonection with existing funding streams and mechanisms; and
second, by loosening the narrowly categorical nature of funding as communities identify
cross-cutting approaches that promise to more effective, and in all likelihood more cost-
efficient, in serving children and fasilies.

bt
|
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Cross-sector collsberation is fust one among masy strategies that must be porsued
to moet the challengs of the national goals, but it is an especially important one becauss
of the promise it holds for belping t0 assure that all children succoed. 1 commend this
Committes for its readines to take action to advance a collaborative agsnda, and will
be happy to answer Guestions er provide additioaa! informatine that can assist you {a
your weliberasions.

Thank you.
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Camegie Counct] on Adolescent Development. 1989

UNDERSTANDING THE CHARACTERISTICS
& COMPONENTS OF COMPREHENSIVE
SCHOOL HEALTH PROGRAMS

Children and youth. those at risk,
have an increasing need for health
instruction, accessible and heaith
services, and a school environment that is
conductve to leaming.




INSTRUCTION

WHAT I3 MEANT BY
HEALTH DSTRUCTION?

WHAT TOPICS
SHOULD BE (C"OVERED?

s b
it

Comprehensive health instruction typically
covers the following topics:

¢ Preventing unintenttonai injuries
o Safety, including first aid
¢ Health care resources—knowing what is

available and how to be a good consumer
of health services

information about family cs.
butlding relationships. abuse
planning. parenting skills, sex
education, transmitted diseases,
HIV infection, AIDS



HOW EARLY SHOULD
HEALTH INSTRUCTION

HOW OFTEN SHOULD
HEALTH BE TAUGHT?

SHOULD HEALTH BE
A SEPARATE COURSE

161

differences in nutritional needs for
pregnant women

¢ Dental health

» Disease prevention. including heart
disease, stroke, diabetes, cancer

* Tobacco, alcohol, and other substance
abuse prevention

* Mental and emotional heaith, including
self-esteem, co with stress,
and communication

. Phygtcal education—{fitness and exercise.

» level, Most health experts



ra than from a long lecture once a year.

HOW SHOULD MEALTH  Health should be taught by example. Conflicting
BE TAUGHT? Mesaages, such as being told not to smoke and

Health should be taught with an understanding
of the importance of peer pressure and should
instill confidence in young people so that they
are strong enough to resist ft. Good curricula
that include role plays and rejecting
ons to engage in behavior can

such as congenital diseases, are
our control, students need to see how
much control they do have. They need to
understand the connections between what
they eat and how well their minds and bodies

ook
N
~1




WEO TEACHES HEALTH?

SERVICES

158

mnhlemsmtaughtbyemym—tmml
;:npleamﬂncumma. All school staff—

instruction into all aspects of the school

. Vuyfew:hmmyscbodwmhem
have in health, and most states do not
mnmutounmymammml
nstruction. In fact. elementary certification in
health is available in only 11 states. Even in
states with certification standards. certified
teadmmnﬂdwaysmcmuwhotmh
health. (Lohrmann et al.. 1987} Clearly.
inservice training is much needed at the
elementary school level.

At the secondary level, most heaith courses are
taughtbystaﬂ'wtthhtﬂeornofomalwm
in heaith. {Lohrmann et al.. 1987) This must
change. Health instruction in secondar
schools should be taught by well- health
teachers.

WHAT Is MEANT BY
HEALTE SERVICES?
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WHAT SERVICES SNOULD

E

Ptepodhahh.puvem
haviors, and tdentify possible health
problems

For example, schools can take the lead in

* Campaigns to prevent substance abuse
* Sessions on resisting peer pressure
¢ Prenatal classes

* Sessions on preventing child abuse and
neglect



CLINICS FOR EVERTONE?
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DO SCHOOLS HAVE TO
PRoVIDE ALL THESE

DO SCHOOL NURSES
ALREADY TAKE CARE
or ALL TEm?

report a 40 to 50

percent in the rate of births to
Climica report that. o

Wesson, 1986) repost that, on
a over half of the students using

them ' no other source of
health care. (Lovick and Stern, 1

No. M communities already have high-
quamy?g%omableheﬂthmmthat
meet the needs of children. Schools can take
the lead in heaith services so that
they are easily accessible to school-aged

children and their parents. Schools also can
encourage children to use community health
resources.

Where these resources do not exist in the
community. where they are not readily
accessible to students, or where it is clear that
students are not using them, schools should
consider needed heaith services in

No, almost never. Itisa that every
school has a nurse. Many do not. and others
have a visit from a nurse only half a day {(or
less) each week.

In some school districts, the school nurse is
the sole health . In otbers, the
nurse works part-time staff, such as
other nurses, or paraprofessionals.
other cases, the services provided by the
school nurse are supplemented with
contracted services, such as medical

diagnoses. laboratory testing, and social
services.

A nurse-to-student ratio s 1:750, or, in
ol s
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1688) In districts have one
nurse for 2.000 to 3.000 students, a ratio that
makes needed services difficult at
best. et al., 1886) For many schools, an

WHATISA A well-prepared school nurse has a
WELL-PREPARED baccalaureste degree in nursing as well as

ENVIRONMENT
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structure of the building ts sound, health and
fire codes are adhered to, and crossing guards
are posted on street corners.

Schools can facilitate a heaithful physical
environment by:

" lighting tnd ventiation systema TS
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as a center for excellence, and
enforcing strong policies against

weapons in school, enforcing drug-free school
zones, and sponsoring cam to ote

school management that facilitates shared
decision and cooperative learning in
the classroom promotes a healthy social
environment.

been highly successful. Administrators report
lower absentee rates, fewer health claims, and
higher morale for staff partici in the
program. (American Association School
Administrators, 1987) Wellness programs for
staff can tnclude stress tests, heaith screent
help to stop smoking. and exercise classes.

in their classes.

Students’ learning is dramatically affected by
the climate of the school and the expectations
of teachers. If teachers expect black and
His students, as well as girls of all racial
ethnte groups. to perform poorly. these
students are likely to fulfill these low
expectations. And, if teachers believe that
minority students are capable and smart, these
students are to succeed. {Neckerman
and Wilson, 1988
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m’ fn achools. Even today
and expuisions all occur at much
healthfisl

and wm;m:m.mmm
(Fine. 1988)
People recognising the
m“&sud bias. as well.

to that
ﬁemgnt!yby prove they are
even parents—at an age.

A school environment that denies the
existence of homosexuality or tolerates verbal
or :hzdwmdmmmm
sets stage for these students dropping out
of school.

On the other hand, an environment where

things as substance abuse, suicide prevention,
depression, and mental health problems) can
also promote a healthy emotional environment.
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COORDINATION
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lnaddmon.mmmgscboolstaﬁwidmufyme
mgnsdwobhmscanhdpsmdems help
before their problems become Iming.

ﬁmﬂy.smdenumkctedwlthm\lneeda
suppaﬂveemoumalmvmmmtat

Connmﬂy. utumpomntforsd:oolsto'
have ¢ policies prohibiting discrimination
against HIV-infected students.

BUnLDING
A HEALTR TEAM

Almost all schools offer some sort of health
instruction 8| courses and
physical education: almost all schools offer
somemdhealthmmwbemer

cot ahealthmmoramod-based
clinic: an: almost all schools want to provide a

The coordinator and the heaith team have a lot
ofworktodo.bothtnsldeaxndoumdeofthe
school. James O. Mason. former Director of
the Centers for Disease Control, recommended
that school partnerships include five groups:
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REINFORCING
HEALTH LEssoNs with a health care provider, there 's an

WHAT IS THE RELATIONSHIP BETWEEN
SCH HEALTH PROGRAMS &
COMMUNITY SERVICES?

Suppart for school health is strong
policymakers to parents—understand the

o 167




How Cax SCHOOL
Bz FuNDED?

Research supports the concept that good
schoo!healtgpmgmmsmkepodeemic
sense for communities. A study by the Robert
Wood Johnson Foundation found a well-

percent of the problems brought to doctors.
mmmmmtofmmwmuom

The long-term to funding 1s broad support
for the concept that com school
health are a necessary investment in

the future. If policymakers believe this, then

will be found. whether by increasing
Jhe education budget or from nontraditional
sources.

Inmovative and collaborative approaches to

programs for children and th—

those at risk of school
mx:gmthemuy. School-based
the range of potential funding

sources for school heaith programs. Most of
the funding for these clinics comes from
nontraditional sources, such as private
foundations, and state and federal heaith and
human service budgets.

In many places, in-school health staff and
services are funded in whole or in part by state
or local health departments. Scme health

departments assign nurses to particular school

4
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‘mefadenl t also funds health
CentmfotbheueComml
m:w program
to addressing HIV infection and
mﬁ school health services have
uemmmmcma

emerge. Many school health programs already
recejve some of their income from fee-for-
service or insurance reimbursements. Health

policy researcl.ers have suggested new
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How CAN SUCCESS
Bz MEASURED?

options. such as using school systems to
Memheanhmmmchudm
with the being shared by employers

produce cost savings that offset new
expenditures. The Dallas public schools
estimate that saved more than $150.000
in substitute mﬂpayaloneduﬂngtheyeat
tel:‘lm{lumtedas weilness program. (Blair

At the state level, process goals might include
developing a statewide policy statement.
mmwm&nwm
courses, adding a health course to high school

mmmmmgm&:m or

Wmmwoﬁeromy
in vending machines.
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reported a reduction in use and cigarette
smoking. {(Nelson et al.. 1 1: Errecart et al..

Wealsoknowmatthemoreoﬁenheahhts
taudn.themukelynuthatsmdenumn
change their health practices. Students with

human behaviors. But research that
health mainstay of
schoolhedtheﬁons—mmtnﬂdmtw
improve hunhdymmlpewkorehange
their behavior To be effective, instruction
must be with services and integrated
into the environment of a young persan.
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Mmdmummmm
cycle of disadvantage. Successful programs:

officials and are often consumed
by tmmediate Indeed, it takes a
mummw- will
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comprehensive—rather than piecemeal—school
health programs.

Goqd health is a prerequisite to a good
education, Effective education complements
aid supports the health and social services
needed to overcome the conditions that put a
young person at educational risk.

Schools are in a prime position to help ensure
thatchﬂdmnandymmthemmm
ssible and have the need to be
g:aIthyadtms. Chapter IV programs
and strategies that schools are using to address

HIV infection and AIDS, both as
comprehensive programs and separate efforts.
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STATE OF WEST virainia
OFFICE OF THE GOVERNOR
CMARLESTON 28208

June 12, 1991

GasTon CarsRTon

The Honorable Patricia Schroeder

Chairwonran

Select Committee on Children, Youth,
and Families

385 House Office Building, Annex 2

Washington, D.C. 20515-6401

Deayr Congresswoman Schroeder:

The youth of our country represent 108 of our nation’s
population, and all of its future. As o state and a nation, we are
faced with an unprecedented crisis in the health and well-being of
our children.

For the first time in the history of the State of West
Virginia, our people are less healthy and less prepared to
take their places in society as ware their parents. All this is
happening at a time vhen the challenges facing us are growing more
diverse, more complex, and mors compstitive than ever b - fore. We
cannot allow our greatest rescurce, our children, to fail to such
a plight.

West virginis is not alone in this health crisic. Many other
governors are facing similar situations. I applaud your select
committee for working to assess this nmational crisis, and explore
programmatic solutions.

West Virginia is taking the laad dy taking solid, proactive
steps to do something about this problem. We. have involved the
foresost people in business, esducation and health care to offer
input and to make rscommerdations, so that together we can make a
lasting change. VWest Virginia is taking the lead by involving
individuals, organizations and agencies from around the nation to
bring all our resources to bear upon this issue. Recently, the
Legislature created a Children's Cabinst which serves as a vehicle

for the development of comprehensive children's programs in West
virginis.
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Our West Virginia Task Force on School Health, and its
succassor the West Virginia School Hcalth Committes, is working to
isplement cosprehsnsive comminity/school based health programs. We
wholeheartedly agres with the Carnegie Commission's premise "no
other Jnowledge is mors critical than knovledge about health.
Without it no other life goal can be successfully achisved.*

federal and state governments must deal effectively. Comprehensive
school hsalth programs help address each of these issuss.

I am pleased that your committes will have the opportunity to
hear the testimony of Lenore fedosky, Assistant Director, Office of
Educational Support Sarvices in the West Virginis Department of

education initiativis in ocur state. She is joined by Mrs. Ras
McKes, the 1991 National Teacher of the Year. MNrs. NcKee is froa
Slanesville. She will be able to articulate to you the integral
relationship between health and educaticn, and lescribe the

of a caring school environment to the development of high self-
estesn and salf-efficacy of children.

our problems vith health will not go away if we sizply ignore
them. These are problems which we must solve together, or we will
not solve thea at all.

Sincerely,

d, (>

GC/sh
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Buidiins o Healthy Pytsre
Wast Viexinia Task Force o School Health

™ major el of a compredaniive school health program is to lead
siudenis and school staff toward & healthy. productive 1ifestyle by empowering
them to aske responsible personal dealth decisions. Students must learn adout
the fisportant interrelationships bDetwesn personsl health practices and
commnity health status. They mst learn to value their own health as a key
component in atteining their life goals.

™e eighi components of a comprabensive school health program are: heslth
education. bealth services, a bhealthy environment, physical education, food
service, ocounseling/psychological services, teacher/staff weliness and
commmity involwesant. e West Virginia Task Force on School Health
recognizes the importance of integrating all of thess concepts in order to
have a succe~sful school jrogram, A student who leerns about preventive
heslth prectices in the clessroom must have access to health services such as
scresning and treatmsnt. The school envirorment must be physicelly, socially
ad emtionslly muturing. and the students must have oounseling and
peychological services availadle as they learn to cope with the many social
1ssues facing them today. Thwe school food service programs mst reinforce the
mutrition p-inciples taught in the classroom and physical education must
assist studants to develop fitness hadits that will serve them throughout the
course of a lifetime. Finally, the school steff sust de role modsls for
students by Delieving and practicing what they teach in the cless room.
Commmity involvemsnt. assistance and commitment to better heslth for its
citizens 1s the fremework that will support the other programs.

Therefore, the following sections of this report dsmonstrate the
components destermined Dy the Task Force as essential in isproving the health
of our students and the future health of our state.

In order to establish the appropriate foundation for development of a
comprebensive West Virginta School Health program, we recommend the
estedblishment of a W School Health Committee (including both governmental and
non—governmental representatives) teo colladerate in planning., implemsnting.
and evalusting such & program. This committes will report to the Governor
through the Cabinet on Children and Pamilies. In addition, we recommend that
West Virginia eccept the invitation of the American medicel Association (ANA)
and the Mational Association of State Boards of Bducation (RSBE) to
participate as & pilot state in implementing CODE BLUR recommendations.
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Core Recommmndations
School Nealth Biucetice
Yo recommend developing a pn—ml through—-grade-12 coaprahensive school
health education curriculum and teachers’ guide that implements updated W

papartmant of Bducstion Desith education instructionsl cbjectives (1988). The
curriculum should incorporete concepts and activities from the Dest existing
guides (Know Your Body. Growing Healthy, American Esd Cross. Mmerican Hsart
Asscciation, etc.)., and be focussd on the health end Dehavioral issues
tdentified in "Objectives for the Nation: 2000° and "Code Blus: Uniting for
Heslthier Youth.” These issuss include, bDut are not limited to, personal
bealth. sudstance aduse, including tobacco, environmental/comminity health.
family life/sax education. consumer health and nutrition, safety/first aid and
sesat belt ussge. and wental heslth. The teschars’ manual should incluse the
curriculus and classroom materials, content and ectivities, parsnt materials.
and sevaluation tools. Pre-service teacher preparation and continuing
education requiremsnts should be developed for the curriculwm.

School Fealth Services

School-dased health centers should be sstadlished to snsure student access
to multiple Dealth and wellness services. Services availadle should be based
on specific health priorities at esach age level. These centars should be on
the school site with formal linkages estadlishead with commmnity bheslth
agencies and service providers. and should be made availedla for commmity
health education. The number of school nurses should be increased to provide
for primary coordination of services.

School Health Enviroyment

In order for learning to taeke place, an environment must be provided that
is physically safe. intsllectually challenging. establishes social models for
latar life., and 1s smotionally nurturing. We recommend that each county board
of education. 1in cooperation with the school improvement councils .
periodically devise and review plaic to enswe & school climste that is
physically. intallectually. socially. and smotionally heaithy.

ohild Mutciticn

school food service programs must become an integral part of the bdbroader
school curriculum, with food providers and educators colladorating on common
goals. school food services should reinforce healthy sating behaviors by
serving meals that reflect the Distary Ouidelines for Amsricans and provide a
variesty of healthy food choices. School lunches should provide for food
choices such as salads, fresh fruit and low fat offerings.

Ruveical Rducatiocn

Yo recommend that the West Virginia Board of Bducation review physical
education requirements and develop recommendations for & progras that
emphasizes the foliowing:
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® An administrative mendate sstablishing a state coordinator for physicel
sfucation and trained physical sducation coordinators where appropriate.

® Thirty minutes of dally physicas sducation. exclusive of recess and
lunch periods. for all children X-6; one regular class period daily for
children is grades 7-60. O to the tmprecticality of increasing
physicsl education raquirements foc grades 9-12. intramural programs
and wellnets activities should be developed and students sucoursged to
participate 1in them.

& Periodic fitness testing in conjunction with complete hsslth appraisals
for evesy child x-12.

® An annusl report on the fitness status of each school and each county
will include in the W Eeport Card pudlished by the Departmsat of
Bducation.

W recommend that effective persomal/psychological comseling programs de

sstedlished at all grade leveis. with purticular esphasis on the elementary
grades.

School/Commmity Collaporation

School improvemsnt cruncils sust assume responsibility €or providing
informetion to county boards of sducation that will be ussd to dsvelop plans
to snsure that service groups, cilAc leaders and chambers of commerce have
opportunities to become involved in school health issues. The county board of
sducetion should work with community medical providers, heslith educazion
resources, aM lador leaders to address the health needs of all community
members, particularly childien.

Teechier and Staff weliness

Veliness programs for school personnel should be established. The Prdlic
fwployees Insurance Agency (PEIA) should “egin its required wellnesc program
with school smployess and develop 4 program plan that includes cost/Denefit
snalysis. isplemsntation timetables. incentives for participation an
disincentives for non-participation. cCounty boards of seducstion should be
encouraged to set up programe in corjunction with statewide wellness efforts.

Tvery child in Vest Virginia should be provided with s quality
comprehensive school heajth education prograns at sach grade level (X-8) and
during high schocl. It s ismportant that parent:, tsachers. students.
administrz.ors, health professionals. and the community be involved in the
develOor: nt, implementation. and evalus'*ion of programs. Further, the
magl.s And resoicces of agencies #d private organizations involved in
haalth sducation saculd be harnessed and utilized as appropriate.
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fisalth instruction should be provided through direct teaching dsvoted
specifically to health: fitness/Amlimess inetruction and activitiss should de
provided through physical education: and both heelth and fitnass instruction
should bDe integrated into sudbfects such as mathemstics. science, home
sconomics, social studies,. and languege arts.

Certified health educstors should de employed et the secondary level, and
elemsntary classroom tsachers should have preparation to teach health &t thetr
grade level. Increased saphasis should de provided on health teaching through
staff dsvelopment opportimitiss at the local level as well as through Regional
Bducation Service Agencies and/or Profsssional Developmsat Jenters.

Teacher preparation programe both at the undergredusts and graduate levels
must de baswd on the recommmnded West Virginia Esalth SSucstion Curriculum.
Bacause health !ssues change and new information is comstantly edded, it 1s
important that feculty in fnstitutions of higher educa:'~) are cognizant of
these changes and adjust programmatic offerings accordingly. NMechanisms must
be developed to assure that faculty bhsve opportunities to attsnd and
participate in state and national programs dealing with thess issues.

A mechaniss should be provided for swaluating both the 4immediate and
longitudinal effectivensss of the compradensive school health program which
includes assssament of health mowledge. attitudes, lifestyles. and behaviors.

Develop or expand commmity-based school Nealth advisory councils thet are
comprised of school mirses, parents, teachers. students and commmnity service
providers. 1The role of the advisory council is to make recommendstions to
county boards of education related to coordination of servicss, resource
aval)adility. school heelth programs. needs assessments. and evaluation. The
advisory committee should estadlish forsal linkages with faculty senates and
school improvement councils.

Prior to school antry. ell children should have fitness testing and a
complete health appraisal that includes., bdut is not limited to. the components
provided 1in the Early Periodic Screening Disghosis and Treatasnt (EPSDT)
examination. All educationally relevant heslth care findings should be shared
with the srchool nurse to ensure coordination of services. The W School
Health Committee should make recommendations for additional examinations at
specified intervals.

In order to enhance provision of services to children and families.
communities should develop muiti-disciplinary treatment teams that provide for
comprehensive delivery of services to children at risk. Since mmerous
professionals often serve the same families: periodic review of family
situations should provide for better coordination of needed services.

Periodic reports of progress and prodlems should be submitted to the
Children's Cabinet.
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Case manegers should De amsigned to each family that has a child with
special health needs. Ooordinstion among agencies and persommel would be the
responsidility of the case manager, and family needs would be coordinsted by
this individual.

All children, ragardless of their special health care needs, should be
fully included in classrocms which reflect their sducaticnal goals. and should
be supported by a school heal:h care plan designed and implemented by a team
wiich inciudes the school nurse., primery care physician, the parents,
clsssroom teacher(s). and other aides or volunteers who msy assist in service
provision.

™e eschool nurse/pupil ratic should be modified to allow for asdequate
provision of school nurse services to all students. Thus. future staffing
should provide for one nurse for every thres alesantacy schools with s total
erollment not to excesd 1,000, one anurse for every thres junior high or
aiddle schools with & total enyollmmnt not to exceed 1.000 and one nurss for
every high school with enroliment not to exceed 1,000. 1if encollsent exceeds
the adove recommendstions, additional nursing personnel must be employed. The
role of the achool nurse can then De expanded to sssist with provision of
other services such &s some of those that are currently provided dy physical
therapists.

School murse prectice priorities should de based on the “Standards of
Schiool Mirse Practice” as defined dy the Aserican Nursss Association and on
the data collected in the School Mirse Neseds Assessment.

In order to incresse services to eligible students. & Detter linkage
should be estadlished for students who are eligible for EPSDY (Rarly Periodic
Screening Diagnosis and Treatment) or Pediatric Health Services and Medicaid
Cutreach. The schools need to Xnow which students are eligible and then make
appropriste referrals for services.

W Department of Bducation school nurse certification requiresents should
Do reviewed. A minimm of a baccalaurcate dagres with a major in nursing
should be required and certificate renswal will be based on job-related
graduate level course work.

A recruitment and marketing mechanism must be developed to snsure an
adequate pool of qualified school nurses. The WV School keelth Assoclation
should take the lead in meking recommendations and desveloping a sarketing
strategy. Special incentives should be considered to attract well qualified
personnel.

Tmunisation certificates designed by the W Bureau of public Nealth will
be used for school admission. The certificates may only bo issued by private
physicians or local Departmsnts of Health. Thus, schools will no longer be
required to determine if immmnization dates are within legal guidelines.

™e W Board of Bducation should ensure that when new schools are

constructed, clinic space is provided that s accessidle to students and
community members.

1 S 1
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Commmities should De provided with the necessary technical assistance to
enhance provision of adeguate services to families. The WV School Nealth
Committes can dewelap and disseminate Iinformation related to funding,
sarvices. staffing. etc.

e W Departamnt of Blucstion and WV Mureau of Fudlic Health should
collect datea ot regular intarvals related to youth risk behaviors, medical
needs, and adult ilinssses. The data should bDe utilized in dstermining the
types of services to be offered in health centers.

An evalustion component should be built into all program efforts and
information related 0 program effectivensss, and probleame should be
dissesinated to groupe working on school health issues.

Schovd Health Savircament Recommeendation:

Ihe cospredensive school health curriculus should have & strong focus on
mtrition. inciuding integration of a food services component. Food sarvices
pecrsonnwl, aduinistrators, healtd teachers, coaches, home economists, and
schools health nurses should de tratned in offective ways to facilitate such
integretion and collaboration.

Considering that the Distary Guidellaes for Americams mpport a qualitative
directional. rather then specific quantitative approach to dietary changes,
the following is recommended for school msals:

@ 1imit fat, particulerly saturated fats:
® limit sodium;

® provide & variety of g9ood food sources of distery fiber and complex
carbohydrates: and

@ enhance the eppeal and attrectiveness of offered food.

A registered qistitian or ~walified nutritionist should bde employed in
soch ENSA and at the West wirginia Depertmsnt of Sducation to provide
technical assistance to schools in working toward the Distary Guidolines for
Americans and serving students who have speclalized nutritional needs (i.e.,
ethletes. cbese students. handicepped students, pregnant students).

Job descriptions and minimwm acedemic standards should be developed for
county food service directors.

In-service and pre-service training related to school food servics goals.
purposes, and programs should bde required of all school persomnel who
administer fo0d service Programs or teach nutrition education.

Any professional wwo is responsidle for health “instruction” {(elementary.
health, physical education, home ecunomics. athletic trainers) should bde
reguired to complete at least three credit hours in nutrition as part of the
undergreduste and/or graduate teacher preparation program.
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™e school cafeteris should bdbecome 4 learning ladoratory by reinforcing
mtrition oconcapts that are taught 4n the classroam. Parent education
programe awst De isplemented to assist parents in their role a3 the major
determiners of children's eeting hadits.

School administrators must adopt policies and practices that suport the
ooale of school food sarvice and nutrition ressarch findings, Joliciss
prohibiting the sele of nomnutritious foods should be strictly enforoed.
including the sale of food for profit-making purposes.

A pudlic information program should be dasigned and isplemsnted a: the
state., county and school levels to expand seIvice to gll studmis Dy
overcoming negative images of school food service programs.

Msical Envirooment

™he W Department of Education and W Bursau of Pudlic Nealth should
estadbiish a program to monitor the results of tests for lead and radon in
schools, and to follow up on the success of measures taken to eliminste
contamination discovered as a result of an sggressive testing and monitoring
offore.

™e legislature and the W Department of Sducstion should support
inclusion of envirormentsl ssnitation 1in standards necessary in indiv.tual
school and in county accreditation. Steps should bde taksn to strengthen the
decisionmeXxing capacity of school administrators to address solutions for
envirormental problems within each school. Closs cooperation and
colladoration Detwesn health departments and county school systems should be
encouraged. )

Standards and inspection schedules should be established for dealing with
hasardous materiais such as PCB spills, cleaning fluids, pesticides. and
unused laboratory chmicsls. etc.

Recycling programs are recommonded in  s8ll schools, and use of
non-recyclable items should be discouraged,

Schools should be tobacco-free. including all duildings and the outside
campus. Smoking designated areas or smokeless todecco-use areas will not be
permitted on school grounds, 1inclwd’ ¢ during extracurricular activities.
gtudents &nd teachers should be prov d tobscco cessation programs &t the
school site.

mvsical Education

A alnimm of three dayr per week of physical education. grades X-8, will
be geared to setodics and cardiovascular conditioning, and suscular sndurance.
strength and flexidbility (activities could include asrobics. walking, tennis.
etc.). 1 rsmaining two days could include games, sports., &nd leisure
skills. \scause of the impracticelity of increasing required physical
education i10r gredes 9-12. programs should ba developed and students
encouraged tc participate in intramural and wellness programs. Schools should
be required to offer electives in lifetime fitneas activities. including
cardiovascular-type sxercise.
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oconprehensive school health program. Piloe
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met isportant. chiléren.

Rxtcecuxriculac Activities
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promotirg heslth Dedavior of students, 1y those athistes under their
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instructor~ and coaches.

Ssteol/Commmity Collaboration

Schools should work with ocommmity asdical end heslth education resources

!
:
I

par
ahcouraged to provide creative activities that enhance healthy lifestyles of
students.

camseling Services

mmfwmtuolwmlmtopm services to the
large mmdcr of students presently receiving no services or marginal
services. 'MQMMdmmwprmlnthnmm
enrollment of 240. Schools having {ewer than 240 students should have
pro-rated coumseling servicss.
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t of Blucation, central offices. eccreditation bodies. colleges ad
universities, exceptional studsnts, end accountadbility eaphasia.

mandate comprebensive Jdavelopmsntal gu‘dance prograss using advisory
committees and increased perticipation of teaching staff in the delivery of
guidance and counseling concepts and practices to studants.

Provide incrssssd opportunities for upgrading skills of counssloss and
wummmma-tmumutnnmm
economics and familiss (for example—d@ivorce groups; single parenting: suicide
prevention: parent efucation; pregnancy prevantion; ainority concerns;
noo-traditional cereers; and accspting diverse 1ifestyles associated with
different cultures and ages).

Amding

mlmnnmmdstothtmmwmgmoffmmqu
established for the planning, implementation end evaluation of comprehensive
school health programs of at least $1,300.000.

The School Hsalth Committse should work with officials representing block
grants and cateqorically funded programs {1.e., Drug Free Schools and AIDS
Rducation) so that these programmatic efforts are a part of the comprehsnsivs
school health program. They should also work with officials at the Depariment
of Health and Kuman Resources so that health education dessignated funds
received as & part of their grants are utilized in the cosprehensive school
health prograa.

Sore of the tax revenue which the state currently receives or now revenue
from cigarettes and other tobscco products and slcohol. and from premius taxzes
on health, 1ife and auto insurance policies, should de sarmarked for funding
the comprehensive school health program.

e W School Heslth Committee should slso seek funding from other
goverrment and private sources for the planning, implementation and evalustion
of a comprehensive school health program.

Funding must De identified prior to the legislature or W Soard of
Education mandating any changes in present ratios or mmbers of school nurses,
counselors, physicel sducetion coordinators or other school hsalth personnel
called for in the uglementation of this report.

Textbooks

It 1= cecommended that the WVest Virginia Board of Bducation olicy No.
2449 de amanded to contain the following conditicas:



T™he West Virginia Soard of Stucstion should estadlish procedures to
maumm.mdmumxmngmmy-m
workbooks, audiovisusls. muppets. etc.. that could dDe utilized in place ¢*
mmw«mummumgmmmm. It
other than traditicmel textbook materials are adcpted. then training monies
mmt be allocated.

It 19 recommandsd that the Governor issue an Executive Ovder requiring all
state employses to use seat belts while in the performance of their offictal
dutiey, Both in stste wvehicles and privete asutomodiles. In addition, the
legislature should ensct law thet requires all vahicle occupants to wesr seat
belts.

|

It 135 recommsnoed that the West Virginia Legislaturs enact legislation
which will provide an additiona) sighteen hours of staff development time each
yoar for all professional staff mambers. It is the responsidility of the West
Virginia Lagislature to determine the means of providing the additional
eighteen hours. The Center for Professiomal Development and the County
Professional Staff Development Counciis should devote attention to
comprehensive scheol health program training.

E

Yo recommend that signs designating drug-free school zones be posted at
appropriate locations near all pudlic schools in the state of West Virginia,
at a maximum cost of betwesn $30,610 and $100,000. Ve would reccmmend that
these signs be placed in tandem with che existing school rone signs, and that
tunding for sign purchase be sclicited from the Governor's Drug-Pree
Commnities Program.

Svaluation

It is recommended that & dlock of questions to measure healtd knowledge,
attitudes snd competencies de included in the standardized examination given
oach stident every ysar. Thess questions should be derived from the health
education instructional gosls. Results of this testing will give some
indication of the program impact.



A Course Fov the Futire

Hhe years abead presant our state e
and opportunitiss. Young pecple today face an wprecedsnted mmber
risks and health prodlems. MNote than ever Ddefore. thers are increased
cpportunities for an entire gemeration to fail in realising their potential.
Bt there are also more svenues that lead to success.

™ere are powerful solutions to the problems 4t hand. West Virginia can
show significent isprovemsnt in the hsalth status of 4ts citizens Dby
estadlishing progressive comprshensive school health programs  Commnities,
businessss and individuals will all benefit from thess collaborative efforts.
Hsalthy young people will bDecome better educited., more productive and be far
less likely to need premature. costly social and health services.

This Task force has charted the course for a heslthier future in Vest
Virginia. This course will not he easy-—-solutions to the heelth prodlems
facing our young pecple today will require the combined commitment. time and
energies of state government, schools. businessez and individuals. Yet,
sseting these challenges and overcoming thew is the only sound means to ensure
a brighter. healthier future for our state & our narion.

2
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THE BARRISON COUNTY HEALTH EDUCATION
ENRICHMENT PROGRAM

Ihe Haxrison County bkeaith Education Enrichment Program began as a
pilot project in 1987 as an effort to improve, through health education,
the overall well-being of West Virginia children. A nationslly-recognigzed
curriculum, atrong grassroots and top-level administrative support, and
concepts basis to healthy living are ey components of the program. Since
its inception, the program has grown from 8 trial basis in three schools to
an integrated educastional component for some 3,000 children in six schools.
{Thre~ additional schools will be added is the fall of 1991.) This ap-
roaL. to health education has and shonld continue to serve as a model for

st Virginia schools.

The for this program is from the foxssightedness and generosi-

ty of the C.B. Compton Family of Bridgeport, West Virginia. HNonetary asd

technical are providsd through the C.E. Compton Chair of Wutrition
Research at « The program is a partnership effort Detween the Harrison
County School Boasd, Grafton Coal Company, Saslem-Te University, and

West Vvirginia University. School parent-teachsr organizations, classroom
teachers, local medical societies, private businesses and community velun-
teors help conduct program activities snd gtn local support. Such a broad
spectrum of resources and guidance from all facets of the commsunity is an
inhexrent program strength.

The program is built on basic health education concepts. The curricun~
lun and activities impart a sanss of psrsonal smpowerment and ability to
rake 8 difference in one‘'s life. Children become avare of personal choices
and how choices impact their well-being. Theay also gain a sense of respon-
sibility for their own health. Specific goals of the program are:

- to provide a comprehensive and sejuential health educsticn program to
kindergasrten through the sixth g.ade.

- exphasize & nutrisiocus school lunch menu that is served in & climate
that fosteras good eating habicvs.

- to provide students with & basis for 1ifestyle habits for
heslth-relsted physical fitness, stressing aerobic sctivities

- fosts - 8 moxe personal view of heslth through skill building, problem-
s0lviang, informed decision-making and an awareness of the responsibil-
n{ for ‘ndividual health.

- collect data on students' physicsl fitness, diets, attitudea, dohav-
iors, and health knowledge.

- make health education a school-wide activity cpen to everyons

- develop a detter understanding of the determinants of health-related
bshaviors in children and hov to change them

- provide s heslth sducation program that will improve the self-esteem
of studants.

The Know Your Body (KYB) Program developed by the American Health
Foundation is the curriculum base for the Enrichment Program. KYB is &
classyoam based, health education npr'onet designed to motivate children to
adopt healthis: lifestyles and to 1 responsidble for the cam of their
own bodies. It is directed towards altering heslth risk behaviors during
the formative jyeurs of chiléhood. EHealth apd lifsstyle topica are tauvght
within a frame work of s “wellness spproach” that empheizas the physical,
intellectusl, emotional ard social needs of childres. The majox topics
include smoking, accident prevention, nutrition and exercise with applica~
tions to other health araas.
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The Eprichmunt Program also includes a unique scrsening component, the
Positive Health Profile, which provides an educational opportunity for
students tCo lsarn more about their health status. The screening iacludes
measurements of height, weight, blood pressure, pulse and cholesterol.
Results are mailed to parents and children receive a copy in s personal
health booklet.

Individual participation in program activities is encouraged and
provides opportunities for personal growth. Tasting parties introduce
students to new foods and offer choices for alternative scacks. Plays,
writing and art contests, and musicals focusing on health-relatsd topics
enhance individual self-esteem and increase learning. Science projects =nd
coamunity health fairs bring health ¢ uncepts out of the classroom and into
the home and cosmunity.

Progran costs and administrative attention rre most intemse during the
start-up phase. Text books, teaching materials, learning wmodules, health
screening supplies, porsonnel, and evaluation materials are about $30 per
child for the first year. Subsequent ysars cost $18-20 per child. A
greater reliance on in-kind contributions, borrowed resousces, volunteer
personnel, and comsunity ingenuity can reduce costs.

Isportant information on the status of children’s health has Dbeen
collected through out the am. Data from the Positive Bealth Profiles
indicates about 60% of chi n have cBholesterol levels above the 1990
National Health Objective of 15¢ mqg/dl. Beights and waights of children,
when cospared to the NBANES II sample, show Harrison County giris an
average of 5% lheavier and boys an average of 10% heavier than similar
children nationwide. JQuastionnaires indicate children are knowledgeabls
about dental health and effects of cigarette smoke, but know less about
notrition, heart health, accidents and exercise.

There 4is smesasturadle success with this program. Participants have
denonstrated geins in knowledge, personal behavior changes and & greater
avareness of personal health status. School environments have also changed
as a result of ths program. Lunch menus have incorporated a grester
variety of healthy foods and physical f£itness classes have added more
asrobic activities. On a broader scope, the program has provided insights
for future progran development and refinement. The Governor's Task Force
on School Health has suggested using this program as a bdblueprint for other
health education efforts.

Saveral awards highlight the program’s success. State awards include
the West Virginia State Department 0f Education's “Leaders of learning
Outstanding General Education Award®”, August 1989, and the West Virginia
State Health Bducation Council Health Advocacy Award, April 1990. Nation-
ally, the effort has been recognised by the U.S5. Department of Health and
Human Services, “"Secretary's Award for Excellence in Community Health
Promotion”, October 19907 the Centers for Disease Control with the "Program
Evaluation Award in Community Health (PEACH)", April 19905 the American
Medical Association’s "Recognition of Excellence in Coordinated Comprehen-
sive Health Education and Prevention Programs® award, May 1990; and the
National Association fr- Sport and Physical Education, "Recognition of the
Fitness Fun Videotapes , March 1990.

However, the greatest measure of success will be a healthier gen-
eration of West Virginia children.
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Director: Kathisen M. Suliven

Jme 27, 1991

185

RESPECT

PROJECT

by mm g
it 1
p Mzmm mm
m m.,.:mm
~ § z
AL
T
wm i i mmw
wiEd w :
R

I~



. 1 guess it was for the best. § have a boyfriend now, he says he loves me, God. |
its true. 1 just want someone to love me!! That's all 1 want. Is that so wrong?
t isn't fairf! It just isn'tfair.Ifonlylwmavirgin.WhenK:usaidinclass that on
mhoneymoonandmenwhenyouhsemrvirginitywt man you love and he
you.andthmitwouldbemml.Iaboutcried.lwantitwbespecialfor

me too. Why do guys lie to get sex? ially to kids.

January 25, 1958.

DEar Prosecr Rrspect, Hello. My name is Jacki and I'm 16 yrs. old. 1 really have
a seriods problem. I'm pretty much the only girl in my neighborhood. There is a
group of in the area (between 7-10 boys). Last summer the boys sort of “discov-
ered” me. 1 never thought that so many guys would want me, fat Jacki. But they
did. 1 never had too many boys in my life til 1 met them. They all started flocking
around me. It was great. I felt so wanted. The only real problem [ had was choosing
which boy to please first.

But after a while ] started feeling really down on myself. I'd feel real lousy when
I left. It's only getting worse. 1 have a reputation now. The boys don't seem to mind
sharing me amongst themselves. But lately they c~= to get their kicks by putling
me down. But 1 want so much to get that wanted feeling back that I return day
after day. And day after day when I leave 1 feel depressed. Sometimes suicidal |
don't want to want to go back. All 1 get is heartache.

1 want to prove to myself that I don't deserve what's happening to me. I don't
want to thrive and deperd on their sexual charities. 1 want to improve myself and
lose weight. Maybe then I can show myself that I'm better than them.

The reason | wrote i because it sour. Js like you really can help me. The ad in
the magarzine said * you've gone too far.” ’l'ylrat's what ['ve done, But, if you
can't help me do you think you could refer me to someone who can? I really need
some self esteem. Please respond quickly, if possible.

Thank you very much. J
ACKI.

Jure 14, 1988

Drag Provecr Reseect, it's taken me many months to get up the nerve to send
this. But I'm doing it today! A good day comes slong and 1 think well, th.. boys
aren't so bad. I can deal with it myself. But I can't. I've proved that to myself a
million times but the evidence doesn't seem to show clearly enough for me to know
that [ need help. 1 do need help. Do you have any meetings or anything?

The summer is only days away #nd all my free time will be spent doing sexual
deed for the boys unless somethiivi comes up. | hate myself for what 1 am doing
more 50 now than ever before. 1 fecl like a fucking whore! I can’t go on this way.
Please, please help me.

By the way I'm 17 now.

Very Sincerely Yours,
Jackt.
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PaEraasp SraresenT or Lsws P, Liverry, Pr.D., Exscunive Dinzcroa ros Scusncs,
MMMW.WM.DC

The risky businsss of being an sdoisscent in 1891, and the special
needs of "!‘. adolescent popuiation, are now getting the sttention of
Congressions! policysskere, thanks to two lmportant events. The first 9
the pubd!icailon of the Office of Technoiogy Assassment ‘s report, Adalsscant .
Neaiin. releaved this spring. The second svent is this nearing. The House
select Committes on Chiidren, Youth gnd Femilles Je to b9 oommended for
focusing Ite attentic - on the ImPOrtance of the adolescent yeare for sound
111e=-8pan CEVEICOMens, Ond the multipie rleke that fsce today's young pecpie
as they negntiate the delicate age of deing neither chlid nor adult.

L AS 8 developmental psychologist with a Iongstanding Interest In the
wolfare of ehili/on and young pecple_ my ressarch hae focused on Infancy.
eariy chiid deveivoment, suddsh Infant sesth gy~drome, and behaviorsl self-
reguiation In gdofescents. | am a professor of payechology and medical
sciance 8t Srown University, where | have been on the faculty since 1987,
and 2m Director of the Chiid Study Center there. | am currently on 2 Isave
of absence to serve s Eiscutive Director for Science of the Amer tcan
Peycholugical Asscsistion. Through sy ressarch and pollicy work, | have come
10 belleve that a8 Important ss prenatal and early chil- care sre to the
nsalthy davelopmer. Of chiidren, the sdolescent yesrs prasent special
hazards that can result In tragedy during these critical ysars or ®ay resuit
in svents that cause 1ife—long adversity.

A9 vigiting scientiot st the Natlonal institute of Menial NHealth in

1988 - 1987, 1 had tho epportunity to explere in gepth the risks t0 young
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peaple that this hearing focusss on todsy. | etrongly beileve that the
science of psychology holds the key to ungerstanding how and why our
chiidren make critical choices in thelr 1ives, and how our socliaty can learn
to respond more sffectively to the diverse nasde of young peopie.

Ri1sks t7 young pecpis today are numerous, and have bash weli~described.
c¢)11. thern 19 an importsnt point to emphaeize: More children and young
people di® or dDscome dedliitated from what | dascribe &8s "bshavicrei
missoventures” - unintentional injuries, suicide, somicide, abuse of
alcohol and drugs, snd dangerous sexual practices — than of all dissases
combined. BSecauss the dehavior of sdolescents figures o prominently in the
morbidity and mortaiity of this group of pecpie, these causes of desth and
injury are aimest entirely preventadie. We bring our chiidren today Into s
dangsrous worid. Aduite in this country must, therefore, provide the
children with the resources and skiiis to mavigate the difiicuit course of
devaiopment ..

Let’s begin by icoking at unintenticnal injuriss. For many ysars, both
the public snd scientiste celled them ~"sccidents.” The term “gccidents”
1mpiimg that the events are rendom and uncontrolisbla, and, consegquentiy.
they wers onca glven 1istie research attention. New, both the Centers for
Diseass Control (COC) and the Nations! institute of Child Heaith and Husan
Devetlopment (NICHD) are giving the subdjsct increased attention and funds, In
jerge part decause Nembers uf Congress have dirscted them to do so. Not
surprisingly, *he ressarch ie showing now unintentlonat Injurles can be
prevented, through incresssd attention to the snvironment, increased use of

protective gear, and Increassd public swarsness.
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The OTA report, Agnisscent NHealth, catalegs the etsggering economic
costs of Injuries. Injuries sustained In 1985 Dy young pecplie sgsd 15 to 24
have a 1ifetime cost of 830.4 biillon. (Separate ds's are not avaliadile for
the scolescsnt years of 10-18.) Given these costs, the fedsral governeent
should prudsntiy increase ite commitment to research and preventive
programs. For #xample, the entire budget of the National Institute of Child
Hesith and Numan Desvelopment in Fiscal Yesr 1991 19 oniy 8478 mllllon, und
Ite research budget for Injuries is only a frection of that smount. It is
time our nation put the King of resources Into ressarch on prevention of
Injurles that se now spend for ressarch on cures for aduit dissases. Surely
we can 40 better.

Among the choices faced by adoisscente are whether to begin using
slcohol, cigarsttes, snd other drugs. The Nations| Survey of Nigh Schoo!
Senlors showsd that, In 1988, about two thirds of seniors were drinking
aicohol within a month ©f the survay, and sbout one fourth ware using
cigarettes and marijuans. Fiftesn percant of the high school seniore
survaysd couid be considersd st high risk, either because they were smoking
every day. drinking heavily, or using other drugs.

The good news 18 that |i1fetime prevaisnce rates of use for most
substances decl ined, eccording to the survey of seniors, from 1979 to 1988,
St1i1, there appsars to be & cure of siudents, from fiftesn to twenty
percent, who begin using suvstances early, and continue through high school .
These chiidren not oniy put thelr own hesith ot risk, but through behaviore

such se orinking and ariving, they risk others’ heaith ss welil.

46-963 0 92 - 7
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Based upon conferences which | chaired at the NIMH 8 few yedrs ago, |
have co-edited a2 voiume aoon to be pubiished on risk-taking and dbahavioral
seif-raguiation, particulariy In adolescents. One of the authore, iIn her
omn excelient book cailed Adaisscents st Bisk, summarizes the |litersture on
the sntecsdents of substance abuss. The risk markers for later sudstance
abuse that Joy Dryfoos idantifiee are:

= use of sudbstances ot sn eariy age (10-12);

- lack of expectation that schoo! wiii Be a successful oxperisnce; iow

Srades; truancy;

- lack of parenta! support snd guldance;

- consorting with psere who use sudstances, and favoring those peers’

opinions over those of parents and other aduits;

- deing a nonconforaist, or rade!liious.

There are race end gender differences. Males are more 1ikely to be
Invoived In hesvy drinking and drunk griving; femasie seniore are mor> |ikely
to smoke cigarettes ». ' t0 use some drugs. such as amphetamines. Siack
femaies report lower ussge of si! subdetances than other groups, and Dryfoos
suggoests that in most surveys whers .acis! differences are measured, biack
students shov lower rates of overall ussge than whites.

Regarding substance sbuse. thers seems to De 2 nationg! consenhsus to
prevent chiidren as iong as pessidle from beginning to smoke or drink or use
drugs. There may De {ittis Cisagresment gbout the message, but there are
vorying waye of delivering that messsge to terget sudiences of adoiescents.

Some are more muccessfuil than others. Sevaral ouiding principies for
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targeting prevention efforts sre mentionsd by Dryfoos; | wiill expand on
three of them.

first, behavioral ressarch suggests that the more a prevent ion Messsge
1s reinforced Dy a chiid‘s environment, social institutions ang family, the
more likeiy it 19 to take hold. That is the reason commun | ty-wide efforts,
directsd at businesses, the media, youth agenciss, churches and famiiies,
should compiement programe in the schoola,

Second, beacsuse 8 number of risk factors, Such &8 poor school
performance, sré Kknown to be antecadents of substance abuging behavier, it
mskes sSnse to focus specific attention on those priblems. A dropout
prevent ion program may reinforce 8 progrim to prevent substance abuss.

Third, becsuse the middle schoo! years mark the beginning of
sdoisscence, prevention efforts focused on this younger group may have a
petter chance of being heard, before the initistion of harmfui dehaviors.

There are many Other risks In adoisscence that tnhie Committee has heard
sbout in grester detali: the risk of tesnsge pregnancy, soxually tranemitted
diseasss, AIDS. In thess areas and others, the messsge of prevention can
work, providsd aduite ars witling to commit the tiey, the expertise and the
resources that wili ensbie our children to lead healthisr, mors pleasing
lives.

Less than one half of one percent of the diagnosed AIDS cases occur
swong teenagers, but this ia not cause for optimism. Some studiss suggest
that the median time bDetween sxposure to the husan immunodeficiency virus
and development of AIDS ia as much as ten years. Therefore, many of the

cases of AIDS appesaring now in youth in their twentise were contracted when
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the victims were tesnagere. At lesst 40,000 new cases of NIV gspomire occur
SSCh ysar, and as many as one in ten may occur In teenagers.

Adoisscents are fess 1ikely to uSe CONJORS tO Drevent Infedtion thsn
sduite, and those who use them may de lese (ikely to use them consistentiy
and correctiy. According to AMQISSCANL Maaith, In 1988, more than haif of
18 10 19 year oids reported having had sexual Intercourss in the iast three
mONnthe, but oniy 32 percent of the eexualiy sctive femaies reported use of
CONMORS. In a retrospect ive etudy which | and a coliesgus at Srom
University concucted with sduits, It wss clear that sicohol use lowers the
threshold for engaging in dangercus seaual behaviors. In erder to prevent
the spresd of HIY in the general population, It must de prevented In
adoisscents. For sesusily eotive sduite and adolescents, the prevention
method ie the same: condoms. It |s imperative that sduite provide
sdoisscents with information end sguipment to prevent the spread of AIDS.

Suicide 19 one of the most tragic Dehavioral misadventures. In 1987,
fifteen percent of tenth graders in s survey reporied making at isast one
suicide sttempt. Depression 19 highly correisted with suicide attempts and
completions. Femsie sdolsscents, for ressons that are only partisily
understood, face s much higher risk of Mrmmn.tm do their maie peers.
Although female adolescents are iees !ikely to compiete suicide than males,
date from ciinical popuiations show they stitsmpt suiclide three timess more
often.

In 1987, the American Peychoiogical Assosiation formed the Task Force
on Womsn and Depression, s multidisciplinary group of sclentists,

cliniclane, and mental heaith activiets. The Task Force reiesssd i1te report
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In March of this year. The repert, Yoman and Deoresaion: Riak Faciors and
Iraatment lssuss. contains a review of the sclentific literature, and 3
musbar of recommendstions for further ressarch. In ite review of the
increased incidsnce of depression smong adolescent /emales, the Task Force
noted that severs! factors corrsiste with both male and femais adsoisecant:
dspression: Low parental support; iow self-esteem; iow levels of attachment
to either parents of Peers oFf dOth; anc. dspressed parents. But the gender
differsnce |o lass weil understood. There Is evidence th.. satisfaction
with one’s own DOdy ADPears to DS MOre closely sssociated with seif-esteem
in sdolescent femaies than Iin adolescent maiss. Other studiss show that
girie are more disparaging than boys in Eppraising thamssives, and reveal
more digturbances In seif-image. Sexual sbuse masy 3180 sccount for some of
the difference; adolescent femaies are two to three times more 1ikely to be
victime of sexual sbuse than sdolescent maies.

1t 19 critical that incresssd ressarch attention de given to depression
and other menta’ diserdsrs In adolescence. According to the recent O0TA
report, treatment coste slone in 1888 for mental Neaitn probiems In
sdolescents, aged 10-168, were $3.5 billlon. Many adoisscants who need
treatment have NO access whatever to it, so it i clear that the coste to
our society are sctuaiiy much higher. The ways !n whieh youngsters become
depressed have dbesn exteneively studisd by psyehologiets, who have been sbdia
to svoive offectiva trestments for this disorder through both laboratory and
ciinical Inveatigations.

A9 2 sclentist, ! firmly belleve that the best policy e/forts ;mist grow

from ressarch. Before a Drevention program can be designed, the target
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audience must de waii defined and understood. What are the attitude
differences batwesn youngsr and cidsr adolescents? What are the gsnder gnd
racial gifferences in unintentional injury rates and subdbstance abuss rates?
Which groups of adoiescenta are most 11ksiy to sesk counsel ing? What ars
the specific mechanisms and processes through which some chliidren and
sdoiescente go Into a downmard psychoiogical spirail from poor seif-astesm to
profound sadness to sefious depression? Thie type of information can vary
by geographic region, sven by schoo!l district., Good ressarch is ssssntisi,
and i1t |s expensive. But Congress shcuid demand that Detter Information de
Rede avaiiadle In order to target SCErce resources towsrd more effective
programs.

W9, -8 igNed ressarch CemORStration Programe can serve as test casse
for the best 1dess In prevention. These projecte shouid have strong
evaiuation components, and provide for severai ysare’ follow-ud, to
demonetrate the iong-term effectiveness of each project. The batter the
svaiustion, the more Congress and etate govermments can de sure of the
programs which wosk Iin different gress.

ANOther Important component in maKing the adoiescent ysars less risky
1iss in protective iaws. Very few jurisdict ions mendate the use of bdicycie
and motorcycie heimets, despite the data coliected by atate aedical
orgminers indicating that in cyclie accidente, the victime, often chitdren,
are two to three times more |ikely to die |f they are not wea’ing heimets.
This is a behavioral matter, iika the issus Of whether parents use
sutomod! ie safsty ssata for thelir chiidren. Protective iswe are sn Integrail

aspect of the community-wiGe reinforcement of prevention messiges.
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1 appreciata the opportunity to sutmit thie statengnt, and remind the
Cosmittes that the Amer ican Pesychologics! Association is willing to assiet
in spreading the word, and supporting truly inforsative resesrch, sbout the
needs Of adniescents, &sd the ways In which we cen ail heip maxke their

worid, and ours, safer.
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L. Vovcanr, EpD, Smou. Pusuic
mm“ro‘rjnmrw 5 hu-n. or

A Brief Summary of

The School/Community Progran for Sexual Rigk
Reduction Among Teens

Ranbexg, Bouth Carolias

mmmmmmmmmmmm,
South Cerolina sincs October, i982. The ocutcome abjective is te
reduce the occurrence of unintendsd pregnancies among unmarried
edolescants. Operating under the PTenise that teen pregnancy is
8 complex sociocultural prodlea with many contributiny factors,
mwmqummemuuwudmunx
menbars of the target community. Bducational prograns for
teacher training, parsnt treining, community avareness, X-1ath
grads instructien, and peer lesdership have besan orchestrated to
positivaly influence tesns to delay/abstain from first sexual
intarcourse, and for those ssxually active, to effectivaly use
contraception. Additionally, contraceptive acosss and referrals
have been provided through school nursing saxvices, and fer a
short period of time during 1956-1987, through ths availsbdle
services of s school-based clinic. Due to South Carolina
legislative action the centraseptive ssrvices wers forbiddan
sarly in the spring of 1987.

The oitoome odjective is assessed yearly through dats
aoquired fyom the Seuth Carolina Vital statistics Division for
pregnancies among 14-17 year old females. Thres South Carolina

b
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counties with similar demographic makeup serve as controls for
cemparative purposes. PFregnancy rate per 1000 females {live
births plus fetal dsaths plus induced adortions) is computed
ysarly by this division of the South tarolins Department of
Health and Environsental Control. Trand analysis of rates prior
to the intervention, and continued tharsafter during the ongoing
project, provide isportant svaluation results. Pregnancy ratss
of 54 to 60 per 1000 females ages 14-17 ysars priox to the
{ntexventicn vere rsduced to rates of 23/1000, 25/1000 and
2371000 in ysars 3-5 of the project. Preguancy rates from 1997
to 1989 hava besn less favoradie as they have slightly inoressed.
Rates in the comparison countiss have resained relatively the
same over the ysars of asssssment.

Wy the significant declins over 3 years and then the recent
rise in prsgnancy ratss in the past ) years? Our own analyses
plus the sxtensive sscandary analyses by Ressarch Triangle
Associates (funded by the Centers for Dissase Control) can be
summarised as follows:

1) Broad-based education programs throughout the
community, in conjunotion with the availability of
contraceptives and referrals, works in synergy to
decrease tesn pregnancy and axplains the thres ysars of
decreased pregnancy rates in the intervention county.

2) The absence of easy access to contraceptive services
(dus to B5.C. legislative action) appears to have
contributed to the recant rise in pregnancy rate even
though the educational program has continued vigorously

oD
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over this tims pariod.

3) Thus, contraceptive services aloos, or an eduncatiomal
PFogTan alone, will not provids ample dosage to offsat
this mjor socio~cuitural prodblam. Both must exist if
taen pregnancy reductions are to be axpected.

It is appropriate to note that the program and the data
collscted over the 8§ years of ths project are oonsistent with the
theories and past studiss conducted dy social and bedsvioral
soientists. Thess theories and studies, plus the results of eur
mxmm.mnmummummum
upon the pradlem of tean pregnancy.

Nurray L. Vincent, 5d.D.
Professor

School of Public Health
University of South carolina

€3
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Answss FroM LznosE Zxposxy 10 QuUEsTION Posep sy CONGRESSMAN FRANK Worr
The Harrison County Health Education Enrichsent Progras

The Health Education Enrichment Progras begsn as a pilot project
in 1887 as an effort to improve, through health education. the oversll
well-being of WV children. A nationally-recognized curriculum, strong
grassroots and top-level adainistrative support, and concepts basic to
healthy living are key coaponente of the progras. Sin~e its
inception, the prograam has grown {rom a trial basis in three echools
to an integrated educational component for some 3,000 children in six
schools: This approach to health education has, and should continue
to serve as a model for West Virginia schools.

Organized as a partnership effort between a local school boerd, a
private businesa, and two univereities, the progras incorporates
several entities. Parent organisations, teachers, local Nedical
Society auxiliaries, and ¢ . .nity vqlunteers all plar a part. Such a
broad spectrus of resourcer ond guidance from all facets of the
community is an inherent Prugram strength.

Basic health educstion copcepts are the foundation of the
progras. The Know Your Body (KYB) Progras developed by the American
Health Foundation is the curriculus base for the progras. The lesaons
and activities impart a sense of personal empoversent and ability to
cake 8 difference in one's life. Children become avare of peraonal
choices and hox those choices will ispact their well-being. They also
gain a sense of personal responsibility for their own health,

The Enrichment Progras includes s pPhrsical assessment which is an
opportunity for students to learn sore about their health status. The
screening includes measurements of height. weight, blood Pressure,
pulse and cholesterol.

Isportant informsation on the status of children’'s health hae been
collected through out the program. Knowledge questiornaires were
given to participating and nonparticipating schools to assess Pprogram
effectiveness. Children in the prograam ecored higher on 7 of 8
categories of knowledge. with the greatest gains in areas of diet.
exercise, heart health, and effects of tobacco. 1In the nutrition
category, children in the progras scored almost 20% better than those
not receiving the curriculum. Changes in pereonal behavior have also
been evident at participating schools, with children reques 'ng salad
bars and more nutritious snacks.

This program has had many succe3sful outcomes. Namelv, it has
brought together a network of cosmunity leaders working to implesent a
comprehensive school health program: it has provided valuable
information about children's levels of knowledge and Physicsl health
status: it has served as an ispetus for the formation of the
Governor's Task Force on School Hesalth: it hae demonstrated &
screening progras that encourages high participstion rates and
provides important information; ana it has incorporated evaluation and
feedback mechanisms that allow for program change.

Finslly, this program has been applauded by state and national
organizations for its innovation. The CDC Peach Award, the AMA
Recognition of Escellence Award, and W\ lLeaders of Learning Award are
a few of the testamente to the success of this progras.
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PrEparxd STATIMENT OF Jov G. Deyroos, Hastincs-on-Hupvson, NY, INDErENDENT
RESRARCHER, AND AUTHOR

What 4o we mean by "adolescanta-st-risk"7

The Aserican public has bsan hsavily exposed tn the phrase
"adolescents at risk”. This (s 8 kind of catch-sil oxpression in
ragponse to the rising rates of "naw morbidities”, another phrasa
that refers to the delitericus consequences of teen sex, drugs and
violenca. I plesd Juilty to using this jargon to synthesice and
quentify the current gtatus of American Youth. My work has involved
studying tha “states-of-the-art” in four diverss fields:
delinguency, substance abuge, teen pregnancy aad schocl
failure/dropout.’ I have tried to extract meaningful common thames
from these 'eparate domains and to translate the findings of
research int, usable information for policy-makers and the gensral

public.

the political process. These seven million boys and girls (aged 10-
17) do 17 Wll: they act out at early ages, are behind in school,
oftan touant or suspended, and start using illegal subgtances

before their tcen years. In this group of young peopls, many (1.7
®illion) will be arrosted during a yesr and wore than half will
hava hed sexual intercourse without using any protection against
pregnarcy or sexually transmitted diseases (STD).

Who is et risk ol what?
No matter what field of behaviorsl research, repestsad studies
show the choracteristics of high risk youth ars the same:
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* Children who stert any high risk behavior at an early age
mmehmpmtointtunmrmnrtum«-. for
exasple, aggressive pre-schooclers are sors likaly to be delingusnt
whan thesy get older.

* High risk children lack perental support and nurturing.
Children with suthoritative parents do well in all domains, as
cospared to childrer with suthoritarisn or permissive parants. It
is not the number of parents, it is the quality: One effectiva
parent is better than two ineffective ONes.

2 Low school schievement and low sxpectations for success ars
common to these children. Those who are two years behind their ags
peers in school (indicating frequency of being left back) rarely
cosplete high school.

* High rigk teens cannot resist peer influences. They are
essily swayed.

t Living in a disadvantaged inner city naighborhood or ramote
rural area creatss an additional barrier to succassful and healthy
developmant.

The "conventicnsl wisdom" is that sll “adolsscents at risk"
are African-Amaricsn or Hispanic. Actuslly, about half are white
non-Higpanic youngsters, but because of the high incidence of
poverty and its association with risk variables, tha rates amsong
minority groups ars higher. HIV rates ars dramatically elevated
asong African-Amarican and Hispanic youth in imner cities,
reflecting the crsck spidemic and the shsance of treatment
facilities. Deaths from drunk driving are significantly higher

among young white msles, reflecting the heavy alcohol abuse rate in

2r¢




that group and the absencs or non-enforcement of laws sbout alcohol
sales and sobriety tests for drivers.

In ay view, wa know a 1ot aebout who is at risk of what,
Teichers report that they can identify children in the earliest
giades who are aslrgady in trouble. In any given community, it
sliould not be difficult to find schools where substantial
proportions of the students sre behind grade, a strong predictor of
future failure. I bglieve that thess high risk young pecple will
0ot be abla to make it unless ixmediate and intensive attention 1is
given to their situstions. They 1ivs in high risk communities and

90 to high risk schooln, and gur sfforts should be directed toward

Another 25 percent of our nation‘s young people are involved

in high risk activities, but they are more 1likely to be
"experimentors”. MHaving initisted garly substance use or sexual
activity makes them vulnerable to behaviors with more dangerous
consequences. They need halp with decision-making and social pkills
es well as access to counseling and health services.

About half of asll children growing up in tha U.S. are doing
pretty well...they are not currently at risk of the consequences of
sax, drugs or violence, and they are progressing at a reasonable
rate in school. At the other end of tha social scale froa
disadvc'ntaqed children, they generally enjoy supportive parents and
healthy comsunities. However, they need to be educated sbout
bahaviorsl risks, also need the skills for negotiating with pears
and parents, and most of all, no matter what their situation, need



sccsss to exvellent schools.

1t should be noted that soms children growing up in very high
risk environments manage to0 ovarcoms the odds end “make it".
Howsver, these "invulnersable” or "resilient® young pecpls almcst
alvays have the consistsnt support of a responsible adult, if not
thair own perents, than somacns elss.

What cen we do to prevent childéren from failing to achieve healthy
davelopmant?

Vur understanding of the common charscteristics of high risk
children, families and communities should shape the guidelines for
interventions that are nesded to change the life trajectoriss for
*high risk’ children. Thus, programs ¢to prevant negeative
conseqgusnces from the "new morbidities” should be: early, involve
parsnts, focus on the acquisition of basic educational skills, desl
with peer influsnces, and concentrata resources in dissdvantagad
coasunities.

I belisve that thers ars sany programs currently oparating in
the United Statss that utilize thase concepts and are successful at
changing the outcomes for many children. However, this knowledgs of
*what works" needs to surface to greatly expand the social response
to children's issues. Instead, there sppears to be a parpetuation
of the myth that “nothing works”, that spending public fumxis on
social programs is “throwing good money after bad” and that no one
knows what to do atuui sax, drugs, violence and school failure.

I recently reviewed the four unique pravantion fields
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{delinguency, substance abuss, tean pregnanay, school
failure/dropout) and idantified 100 prograss that could demonstrats
praitive effects an the bahsvior of participants. Thase suocsssful
psogramss probably repressnt thousands of similar efforts that have
not beon evalusted. The important point is that no matter what
bshavioral domsin wos being sddressed, the wnderlying principles

were similar, and in keeping with the concepts described sbove.

Barlv intervention: Head Start prograss not only improve the
cutcones for little children, the affacts last through high school.
The theory is that pre-school training halps children get on the
achisvamant track in the sarly elamentary years and that protects
then from early initiation of drugs, sex, truancy as wWoll as school
failure.

Parent involvement; Home wvisiting, especislly in the early
parenting years, 18 ons of the most effective mechanisms for
holping familias of "1igh risk children. Many disadvantaged parents
are afraid to visit schools, or do not know how to negotiate with
school or social agency parsonnel. Parents will c me to schools if
they are offered jobs as parent aides, or invited to participate at
the decision-making lewvel in school refors. Parent workshops are
poorly attanded by non-supportive parents.

Ona-on-pne  {ndividual attention: Almost every succes#ful

program includes sowms form of individual mentoring, tutoring or




personal counseling by comsunity sidss, psychologists, nurses,
teachers, social worksrs or Case mansgers. The attachmsnt of &
M-mcwamuammwmmm
family in desling with their many probless.
Schools as the focal point: A whole arrsy of interventions to
wmw:sammmmm.w;,
tesching basic skills is the bottom line. There are many succsssful
educational methods including ooopsrative learning and tsam
tesching as well as the aliminstion of tracking and suspension.
But sany othar kinds of prevention programs ars locsted in schools
inoluding ssxuality and femily life education; suicide, substance
uss and violence prevention curricula; school climate initiatives;
intensiva counsaling; school-based haslth asnd mental health

centers; voluntser comsunity sexvice and job training. Most of the

Deoling with peer influences; Social skills training in
various forms hu provan affective at helping young pecpls become
more socially cospetant, make decisions, comrunicate with peers and
parents, and cope with the complexities of modern living. Training
peers to tesch social akills curricula has shown SOEEe SUCCeSS A
hove booster sessicns over a period of years. One program that
hired high risk adolescents to tutor younger children worked wall
for both groups. However, there is 1ittle research documenting the
sffectiveness Of peer counseling programs except to suggest that
most of the banefit socrues to the counselors rather than to the



is strong endugh to change ths environment for young people. Tha
effects of prograss ars greatly enhancad when a numbar aganciss
work together in consort. 1n the substance abuse field, a community
wide health promotion campaign usad local media and commmity
education in conjunction with the implasentation of substance abuse

prevention curricula in the local schools. In the delinguancy
prevention f£isld, a neighborhood developsent progras involved locsl
residents in counoils, working with the schools, police, courts,
gang lesaders and the medias.

A successful model in pregnancy prevention concsntreted on
community educsation through the medis and & speskers’ buresu,
training of parents, clergy and other community leasders, along with
the development ond ismplementation of comprehensive sax educaticn
in the schools. The prodlem of school dropout was addressed by an
all-out coomunity effort that involved the schools with locul
businesses, local governmeantal agencies and universitiss in
planning, teacher training snd jod placement of students.

Implications of these findings for Select Committee

We know & great deal about “the risky Dbusiness of
adolescence”; the absence of so0ial respense to the dire situation
facing many young people cannot ba attributed to a shortage of
resasrch. ¥s know how to "help teens stay safe": ws have s
ressonadly good handle on what works to prevent high risk

beshaviors. So why doss our nstion continus to genearats evidance of
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the highest tesenage morbitity rotes among western nations? I
mtmnmlmmmmlokuofmitnmtm
to dsvelop tha intsnsive, massive movemant that will changs the
1ife trajectories for millions of children and their families. We
are unwilling to implement on a large scale the progras components
that sust go into the package.

My vision of ths futurs calls for the developmsnt of new
institutions called Community Schools, cantral places that bring
together the movament for quality schools with the provision of
support and health services from the comsunity. J didn't invent
this phrass, in fasot, mmnmm-amﬂlm“m
recently issued by the Office of Technology Assessment’, the
Americsn Medical Associstion and the National State Boards of
Educetion’, and the Committee for Economic Developwent ¢, Cartain
states have taksn the leadership i{n this emerging field by creating
state grants to communities to develop school-based youth service
cantars or family resource centers. New Jerssy, Kentucky, Oregoa,
Florida, and Michigan sach have different approsches to building
thess new kinds of institutional arrangsmsents. Several bills have
been introduced into Congress already, and the Young Asgricans Act
has been passed (but not funded) that call for support for such
entities.

The concept ca. .ers around “one-stop-shopping”, co-location of
child and family services in or naxt door to & school so that there
can be integrstion of in-school aexperisnce with needad services.
Many diverse school-based sodels exist around the country which

includs ons or more of the following: health servicas, mentsl



health counseling, substance sbuse treatment, fomily planning
services, child care, parent sducstion, job preparstion snd
plscensnt, after-school mantoring, recreation, sports and family
social snd cultural events. Individusl counseling and crisis
intervention are common to almost all of thass units. In txuth,
mmm-mmxumulmmumn-m“,
thus creating a rationally designed new institution that integrates
the various necesssry pieces of the packsgs. Often, case sanagsment
is used as the mechanisa for tracking children and thair familiee,
halping thes idsntify what services they nsed, and scting as
intermediaries between the family, the school and other community
agencies.
xmmmwtmmwmxmmmmm
federal government to be more responsive to the complets nseds of
high risk children, and not Juat to continue to address their
categorical parts. We sust dsvelop large-scale immediate intensive
intsrventions, organized so that children ars ascured continuous
attention and not allowsd to slip through the cracks. The
potentisl loss of one fourth of our children froam the future pool
of effective adults represents s crisis of axtraordinary
dimensions, 8 crisis which Congress and the American people can no

longer ignore.




3.National Commission on the Role fo the School and the Comsw
in Isproving Adolescent Hsalth,
1 Nationsl Assooiation of State Boards
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.. Fpouse of Beyresentatibes = —
S T T
sune 27, 1991 ——

Ll Kolbe, Ph.D., Director

Division of Adolescant and School Health

Center for (ronic Dissass Prevention and
Esalth Promotion

Canters for Disease Control

1600 Clifton Road

Atlanta, GA 303))

Dear Dr. Kolbe:

I want to express =y personal .rproeuuon to you for appearing
before the Select Committes on Children, Youth, and Families at our
hearing, *"The Risky Business of Adol 1 How to Help Teens
Stay Safe,” Pert I, June 17, 1991. Your testimony was important
to ths work of the Committae.

The Committes {s now {n the process of preparing ths transcript for
printing. It would be halpful if you would go over the enclosed
copy O0f your remarks to assurs that they are accurate, and return
the transcript by July 11 with any necessary correctiocns.

In addition, Representativa Frank Wolf, Ranking Ninority Mesber.

has requasted that you furnuish the following information for the
racord

1. Please subait any and all reports concerning the failure rate
of condoms in general and for teens in particular.

2. Pleass submit any and all reports or etudies concerning the
fsilure rate of condoms in relation to sexually transmitted
diseases, in particular AIDs transaission.

3. Given the five recent cases of AIDs being transmitted by a
dantist in Florida, is the Centers for Disease Control (CDC)

issuing any new gquidelines or recommendaticns on the
transmission of AIDs?
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4. What ars the CDC's advisories regarding sexual contact vith
a known EIV positive individual? Have any studies by the CIC
or other health institutions that you knov of Dbeen

sontinued bdecause of ths high rate of transmission among

BEPtive individuals despite the use of condoms?
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Resronsx Faon Liovo Korsz, Pu.D., 10 QuesTions Posxp By CONGRESSMAN
s2ANK Wourr

estiones rmmemmnxmummmm
tu:«.mumummmmumm. Please subait
mmuxwmmmmtuxmm«mu
relaticn to semually transsitted dissases, in particslar, AIDS transaission.

ADENSEL mmmmm-mm.nmmmm
rFesponse as follows. Studies about the efficscy of condoms Dave besn reviewsd
in ths two snolosed Canters for Diseass Cootrol (CDC) articles. The article
anclosed as Appendix One, “Condoms for Prevestion of Sexually Tracmmitted
Dissasss, " wvas pudblished ia the ’

Xarch 11, 1988. The article enclosed as Appendix Two, "Reproductive Traot
Infections and Coatracsptive Una/Safaty,® has besn submitted for pudlicstion.
u_qoccnnmmumhum;m-xmuwm
referenced is enclosed as Appendiz Three. In addition, a special issus of
mmmm.mnmmmmnuuwtmm
U.8. Agenoy for Internstionsl Developmant, “Condoms - Now Nors Than Sver®, is
saclosad as Appendis Four.

Condoms provide a sechanicsl barrier which prevants direct contact with semsn,
genital discharge, genital lssions, and infecticus secretions. ¥hean condoms
are used consistently and correctly, they are sxtrenely sffective in
preventing ssxually transmitted diseases (STD). Effectivenamss of candoms to
prevent STDs has been documented in many ladoratory end clinicel studies.

Nultiple laboratory studies, some of which attempted to simulate the
sschanical friction of coitus, have cslesarly demonstrated that an intsct latex
condom is & continuous, effsctive barrier to sexually transaitted Dectsris and
virusss, including HIV. In ladorstory tests natural masbrang {"akin"}
condoms, however, have been shown tO contain emall pores which allow passags
of EIV and smaller virusss such ss hepatitis B virus.

Multiple studies conducted among ssmually sctive persons have shown that
condoas reduce the risk to users and their partners of infection with
gonorrhas, ureaplassa, herpes aimplex virus, and HIV. As with contraceptive
studies, effectiveness variss among studies. BSsvera) studies sbow 100%
effectivensss, but others show that scme individuale became infected desplite
sslf-sreported coodom uss. fSome of these individuals may have become infected
becauss of inconsistent condos uss. Condom failure (e due to nonuse,
inconsistent use, incorrect use, breakage, or lsskage. Although ths “typical*
failure rate of condome as contraceptives is approximately 10-208, this figure
raflects failure of the user (to use the condom) in sddition to fsilure of the
condom iteelf. Indeed, condom sffectivansss as & contraceptive increasss with
sxperisnce, and failure rates as low as 0.6% have been documented {Vessey).
Nost dats suggest that nonuse, inconsistent use, and incorrect use, not condon
breakage or leakage, is usually responsible for iufections and unwanted

I
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W(HIM).QSM(MW)MMGM“M
N, Mmy.ammmmmmmmm
sctually used theam for every act of isterxcoures.

breeks. Oone Australisn study (Richters) reported § dreaks in 1269
and snal ssx (a rats of 0.68); seven of the bresks
fingernail tears or use of oil-based lubricant (which weakens the latsx).
are

Nanufecturing defects afe Quite uncommon, since national standards
mmmwmmm@nxw. Sach condom is iadividuall

-

mmwmdmmmmmmmm
by FDA. Satches which fail are not Allowed to be sold in the United States.
uumumm.mmmmnmxmu
pregnascy or infectios (Liskin). A voman’s chances of pregnancy from & single
act of intarcourss bave besn estimatsd to sverage 1-4% (Tistsze). In one U.S.
survey, pregnancy occurred in only 4% of womsn

(Hatcher). The cbances of infection with NIV after a single sexual axposure
has Deen estimated to be as low as 0.001 and as

iIn another study, all dreaks occwrred prier to ejaculaticn (Richters).

In summary, we regard condom use As "highly sffective” for the following
sessons: (1) intact latex condoms are an sffective barrier against bacterias
and viruses, {(2) multiple studis - have demcnstrsted that condom use protects
sgainst sexually tranamitted disesses, (3) several studiss have shown that
mwwmmmm:-uud:mo:mmmmm
monthe, (4) sxtramely low contraceptive failure rates bave besn dasonstrated
among swperienced condom users, and (§) condoms are sanufactursd with high
standards of quality. The individual user, 5ot the condom, is more 1ikely to
be responsible for asy failure in protection from sswually transmitted
infections as well as uswvanted pregnancies.

Given the fiwe ‘scent ceses of AIDS being transmitted by a dentist
in Florida, is the CDC issuing any new guidalines or recomsendstions on the
transmission of AIDS?

AogwsEi During the past year, COC has bees roviewing the existing guidelines
for health care workers and determining the naad for asy sdditional
recommandations and guidelines to prevent transmiseion of human
immupodeficiency virus (HIV) and hepatitis B virus (HBV) from health care
workers to patients during invasive sedical and dental procedures.

El{llC 45-953 0 92 - 8
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Onse, article entitled: “Condoms for Prevention of Sexu-
Diseases”, reprinted 3 the US. Department of

Hulthandﬁmanﬂwvﬂ Service, from MMWR,
WII,IMV&W,NQ , Pp. 188-187, is retained in committee

VOUWS!‘W.
W&mmmmmmnmcmm
Center Prevention Services, Division of STD/HIV Prevention,
Atlanta, GA, is retained in committee files)

W Four, article entitled: “Condoms—Now M.ce Than
, from on Series H, Number 8, September
1990, are retained in committee ]

m-mmmmmmmu'mm,
pubdlic bealth, and sciswtific communitiss, profassional and sexvice

high rete of NIV transaissics from iafected individuals wheo report condam use.
On the contrary, studies indicate that vorrect and consistest uss of latex
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Appeadis Three

mpertast Referemces
Ravisw Articles

Centers for Diseass Control. Condoms for prevention of sanuslly transmitted
dissases. IONR 1988737:133-137. {19 references|

Felddiua BJ, mw: Condoms, spermicides, and ths transmission of human
ismunodeficiency v 1 A Teview of the litarature. AJPR 1988;78:82-54.

Orimes DA, Cats W. Family planning and sexuslly transmitted dissases. Im
Holmss KX, March P-A, Sparling F¥, et al, ods. Saxually transmiited dissases,
sscond edition. New Yorks NoOxaw-S5ill, 199011087-94. (99 refarences)

Hatcher RA, Hughes NS. The truth sbout condoms, SIECUS Report 1988;717:11-9.

Liskin L, Wharton C, Blackburn R. Condoms-Now more than erer. POp Reports,
series §, So. 8, 1990. (437 references)

Stone Xatherias M. Avoiding sexually transsitted diseases. Obstet Oynecol Clin
¥ America 1¥90517:1789-799. {74 refarsaces)

Stone KN, Grimes DA, 13: Personal protection against STD. Am J
Obstet Gynecol 1986;153:180-188.

stone KN, Orises DA, lhr-: 183 Primary prevention of samually tranmmitted
dissasss. JAMA 1986;258;1763-1786.

condoms for Prevestiom of STD
Laboratory studies

Conant NA, fardy D, Sarnmatisger J, Spicer D, Wn'mof“m‘
transmission of AIDS-associstad retrovirus. JANA 19867258:1708.

Conant MA, Spicer DW, Saith CD: Esrpes sisplan virue transsission: Coados
studiss. Sex Tranam Din 1984;11:194-95.

Judson M, Ehret JN, Bodin OF, Lavia WJ, Ristmaijer CAN: Jn svaluations
of condoms with and without nocoxynol 9 as phys and cal uvacriers
against M.wuqluvtmtm},mm
imsunodefic virus., Sex Transm Dis 1989;16:51-56.

Katznelson S, Drew WL, Nints Li: Efficacy of the condom as a barrier to the
transaission of cytcmegalovirue., J Infect Die 1984;1501155~157.

Kish LS, NcNahon JT, Bergfeld WF, Pelachyk JM: An sncisat method and a modesv
mamm:-unwnsmsmw. J Am Acad Dermatol
1983;9:1769-770. .

Ninuk GY, Bohme CE, Bowen TJ: Condoms and hepatitis 8 virus. Ann Intern Kad
19867 104: 584,

Minuk GY, Bohme CE, Sowen TJ, Hoar DL, Cassol §: Condoms and the prevention of
AIDS {lstterj. JAMA 1986;256;1443.
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Alles 8, Lindan CP, Bulley 8, Carsel N, Slack D, Coates T. Behavior change
among SIV- and EIVe grdan Maendan women. Freseated at NIME Workshop on RIV
Frevention and Sshavioy Change, Washington, DO, April &, 1991,

Darrow, mma-mmm"uwm. san
Trasam Dis 19897161187-260.

Fischl NA, Dickinsos GM, Sooctt GB, Klimss N, Fletcher MA, Parks W: Svaivetion
of hetercesxual pertnese, and housahold contacts of adults with
AIDS. JAMA 1997;52871640-844.

Kamanga X, Rydar RW uquu.uu.muwmmvmm
888001ated with low NIV-} serocooversicn in 149 marrisd vieh
discordant EIV-1 serostatus: sxperience in an HIV counseling center in Saire.
AIDS 1991;5:61-67.

wm!.ma,wv-mmmumwum

mmmumns;u--ot IV seropositive patiscts with bemophilis. ¥
Engl J Nad 1989;320:

Namn J, Quinn 7C, Piot P, et al: Condom use and RIV infection among
prostitutes io Baire. ¥ Engl J Ned 1987;316:34S.

lzaa-gx-. Piummar FA, Simcnsen JN, st als Prevention of trassmission of Buman
fiolency virus in Africar Bffectivensss of condom promotion and
health education among prostitutes. Llancet 1988;3:887-890,

Rosero—Bixdy Sanchas=-Sravesrman
Hespes s irus type 21 antibodies FREVElENce in MODOGEEOUS wOmen
in Costs Rica. 'h.t!upldm 1m:u: 229.

Padisn H: Nale-to-female transaission of NIV flatter). JAMA
1987:2881:3388-1387.

Padisn N, Narquis L, Francis DP?, Anderson RE, Rutherford QN, O’'Nalley M.
¥inksistein ¥W: Male-to-famale trassmission of human immonodeficisncy virus.
JANA 1987;238:788-790.

feterman TA, Stonsdurner RL, Allen JR, Jaffe BW, Curran JW: Risk of Numan
issunodeficiency virus transaission from hetercsarual adults with
transfusion-associsted infections. JANA 1988;259:55~58.

Quinn 1€, Glasser D, Cannon RO, ot al: Buman immunodeficiency virus infection

nn? ::ehnu attending clinice for sexually transaitted dissases. ¥ gl J
Ned 1988;318:197-20).
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foscnberg W, Rojsnapithayskorn ¥, MMT P, Niggins Jll.nzr!m of t.h.u
ww‘” on Ainfection, m’“l candidiasis.
JANA 1 mhm;n.

Roumeliocutou-Xarayannis A, Sastoridou K, Mandalaki T, Stefancu T,
WG:MMOIWHM. AIDS Research
fuman Retroviruses 1988 41233~238.

Smiley NI st al: Transmission of human imsunodeficiency virus to sewusl
pactasrs of bemophiliacs. AmJ Nematol 1988;28:27-31.

saith GL, Smith KF: mumumsmmmunmumm
prostitutes. Lancet 1986;11:1392.

Goados Quality/Breaksge

Albart AR, Eatcher RA, uml.mmmmmgmua
sunicipal Bospital family planaisng cliaic. Contraception 1 1;431167-76.

fledrehita C, Hinsoa X, Foldesy R, steiner N, Joaais C. Latex condos
study, Barbados and St. tucia condom lot, sites remily Bsalth Internat

Consumers Unioa. mmutyumvmm-maxm.

Frea N et al: Relationship betwesn condom strangth and failure during use.
Contraception 1980522131,

Free B ot al: An assessasnt of burst strength distribution data for
ﬁtﬂ; 2 sqnauty of condom stocks in daveloping coustries. Contracsption
1 1332 .

Golombok 8, Sketchly J, Rust I: Condom fajilure smong howosesusl men. J AIDE
1989521 404-409.

program for Appropriate Technology in HEsalth (PATH) and Progras for
Introduction and ation of Contraceptive Technology (PIACT). Monitoring
condom quality. Outlook 3987;5:2~5.

Richtere J, Donovan 8§, Gerofi J, watson L: Low condom breakage rate in
commercial sex. Lancet 19887211489,

rindsll B, Swanscn €, Donovan B, OAs Sexual practices aod condon uSage
in a cobort of bomosaxual men in relaticn to husan ismusodef iciency virus
status. Ked J Australis 1989;151¢318-322.

vandriensven GJP, deVroome EMN, Tielman RAP, Coutinho RAs railure rate of
condome during anoganital intarcourse in homosexual men. Genitourin Nad
1988)641384~348.

vosller 8, Coulson AN, Bernstein S, Nakamurs RN: Mineral oil ludbricents cause
rapid deterioration of latex condoms. Contracepticn 19893 39:96-102.

Wigersas L, Oud R: Safsty and accsptability of coandoms for use Irz
men as a prophylactic inst transaissica of BIV guring anogen
intercourse. Br J Med 987;29%:194. [WOTE: Data in taxt are correct; tables
are wreng)

Coadoas for Prevestios of Preguascy

Ahmed G, Liner BC, Williamsca NE, Schellsteds WP, Characteristics of condos
use and asgociatsd probiems: Experience in Bangladesh. Contracsption
19907 62:823-33.

Russall-Brown P, Townsend JW. study of the determinants and quslity of condom
use in twe E'stern Caridbean countriss: Barbados and St. Lucias Final
technical report. New York: The fopulation Council, 1990 {unpublished).
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Sophocles AJ, Srosovich RKM. Birth control failure isats with unsanted
muu 1983-1984. J Yam Practice 1988;33:45-8. o) P

Tietzs C. Probabili asult from a le unprotected coitus.
et ety RRAETL 1 ¢ i

Trussell J, Kost K. Contraceptive failure in the Uaited States: & critical
revisw of the litsrature. Stud Pas Flann 1987;18:237~283.

Trussell J, Estchexr RA, Cates ¥, Stewert FN Contraceptive fallure in
the United States: an update. Stud Fam nm xm;:xunq.

Vessey XP, Villard-Macictosh L, NcPberson K, Yeates D. Pactors influescing
uss-sffectivensss of the condom. Br J Fam Plann 1989;16:40-).
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W.5. FHouse of Representatives ﬁ
SELECY COMMITTER ON T
CHRONIS, YOUTI, AND FAMILIES o
208 Moves Oren Bunsme Amms 3 - gl
Wasmmpten, DC 208 15-8401 e
June 27, 1991 v 10 o000

Kathlean N. Sullivan, Director
Project Respect

P.0. Box 97

GColf, IL 60029-0097

Dear M. Sullivan:

I want to express By perscnal iation to you for appearing
before the Select Committee on c:fldroa, Youth, and Families at our
hearing, *The Risky Businsss of Adolescence: How to Help Teens
Stay Safe,” Part I, June 17, 1991. Your testimony was important
to the vork of the Committes.

printing. It would be helpful if you would go over the enclosed
otyonrrmrkltommtthcyarcmau. and return
the transcript by July 11 with any necessary corrections.

In addition, Reprssentative Frank Wolf, Ranking Ninority Member has
requested that you furnish the committee the following items:

1. All reports you referred to on cendom failure and the
1n§omtion that you recomsend providing students on condom
failure.

luations on Project Respect.
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FAILURE RATE OF

CONTRACEPTIVES

Two studies reveal the annual in-use

failure rate for contraceptives:
*ThePill................. .. .. "%
*Dispheay ............ Clase to 32%
qUD............. Abmost 113
*Condows...................18%+
*Creams, Jelfies, Foams. . . . ., up fo 34%

Ref: Rescarcheys Im. Mhl.::w Yagl,

When 1st year fallure rates are
extrapoleted, L e., estimated, over
extended intervals using the binomial
probability formula, the following
chances for pregnancy are found:
*A fourteen-year-old girl faithfully using
the pill has 3 44% chance of getting

pregnant at least once bhefore she
finishes high school.

*She has a 69% chance of geiting preg-
nant at least once before she finishes
college.

*She has a 30% chance of gelting preg-
nant (wo or more limes.

*Using condoms, the “likelihmul of un-
wanted pregnancy while she s in school
rises to nearly 87%.

Rel:  Gramt, Genrgs, Gramd Blushnr, w»tsrmmh & Hyan
Publishes, fwx.: Brentwoud, TN, 198 3. ‘

Contraceptive sex education exacer-
bates the adolescent pregnancy
problem,

Ref. “The ettects of Sex Fdwathon on Adokescent B

haviue," Famdr Plawning Pospwcuires  duly[Ang
1986, pp. 162169,
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Final Report 1963-1990 #000816

The Committee on the Status of Women was swarded a three year grant, beginuing in
October 1985, to develop a sext that would portray the straight abstinence message and 1o direct
8 pilot test of that text in middic grades of public schools in giy midwest satcs, After three years,
an sdditional two-year extension was granted 10 pesmait 8 “Followsup™ of the students in the pilot
schools and to permit each school to partake for s three yesr period.

The besic question xamined in this pilot project was whether adolescents would be
receptive to and affected by ¢ clear snd unambiguous message about sbstinence. Examinstion of
the data colected in this five-yoar study indicates a consistent sttitudinal improvesnent in favor of
mwmm e [(he Ontion of 1176 SN FICEQon Mm
encouraging was the evidence of & positive and significant difference in behavior :
mmwmﬂu&mmmﬂmmmmmm
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Final Report 1985-1990 #000316

HISTORY AND DESCRIPTION OF PROJECT

The istory of this grant shows that during the first hail +f year nne, the manuscrips for Sex
Respect: The Ontion of Thue Sexual Freedom was complsted and submitted for the revicw process
by O.APP. Certsin revisions required and this wes completed in easly Januasry, 1988, which
facilitated printing of the text by Februazy, 1966, a1 which time impicmentation was started io the
first of five schools for the spring of 1985 with 1300studeats. In the second yeaz, tea schools were
added (tutal 2,500students)), and the third yoar, cleven were added (5,600 students), In moss cases,
these were schools which came to us apd asked o participate having beard about the pilot

. At the end of the thind yesr, an extension was granted to permit each schoal to
pasticipate for & minimum of three years and to conduct s follow-up survey to be administered to
the students a3 0ne and two years sway from when they participated in the Sex-Respect classroom
course. This follow-up was to ascertain if there was a long lasting impact on their sttitudes and/or
their bebavior. .

ax Resnect: The Ogtion of True Sexusl Freedom is a ten-unit text used to presont teenswith
cogent ressons for abstinence against a background of respect for sexual powers as good and
enviching to each individual and society in general. The decision to publish in three separsate books
proved to be advantagecus. Besides the Student Workbook, there is a Parent Guide. This is sent
home and provides the parents with a tool to follow the students’ classroom experience and build
communisation with them, thus eliminating costroversy and building parental involvemsent. The
third book, s Teacher Manusl, is very “user friendly,” ss it provides the tescher with a duplicate of
the student text as well as 44 pages of teaching guidelines interwoven for each chapter.

The originators of this unique curricsium believed that teenagers receive little support
outside family for the idea of postponing sexual relations through the practice of seif-restraint. In
many high schools today, the perception is that promiscuity is practically promoted and the
resultant, out-of-wediock childbearing is increasing at an alarming rate, as are gonorrhea, syphilis,
AIDS and other new forms of venereal diseases.

Speet A% 16 CXUS] Freedom is the overall health of the
adolescent, both male and female, not justas s toteen pregnancy. Inapproaching the issue
in this general manner, stressing the gmotional as weil as phyaical and psychological problems of
adolescents being sexually sctive, has proven toattract the interest of msles in  significant manser.
Inanalyzing the response to questions 17, 18, 19, and 25, males show as great s moverment as females
(muuddmphmlé“!nmmmmbmmmhmﬁm
years. This is an interesting point for further study. Are young males today more open 10 the
abstinence message than five years ago becawse of disease and emotional factors?
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Mot afher teen frevastion programe scacestras oe e birth coatrol fector _.@""'-ﬁ.‘ the chinf

snd, In e past two yours ot parsiculacty o comdom wms. They ghve the “percption r oxmnd ralntions. A thicd o sationain
of that glons are svestally going ©© got sy knched and fhey comcasirats o ~anste el roletismh. A Rwrth and
“damags contrcl” cathey than he root comse. Thay have an stilinde of s 7
the comtrol of smotions sad behevicr. memgmm 118 Behow:
&wmm:ﬂﬂ.ﬂ“mnm
ol mpininining scyusl abetinence and the vast majorily of sdleacants sre in this
mmmmmuu-ﬁmu“mm 11. Disting in mined grougs is fees Shely 10 lead 10 sexval activity?
MeTas fuTee
A Suongly agree n - ]
13 Do you think scxval orpes are comtroliebls? - B Agree n 0
MTuE ANaTme C. Sommwidnt agree o 0
A Aveyp -} a . D.-Disagree 18 1
B. Newer ¢ ]
€ Somectines st ] 20 In » reiationshin Detwoen & Doy and s girt, there 470 many things that aT¢ mwch
D. Dow’s know 17 8 more important thas s
: PeTws PuTwS
14 The bost way for young poopie 10 SvOid A8 URWEEMG PrEgasacy ¥ 10 waill A. Syongly agree L) »
wntil they are marrind defore having sex. B Agres » b 1]
mTa% AuTus C. Not sere 0 ]
A Strongly agree w8 5. on D. Faagree 4 3
B Agrec N3 » E. No resposss 0 ]
C Not sare 12 7
D. Disagres ] 4

19. The dest way for young people 10 keep from gesting AFDS or some other
sexuslly trsasmitted discase is to wall naiil they src marricd before

hsving scx.
MmTms AaTms
A. Sttoagly agree prm :ﬂ 38,
R Agree 2 - 30’“
C. Not sure 1) 9
D. Disagree 19 [] ‘q “
b )
2 A ()
e ® khnb sexual
0 note the hnﬂuhﬁ«mu?‘.‘mm mm
Mmemdn-m uma ndnadumﬁmm
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FINDING AND OUTOOMES

‘There are sainy inttreoting
of the svalutalon report v the fiihyear. Bven though Runding was limited r svalhwstios

we wish 10 pobel out some of the sress thal scam sigsificast trom cbaerving the rew dace and saggest

farther study o heee arcee might he very heneficiel.
Ono sk csampls are answess 10 quastions # sad 12
R Have you beas tanght #50ut puberty sad the physics! changes thal kappea whea yousg

people develop
[ e 1
e Rme e R e ke
A Yes n N M "
3 ) 2 [ ] 4
1 ] 4

B No L]
2

10 1f the shove snswer i yes, didd your informetion somss from: (mare thea one msy be

o L ]

e Ame fu® Ao oS Kue
A Yours parents 58 58 2 N2 81 ss
B. Choreh or symsgogue 4 L] s 7 7 [
C. School 85 N M & $e &
D. TV, redio, or movies 14 1] 1 i3 13
B Ocher 18 19 17 19 15 17
F. No response 5 1 L I | 7 2

Thers are two very signficant statistics to obecyve from our pre asd post fest:

A swdolescents perceive theis information showt sextsl development i coming
1 pprosimstely equal from parests sad school (NOTE pre tost)

B. Adolescents pereeive “church of synagogue” 23 8 very minor source of
faformssion (4 10 7).

Since §t is often heasd that seauabiy/martality is sa sres for the churches to handle, these
satstcs ndacate 8 gres voud in our adulescents’ tmpression that the churches sre providing it
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Aruitoxt provided by Eic:

obesrvetions 000 mede krow Aestatistics gachared over the conrse
of chis pikot seudy. Pacticwinrty, the rasuls of the Follow-ap sasiysls ae shous on graphs 51 the cad

Another interesting quostion 10 study oves 8 period of tame is question 21.

21, Do you fee] that sca sewong uamartied wem i?
L]

" 1=

e Pme M Aus ’ ~e . a8

A Verywrong 2029 an 0 8 4

B Quite wrong M 2 23 3 - I

€. Noi very wrong 7 x N »’ » n

. Not s sil wong 17 19 15 9 8 $
2 1

B Norespoose 2 3

Those improved answers ovey the 3 yasr peniod coukd indicaie the adolcsoests mors receat
accepiance of Sirective verss soa-lirective 8 the iemal arca as well 2 (e Grog.
Clearly stating that sdolesocat acsuad sctivivy s WRQING, jsass as bs dome for substasce sboss, could
help 10 cherify the Jasar in the studeats’ seinds 2ad give the “dirsction™ sceded for young people.

Avery thought-provoking section i the Scx Regaect text s the reforence w0 and discossion
of “secondary virginiy.” The resulis were positivs, &8 mas I8 dats from question 32, and the
movemeny within syoups deserves e more fa depth saslysin

31 A teen who has hed sex outside of msrrisge woukd benefit by deciding to stop having

sex 85 wall Ror KIEITIRgS. 20
]

™ Au® e s e Am S
A Absoltclytrae 17 n » “
B Veymme W)y W AN 3y 2 NREN O
3 « 1

€. Somcwhal trus L o 2
D. Nof truc st afl 14 ] 11 6 10 5
E. No respocse 3 2 2 1

Anothes question that warvsnts further ssalyzing could be quesiion 33 wiich ihaws (he
sirong desive of foems 0 xhare with perents. Thisls contrery 10 the preveient impreasion of socity
todsy. AN years showed thet a consistent 76 - TS fickt & was “very aad snother 17%
=somewhet fmpormant” (tots! 93 - SEH) in their xaswer 10 (he Question: “ff you were tamarnied
and pregasn or Rad gorsen somscone pregnant, how Important would i be 10 share this probicw
with your percats?”

This grant to dewelop and piat tess the fica Respect: The Ootinn of Trus Saxsl Freedom

curticubum Bas ruly demomstrased that adolesceats will be receptive to the “sizaight sbitineace™
message pad that # docs affers their srtodes gad bebavicy-
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FOLLOW-UP

As part of the grant award from O.A.PP. for the fourth and fifth year, Projoct Respect
conducted  Follow-up questionaire among students who had pasticipatad in the Sex Respect
classroom pressatation one year prior and two yeass prior. This was to dstermine if the curricutum
uomm@mmmwauanmmmm
activity, This nsw questionsire also inciuded “sction” questions regarding aicohol and drag use to
determine if there was a correiation betwoen these thres Bems.

The data indicates s definite correlstion showing that those adolescents who are involved
in one are usually inwnived in two or all three. The greatest (and spparent first) involvement is
alcobol. Oraphs on pages 28 and 29 of the evaluation report show cicarly the involvement.

The most significant fiadings of the evaluation was that stodents who participated in the
phiot study usiag Sex Respect The Qution of Thwe Ssumal Freadom text had fir loss pregusacies
thaa the control gronp. Among males, it was 5% both one and two years sway from participation
compared 10 9% for s08-program stadents (setices] morm is 10%). For malss, it was 4% for one
yoar and 5% for those two years swsy fium participation, compared 90 7% for nos-program
studsnts (ses attachad figure 7, page 233). Lover male statistics are due to the fact that males are
n0t alvays svsre that they have cassed a pregusacy. ,

Findings from the Follow-up anslysis seem to indicato a dafinite lasting effect. However, s
good case can be made for reinforcement of a schoal program at highor grades.

The change in sttitude was recognized early in the grant period (within the first year) as
schools and individual groups started asking for information and purchasing the text to use on their
own. As interest grew, it became evident that “teaching tools” in this arca were in great demand,
though the supply is still rather limited. Also needed fs general commuuity support for promoting
sbetinence. ’

The emotional, as wedl a3 physical, health of our young people is affected if they are sexually
sctive; it Just from the pregrancy risk for the girls, but from the numerous other probiems evident
todsy. Adolescests are the 0se group that cas be remeved from the “st risk” category of AIDS if
they are convinced 10 avoid dregs and/or sexual sctivity.

Funding from other sources for implementation of this curriculum, that we are sware of, has
been forthcoming from a variety of sourees in different parts of the country (Le., The Junior League
in two largs communities, Community Chest in East St Louis, The March of Dimes in 8 town in
fowa). State snd local public funding bas been substantial in certain aress, inciuding the State of
Mlinois where currently, for the 1990-1991 schoot year, 70 schools totaling 14,000 students, are
participeting in 8 plot study directed by Project Respect. It is estimated that 1,600 schools
nationwide and in several foreig.i countries now use this text which indicates it is established as an

ongoing program. .
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Figuse §. Aloodol wes and ssxsl sotivity sstes Figure 10. Dewg nso and sosual sctivity rates

ALCOHOL USE AND SEXUAL ACTIVITY RATES DRUG USE AND SEXUAL ACTIVITY RATES
Percent who have ever had sexuai intercourse, Percent who have ever had sexual intercourse,
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Figuse 3. sale and famsle comparisons on itam 17.
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PROJECT o
RESPECT BED oonom

Director: Kathieen M. Sufliven

The Sex Respect Pilot Program

has been fimdad by the Office of Adolescent
mmdmu&wdmm:{m
Servioes under Title XX
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AIDS and 0 reducs toen Pregancy.
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INTRODUCTION

mwcummmhmmmmm
vided student workbooks and parent guidebooks for 7,269 students in 46 schoals under said
anpecH,

mmaapwwmmmmummnumm

of the ten unit course was required. Student snonymity was guaranteed through assigning esch
student 8 sumber and mutching the pre snd Post test to show specific movement in attitudes.

mmmmmhmmmmmmw
parents snd echoed in the improved sititudes of the stodents.

mmmmemmdwmmm.m-
ciative responscs have boen received from the 1989-1990 schools at their evalustion results.

Applicazions for “he 1990-1991 school year total 68.



SEX RESPECT: EVALUATION REPORT 1989 - 1990

ORJECTIVES

‘The Sex Raspace Educatins Program b designed 10 address the problem of premarital sexusl
sctivity and the consequences of pregaancy, abartion, sexxally transmitted disseses, ete. occur
ring among today's tesns. The Program eacourages an atticods of respecs for bumsn  sexzality
and ecpliasizes sbetinance 28 sa spproprists way o preveat pregrancy chilldbearing sod
scxvally tianaminad diseases among teensgers while encouraging the supporting valucs and
sttitndes which facilitate sbetinence.

The following are primary objectives of the Sex Respect program:

1. T improve swareness and recognition of the potentially harmful consequences of
early scxual activity.

2 T incresse adherences to sttitndes aod valoes supporting abstinence from sexual

3. To inc- ease the willingoess and motivation of teenagers t0 delsy or avoid early sexusl
activity.

4B fmprove the skills which belp seensgers resist pressure to be sexually invoived.

snwmawmmmmmmmtam
sgers who refrain froos scxual reistions.

6. Tb help crests a countenpeer pressure on behalf of self restraint by helping students
to internalizs cogent ressons for seif restraint snd abstinence.

1.‘bmmmmmermnddumum:pa'm
wuwm'nmmmmmmmmm.

& To more broadly disseminate information 0 promote sex respect and sexual seif
restraint.

s.nmpummmmwawmmmm

mmmmammmemhmu&mm
sdolescence.
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and emantially through poblications and other mteyials made svailsbic to schools, ibrasies and

EVALUATTON MODEL

mammmmmwwmm
mwwmwmumdmmmm
pent. ma&nmmmm&-mmmwdm
Federal program. The Foderal piot test just completed it’s Sth year, It bas tested twen:y six
schools in six Midwest states, Educationsl Regions V and V11 during this tms span. The Fzd-
eral pilot program was funded from the Office of Adolescent Pregoancy Programs, a division of

The questionnaires were sdminisiered before and after the presentation of the Sex Respect
curriculum to 7,269 studeats at 46 [iiinois Schools. Four thousand seventy-six Jlincis students
were sctually tabulsted for analysis. The difference in numbers is due to absentecism for either
pre or post questionnsires, incomplete questionnaires or unmatchable numbers and the inabil-
ity of teschers to administer the post in the closing dsys of the school yesr. Dsts from question-
naires wers entered and bave been matntained using DBASE I sofiware on as IBM XT
computer 8t the Project’s headquarters. SAS statistical software on a IBM mainframe com-
puter was used for the sististical anatysis.

Mmmmmdt&dmhumwmdymmmnjmm-
gate change. Linked pre- and post- test scores are svailable for each of the ssudents involved in
the program. This allows for botter analysis of panterns of change than would be passibie if only
repeated cross-sectior 1l informatios were svailable. The questionnaire wes designed 1o assess
changes in sexual attitudes and values amang teens occurring as 8 result of exposure to the Sex

Respect progam.

&1



METBODOLOGY

‘Tho analysls is besed primasily on two basic analytic strategics. Onhsmw
tion of pre and post test scores. This allows a description of parterns of movement snd change
occurying betwees thase two ccoasions.

The other stntagy invoives & series of repested msasurcs t-tosts witich assess the statistioal
significance of pre-post dilferences on thess fizms. In addition to tests for all program pertici-
pamts, SopErats tosts are kept for the verious sies where the program was implcmented, and for
o sumber of different popelation sebgrowps. The resulls are reported by sge, scx, Hving ar
rangemments, parents] eduostion, church stsadancs, and academic shility. This data incjudes s
standurdized messure of effoct sixe (the smgnitads of the pre-post difference divided by i
standard devistion) as wall ss the traitional t-cest results whers these can be meaningfully
preseuted.

In generai, t-vaiues grester than 2.0 will be statistically significant. However, with the num-
ber of students in the study, even quits sall effects will often be statistically significant. Effect
sice measures in standard deviation units allow an sssessment of effoct that are not as inflv-
enced by the aumber of cbsesvations. Generaily, standardized effect sizes of 2 standsrd devis-
tioos sre coatidered essential for an effiect to be mesningful Effect sives of .3 to .4 are usually
considesed substantively important, and eSSects of S (half of a standard devistion) and grester
are soen 89 Quize 8 large. Standardised effect sizs messures are particularly usaful whea com-
pering s oo varisdles and subgroups. An important objective of this ovaluation is to see 10
whzt extent obse-ved changes hold up across sites and the various populstioa subgroups.

Reference to the pre-pex - .oss-tabuistions will also enable the resder to examine pattems

of change in greaer detsdl. Special log-linear models for sssessing change were also used, and
produced results exsentially equivalent to those of the t-tests.

R E
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six sites throughout the State of Iiinois. Schools vatied in sumbey of students from spprox-
mately 2050 500. There was & wids vasiety of socio-econumic beckgrounds. Some are pre-
dominantly bisck inner city schools and others fnclude 8 mixture of Hispanic students. There
7o 8150 8 mixture of small and midsivs city populstions. .

Anached are ssmplo graphs showing the movemest within certain questions that demon-
strate the sttjtudisal improvement. Also provided ars bar graphs to show the improvement
within different sub-groups for cestain questions. Most potable is the substantial improvement
shown cn bar graphs for ALL sub-groups. Masy are 04 (Iarge) to 0.5 and above.

Detuiled graphs snd specifics are available for ench question should
your offioa be interested ia a ore specific anaiysis. Boweves,
funding was not provided for such a detall [n those contracts.

A printout of the resuits for each schoal is provided here. These bave already been seant to
cach individual school

This report of results for Minois schools is 8 composite of schools throughout the state v , .ch
were funded by The Illinois Departnent of Public Health and The Nlinois Department of Public

* The same basic program was used for implementasion and evalustion in all the [llinois State

accurste tabulating. The difference between the pumber of clients served (7,269 students) and
the number wbulsted (4,076) is due to0 abscnteeism at the time of "pre” or “post,” unmstched
questionnaires, incomplete questionnaires, and s few classes that did not retumn questionnaires.

STUDENTS’ OVERALL EVALUATION OF THE SEX RESPECT PROGRAM

Students were asked to make & global evaluation of the quality of the Sex Respect program.
About three fourths rated it excellent or good and only 6% rated it as poor. It is important to
note that this is consistent with the reports of past years. Thers were some differences in this

sccording t0 populstion subgroup but the differences were gencrally not large.

o)
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SEX AND MARRIAGE

There were sobstantial focresscs in the peroeived benefits of premarital virginity. In today’s
beaith crish, progaancy is 00 langer the primaty conssrn. The maia probiem, now, is that
bave more scxoafly tranamitted disceses thes any other group fn the United
States.™ Ructoring in the emotiosal treume Som premersital relations with sctual physical
diseese, tecn sexual activity bes Etorally beoowme & mstter of Bis and desth.

Before the sbstincnos program began, S8% of the students agroed or strongly agreed that
the best way for young people to kesp from getting AIDS or some otber saxually ransmirted
disesss is 10 wait unifl they are muarsied before baving sex. After the program, 8C% agrecd or
stroogly agreed. Though the students agroed or strongly agreed (68% before, 84% after) that
the best way for young peopls to svoid uswantod pregoancy is 1o wait ud they are mavried
before having sex; they aiso considered that oves if thero is no pregnancy, sexual relations can
cause 8 lot of other probiems for snmarriod toens (79.5% sgreed or strongly agreed before,
S2.9% after the course).

The fmmpact is quits brosdly based. Younger snd older students, males snd females, students
tiving with both parents or in other family arrangements, students with poorly educated or
highly educsted psrents, reguisr church attenders and thoso who sekiom or pever sstend, and
students doing well o poorly i school all showed important changes in the desired direction.
The effects sre substantial and quite geners!, Furthermore, this pattern of results was quite
similar for the other items measuring program effects on thess attitudes and beliefs.

The perceived benefits of “secondasy” virginity also showed {mportant increases. Before the
program, sbout 38% felt that tcens who had previously had sex would benefit by stopping
sexusal activity and waiting unti] marviage (responses “very true” or “sbsalutely true™). After
the prograr., this had incressed to 58%. Again, the effect appears very consistent scross the
various ~ pulation subgroups and represents a very general and important effect. This is an
inc:ease of 20%.

* Caikonis peciatrician, Mary-Ans Shafiy of the University of Colifornis Modicat Schont is Sao Francisco.




FAMILY COMMUNICATION

Costrary to the current notion that teexs “exa't” or “won't” talk to their pareats about
unwed pregoancy fs the high responss in category “A” of the following question:

I yoo were unmarried and pregnant or had gotten someone pregnant, how important
wouid it be to share this problam with your perens?

Before After
A %
Very Importsnt m;gm /\9‘*
B. Somewhat Important 16 15
C. Not Very kmportant 3 3
D. Not Importam 3 2

NOTE: The high resposse BEFORE the course, as weil s AFTER, negates the perception
that teens don’t want to communiente with their parests oo this topic.



Do you think there are benefits to waiting
Do benefits to walting
'“’.;',ﬁ* mo have ,;07 until marriage to have sex?
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Even i there Is no pregnancy, sexual relations
can cause a fot of other problems for unmarried Even i there Is no pregnancy, sexual

tleons.,

Yo \ Ll iy

relationships can cause a lot of other problems
for unmarried tesnagers.
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The best for young people to avold an
manhd::mwubm‘mmym The best way for young people to-avoid an
mars;ed before having sex. unwanted pregnancy Is to wait until they are
married before having sex.
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The best way for young people to keep from The best way for young people to keep from
getiing AIDS or some other sexually transmilted gelting AIDS or some other sexually lransmilted
disease Is to wall untll they are married disease Is 10 walt until they are matvied before
before having sex,

having sex.
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MaTERIALS SUBMITTED BY KATHLEEN M. SULLIVAN—RETAINED IN
Commrrre Fiiss

NEWSPAPER ARTICLES
Ronald Kotulak, Pregnancies on the Rise,” Chicago

@Pﬁ%m Underestimated,” The Wash
inglan Times, July 13,1 ure '

Study Finds Rate of Birth Control Failures,” Chicago

Sun-Times, July 18, 1
Jo‘ymPﬁm.“Unowadomsm‘NotFool as AIDS Bar-
rier,” The We Times, November 18, 1

Allan ‘EghAIDSBiskIeadsmEndolCondom

”TkeSeattkﬁm August 10, 1988,
AmS-OondomStudyGrantCutOﬂ'byUS.”
Los Angeles Times, (no date).

MAGAZINE ARTICLES

-Up,” PI‘TCE Apri.l 30- 13, 1990, Issue 129,
Phillif A Bitter Pill to Swallow,” Time, Febru-

Article entitled: “Do Sex Education Programs Work?”' from
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