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Preface

The Research Analysis and Utilization System (RAUS) is designed
to serve four functions:

o Collect and systematically classify the findings of
all intramural and extramural research supported by
the National Institute on Drug Abuse (NIDA);

o] Evaluate the findings in selected areas of
particular  Interest and formulate a state-of-
the-art review by a panel of scientific peers;

o] Disseminate findings to researchers in the field
and to administrators, planners, instructors, and
other interested persons:

o] Provide a feedback mechanism to NIDA staff and
planners so that the administration and monitoring
of the NIDA research program reflect the very
latest knowledge gleaned from research in the field.

Since there is a limit to the number of research topics that can
be intensively reviewed annually, four subjects are chosen each
year to undergo a thorough examination. Distinguished scientists
are invited to participate. Each scientist is provided reports
from NIDA-funded research and asked to add information derived
from the Titerature and his or her own research and prepare a
comprehensive  state-of-the-art review paper on an assigned
topic.  These papers, together with a summary of the discussions
and recommendations which take place at the review meeting, make
up a RAUS Review Report in the NIDA Research Monograph series.

"The Etiology of Drug Abuse: Implications for Prevention" was
selected as a subject for a comprehensive RAUS review in 1984 so
that the results of etiologic research on adolescent drug use
could be utilized to improve efforts to prevent drug abuse.

\



Inherent in this task was the need to expand the age of concern
beyond adolescence by including predisposing factors in childhood
and drug use patterns during the transition from adolescence to
young adulthood. The results of these reviews are presented in
this monograph.

Drs. Richard Jessor. Coryl Jones, and Robert Battjes served as
the scientific moderators of the meeting. Dr. Jessor's chapter
provides a critical review of the discussions which took place at
the meeting and the final chapter by Drs. Battjes and Jones
summarizes recommendations for future etiologlc research and
prevention programs. Jacqueline P. Ludford, Chief, Research
Analysis Branch, 0ffice of Science, is the RAUS coordinator for
NIDA.
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The Context and Caveats of
Prevention Research on Drug Abuse

Coryl LaRue Jones, Ph.D., and Robert J. Battjes, D.S.W.

Research on the etiology of drug abuse has Tong been an important
part of the program of research of the National Institute on Drug
Abuse (NIDA) and its predecessor, the Division of Narcotic
Addiction and Drug Abuse of the National Institute of Mental
Health. This etiologic research has sought to identify factors
which place persons and populations at risk for drug abuse. In
recent years, preventive interventlon research has emerged to
develop and test interventions to prevent the onset of drug use
and to intervene early in the course of experimentation with
drugs to prevent continued use. In 1982, NIDA established the
Prevention Research Branch to support etiologlc and prevention
research and to bring these two fields together in a working
alliance. Developing such an alliance has involved mixing
disciplines, professional roles, and types of research.

To aid in this process, the Prevention Research Branch sponsored
a Research Analysis and Utilization System (RAUS) review, held
April 24 and 25, 1984, to consider three fundamental needs of
prevention research: a) identifying factors which seem to make
some youth and young adults more (or less) vulnerable than others
to drug use; b) exploring the ways in which current knowledge of
risk factors and related theories of drug use have influenced and
might  further influence the development of preventive
interventions; and c) identifying areas for future research on
the etiology of drug abuse which can contribute to the
development and refinement of preventive interventions. An
additional purpose of this review was to expand upon an earlier
RAUS review focused on adolescents (Lettieri and Ludford 1981) by
including that which precedes and that which follows adolescence,
specifically, early childhood and preadolescent developmental
factors as they relate to subsequent drug abuse, and drug use in
relatlon to the transition from adolescence to young adulthood.

With this mandate, instead of clear-cut answers, the reader will
find in this monograph a challenge to earlier ways of thinking
about drug abuse and its preventlon. The papers explore how
causality, or etiology, and the prevention of drug abuse may



reside in the experiences, events, exposure, and synchrony of
timing which can match risk with availability of drugs,
opportunity to wuse them, and vulnerability to influences
conducive to drug use. In doing so, the papers often reveal how
cause and consequence of drug use are inextricably entangled.
Drug consequence at one point of a person's Tife can be a
contributory cause of the next sequence of events, with research
suffering from a lack of information on the processes occurring
in the intervals between data collection and the Tack of validity
of recall of the subjects. Also, the results of measuring
different attributes associated with drug use are often bimodal,
perhaps conflictual, e.g., that which is appropriate at one age
or in one context may be inappropriate at another, such as the
dependency of a young <child on the parent which is not
developmentally appropriate for an adolescent challenged with
developing his or her own sense of competence. 0Only when the
influences under study are considered in depth, within context,
and with the recognition that different ranges exist within which
a trait may be optimal at different developmental ages does the
evidence begin to come together in coherent form.

The reader may also find that the results from different types of
etiologic research with different samples appear to support
different theories of drug use and also that work based on
different and apparently conflicting theorles supports similar
interpretations.

The authors provocatively question what it is we are trying to
prevent. Is the goal of drug abuse prevention abstinence,
delayed onset of use (and if so, of what substances), avoidance
of certain substances, or prevention of dysfunctional use? The
definitions, utility, and  scaleability of such terms as
“initiation" and "experimentation" were questioned, as were the
concepts on "gateway drugs," "drug stage theory," and the type
and timing of interventions.

Although prevention research on drug abuse is still a relatively
amorphous, new field combining epidemiologic, etiologlc. and
intervention research, the following brief account of the
background and caveats affecting the development of preventlon
research hopefully will indicate why certain topics were selected
for presentation in this RAUS review and the significance of the
topics to further development of the field.

BACKGROUND

The topics selected for review derive from the evolution of the
links between etlologic research and preventive interventions,
the urgent needs to identify specific populations at risk and
factors amenable to intervention with these different
populatlons, and the need to develop a sound theoretical base
from etlological. human  development, and social change
research for the design of prevention and early intervention
programs.



Drug abuse prevention programs initiated in the Tate 1960s and
early 1970s focused almost exclusively on providing youth with
information on drugs and their effects. The assumption was that
youth would not use drugs if they knew the facts about their
dangers. Information alone quickly proved to be inadequate.
Subsequent programs began to address psychological and social
factors which influence human behavior. Self-esteem, self-
reliance, and alienation were among the psychological factors
prevention programs began to address. For example, education
programs focused on helping youth develop decision-making
abilities and  interpersonal skills in  communication and
self-assertion. Programs designed to provide youth with
alternatives to drug use began to involve teenagers in such
activities as tutoring younger children, implementing community
improvement projects, or developing vocational skills to help
them gain a sense of worth and competence. Many of these
programs did not focus on drug abuse per se, based on the belief
that, if the underlying dynamics could be modified, drug use
could be prevented.

Other prevention programs began to focus on social factors
related to drug use. For example, some programs focused on peer,
family, and media influences to help youth identify pressures to
use drugs and to help them develop specific skills to resist
these pressures. Parents joined together and formed parent
action groups to counter peer and environmental influences
conducive to drug use. Prevention programs began to expand the
scope of their programs in recognition of the multiple factors
influencing drug use. Social skills programs began to include
and combine affective education, techniques to resist influences
to use drugs, and drug use information.

When prevention program planners began to turn to findings and
theories drawn from etiologic research, they found that the
impiications for prevention were seldom specific enough for
direct application and were not applicable across populations and
age groups. Also, techniques for changing the attitudes and
behavior of children and adolescents were not effective because
most social change theories had been developed from work with
adults and, thus, did not consider developmental factors
adequately.

Within this historic context, other factors were influencing the
scope of research on the prevention of drug abuse.

CAVEATS INFLUENCING THE SCOPE OF DRUG ABUSE PREVENTION RESEARCH

First, prevention research on drug abuse has focused almost
exclusively on adolescents between the ages of 12 and 18, the
years of highest risk for initiation into drug use. This age
populatlon has been approached primarily through the school
system.  Because the focus has been on prevention of initiation
of drug use, the drugs studied have included tobacco, alcohol,
marijuana, the hallucinogens, and "uppers" and "downers." Heroin



is rarely mentioned because its users tend to be persons already
deeply involved with drugs. PCP and cocaine are rarely mentioned
because they are recent additions to the pharmacopeia of
adolescents.

In drug-related research, developmental stage has been a term
more frequently applied to stages of drug abuse than to stages of
human development. These two fields of research have been
developing independently. Research on the stages of drug use has
tended to employ  panel study  designs  using  self-report
instruments and Targe samples  with  data collection on
Tongitudinal  studies separated by relatively long intervals,
e.g., 2 to 3 years. Research on human development has tended to
use small samples, ongoing data collection using third party
observations and developmental assessments, and study processes
involving subtle factors not amenable to large-scale studies or
self-report instruments. Investigators in each field tend to
disagree on generalizeability, statistical procedures, and on
conceptual and theoretical grounds. Each needs the other,
however, and this is clearly evident in the problems facing
preventive intervention programs.

In intervention research, the youthful subjects are at varying
stages of human development (e.g., for cognitive and psychosocial
reasons, they may not be able to comprehend nor apply health or
drug messages to their own Tives) and they are at varying stages
of autonomy affecting drug use (e.g., use of medicines, presence
of alcohol, tobacco, and other drugs in the home, and the
influences and availability of psychoactive substances in the
community and at school). Information is needed on how to deal
with such ingroup variations, on how children develop their
health belief systems and health practices, and how to
communicate with them in accordance with their individual needs
and developmental Tevel.

Despite the diversity of drug use patterns and the Tlimited
utility of the initiation of drug use as a criterion for drug
abuse, etiologic research on drug use has sought unified theories
to explain initiation, experimentation, and abuse of psychoactive
substances based on family, peer, and evironmental influences.
Each of these types of involvements with drugs may have different
sets of influences and the impact of different influences may
vary depending on the developmental status of the individual or
dominant influence group (family, peer, environment, or ethnic
group, and socioeconomic status). Many theories, rather than a
unified theory, may be needed to reflect differences in
populations. Also, a theory embracing many elements may be
needed to reflect population differences.

Etiologic research on drug use has sought to identify risk
factors to launch intervention programs directed at specific
high-risk populations and to identify traits amenable to
modification to reduce risk of drug abuse. Such risk factors may
not be consistent across groups and they may derive from historic



cohort influences, economic conditions influencing expendable
income, availability of particular drugs, or lie outside the
mandate of NIDA, such as addressing poverty or changing the mores
of cultural groups. Timely epidemiologic and etiologic studies
on children and youth are needed if interventions with specific
cohorts are to be effective.

Prevention research on drug abuse has sought to identify
precursors of drug abuse which are discrete and which represent
particular foibles different from antisocial behavior,
psychiatric symptomatology, and physiologic vulnerability to drug
dependence.  Actually, this search for discrete precursors has
been cyclical--based on social conditions, development of new
technologies for identifying and measuring the presence of drugs
in the body, the philosophies of science and clinical practice in
vogue, and program incentives which encourage or discourage
collaboration among disciplines and research sponsors. From a
scientific standpoint, however, many questions arise. Does
antisocial or deviant behavior result from or Tead to drug use?
In studies to identify precursory risk factors, are the variables
assessed meaningful, or are they just those which can be readily
identified? Also, are some of the variables which appear to be
so strongly correlated really measures of different traits or do
they measure the same traits under a different guise? To what
degree is behaviorally or psychodynamically orlented etiologlc
research limited by technological developments to identify
persons vulnerable to physiologic dependence or to identify drugs
with characteristics Teading to dependence? Some persons who use
drugs thought to generate physical dependence do not develop drug
dependency. Is it appropriate to use DSM-III diagnostic criteria
for prevention research on drug use which thus assumes a
pathologic model for drug use? The prevalence of drug use among
apparently healthy adolescents and young adults Indicates a need
for screening and measurement criteria which can differentiate
among types of users, developmental vulnerabllities (e.g., drug
use in very young children or children with poor self-regulatory
mechanisms), psychopathology, and pathogenic aspects of drug
use. The motivations for drug use and impact of drugs on the
developing person may be radically different based on age and
maturation of the individual. Degree of drug involvement,
severity of consequence, and degree of rational control over drug
use by the individual are open questions in prevention research.
Some understanding exists of the extremes of the drug use
spectrum--initiation and dependence--but Tess is known about the
intervening processes.

The ubiquitous presence of drugs and drug use which can be legal
or illegal, based on the individual's age and the type and source
of the drug, also raises questions. What are the effects of
external forces such as Tlabeling a child as delinquent if
apprehended with drugs? Also, arrests show up on the child's
juvenile and school records and affect research results (e.g.,
the child is labeled delinquent or said to exhibit antisocial
pehavior based on this involvement with drugs). Depending on a



myriad of factors, Taw enforcement can be placed in untenable
positions regarding juvenile offenders. These factors need to be
considered in etiologlc research.

Drug abuse preventive intervention programs have evolved from the
need for action and the need to reach the target school-aged
population. The result is a heavy reliance on school systems,
use of academic time, and involvement of educators in
implementation. The types and scope of research is Timited by
this institutional Tink. Data collection is Timited by the need
for active consent by both child and parent and the school. This
limits the populations which can be studied and the questions
which can be asked regarding drug use, both illicit drug use and
use of drugs in the home by other family members. Also, children
known to be high risk--such as children of parents with alcohol
and drug problems--cannot be singled out in  school-based
programs.  Because of the mobility of families and the short time
span of research to evaluate the effectiveness of intervention
programs, outcome measures have only been able to address global
delay in onset of drug use with the group sample as the unit of
measure. School-based intervention programs tend to rely on the
development of cognitive and decision-making skills and behavior
modification. Few programs have been implemented to work with
elementary or preschool children, although some family and
personality traits which appear at very young ages have been
identified as precursors of subsequent drug use, at least
initiation of drug use.

Drug abuse prevention and intervention studies outside the school
are rare. Interventions oriented toward families tend to select
participants based on criteria that at least one parent or
sibling already exhibits drug-related problems. Little research
has been done regarding other potentially high-risk youth, such
as children subjected to child abuse and neglect, children and
adolescents in foster care, single teenage mothers and their
children, school dropouts, and unemployed youth. These popu-
lations also include a high proportion of minority youth.

The NIDA-sponsored household surveys of drug use and the
Monitoring the Future program remain the leading sources of
information on drug use trends in the United States. Information
on children age 12 and over is available only on those children
residing in the households sampled. Monitoring the Future
surveys high school seniors, thus excluding school dropouts. In
the 1984 Interagency Conference on Child and Family Statistics
(Zi11 et al. 1984).  which  involved all Federal agencies
collecting data on families and children, the major problem was
lack of information on children: some information exists on
children 12 to 18; almost no information on children from infancy
to age 12. The reason for these gaps in data between birth and
adolescence is the problem of acquiring information from or about
children. As an example, parents do not serve as good
respondents regarding their child's behavior away from home.
Parents rarely know what their child had for Tunch (Davidson and




Kandel 1981). This leads to an area of investigation offering
great promise: the health promotion movement.

Although we know 1ittle and can ask children very little about
their contact with drugs, ranging from alcohol to illicit drugs,
health promotion research has begun to investigate how the child
develops an orientation toward health beliefs and health-related
behaviors. Because of the positive stance of such programs, they
are not subjected to some of the Timits set on research and
interventions aimed at i1licit substances. Investigators can ask
questions relevant to use of medicines, consumption patterns in
the home, role models, sources of information for the child. and
the autonomy a child has in making decisions on factors affecting
the his or her health. Many of these factors are potential
precursors to subsequent drug use. These health promotion
programs offer models for drug abuse prevention programs and
useful questions for etlologic research.

Touching on some sensitive topics for drug abuse prevention
research, parents, concerned about the welfare and futures of
their children, have Tlooked at the media, Taws and Tlaw
enforcement, and other people's children for causality and
solution of drug problems. Despite the consistent findings that
modeling of drug-using behaviors is a significant influence
leading young people into acceptance of drug-using behaviors in
their environment, responsible adults of almost all persuasions
point to youth in the community as the primary target for
preventing epidemics of drug abuse. Although prevention research
in mental health and substance abuse on Tow socioeconomic status
populations targets  environmental influences, failures In
parenting, family management, and failure of the child to develop
along a maturational trajectory leading to competence and
economic stability, prevention research concerning persons in the
upper two-thirds of the socioeconomic spectrum has turned away
from the more powerful middle-class adult to focus on adolescent
peer groups without asking why the child may select certain
friends and influences while rejecting others. The reasons are
obviously very complex, as indicated by the bimodal nature of
results of studies measuring parenting, personality traits,
school performance, conventionality, competence. etc. For
example, risk for drug use can be associated with both high
achievers and low achievers in school. A closer Took may reveal
that intellectual precocity of a child can be a risk factor
because the child associates with older, and perhaps drug-using,
peers without the psychosocial competence to cope with the social
situation. On the other hand, the low achiever may have fallen
pehind in school, have developmental Tags, and may be protected
from drug exposure because of association with younger and less
experienced peers. Also, high achievers may be more exploratlve;
low achievers, less so.

An additional point warrants comment. A1l participants in this
RAUS review agreed that reference to drug use as "normative" or
"normal" among adolescents could be misinterpreted as meaning



free from disorder or pathogenic characteristics. The pervasive
availability and use of drugs by young people is normatlve in the
statistical sense, but its place In the adolescent repertoire of
behavior is no more "normal" than the reckless driving,
streaking, or swallowing of goldfish in former cohorts of
teenagers. The attribute which appears to underlie all such
behavior is the self-testing, explorational excitement of
adolescence which involves risk-taking behaviors and
experimentation.

In effect, from infancy and the child's first step, risk-taking
is a component of human development leading, hopefully, toward
mastery and competence at a higher level of development. The
dilemma of trying to extract implications of etiologic research
for preventive interventions on drug abuse is how to support the
growth-enhancing aspects of exploration and mastery while
simultaneously reducing or eliminating health and growth-
endangering risk-taking involving psychoactive substances.
Viewed within a human developmental perspective, one cannot
assume that drug use is an expectable outcome of adolescent
experimentation with Tifestyle and drive for independence.

TASKS AND RESPONSES OF THE RAUS PARTICIPANTS

The RAUS review and these proceedings, in effect, follow a
developmental progression from early childhood to young adulthood
with topics ranging from human developmental issues related to
drug use and the health promotion movement to preventive
interventions with young children and adolescents, current
patterns of drug use by adolescents and young adults, and
differences found among drug users based on age of onset. The
authors were asked to discuss their theoretical base, their
research or intervention with a specific age group, and the
implications of their work for future etiologlc research.

Dr. Diana Baumrind, in her paper, "Familial Antecedents of
Adolescent Drug Use: A Developmental Perspective," was asked to
consider the 1impact of early childhood and preadolescent
socialization experiences on adolescent drug use from a
developmental perspective, based on both a review of theories of
child and adolescent development and her own Family Socialization
and Developmental Competence Project. Her review of the
processes defining adolescent  development indicates that
risk-taking behavior, which from an adult perspective may be
troublesome and deviant, 1is characteristic of competent
adolescents. Her Tongitudinal study is particularly valuable
because it presents aspects of drug-using behaviors and rational
abstinence among competent, middle-class youth currently entering
midadolescence. Implications of her findings regarding
development of the child's sense of social responslblity have
clinical relevance for the design of intervention programs and
the need of these programs to respond to the values of
adolescents: independence versus slavish adherence to peer
pressure; health and attractive body image when the children are



vulnerable to fears about the rapid changes in their bodies and
moods; and natural highs from physical and. mental experiences
which  support the development of competence, sk111,  and
maturation. Although her Tongitudinal sample is small, her
theoretical and interpretive contributions are powerful and
thought provoking. She questions the use of "developmental" when
referring to drug use, questions problem behavior theory, and
raises questions about developmentally regressive demands often
placed on young people with drug abuse problems which run
contrary to the adolescent's developmental needs to develop
critical Jjudgment and independence.

Drs. Patricia Bush and Ronald Iannotti, in "The Development of
Health Beliefs and Attitudes toward Substances," were asked to
review the health promotion research Titerature to identify
factors which influence the child's developing belief system
about health practices and the use of medicines and abusable
substances. Their review of prevention models developed in child
and family preventive medicine provides models for drug abuse
intervention with elementary school age children and models for
conducting epidemiologic studies regarding children. with the
children and their families both participating as respondents.
They report findings from their own work and analyze the four
most influential models and variables that guide research on the
health behaviors of children. The work, although on a different
theme from that of Dr. Baumrind, is also firmly grounded on the
developmental stages of childhood. These  models  include
Cognitive Development Theory, based on Piaget's stages of
children's causal thinking from preoperational patterns, which
tend toward the magical (3 to 6 years), to formal operational
thought patterns when the child can think abstractly and
comprehend time and causality (about 12 years and over); Health
Belief Model, adapted from research involving adults' use of
health services, which addresses questions of the autonomy a
child has to make decisions about health and to influence the
behavior of others in their behalf; Social Learning Theory, based
on the gradual acquisition of behaviors and the positive and
negative reinforcers for the behaviors; and Behavioral Intention
Theory, which introduces behavioral intentions. Their
conclusions indicate that the different conceptual systems appear
to be appropriate in work with children of different stages of
development, and that any efforts which ignore the child's
developmental stage of comprehension--and the fact that
comprehension on health information may 1lag behind other
cognitive areas--will not be productive.

Dr. David Hawkins and his colleagues, Ms. Denise Lishner and Dr.
Richard Catalano, were given the task of reviewing the
theoretical perspectives underlying commonly utillized prevention
approaches with young children and relating these to etiologic
research findings. Their paper, "Preventive Interventions with
Children," starts with the question of what we are seeking to
prevent and continues by discussing childhood predictors, the
etiology of drug involvement, and implications for primary



prevention strategies. They attempt to integrate  early
predictors and correlates of substance use into a comprehensive

theoretical framework, and then assess how  preventive
interventions now being implemented address the etiologic risk
factors identified. This comprehensive review highlights the

tremendous range of variables brought into play in both the
etiology and prevention of drug abuse.

Drs. Milton Shore and Stanley I. Greenspan served as discussants
on the early childhood portion of the proceedings. Dr. Shore's
analyses give some confidence that drug abuse prevention research
is coming to terms with human development research and theories
on the development of drug use behaviors. He argues that debates
regarding stages in drug abuse may be academic because mere
temporal order does not give cause to support a stage theory when
environmental factors may have more explanatory power. He
expresses grave concern over the Tlack of conceptual developments
regarding the many factors identified as correlates of risk of
drug abuse cited in the research reviewed by Hawkins et al. Dr.
Greenspan proposes a long-range research strategy and presents
evidence in support of developmental vulnerabilities a child can
acquire in infancy and early childhood, such as poor
self-regulatory mechanisms, which are precursors to risk factors
and traits identified in persons with drug abuse problems.

Moving into the Tate adolescent and young adult portions of the
RAUS review, Dr. Lloyd Johnston uses data from the Monitoring the
Future program in his paper, "The Etiology and Prevention of
Substance Abuse, What Can We Learn from Recent Historical
Changes." He reports on changes in drug use patterns occurring
since the early 1970s. Based on these high school senior surveys
and one longitudinal panel, he is able to document shifts in
health beliefs, attitudes toward drug use, and changes in Tife-
style values. Dr. Johnston states that, although the peak years
for initiation into drug use and drug use per se still reside in
the Tate teens, the trend shows an overall decline in drug use
and an increase in the percent of adolescents who are
discontinuing their use of drugs as they move into young
adulthood. His assessment of reasons for reductions in drug use
indicates a trend toward more conservative values and Tifestyle
which may open an avenue for prevention efforts based on
providing credible drug information to youth from sources and
authorities young people are beginning to find acceptable. Dr.
Johnston and others at this RAUS review felt that the anti-
establishment feelings of earlier cohorts of youth and the scare
tactics used in earlier information campaigns were both major
causes for failure of earlier prevention efforts.

Based on data from the St. Louis Epidemiological Catchment Area
Project, Drs. Lee Robins and Thomas Przybeck were asked to
identify factors which differentiate risk of drug use from drug
dependence among adolescents and young adults and to analyze the
relationship between drug use and abuse with other behavioral
problems and psychiatric disorders. In "Age of Onset of Drug Use
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as a Factor in Drug and Other Disorders," they state that the
clearest predictor of developing serious consequences from drug
use is early age of onset. 0f persons whose drug use began
before age 15, half met the criteria for drug disorder before the
age of 25. Although inltlatlon into drug use subsides after age
18, those persons who did initiate drug use in their twenties
evidenced higher rates of internalizing psychiatric disorders
(e.g., depression, dysthemia, and phobias) indicating that
perhaps undiagnosed and underlying psychiatric problems led these
persons to attempt to self-medicate through use of drugs.
Persons initiating drug use before age 15 had early anxiety and

depressive symptoms. In effect, results were bimodal: those
beginning drug use before 15 and after 25 tended to develop the
most severe drug problems. Only one factor, underachievement

before age 15, was protective against drug abuse. Getting drunk
was the most powerful precursor of drug use in every age
bracket; race was unimportant; broken homes were Tess important
than the child's own behavior; and the development of drug
problems was Tless predictable than the occurrence of first use.

Drs. Denise Kandel and Kazuo Yamaguchi were asked to review the
periods of risk for initiation of different classes of drugs and
to analyze the sequential relationships among use of the
different substances, based on their Tongitudinal panel study of
persons now In thelr early twenties. Dr. Kandel's statistical
model, which she stated she developed because of peer pressure
from her research colleagues, used a hazard function analytical
design which permits the analyst to identify patterns within a
brief interval of time even If the overall longitudinal design
uses Tlonger intervals between data collection. Their findings
indicate that only 25% of those who have ever tried illicit drugs
(other than marijuana) are still using them at age 23. An
interesting phenomenon they report is that, as the use of other
drugs declines in the midtwenties. an increase occurs in the use
of medical prescriptions for psychoactive drugs. The authors see
clear temporal developmental stages of drug use: the use of
licit and i1licit drugs from adolescence through young adulthood,
with the use of medically prescribed psychoactive drugs
identified as a further step in the sequence. The existence of
sequential stages of progression does not necessarily imply
causal Tlinkages among different drugs.

Drs. David Murray and Cheryl Perry, in their paper "The
Prevention of  Adolescent Drug  Abuse: ImpTications of
Etlological, Developmental, Behavioral, and Environmental
Models," were asked to review the contributions of etiologic
research to the development of prevention programs, including
their Amazing Alternatives preventive intervention program in
Minneapolis. Their synthesis of the theoretical base for
interventions with adolescents and identified risk factors Ted
them to provide junior high school children in their program the
opportunity to identify what functions drug use may play in their
lives and to develop alternative activities which accomplish the
same or similar functions. The program is predicated on
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participatory management by the young adolescents and commitments
they contract to uphold with their group members. As with most
such programs, this program is currently undergoing evaluation on
which results are not yet available. However, from their overall
review, they conclude that social, environmental, intrapersonal,
and behavioral factors are interacting determinants of future
drug use and are the appropriate foci of prevention programs.

Dr. Richard Jessor was given the task of "Bridging Etiology and
Prevention in Drug Abuse Research."” He accepted the gauntlets
provided by Dr. Baumrind's comments regarding problem behavior
theory, and those of Dr. Johnston regarding potential for use of
drug information with the new generation of adolescents, as well
as Dr. Kandel's stage theory of drug abuse. Dr. Jessor also felt
that risk factors identified in childhood were too separated in
time and interceding variables to be applicable to adolescent
behaviors such as substance abuse. One is left with the rich
array of data and theories and the awareness of the complexities
involved in prevention research in drug abuse.

The final chapter synthesizes the themes and implications which
can be drawn from this RAUS review--what we think we know and
what we now know that we don't know--and discusses their
implications for future etiologic research and interventions to
prevent drug abuse.
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Familial Antecedents of Adolescent
Drug Use: A Developmental
Perspective

Diana Baumrind, Ph.D.

My assignment is to consider the impact of early childhood and
preadolescent socialization experiences on adolescent drug use from a
developmental perspective. First, I will review the processes
defining normal adolescent development and then present findings on
the preadolescent phase of the Family Socialization and Develop-
mental Competence Project. Analyses of data on the adolescent
phase of this project have not yet been completed; however, analyses
we have completed are of interest because they do not support the
presupposition that adolescent drug use arises from pathological
personal characteristics or pathogenic socialization practices, or that
use of such illegal substances as marijuana is deviant behavior for
adolescents. These analyses do not address the important question
of whether such use is pathogenic.

PROCESSES DEFINING NORMAL ADOLESCENT DEVELOPMENT

I will begin by reviewing the processes defining adolescent
development in order to show that risk-taking behavior, which from
an adult perspective may be troublesome and deviant (Jessor and
Jessor 1977), is characteristic of competent adolescents. Ages 10 to
15, which are often used to bracket early adolescence, correspond to
the ages of children attending middle schools and junior high schools
in the United States. The concept of psychosocial adolescence
implies, in addition to the accelerated physical changes of puberty,
identity formation as the outcome of adolescent crisis. Identity
formation, according to Erikson (1959), is the outcome of adolescent
experimentation with different lifestyles, resolution of bisexual
conflicts, and emancipation from childhood dependency, eventuating in
crucial decisions concerning school, love, and work. Adaptive risk-
seeking behavior is a component of the adolescent crisis that results
in identity formation, by contrast with what Erikson calls a
"foreclosed identity."

Adolescence is a period of development involving transitions in the
major physical, intellectual, psychosocial, and moral processes that
make up a person. Transitional stages of development are by

definition periods of disequilibration and disruption, and, therefore,
replete with opportunities for experiences that are both dangerous
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and growth-enhancing. In order to progress from one developmental
stage to the next, a disequilibrating conflict must occur which
motivates the individual to abandon the comfort of a well-integrated
stage of reasoning or lifeview for a new and, therefore, less secure
stance. The adolescent identity crisis is such a disequilibrating
conflict during which adolescents question the heretofore accepted
values of their parents and other adult authorities before arriving at
a set of principles capable of reconciling the disparate points of
view characterizing their own and their parents’ generations.

During the adolescent transition, many youths engage in socially
disruptive and health-endangering behavior. However, most adoles-
cents who experiment with drugs or other health-compromising and
illicit practices do not escalate their worrisome behavior. The
concern of health policy planners should be especially with those
adolescents for whom risk-taking behavior fails to promote personal
initiative and a responsible lifestyle, We need to know why some
adolescents become intensely committed to such health-compromising
behavior as habitual use of harmful drugs, whereas most who
experiment desist on their own. A longitudinal research design
employing data-intensive assessments prior to, during, and after the
adolescent transition is required to identify consequences of various
risk-taking behaviors thought to endanger health, so that distinctions
can be made between stage-appropriate, if worrisome, experimentation
and involvements for which secondary gains in growth enhancement
do not compensate for the short-range turmoil and danger.

I will discuss in turn the following processes that define adolescent
development: attainment of formal operational capacities; transition
of conventional to principled morality; increased importance of peer
relative to family as a socialization context; increased self-
centeredness joined with enhanced role-taking ability; and, finally,
jeopardized self-esteem.

The adolescent's attainment of formal operational capacities repre-
sents both an opportunity and a danger. The adolescent is cast into
a limbo between the literal, safe realities of childhood ruled by
simple laws of consistency and fairness, and the complex, indeter-
minate realities of adulthood in which what is and what ought to be
may be seen as disparate. The social matrix in which adolescents
construct their reality is still malleable, so that dissatisfaction with
the status quo may be countered by positing the possibility of a
"better life." Liberated from their concrete, confining childhood
construction of reality, and awakened to the imperfection and
hypocrisy of the adult world, developmentally mature adolescents will
characteristically reject some of its values as part of the process of
emancipation.

Important transitions in attitudes towards social convention occur
during adolescence. Turiel (1978) identifies seven levels of social-
conventional concepts through analyses of subjects' responses to a
probing (Piagetian) clinical interview. Prior to ages 12 or 13,
adherence to adult-oriented social conventions is based on concrete
rules and authoritative expectations. Later, with the transition to
Turiel's fourth stage, young teenagers typically come to question the
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justification of arbitrary authority and social expectation as bases
for following convention. A developmental transition from conven-
tional to principled morality may take place, resulting in what
Kohlberg and Gilligan (1972) refer to as "cultural relativism."
Conventions that serve to maintain the dominant social order, but
which are not seen as intrinsically good (e.g., dress codes), tend to
be viewed as arbitrary, and therefore rules or laws supporting such
conventions are asserted to be invalid. In giving up a heteronomous
view of parental authority as absolute and unquestionably valid,
adolescents typically do not develop a negative identity which totally
rejects parental values en masse. Instead, the form that adolescent
negation of convention takes usually expresses simultaneous emulation
and rejection of parental standards. For example, in emulation of
their elders, adolescents use drugs to assuage immediate or antici-
pated discomfort, and, in rejection of their elders, they seize upon
certain drugs of which their elders would disapprove. The use of
illicit substances offers young adolescents the unique opportunity
simultaneously to rebel against the rules their elders set down and
to conform with the underlying attitudes which parental behavior
manifests. By about age 16, with the transition to Turiel’s fifth
stage, systematic concepts of social structure typically emerge and
adult-supported conventions are once again affirmed—mnow, however,
justified by their regulative function.

Beginning in early adolescence, the peer group becomes increasingly
significant relative to the family as a socializing context. The
transmission of values from parents to children is supplemented or
supplanted by values constructed in the peer setting. Parental
practices that change in the direction of greater independence-
granting will be beneficial to the development of competence
following puberty, since such practices take into account adolescents'
new capacities. Adolescents in the process of attaining formal
operations will be capable of engaging in a social process of value
construction and legitimation in the peer setting. However,
adolescents may engage instead in an uncritical assimilation of peer
norms that merely displace parental norms without contributing to
the development of a truly reflective autonomous morality. There-
fore, adolescents should be encouraged to develop their critical
faculties so that they may use them to critique, rather than
slavishly conform to, popular but health-compromising peer practices,
even though critical adolescents are more likely to challenge and
disequilibrate their parents as well as their peers.

In the past two decades, dependency on peers relative to parents for
security and approval has Increased as a result in part of withdrawal
by parents from the lives of their youngsters (Bronfenbrenner 1972).
Adolescents, even those who are relatively autonomous, typically
comply with peer standards up to a point to achieve status and
identity within the peer group. In 1961, Coleman observed that
leading social cliques among adolescents tended to discourage
academic strivings, and this fact may not have changed substantially
in the past 20 years.

Superior school achievement may still reduce rather than enhance
one’s popularity with peers (Gordon 1972). But status within the
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larger society, including educational aspirations and occupational
plans, remains the province of parents (e.g., Douvan and Adelson
1966; Brittain 1968). While parents’ traditionality may prevent early
adolescent drug use altogether, and closeness of the parent-child
relationship may help shield adolescents from consolidating (but not
necessarily experimenting with) the more serious forms of drug use,
parental influence probably stops there. Once the adolescent has
decided to use drugs, the impact of the experience may be influ-
enced largely by the social clique which socializes the drug-using
experience. Thus, in Kandel’s study (Kandel et al. 1978), by far the
best predictor of illicit drug use was the school the subject
attended, suggesting that the school climate is a major contributing
influence on children’s drug-using behavior.

Early adolescence is a period of heightened consciousness of self and
others, resulting simultaneously in increased self-centeredness and in
enhanced ability to understand the perspective of another. Adoles-
cent body narcissism, which also occurs at this time, can be put to
good use in designing health-enhancing programs. Adolescents tend
to be hypochondriacal and are often willing to undertake major
changes in lifestyle when convinced that there is a clear and
present danger to their health.

Self-esteem appears to ebb at 12 or 13 years of age, with a
resurgence during late adolescence (e.g., Bachman et al. 1971;
Nickols 1963). Dramatic discontinuities in body image occur as a
result of pubertal changes, so that youngsters may actually be less
physically attractive at precisely that time at which their awareness
of self and others is developing. The low point in self-esteem in
early adolescence coincides with entry into the larger and more
impersonal world of middle school, which threatens the special status
conferred by the family to the younger child by virtue of family
membership alone. The adolescent's self-devaluation may be very
painful because young people typically lack the perspective to realize
that their suffering is developmentally normative and temporary.
Moreover, high-achieving youngsters may be especially susceptible to
the loss of self-esteem brought about by a change in importance to
them of peer relative to parent reference groups and by the fact
that peer approbation is based less on high academic achievement
and more on conformity with exactly those peer standards which
high-achieving youngsters may be reluctant to adopt.

From a developmental perspective, and because of their protected
status, adolescence is the stage-appropriate period to learn how to
tolerate pain. However, many early adolescents are motivated to
escape from developmental disequilibrium in favor of stasis and
harmony and may retreat into regressive patterns of behavior, some
of which, like anorexia, are life-threatening. Alternatively,
adolescents may become phobic and thus refuse to deal with stress,
or they may self-medicate in an attempt to alleviate their suffering.
The high suicide rate among adolescents speaks to the depth and
extent of this suffering. We need to examine the relationship
between self-medication and more serious forms of self-destructive
behavior, such as suicide or psychosis. Does self-medication enable
some adolescents to cope with stress or does it always prevent the
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development of more effective coping strategies and thus decrease
self-esteem and a sense of well-being?

ADOLESCENT DEVIANCE

To deviate is to stray from a path or standard. From a develop-
mental perspective, an individual’s pattern of behavior is legitimately
characterized as "deviant" only when it diverges from the norms of
individuals at that developmental stage. There are patterns of
behavior appropriate to adolescents which would not be appropriate
in toddlers or adults, and although these patterns of adolescent
behavior deviate from those of adults, they no more deserve to be
regarded as deviant than does incontinence in a 6-month-old or the
exploratory and often dangerous behavior of toddlers. Further, we
must distinguish between deviant behavior and pathological behavior.
As Matza (1969) asserts in his book, Becoming Deviant, a pathology
is an untenable variant, untenable in the sense being morbid and
not merely troublesome. The transition-prone pattern of behavior
that Jessor and Jessor (1977) describe is neither pathological nor
deviant.

Data from the Jessors' longitudinal study of high school youth (1977)
demonstrate that, as one would expect, normal, healthy adolescents
are transition-Drone. The changes that take place in their subjects
from the freshman to the senior years define transition-proneness and
are, with one notable exception, nonpathological. These changes
include puberty; lowered academic achievement values; higher value
on independence; increased tolerance for transgressions from adult
standards; increased social criticism and political activism; decreased
religiosity; increased perceived friends' support relative to parents'
support; increased perceived relaxation of parents’ standards; lowered
reported church attendance; and increased reported drinking, social
activism, alcohol use, drug use, and sexual activity. The important
exception to the nearly perfect correspondence between responses
indicative of normal psychosocial development and transition-proneness
is on reported alienation: the Jessors reported developmental
decreases in alienation (p. 153) from the freshman to the senior
years, but found that higher alienation predicts onset of marijuana
use (p. 170). Since "alienation" as a belief structure does not
contribute to healthy risk-taking behavior or optimum development, it
is, like decreased achievement motivation, but unlike the other
transition-prone characteristics which are associated with social
maturity for adolescents, a viable targeted behavior for preventive-
intervention programs.

Further, we ought to distinguish between health-compromising risk-
taking behavior, which is ultimately harmful, and growth-enhancing
limit-testing, which is ultimately positive and contributes to optimal
competence. By optimal competence, I mean a coordination or
integration within the person of the socially responsible and agentic
modes of behavior. Agentic, as used in this paper, refers to persons
who are doers, or leaders, or who are capable of being agents of
change for themselves. Thus, adolescents who embrace the
worldview and lifestyle that the Jessors show is associated with
problem behavior may be more likely than their peers to engage in

17



health-enhancing behavior of an active nature, such as aerobic
exercise, nutrition monitoring, and cultivations of agentic qualities,
and less likely to engage in risk-avoidant, health-endangering
behaviors such as a phobic or a sedentary lifestyle. In support of
this hypothesis, investigators have shown that the antecedents of
experimental or light marijuana use in nondelinquent populations
include such positive attributes as independence, friendliness, self-
confidence, and intelligence (Hogan et al. 1970; Jessor and Jessor
1978). My early results support their findings.

FAMILY SOCIALIZATION AND DEVELOPMENTAL COMPETENCE
PROJECT: PREADOLESCENT FINDINGS

At this point I will digress to summarize our findings with preschool
and middle school age children and to describe the Family Social-
ization and Developmental Competence Project (FSP).

I began my ongoing work on parent-child socialization effects in
1959 with the first of three studies, using as participants Caucasian,
middle-class parents and their preschool children enrolled in one of
13 nursery schools in Berkeley and Oakland, California. My ob-
jective was to identify the familial antecedents of individual
differences in optimal competence in children and adolescents. The
hallmark of my research program has been the collection of compre-
hensive high-quality data obtained from ecologically valid sources,
including direct observation in naturalistic settings and intensive
structured interviews and observations. With each successive
developmental stage, the battery of measures assessing child factors
used by the Project becomes more extensive to match the increas-
ingly differentiated status of the maturing child, permitting a
correspondingly more differentiated set of substantive issues to be
addressed. At Time 3, when our subjects were 14 years old, as at
earlier ages, we assessed psychosocial attributes, creativity, and
intelligence. Measures were added to assess adolescents’ attitudes
towards their parents and socio-religious issues and assess their
physical and nutritional fitness, pubertal status, and substance use
and abuse. Additional parent measures assessed their health and
substance use. An intensive interview on moral decision-making was
administered to both parents and to the adolescent participant.

The Preschool Period

My three preschool studies (Baumrind and Black 1967; Baumrind 1967,
1971a, 1971b, 1972) were intended to assess the validity of the
claims of permissive and child-centered clinicians and educators
grounded in psychoanalytic theory and widely (but incorrectly)
attributed to Benjamin Spock. The Freudian model at that time—
much modified today—derived as it was from a study of seriously ill
patients, presumed an infant highly vulnerable to psychopathology and
in need of psychological swaddling. Psychoanalytically derived advice
was widely accepted, including demand feeding and toilet training
within an affective context of unconditional acceptance and permis-
siveness. My studies were designed to overcome the shortcomings of
previous research on socialization effects which had relied upon
retrospective reports and an inadequate database and which had
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confounded observations of parent and child behavior. For my
preschool studies, an observer recorded and later rated the inter-
personal and social behavior of the children in nursery school during
a period of 3 to 5 months, and administered to each child the
Stanford-Binet intelligence test. The entire protocol describing the
child's behavior over the school semester and while taking the
Stanford-Binet was used to rate each child on 95 items describing
social-psychological and cognitive competence using the Q-Sort
method of rating to minimize response bias. These items were
cluster analyzed. The empirical composites that emerged included
friendliness towards peers, cooperation with adults, an inclination to
dominate, purposiveness, achievement-orientation, independence, and
physical competence. Information about family interaction was
obtained from observations in the home and laboratory and from
structured interviews as in earlier studies (Baumrind 1967, 1971a).
Seventy-five Parent Behavior Rating (PBR) scales representing 15
theoretical constructs were devised to assess the behavior of mother
and father separately. Observers' ratings of the 75 items defining
the 15 constructs of parenting behavior were factor-analyzed. The
major empirical parent composites that emerged included: exerts
firm enforcement, requires household help, demands maturity,
maintains structure and regimen, responds to child’s needs, expresses
anger forthrightly, stimulates Intellectually, and encourages
independence and self-awareness. Both fathers and mothers were
scored on each composite.

In the first study (Baumrind 1967). three groups of normal preschool
children differing in social and emotional behavior were identified in
order that the childrearing behavior of their parents could be
contrasted.  Conclusions from that small-sample pilot study can be
briefly summarized as follows:

(1) Parents of the children who were the most socially responsible
and independent were themselves controlling and demanding; but they
were also warm, rational, and receptive to the child’s communication.
This unique integration of high control and positive encouragement of
the child’s autonomous and independent strivings was called
authoritative parental behavior.

(2) Parents of children who, relative to the others, were discontent,
withdrawn, and distrustful, were themselves detached and controlling,
and somewhat less warm than other parents. They were called
authoritarian parents.

(3) Parents of the least socially responsible and independent
children were themselves noncontrolling, nondemanding, and relatively
warm. These were called permissive parents.

In a second study (Baumrind and Black 1967), subjects were 95 sets
of parents and their preschool children. Behavioral and interview
data were analyzed separately for boys and girls, and correlations
were obtained between theoretically important parent and child
variables.  Parental practices that were stimulating and even tension
producing (e.g., maternal maturity demands, and paternal abrasiveness
with girls) were associated in the young child with assertiveness.
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Firm paternal discipline was associated with sex-typed instrumental
competence (for girls, with friendly, cooperative behavior and for
boys, with independence and self-assertiveness). Restrictive, non-
rational discipline was associated with withdrawn, dependent, and
disaffiliative behavior in both boys and girls, whereas authoritative,
rational discipline was associated with socially mature preschool
behavior. These two studies firmly established the positive effects
on preschool children of firm parental control in a context of
contingent warmth.

The third and most comprehensive of my studies of preschool
children also constitutes the first wave of my present longitudinal
study, which we refer to as the Family Socialization and
Developmental Competence Project. The 134 Caucasian, middle-class
children in this longitudinal sample were born in 1964 and were first
studied in 1968-69 when they were 4 to 5 years old. One hundred
and four (46 girls and 58 boys) of the original 134 families were
seen again in 1972-73 when the children were between 9 and 10
years of age. In 1974, an additional 60 families (32 girls and 28
boys) were added to offset attrition and to provide a substantial
sample of 164 families for further longitudinal analyses. One
hundred and thirty-six of these children and their parents were seen
again in 1978-79 when the children were about 14 years of age.

Families were typed on the basis of the patterns of scores of both
parents on the parent behavior rating composites to produce con-
trasting groups of families corresponding to more refined definitions
of the Authoritarian, Authoritative, and Permissive prototypes which
emerged from the pilot study.

I will summarize results as they pertain to the Authoritarian,
Authoritative, and Permissive prototypes, and a variation of the
Permissive prototype called Nonconforming.

Parents were assigned to the Authoritarian pattern on the basis of
having high scores on the clusters measuring firm enforcement and
maturity demands, and low scores on the clusters measuring warmth
and psychological differentiation. Children of Authoritarian parents
did not have a distinctive profile when compared to all other
children in general. However, when children from Authoritarian
homes were compared specifically to their same-sex peers from
Authoritative homes, boys from the Authoritarian households were
found to be relatively hostile and resistive and girls were found to
be relatively lacking in independence and dominance.

Parents assigned to the Authoritative pattern, like Authoritarian
parents, had scores high on firm enforcement and maturity demands.
But by contrast with Authoritarian parents, Authoritative parents
were warm and psychologically well differentiated.

Authoritative parents attempt to direct the child’s activities in a
rational, issue-oriented manner. They encourage verbal give-and-take,
share with the child the reasoning behind a policy, and solicit
objections when the child refuses to conform. Both autonomous
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self-will and disciplined conformity in children are valued by Authori-
tative parents. They exert firm control at points of parent-child
divergence, but do not hem the child in with restrictions intended to
prevent the child from engaging in stage-appropriate behavior.
Authoritative parents use reason, power, and shaping by regimen and
reinforcement to achieve objectives and do not base their decisions
on group consensus or the individual child's desires.

Children from Authoritative homes were consistently and significantly
more competent than other children. For girls, authoritative parental
behavior was associated with purposive, dominant, and achievement-
oriented behavior, and for boys, with friendly, cooperative behavior.

By contrast with the previous two types of parents, who are high on
firm enforcement and maturity demands, Permissive and Nonconforming
parents are less controlling than they are warm and autonomy-
granting. The criteria for assignment to the permissive pattern were
low scores on firm enforcement, maturity demands, and expectations
of household help, and high scores on warmth.

In the Permissive prototype of adult control, the parent behaves in
an affirmative, acceptant, and benign manner towards the child’s
impulses and actions and is available to the child as a resource to
be used as the child wishes, but not as an active agent responsible
for shaping and altering ongoing and future behavior. The criterion
for assignment to the variation of the permissive pattern designated
Nonconforming was that both parents scored very high on all the
measures of psychological differentiation, i.e., encourages indepen-
dence and nonconformity, self-awareness, and intellectual stimulation.
Nonconforming parents had scores similar to those of Permissive
parents in that they were more responsive than they were demanding
or restrictive but, by comparison with Permissive parents, Non-
conforming parents were less passive, made higher maturity demands,
and had better formulated a world view.

Contrary to what traditionalists might expect, children of Permissive
and Nonconforming parents were not lacking in social responsibility.
However, contrary to what liberals might expect, daughters of
Permissive parents were markedly less assertive and independent than
daughters of Authoritative parents, and daughters of Nonconforming
parents were neither independent nor achievement-oriented. Also,
sons of Permissive parents were markedly less achievement-oriented
than sons of either Authoritative or Nonconforming parents.

Authoritative parents combining high levels of both firm control and
encouragement of autonomy were unique in the consistent positive
impact of their childrearing practices on the development of socially
responsible and independent behavior in both boys and girls.

Middle Childhood
Presented below are a subset of findings from the longitudinal study
at Time 2 when the children were 9 years of age. Results of

special interest pertain to the development of nonsexstereotyped
social characteristics in these 9-year-old children, in particular social

21



assertiveness in girls and friendly-cooperative behavior in boys.
Family patterns were used as predictors in analyses of variance.

Continuously distributed parent variables were entered in hierarchical
multiple regression analyses predicting children's social assertiveness
and social responsibility at age 9.

For girls, the positive impact of Authoritative parenting on social
assertiveness and achievement orientation is shared, although to a
lesser degree, by two other family patterns that are also highly
demanding-namely families categorized as either Authoritarian (as
described earlier), or Traditional (a pattern in which mothers are
warm, and fathers are controlling and conservative). By contrast
with daughters from Authoritative families, daughters from Authori-
tarian families are not friendly and daughters from Traditional
families are not friendly or cooperative—thus, these girls exposed to
non-negotiated discipline appear to react against, rather than conform
to, their parents' demands for conformity. By contrast with girls
from these three types of demanding families, daughters from non-
demanding families lack social assertiveness. The major familial
determinant of girls' social assertiveness at ages 4 and 9 is parental
demandingness, which comprises firm control and high maturity
demands.

For boys, there are strong positive associations between socially
responsible behavior and Authoritative parenting. Positive linear
predictors of social responsibility in boys are parents' firm control
and responsiveness. Traditional parenting by contrast with either
Authoritarian or Rejecting parenting also enhances boys' socially
responsible behavior. Social assertiveness in boys is associated with
parents' index of social position, self-confidence and use of power
coupled with freedom-granting, and unconventionality.

The consistently positive effect of Authoritative parenting behavior

on children is apparent at age 9, as it was at age 4. This is true
whether the independent parent variables consist of Time 1 or Time
2 measures. The children who are both highly prosocial and highly
assertive generally come from Authoritative families. When parents
are highly demanding, but less responsive than Authoritative parents,
children tend to be socially assertive but not socially responsible.

ANTECEDENTS OF ADOLESCENT SUBSTANCE USE

I turn now to an overview of the adolescent phase of this longi-
tudinal research program. Using our comprehensive database, we plan
to identify precursors in early development and parental childrearing
practices which will differentiate among adolescents who negotiate
their teenage years with varying degrees of success. Our current
findings concern the antecedents of substance use in early
adolescence.

(1) We have constructed adolescent, but not parent, drug codes.
Our categories of adolescent drug use were designed to include
qualitatative as well as quantitative factors as definers in order to
distinguish among types of users. These categories are presented as
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appendix A. The frequency of use for each category is presented in
appendix B.

(2) We contrasted rational and risk-avoidant illicit drug (other than
marijuana) abstainers using Mann-Whitney U tests, with the expec-
tation that rational nonusers would be more competent, and their
parents would be more intellectually stimulating and self-aware. As
predicted, rational abstainers (N = 18) were significantly more
socially assertive (z = 2.04) and domineering (z = 2.45) than risk-
avoidant abstainers (N = 49), and their parents (at Time 1) were
more self-aware and intellectually stimulating (z = 2.03). However,
these results were significant for girls only. Across-sex, parents at
Time 2 were also more demanding (z = 2.21). We then contrasted
rational marijuana abstainers (N = 6) and experimental users of
marijuana (N = 21) with the expectation that their personal
characteristics would not differ but that their upbringing would.
That is, it was expected that although both groups would be agentic,
parents of rational abstainers would be stricter during middle
childhood. The sample size of rational marijuana abstainers was too
small for meaningful comparisons of boys and girls separately, and so
analyses were done across-sex using Mann-Whitney U tests (N = 27).
As expected, there were no early personality differences between
rational abstainers and experimenters. Children in both groups are
agentic relative to others. However, there were, as expected,
numerous Time 2 parent differences: parents of abstainers were
more monitoring (z = 2.52), firm (z = 2.15), and demanding of
household help (z = 2.11).

(3) We have constructed for the adolescents, although not yet for
their parents, two Guttman scales: (a) an "Initial Use" scale of
caffeine, alcohol, marijuana, tobacco, and other illicit drugs, and (b)
a "Recreation Plus" scale which assesses more than experimental use
of alcohol, marijuana, and other illicit drugs. For the six-point
Initial Use scale, the Coefficient of Reproducibility is .86 and the
Coefficient of Scalability is .61. For the four-point Recreation Plus
scale, the coefficients are considerably better; the Coefficient of
Reproducibility is .95 and the Coefficient of Scalability is .84. The
cutting points (see appendix A) are: recreational use of alcohol (2b
and above on D); recreational use of marijuana (2b and above on C);
and more than minimal experimental use of psychedelics (2 and above
on E) or any use of other illicit drugs (1 and above on F or G).
The four-point Recreation Plus scale was constructed from an
attempt to discover empirically the best scale inherent in our data.
The best descriptive pattern of drug usage is based on cutting points
at recreational usage and contains only alcohol, marijuana, and other
illicit drugs. The cutting points for the four-point Recreation Plus
scale were determined empirically according to the procedure outlined
by Guttman (1947), where cuttlng points within the response cate-
gories are selected to: (a) minimize errors in the scales, and (b)
never have more errors than nonerrors within a category. When
these criteria were used, the best scale was found to have the
cutting point at recreational usage and above for alcohol and
marijuana use, and for any use of other illicit drugs.
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The drug categories to be included were also empirically determined.
Caffeine and tobacco were excluded because they lowered the
coefficient of scalability whenever they were included, regardless of
the cutting point used.

We do not use Guttman scaling to support a stepping-stone hypoth-
esis (O'Donnell and Clayton 1982). Indeed, I critiqued the stepping-
stone hypothesis as an exemplar of specious causal attribution
Baumrind 1983). Moreover, we do not represent our Guttman scales
to be a natural progression that establishes a developmental sequence
of adolescent drug involvement (Kandel 1980). Developmental
theorists, such as Piaget or Werner, use the term "developmental
function" to refer to the form of the relationships between an
individual’s age and the changes occurring in his or her responses to
some specified dimension of behavior over the course of his or her
life (Wohlwill 1970, p. 151). In order for a dimension to qualify as
a developmental function, it must be unitary and generalize across
stimuli and tasks.

In specifying a developmental sequence, according to Wohlwill, the
investigator would describe the invariant stage sequences, identifying
the discrete steps in their appropriate order and coupled with at
least approximate indications of the age intervals corresponding to
the appearance of each step. The dimension described by the
developmental function would in theory be universal, and in practice
be generalizable across a wide range of situations. In stage theory,
"necessity" means culturally invariant. It is through the organism’s
ability to confer a universal significance on environmental events
through its own assimilative activity that, according to Piaget, the
organism can be freed from complete dependence on a variable
environment to structure its actions, thereby enabling it to progress
systematically through the sequence of stages he proposes. In
establishing the stage-sequentiality of a particular developmental
sequence, it must be demonstrated that behaviors characteristic of
later stages are transformations of earlier stages of activity. It Is
through this relationship of transformation that different structures
of activity are viewed as stages in a single developmental continuum,
not simply as a sequence of isolated forms of activity (Langer 1989).
To the extent that the structure of a domain of behavior is bonded
to structures appearing both earlier and later in the course of
ontogenesis by relations of necessity, the sequence of attainment of
those structures must be situationally invariant. To demonstrate only
that behaviors emerge at different points in the course of
development for a particular sample is not to demonstrate that they
are stages in the same developmental process.

In the developmental literature, a Guttman scale is sometimes
equated with a developmental sequence of stages (e.g., Fischer 1978).
This equation can lead to unwarranted conclusions. A Guttman scale
is simply a description of a response pattern at a given moment in
time and cannot be extrapolated to past or future times. Drug
behavior does not qualify as a developmental function because it is
dependent on transient contingent factors. Whereas Piagetian stages
necessarily imply a culturally invariant causal relationship, the
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empirical fact of a sequence of drug use demonstrated by a Guttman
scale analysis Is dependent upon such contingent factors as price,
availability, legal sanctions for possession or sale, and social stigma
attached to use.

We began our analyses by attempting to replicate Kandel's Guttman
scale (1978, 1980) of initial use. We were not successful. Kandel's
sequence is: (a) beer and wine, (b) cigarettes or hard liquor, (c)
marijuana, (d) other illicit drugs; whereas ours is (a) alcohol, (b)
marijuana, (c) cigarettes, (d) other illicit drugs. Only 36% (49) of
our subjects had never tried marijuana; whereas 55% (75) of our
subjects had never tried tobacco. Whereas only 10% (6) of our
subjects who had tried tobacco had never tried marijuana, 37% (32)
of our subjects who had tried marijuana had not tried tobacco. In
our sample, unlike in Kandel's sample, legal drugs such as cigarettes
do not precede illegal drugs such as marijuana. The low use of
tobacco relative to marijuana is probably due to the fact that
Berkeley had mounted a vigorous antismoking campaign directed
towards high school students at the time our data were collected (in
1978-79) and apparently it had been successful. By contrast, adult
attitudes towards marijuana use were complacent, if not actually
permissive. A generalization applicable to both samples is that use
by adolescents of substances acceptable to the community precedes
their use of substances that are strongly negatively sanctioned by
the community.

(4) We then computed linear and nonlinear correlations between the
major Time 1 and Time 2 child and parent variables and (a) the six-
point Initial Use Guttman scale; (b) the four-point "Recreation Plus"
Guttman scale; and finally, (c) the reported age of onset of (i)
marijuana, (ii) alcohol, and (iii) tobacco use. Our purpose in these
analyses was to determine the direction, rather than the magnitude,
of a relationship.

The significant personal and familial antecedents of the six-point
Initial Use scale are as follows: For girls, progression in initial use
is associated at age 4 with dominance (r = .29), purposiveness (r =
.31), and independence (r = .33). Progression is associated at age 4
negatively with familial firmness (r = -.27); and with parents' self-
awareness and self-confidence (r = -.28), and positively with
encouragement of independence (r = ,32). Progression is associated
at age 9 negatively with parental restrictiveness (r = -.27) and
conventionality (r = -.44). For boys, progression is associated at age
4 only with physical competence (r = .32). Progression at age 9 is
associated positively with social confidence (r = .22), and negatively
with familial conventionality (r = -.22) and demands for household

help (r = -.25).

The significant personal and familial correlates of the four-point
Recreation Plus scale are interesting for girls in that there are no
linear relationships, but there are nonlinear relationships between
recreational use categories and personal characteristics at age 4 and
at age 9. Adolescent girls at levels 1 (no recreational use) and 3
(recreational users of marijuana) were more socially agentic at age 9
than girls at levels 2 (recreational users of alcohol only) and 4
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(users of other illicit drugs). Girls who for recreational purposes

use alcohol only were strikingly less socially agentic at age 9 than
the other three groups (eta = .38, r = -.02). A nonlinear parental
antecedent helps to explain this nonlinear relationship between girls'
social agency and recreational drug use. Parents of drug abstainers
and of recreational users of marijuana monitored their daughters'

activities more closely than parents of recreational users of alcohol,

or of other illicit drugs (eta = .55, r = -.35); and monitoring is
associated positively with girls' socially agentic behavior at age 9
(r = .27). For girls, the linear familial antecedents at both time

periods of progression along the Recreation Plus scale are similar to
those along the Initial Use scale: Progression is associated
negatively at age 4 with parents' self-awareness and self-confidence
(r = -.34) and firmness (r = -.26) and at age 9 with their traditional
attitudes (r = -.34) and conventional parenting practices (r = -.32).
For boys. progression along the Recreation Plus scale is predicted by

more variables than progression along the Initial Use scale. Progres-

sion for boys is anteceded at age 4 by social confidence (r = .25),
and cooperative behavior (r = .24); and at age 9 by social confi-
dence (r = .25), optimum competence (r = .26), friendly behavior

(r = .22), and socially mature behavior (r = .25). Associated
parental antecedents of progression at age 9 for boys are negative
relations with traditional attitudes (r = -.25), and with directive and
conventional parenting practices (r = -.29). For both sexes, family
disruption at age 9 is related to progression along the Recreation
Plus scale (r = .30).

We then examined the direction of the antecedent correlates of age
of onset of marijuana, alcohol, and tobacco use for the subset of
subjects who were users. The significant correlates are presented
below. Negative correlations mean that the variable is associated
with early onset, and positive correlations mean that the variable is
associated with delayed onset.

For both sexes, there were more parental than personal antecedents
of age of onset of marijuana use. There were personal antecedents
only at age 4. For girls, the personal antecedents at age 4 of age
of onset of marijuana use were physical competence (r = -.45),
cooperation (r = -.39), and independence (r = -.38), all of which
were associated with early onset; and for boys, only physical com-
petence at age 4 was significant (r = .34). Note that the direction
of the relationship of physical competence and age of onset of
marijuana use differs for boys and girls. There were strong parental
predictors of age of onset of marijuana use, particularly for girls.
Delayed onset for girls was associated not with traditionality;
instead, it was negatively related at age 4 with mother remaining
at home (r = -.46); positively related at age 4 to parental firmness
(r = .43), responsiveness (r = .40), self-awareness (r = .61),
demandingness (r = .58), intellectual stimulation (r = .53), and
requires household help (r = .51); and positively related at age 9
with families’ index of social position (r = .52) and maintenance of
structure and regimen (r = .32). Delayed onset for boys was related
to parents’ conventionality (r = .31), family intactness (r = .41), and
mothers being at home when they were age 9 (r = .28). With boys
and girls combined, emotional disability at age 9 delayed onset
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(r = .20), once again suggesting that the more socially competent
children experimented with marijuana earlier.

With sexes combined, delayed age of onset of alcohol use was
associated positively with social assertiveness (r = .19). For girls,
delayed age of onset correlated at age 4 with mothers not remaining
at home (r = -40), and with parents' responsiveness (r = .41) and
encouragement of their daughters’ individuality (r = .36); and at age
9 with families’ index of social position (r = .36) and parental
monitoring (r = .34). Age of onset of alcohol use for boys was not
associated with any personal correlates, but was associated positively
with parents’ encouragement of independence and individuality at age
4 (r = .34) and individuation and self-confidence at age 9 (r = .25).

The correlates of age of onset of tobacco use are quite different
from those of alcohol or marijuana use. Age of onset of tobacco
use is related negatively to dominance (r = -.47) in girls and to
purposiveness in boys (r = -.32); the more agentic the child, the
earlier the age of onset. For girls, age of onset of tobacco use is
related negatively to Time 2 parental warmth (r = -.39), respon-
siveness (r = -.30), intellectual stimulation (r = -.38), and family
intactness (r = -.53), indicating that girls from loving, stimulating,
intact homes who do smoke start smoking earlier than their smoking
peers from nonresponsive, disrupted families. For boys, age of onset
is related positively to the use of negative reinforcement (r = .34).

An early age of onset for all three drugs (tobacco, alcohol, and
marijuana) is significantly correlated (p<.01) with being introduced to
drugs by adults (in almost all instances a parent or close family
member), rather than by peers (tobacco, r = .34; alcohol, r = .33;
marijuana, r = .45). In the case of all three drugs, if onset oc-
curred during the early elementary scchool years, the child was
generally introduced to the substance by an adult. During later
elementary school and junior high school years, the introducing agent
for marijuana and tobacco was generally peers. For alcohol, the
introducing agent tended to be an adult rather than a peer; al-
though the number of children introduced by peers, rather than
adults, did increase during later elementary and junior high school
years.

(5) The exploratory set of stepwise regression analyses I am about
to report predict drug-use types derived from the four-point
Recreation Plus Guttman scale. (They will be superceded by theory-
guided hierarchical analyses using a more complete set of predictors
in the event that funds become available for this purpose.)

The independent variables were selected to represent the child and
parent domains, at Time 2 and again at Time 1. For example, at
Time 2, the parent variables were a) demanding; b) responsive; c)
differentiated; d) directive-conventional, and e) monitoring, i.e., the
structure and regimen cluster. The child variables were a) social
assertiveness; b) social responsibility; and c¢) cognitive competence.
Also included were disjunctive variables assessing whether the family
was intact and whether the mother remained at home. The
regression design was a simple stepwise analysis for both sexes
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together, and where sample size permitted (at Time 2, and for the
first regression at Time 1) for each sex separately. In stepwise
regressions, the variable with the highest correlation is entered
first, then the correlations with the effect of this variable removed
are examined and any remaining significant partial correlations are
then entered and so on.

The first regression compared nonusers with all others (level 1 vs.
level 2 + level 3 + level 4). For both sexes combined, using Time
2 variables, the simple correlations that were significant were
directivetconventional (r = -.25) and family intactness (r = -.20).
When the regression was conducted, only directivetconventional
remained significant, i.e., when directive-conventional was entered,
family intactness was no longer significant. For boys and girls
combined, using Time 1 variables, cooperation was positively
correlated (r = .22) and domineering was negatively correlated

(r = -.26) with recreational drug use. However, after the domi-
neering variable entered, the cooperative variable was no longer
significant. Thus, the best Time 1 predictor of children’s abstention
was a domineering attitude towards peers, accounting for 7% of the
variance; amiable children were more likely to use at least alcohol
recreationally. For girls, the significant simple correlations at Time 2
were monitoring (r = -.28) and mother at home (r = -.38). Both
variables made a significant contribution to the equation, accounting
for 21% of the variance; both were negatively related to recre-
ational alcohol plus use. For girls, the significant Time 1 correlate

was parents’ self-confidence and self-awareness (r = -.34). However,
once this variable entered the equation, the cooperative variable
became significant (beta = -.44), with both variables accounting for

22% of the variance in recreational substance use for girls. For
boys, the significant Time 2 simple correlations were directive-
conventional (r = -.28) and social responsibility (r = .27), with both
entering into the equation and accounting for 14% of the variance.
Social responsibility at age 9 was positively related to boys’
recreational substance use, and directive-conventional parenting was
negatively related to their recreational substance use. For boys,
Time 1 domineering contributed negatively (r = -.30), accounting for
10% of the variance in their adolescent use until parental intellec-
tual stimulation entered the equation. Once intellectual stimulation
entered the equation (r = .32), domineering was no longer significant.
In sum, the predictors of recreational use of any drug for sexes
combined is amiability; for girls, the predictors are not being
monitored and mother working at age 9, as well as parents' lack of
self-awareness and child's noncompliance at age 4; for boys, the
predictors are parents’ nontraditionality and boys' own social re-
sponsibility at age 9, as well as parents’ intellectual stimulation at
age 4.

The second set of regressions compared alcohol-only recreational
users with the marijuana plus illicit drug users (level 2 vs. level 3 +
level 4). Using Time 2 variables with both sexes combined, the only
significant predictor was social assertiveness (r = .29), accounting for
8% of the variance. The recreational users of marijuana and other
illicit drugs were more assertive as 9-year-olds than the later
recreational users of alcohol only. Using Time 1 variables, only the
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analysis for sexes combined could be run, because of sample size.
A single parent variable, expresses anger (r = .37), accounted for
15% of the variance, and was a positive predictor of progression to
recreational marijuana use. The relationship is in the same direction
for both sexes. The relationship is of interest because expresses
anger, which assesses parents' use of confrontational tactics, was
related strongly in a positive direction to girls’ social assertiveness
at Time 2, and this in turn is related to recreational marijuana use
in adolescence. For girls, the significant Time 2 predictors were
social assertiveness (r = .38) and family intactness (r = -.40). Girls
who used alcohol and came from disrupted families were also more
likely to use marijuana than girls from intact homes. For boys,
there were no significant predictors. In sum, for sexes combined,
progression to recreational marijuana use is predicted at Time 2 by
children's assertiveness and at Time 1 by parents' straightforward
expression of anger; and for girls, by their social assertiveness and
likelihood of coming from a disrupted family at Time 2.

In the third set of analyses, alcohol-marijuana users were compared
with alcoholmarijuana-other illicit drug users (level 3 vs. level 4
with levels 1 and 2 dropped from the analyses). Our N here is
quite small, particularly for the analyses using Time 1 predictors
where only sexes-combined analyses could be run. There were no
significant Time 2 predictors for both sexes. However, using Time 1
predictors, parents' self-awareness and self-confidence entered the
equation, and was negatively related (r = -.54) to use of other illicit
drugs by children using alcohol and marijuana, accounting for 29% of
the variance in children's progression. The variable was in the same
direction and of similar magnitude for both sexes. There were no
significant predictors for boys. For girls, parental monitoring at

Time 2 was associated strongly and negatively (r = -.62) with
progressing to use of other illicit drugs by girls using alcohol and
marijuana. In sum, progression to other illicit drugs is predicted for

sexes combined with parents’ lack of self-awareness and self-
confidence at Time 1; and for girls, with lack of parental
supervision at Time 2.

The analyses completed so far suggest the following: First, there
are parental antecedents other than traditionality that can predict
adolescent drug use, and these predictors differ somewhat, depending
upon the outcome drug variable. For example, in addition to tradi-
tionality, family intactness, self-awareness, monitoring, and firmness
appear to shield youngsters against illicit drug use. However, none
of these variables account for a large amount of the variance in
adolescent substance use. Second, the parental correlates of illicit
drug abstention do not generally coincide with the parental corre-
lates of optimal competence. Thus, restrictiveness (directive-
conventionality) is related negatively to boys' social assertiveness at
age 9, but positively to abstention from illicit drug use in early
adolescence. Third, the personal antecedents of adolescent drug use
are uniformly positive, indicating that the more socially mature and
competent children are more likely to be involved in illicit marijuana
use. For girls, in particular, experimentation with marijuana is
associated with personal agency and self-assertiveness. Rational non-
using girls differ from their risk-avoidant abstaining peers in that,
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like experimental users, they are assertive and peer ascendant. The
least agentic girls, by far, are those who engage in recreational use
of alcohol, but not in recreational use of marijuana or other illicit
drugs. Fourth, the antecedents differ for boys and girls and should
be examined separately by sex.

Finally, we have yet to attempt to explain the relationship for
girls between early onset of both marijuana and alcohol use and
mothers remaining at home at age 4. In the regression analyses,
mothers of abstainers were more likely to remain at home, as one
might expect. But for those girls who are not abstainers, the
relationship is reversed. My hypothesis is that nonworking mothers
of girls who use drugs at an early age are lax, and possibly have
indoctrinated their young daughters into alcohol or marijuana use
themselves. This hypothesis will be tested in followup analyses.

IMPLICATIONS FOR PREVENTIVE-INTERVENTION STRATEGIES

We have each been asked to consider the implications for preventive
intervention. I do so with some reluctance: first, because we have
not yet examined the consequences of drug use; second, because we
have analyzed only a fraction of the substance abuse data that we
have collected; and third, because research results pertain only to
what is and not to what ought to be.

With regard to my first concern: In my view, the sequellae that
differentiate contrasting types of drug users are of greater practical
importance than the antecedents, because the breaking points at
which these sequellae appear could be used to distinguish between
adolescent users not-at-risk and those whose substance use is health-
compromising and places them at risk. The developmental trajec-
tories of, for example, experimental, recreational, and habitual users
of illicit drugs may have diverged in the early elementary school
years. Preventive intervention should be targeted at the early
antecedents that generate health-compromising drug-using behavior
once the distinctions among types of users have been established.

With regard to my second concern: My study has yet to include as
correlates parents’ drug use, moral judgment stage scores, or con-
current socialization practices; or adolescents' concurrent personal
characteristics, such as their self-esteem indices, moral judgment
stage scores, and physical and nutritional condition. We expect all
these panels of data to contribute significantly to an understanding
of the etiology and consequences of adolescent substance abuse. In-
deed, we already know from the comprehensive clinical case history
analyses that we have completed that: (1) most parents of adoles-
cents who use illicit drugs heavily are themselves in some distress
and use illicit drugs, and many abuse legal drugs, in particular
alcohol, and (2) that the adolescent abusers report themselves to be
alienated. Also, we have yet to explain the significance and impli-
cations of distal associations at age 4 by contrast with proximal
associations at age 9.

With regard to my third concern: data can only tell us about what
is in a particular context; our minds and imaginations allow us to
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posit what should be or could be. Were I to commit the natural-
istic fallacy of leaping from what is to what ought to be, I would
be forced to conclude that social assertiveness in 9-year-old children
should be discouraged because it leads to recreational marijuana use,
or alternatively, that recreational marijuana use should be encouraged
because it is associated with socially mature behavior. It would be
equally fallacious to conclude that conservative values should be
encouraged because they are associated with lower drug use.

With these caveats in place, I will now consider the implications for
preventive interventions of my developmental perspective and early
results on research objectives.

At this point in our understanding of the phenomenon of adolescent
drug abuse, our first task is to establish on scientific grounds the
kind of substance use we should be trying to prevent. Drug use is
not a unitary phenomenon. It is essential to distinguish among types
of drug users and to identify levels of use that may in fact be
harmful or self-perpetuating. By examining the psychosocial, socio-
economic, and medical histories of different types of users, we may
be able to develop approaches to treatment or prevention that are
appropriate to the specific type of adolescent drug user. Since the
great majority of youths do not progress up the ladder from the
initial step, whether that initial step is caffeine or alcohol, our
concern might more appropriately be with establishing the steps or
levels at which harmful consequences become evident and with
identifying the kinds of potential users likely to proceed beyond that
level. The pathways to becoming an experimental user, a recrea-
tional user, and a habitual substance abuser may be quite different.

In delinquent subcultures, antisocial aggression or psychopathology
antecede onset of substance use; but in middle-class, liberal sub-
cultures, the psychosocial characteristics that antecede onset of
illicit drug use do not support a deficiency or deviance hypothesis
for the majority of drug users. Since adolescent drug experimenta-
tion in our society is neither statistically atypical nor develop-
mentally abnormal behavior, to use a construct such as deviance to
apply, for example, to adolescent marijuana use is not only factually
incorrect, but may also have harmful consequences. To treat an
adolescent drug user as though he or she were generally, deviant may
produce a self-fulfilling prophecy by setting into motion mechanisms
which shape the user into the deviant image (see Becker 1963).
Thus, to enforce the laws against possession of marijuana for
personal use would criminalize the adolescent who got caught and
confer objectively upon that person a "deviant" or "problem" status.

With good reason, therefore, even those adult authorities who would
not legitimize marijuana use by legalizing it hesitate to enforce the
law because to do so would label the user as deviant.

The causal and, therefore, the intervention implications of the
relationship between early age of onset (<15 years of age) of
marijuana use and negative consequences, including use of other
illicit substances (see Robins and Przybeck, this volume), are
ambiguous for at least two reasons. First, to the extent that use
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of psychoactive substances is intentional behavior serving a
psychological function, if marijuana is somehow made unavailable,
another undesirable "gateway" activity may take its place. Second,
because defiant youths are more likely to be early users, and
because we lack a compelling rational argument against drug use, we
are unlikely to deter youths who are not compliant but are
competent and intelligent. With such youths, the fact that a
sizeable percentage of people who try drugs will develop
dysfunctional usage patterns is not a rational deterrent to an
otherwise gratifying activity. Moreover, educational programs
attempting to delay onset may have unintended negative consequences
by implicitly conveying the message that later use is acceptable.
Were this to occur, use of illicit substances would be perceived by
many children as a desirable mark of precocity. Also, when socially
deviant youths are required to participate in the school setting in
peer-led denunciation of activities they value, they are more likely
to become alienated than converted.

Although adolescent drug experimentation cannot be classified as
pathological behavior, it may be pathogenic behavior. Any use of
chemical agents (including birth control pills) could contribute to a
morbid condition in a vulnerable developing organism. Regular use
of toxic or consciousness-altering substances, including alcohol and
caffeine, could potentiate neurophysiological as well as social
learning mechanisms and become self-maintaining. In an important
article, a group of Canadian investigators (Stewart et al. 1984) offer
compelling evidence that opiate and stimulant drugs act on common
neurochemical brain systems to generate positive appetitive states
that maintain drug-taking behavior. Adolescents, with their acute
erotic and hedonic drives, may be peculiarly susceptible to the
positive incentive value of drug use; in contrast, the drive-reduction
view states drug use is maintained simply to avoid symptoms of
withdrawal.

Based on our understanding of adolescent development, in "A Devel-
opmental Perspective on Adolescent Drug Abuse" (Baumrind and
Moselle, in press), we have developed a prima facie case against
early adolescent drug use by defending a set of propositions which
posit specific cognitive, conative, and affective negative consequences
of consciousness-altering drugs, including impairment of attention and
memory, developmental lag imposing categorical limitations on the
level of maximum functioning available to the user in cognitive,
moral, and psychosocial domains; amotivational syndrome; consolidation
of diffuse and negative identity; and social alienation and estrange-
ment. We try to show why substance use in childhood and adoles-
cence is of greater concern than in older age groups. Immersion in
the drug culture is expected to alter the developmental trajectory of
the individual in the direction of lower achievement motivation,
greater passivity, dependence on artificial substances to attain a
sense of well-being, withdrawal from intense, committed love
relationships, and adoption of an external locus of control. If such
pernicious effects do occur, they will only become evident over
relatively long periods’ of time. A complacent attitude towards
adolescent alcohol and drug abuse can only be discouraged by hard
data demonstrating that certain drugs or amount or kind of use of
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these drugs in an organism of a certain kind at a specific stage of
development has harmful consequences, A longitudinal program of
research is needed, however, to provide credible evidence to support
or rebut the hypothesis that drug use alters the developmental
trajectory of the user.

Adolescent substance use is not a temporary aberration likely to
revert to the low level of the 1950s, any more than contemporary
American mores in which it is embedded are likely to revert to
what traditionalists regard as a happier time. There are cogent
reasons for this trend: (1) Today the gap between puberty and
psychosocial maturity is wider than ever before, resulting in a
prolonged status of being-in-limbo, which is conducive to all kinds of
social experimentation. (2) All social roles are in rapid transition.
Generativity through work and procreation are no longer of clear
positive value. Without a normatively sanctioned way to negotiate
the transition to adulthood, many adolescents may choose a
regressive identity based on rejection of adult roles and use illicit
drugs in an attempt to remain "forever young." (3) The social role
of women has been permanently altered with two possible conse-
quences for drug use: first, to the extent that maternal presence in
the home is an essential part of traditional upbringing, the
countervailing force exerted by traditional upbringing will be less
prominent; and second, young women are likely to engage in increas-
ingly greater risk-taking and adult-disapproved behavior, making them
as likely candidates as their male peers for drug use. (4) Finally,
as a society, the illicit status of an act has lost much of its value
as either a moral or a practical deterrent. Thus, in probing
interviews, only four of our subjects gave the fact that marijuana
was against the law as a personal deterrent. Abuse of substances,
licit and illicit, is so widespread in our present societal context that
we might well ask why some adolescents abstain, rather than why
most do not.

The psychosocial factors leading to drug abuse that can be effec-
tively altered by prevention intervention may be grouped into two
general categories: social deterrents and intrapersonal coping
strategies. Nothing in our data suggests that the early intra-
personal coping strategies of adolescent substance users in our
sample are deficient (although in delinquent subcultures there may
well be such evidence). Therefore, I will focus my remarks on
social deterrents. Social deterrents may be persuasive or coercive.

Persuasive deterrents include educational intervention, modeling by
high-status role models, and social reinforcement.

Educational interventions should focus on both health and social
consequences in an effort to persuade adolescents that substance
abuse is likely to impair personal attributes they value. Thus, it
would be counterproductive to advise adolescents to become more
conforming or more law-abiding, since these are not attributes they
value more than pleasure-seeking and peer-approved activities.
Attributes that adolescents do value highly include honesty, self-
assertion, independence, self-regulation, stamina, intellectual
competence, and physical health. Research efforts should examine
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the specific consequences of different kinds of substance use.
Preventive intervention should attempt to: (1) develop cognitive
defenses and behavioral skills in resisting peer pressure; (2) change
the prevailing peer mores by labeling substance use as a sign of
peer conformity rather than of deviance from adult standards; and
(3) promote more healthful transition markers, such as wilderness
treks, as alternatives to substance abuse. Adolescents respond
positively to solid information that demonstrates the harmfulness of a
given practice when that information is presented unambivalently and
clearly, but without resorting to scare tactics or exaggerated claims.

Modeling and social reinforcement by high-status role models, such as
parents or teachers, may well be a major social influence
contributing to adolescent drug use. Indeed, as we have shown, our
earliest users were introduced to unhealthy substances by trusted
adults. During the 1960s, and indeed until relatively recently,
parents and teachers in liberal university communities, such as the
one from which our subjects were drawn, tended to adopt a
permissive stance towards adolescent drug use. Many gave tacit or
explicit approval to drug experimentation. Well-accepted social
learning principles suggest that a permissive stance by adults, who in
their role as authorities would be expected to disapprove of
adolescent drug use, will contribute to its use. Nonreaction by
adults under conditions of expected disapproval is interpreted by
children as approval. For example, Siegal and Kohn (1959) found
that when a child misbehaves and an adult is present and does not
express disapproval, non-reaction is interpreted by the child as
approval and the future incidence of such behavior is increased. By
the same token, it is reasonable to hypothesize that teachers who
provide adolescents with information on drug consequences in a
complacent manner which appears to be value-free are perceived by
adolescents to condone drug use and to discount its possible health
hazards.

Persuasive antidrug information as well as coercive community
sanctions should be targeted at adults who are in a position to
model or reinforce adolescent drug use. Regulations against any
kind of substance use, including cigarettes and alcohol, should be
enforced on school grounds, and "head shops" should be proscribed
because they are an all too visible symbol of adult complacency
towards adolescent drug use. In a liberal community, such as
Berkeley, unambivalent support by community leaders and school
authorities for an antidrug stance may be necessary to legitimate
and strengthen the authority of those parents who are prepared to
oppose substance use by their children.

Adult interventions that use coercive deterrents targeted at adoles-
cents themselves can backfire because they are developmentally
regressive. For example, the Toughlove approach of Phyllis and
David York (1980) emphasizes coercive tactics and containment as
well as strict enforcement; it is intended as a method of last resort
for use by parents whose adolescents are already out of control, to
protect the integrity of the family unit and the rights of other
family members. The Toughlove approach typically features a
unilateral, nonnegotiable contract prepared by the parent that the
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adolescent is expected to sign and obey. Punishment for infraction
is sure and swift, and can even result in expulsion of the adolescent
from the family. Because the extent to which the strategy is
effective may reside less in the severity of deterrents than the
regularity with which they are enforced, approaches such as
Toughlove represent natural experiments in the effects of the
coercive deterrent approach. Such approaches should be studied,
particularly with regard to treatment goals which may require
developmentally regressive behavior in adolescents for compliance and
the therapeutic steps which may then be needed to offset the
regressive impact of age-inappropriate deterrent methods.

The most ubiquitous finding in the adolescent substance abuse liter-
ature is that traditional, conservative upbringing shields youngsters
from early exposure to illicit drugs. However, the implications of
this finding for preventive intervention are far from clear. While
unilaterally dictating a set of rules and firmly enforcing them may
be appropriate for young children, or even with adolescents in some
cultures, it is not a viable long-range strategy for adolescents in our
culture who will eventually have to fill responsible adult roles
requiring independent judgment. While at all ages a control attempt
by one person towards another results in conflicting psychological
forces both to comply and to resist, the forces to resist do reflect
a stage-appropriate drive in adolescence towards independence.
Latency-age and preschool children are not yet able to differentiate
between legitimate and illegitimate authority. However, during
adolescence, the contrasting effects of authority viewed by the
adolescent as legitimate and authority viewed by them as illegitimate
are heightened. Authority viewed by adolescents as illegitimate
should have adverse effects on their self-esteem, competence, and
identity, as well as on their compliance. During adolescence, the
parent-child relationship is transformed from a complementary,
asymmetrical relationship in which the child is subordinate, to a
more reciprocal, symmetrical relationship in which the adolescent's
mature accomplishments are acknowledged and their criticisms
assimilated. =~ What I have termed "authoritative" control (responsive
and negotiated) should be viewed by adolescents as legitimate and,
therefore, be relatively well-accepted; whereas, "authoritarian" control
(status-oriented and nonnegotiated) should be viewed by them as
illegitimate and therefore rejected. Close supervision of
preadolescents by authoritative parents who make an effort to
legitimate their authority did appear to have a deterrent effect on
adolescent drug use in our sample. Close monitoring need not be
coupled with conservative values, although on a statistical basis it
tends to be. Politically liberal and nonreligious parents can, if they
choose, also offer such supervision.

However, any preventive strategy that attempts to legislate a return
to traditional values or to discourage unconventionality by coercive
propaganda in the school setting is morally untenable and would be
likely to backfire. Contemporary American society is an open
system in rapid transition and not a closed traditional society in
which teenagers are expected to reproduce in cyclical fashion the
means of production, hierarchy of values, and cultural mores of their
parents’ generation. The role of parents as socialization agents is
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not merely to transmit traditional values and attitudes, but to
encourage their adolescents to develop their critical abilities. In an
open society, competent adolescents perform a disequilibratory func-
tion for their society by acting as critics of their parents' gene-
ration. Intrinsic to assuming a socially responsible position is the
assumption that one’s decisions are consequential by contrast with
feeling that one must conform to forces and people beyond one’s
control (Kohn 1969). Instrumental competencies required by profes-
sional or high-level bureaucratic jobs include self-direction, sense of
personal agency, internal locus of control, and ambition, as well as
affability and postponement of gratification. Childrearing practices
that engender these attributes include use of reason, encouragement
of independence, high maturity demands, and legiti- mation of
authority. The constellation of conservative values associated with
adolescent behavior that does not develop critical judgment may be
maladaptive in the long run for individuals competent to occupy
high-level professional and entrepreneurial or creative positions.
Adolescents who lack this orientation towards independence are more
likely than their agentic peers to assume jobs which require respect
for authority and conformity to externally imposed rules and offer
little freedom of action or reason to feel in control. These
attributes, typical of working class status, are inculcated by parental
reliance on physical punishment and the exercise of arbitrary
authority. By contrast, ghetto youth must develop a different set of
survival skills in which the type of independence and autonomy that
has evolved is intrinsically more health-endangering because the
objective risk factors to be surmounted are so formidable. Their
survival skills, as Ogbu (1981) and Silverstein and Krate (1975) point
out, are the result of early withdrawal of maternal emotional
support, parental encouragement of displays of defiant behavior, and
inconsistent parental restrictiveness and punitiveness.

While the abuse of substances is clearly not a viable strategy for
resolving the identity crisis of adolescents, neither can the avoidance
of any form of risk-taking through foreclosure of identity, in which
the individual internalizes uncritically the values and behavior
patterns of the parent generation, be viewed as an optimal solution
for adolescents of any social class. If substance use serves
different functions in our diverse subcultures, then pre- vention
efforts must be tailored accordingly.

Adolescent drug use today is a conventional and not an exotic prac-
tice, and more a recreational than an ideological pursuit. In the
1960s. when LSD became widely available, consciousness-altering drug
use functioned as a chemical gateway to an antinomian lifestyle and
as a symbol of widespread disaffection with traditional values af-
flicting adult intellectuals as well as their adolescent offspring. In
the 1970s, the ideological support for drug use declined. Throughout
the past decade, and continuing into the present, adolescents, in-
cluding those who use illicit substances, have become more conser-
vative, achievement-oriented, and concerned with earning a secure
living. As leading analysts of changing social values, including
Yankelovich (1981), have shown, the youth of the 1980s are painfully
aware that they face in the decade ahead a hazardous economic
environment; they are concerned with prestige and success, as well
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as with self-fulfillment, and will not intentionally jeopardize their
ability to earn a living. It is no accident that cocaine, the drug
associated with young urban professionals (Yuppies), is replacing
marijuana or LSD as the "in" drug for affluent youth. It could
easily become the gateway drug to more serious patterns of drug use
for a future generation.

The most intelligent youth in our high IQ sample were either ex-
perimenters with illicit drugs or rational abstainers. Preventive
strategies targeted at this type of population of drug-using
adolescents must take into account their intelligence and general
competence. The rational abstainer capable of critiquing peer
mores represents a minority of drug abstainers, most of whom
are less socially mature than their peers who have chosen to
experiment. Hard facts are still lacking that would give
credibility to our efforts to dissuade intelligent youth, such as
those in our study, from experimenting with psychoactive drugs
and to become rational abstainers instead. Although adolescents
today are less defiant than they were in the past two decades,
they are still likely to reject the recommendations of adults
when those recommendations are seen as mendacious, or in
conflict with their stage-appropriate move towards independence.

As clinicians and parents, there is much we believe we know about
the harmful effects of youthful substance use that in our role as
scientists we cannot show. As scientists, we must base prevention
efforts on solid evidence. We have yet to subject to rigorous
empirical tests the various hypotheses proposing that adolescent
experimentation with psychoactive drugs has dysfunctional conse-
quences. Thus, in my opinion, we still cannot show that regular
marijuana use is implicated in a causal nexus which produces drug
dependence or a dropout mentality, or lack of motivation to achieve
and develop, or cognitive decrements relative to a previous level of
functioning.  Youths are influenced by adult values that are ex-
pressed rationally and by scientific evidence that does not contra-
dict their own experience. The relative success of the recent anti-
smoking campaign testifies to the possibility of changing a negative
trajectory by widespread dissemination of accurate information that a
particular behavior is bad for one's health. In the event that the
factual claims underlying the prima facie case we or other inves-
tigators have made against adolescent substance use are supported by
credible empirical evidence, I believe that many young adolescents
could be persuaded to avoid use or reduce drug use which can lead
to dysfunction in their lives. One untapped source of such evidence
is the introspective reports of adults who as adolescents were heavy
drug users but then reentered the achievement-oriented social
structure. A systematic introspective account of their reasons for
quitting and the substance-related difficulties, if any, that made
reentry difficult would be most enlightening, and a persuasive
component in an educational preventive intervention.
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APPENDIX A

CODING OF ADOLESCENT DRUG USAGE

A, Caffeine

Average # of
Drinks per Day
0 Non-User O - 2 per Month
1 Occasionmal User - e.g., will Less than 1/2 per Nay
have one when at a restaurant
or at a friend's house
2 Regular Light User - Drinks 1/2 up to 1 per Day
nmore than i caffeinated drink
every other day
3 Regular Moderate User - Has 1 per Day, up to 3 per
up to 3 per day Pay
4 Regular Heavy User - Averages 3 per Day or more

3 or more per day

Milligrams of Caffeine
Ingested per Day

Up to § mg/Day

6 - 38 mg/Day

37 - 73 mg/Day

74 - 221 mg/Day

222 mg/Day or More

* Based on the average of 1 can of soft drink, 1 cup of coffee, and 1 cup of tea.

B. Tobtacco
Bl. Level of Usage
0 Noo-smokers May have tried it in the past, but stopped.

Does not accept a cigarette when of fered one

1 Experimental Will generally accept s cigarette when
offered, and has not determined to stop, tut

is not a regular user

2 Current Regular Light Smker Less than 1/2 Pack per Day
3 Current Regular Moderate Smoker Between 1/2 - 1 Pack per Nay
4 Current Regular Heavy Smker 1 or More Packs per Day

2. Status (Clsssifies users according to their swking history)

0 Never Smoked Tobacco

1 Used to Smoke

2 Currently & 9moker

Has swked less than 3 cigarettes in lifetime,

and does not smke now

Used to smoke, tut has given it up and will not
accept a cigarette if offered one

Smokes at least occasionally
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APPENDIX A - Continued
C.__Mari juana /Hashish

Cl. Lifetime Usage: 0=0
1=1-35
2=68-9
3=~10 - 19
4=20-38

5 = 40 or More

C2. Mar{juana/Hashish Qualitative Scale:

1. Non-uger

1a, Rational Abstainer
(a) Can justify abstinence and the reason given is 2 reel deterrent.
(b) Makes reference to an abstract principle (e.g., marijuana use is bad for
soclety because it 1s a drain on a cammnity's resources).
(c) Cnhild abstains from marijusna use even though s/he 18 under strong pressure
(from peers, sibs, or parents) to use.
ib. Risk-Avoidant Abstatner
(a) Makes reference to a concrete reason (e.g., mkes me sick, is bad for me).
(b) Makes reference to a low-level moral reason (e.g., 1'll get into trouble, my
mom would kill me).
(c) Simply states that marijuana use is against the law (without adding reesons why
laws should be obeyed).

2, Light User

2a, Experimental User: Experimented 1-9 times out of curiosity, and may continue to
do so, but M/H is not an integral part of social life nor used to self-medicate.
2b. Recreational User: Limits use to parties or weekends - not nore than 2x per week.
3. Regular User
3a. Regular Moderate User: 3x per week or more; but seldam during school hours and is
generally responsible about use.

3b. Heavy Regular User: Habltuated, addicted, or abuser; 3x per week or more.

D. _Alcohol

1. Non-unar‘

1a. Rational Non-user: May have tried sips of alcohol a few times with family or
friends, but does not currently use. Has principled reasons for abstinence.
(See Illicit Drug Use Scale.)

1b. Non-user or Minimal User: Does not use on a regular besis, but my occastonally
try alcocholic beverages with friends and/or family. Plans to continue such ussge.

2. Light User

2. Pamily User: Drinks only in the family or church setting, for ceremonial or
cultural reasons. Light use only. (Heavier family use is coded below.)

2. Recreational User: Orinks with friends (or & parent who acts as a buddy) at
parties and social events. Mostly weekend use. May also engage in osremonial
use with parents.

3. Reguiar User

3a. Regular User: Uses alcohol as a reaction to stress, or to cope with stress.
Orinks alone, or with peers or family on & regular bmsis. More than just party
or cerempnial use.

3. Heavy User: Habituated; addicted or sbuser. Uses alcchol alone or with peers
on a regular basis, more than once a week. Some achool or work use.

* In our sample, wa found only one instance of rational abstinence fram alcohol; therefore, the
distinction between ia snd ib wms abandoned.
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E. LSD and Other Pwychedeliocs (Except for PCP)*

In our proposed coding of Class 1 Paychedelics, including LSD but not PCP, we have divided experimenters
into two levels: those who have had virtually no exposure (“"experimented minimally”) and those shome
use, albeit light, has occurred frequently snough to constitute more than a chance happening. The cate-
gory of "heavy user” was added to tag individuals in our sample who have used theme drugs significantly
wore often than their peers, PFor these more potent drugs, lifetime usage was employed as one criterion
in the ocoding process on the basis that the effects of these drugs are cumulative,

0 Never Used [}
1 Experimented Minimally 1 - 2 Times in Lifetime
2 Experimentad More Frequently 3 - 9 Times in Lifetime
3 Deer 10 - 29 Times in Lifetime
4 Reavy User 30 or more Times in Lifetime

P. Aphetamibes, or Barbiturates, or Cocaine*
0 Never Used 0
1 ter 1 - 2 Times in Lifetime
2 Ocoasional User Less than ance per week in last aopnth, no

more than 9 Times in Lifetime
3 Heavy User An aversge of once per week in last sonth,
or 10 or sore Times in Lifetime
¢ Each drug category
to be coded sepa-
rately.
G. PCP, or Oplates**

0 Never Used [}
1 Experimemter 1 - 2 Times in Lifetims
2 Occasional User 3 - 4 Times in Lifetime
3 Heavy User S or more Times in Lifetime; or more

than once in previocus mnth.
** Any cambination of
use of heroin,
morphine, and/or
opium,

H. Other Illicit Drug Use

1. Nonuser - This does not mean total abstention - child may have tried marijuans 3 or 4 times in the
pASt and another 1 or 2 drug(s) once - but is not currently an experimenter o a recreational user.

1a. Rational Abstainer
(a) OCan Justify abstinence and the reason given 1s a real deterrent.
(b) Makes reference to an abstract principle (e.g., drug use is bad for soclety because it is
a drain on a oonmunity's resources).
(¢) Child abstains from drug use even though s/be is under strong pressure (from peers, sibs
or parents) to use.

1b. Risk-Avoidant Abstainer
(a) Makes reference to a concrete reason (e.g., makes me sick, is tad for me).
(b) Makes reference to a low-level noral reason (e.g., I'll get into trouble, my mom would kill

me).
(c) Simply states that drug use is against the law (without adding reasons shy laws should be
obeyed).

2. Light User
Experimenter: Does not engage in regular use, but continues to try anything once or twice.
2>, Recreaticnal User: Limits use to parties or weekends; usually with friends.

3. ?\Ll_lluser
. Regular User: Uses drugs to reduce stress because s/he is stress-intolerant or to rellieve
achievement-pressure. Self-medicates but is generally responsible about use, DOES NOT USE DRUGH
DURING SCHOOL. DAY QR WORK DAY.
3. Habituated, addicted or abuser: Uses drugs regularly and during school day or work day. Identity
ig tied to drug use—or can't get through week without it.
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APPENDIX B

Frequency of Adolescent Substance Use

Girle Boys  Girls + Boys
N 3 N £ N 3

4. Oaffeine - = = =
0 Non-user 15 R.7 9 129 24 17.8
1 Occasional User 7 4.9 3B Sl.4 6 4.3
2 Regular Light User 10 15.2 12 17.1 22 16.2
3 Regular Moderate User 10 15.2 12 17.1 22 16.2
4 Regular Heavy User 4 8.1 1 1.4 5 3.7
Bl, Tobacco
0 Non-smokers 53 80.3 54 77.1 107 78.7
1 Experimental 6 8.1 12 17,1 18 13.2
2 Qurrent Regular Lignt 8 9.1 1 1.4 7 3.
3 CQuoreat Regular Moderate 1 18 1 1.4 2 1.8
4 Qurrent Regular Heavy 0 0.0 2 2.9 2 .8
Tobsoco Status
0 Never Smoked Tobacco B S8.1 3@ S5l.4 T3 S8.%
1 Used to Smoke 14 21.2 18 T .3
2 CGareantly a Swoker 13 187 16 229 P 2.3
C. Marijuena/Hashish
Cl. Lifetime Ussgy
0 O Timme 2T 4.8 22 314 4 38.0
1 1-5 Times 11 18.7 11 15,7 22 16.2
2 6-9 Times 5 7.8 1 1.4 8 4.4
3 10-19 Times a 9.1 @ 8.6 12 8.8
4 20-39 Times $ 7.6 10 143 15 11.0
5 40 or Wore Timme 12 18.2 20 6 12 2.5
C. Qmlitative Scals
1a Rational Abstainer 4 6.1 2 2.9 6 4.4
1b Risk-Avoidant Abstainer B ¥4 22 N4 8 B3I
2 Experimental User (Light) 11 16,7 10 14.3 21 15.4
2o Recreational User (Light) 17 B.8 18 27.1 236 2.4
3 Regular Woderate User 8 9.1 S 7.1 11 8.4
3 Heavy Regular User 2 3.0 12 17.1 14 10.3
D: Aloohol
1a Rational Nonuser 2 32 0O 0.0 2 1.5
1b %on-user or Minimal User 18 30.2 22 31.0 41 0.8
2 Pamily User (Light) 15 3.8 11 155 20 19.4
@ Recreational User (Light) 17 7.0 8 3.8 43 3.1
3 Regular User 5 79 3 4.2 8 6.0
3 Hewvy User S 7.9 9 12,7 14 10.4
B 18D snd Other Paychedelice
0 Never Used a 3.2 8 5.9 120 8.2
1 Experimeated Minimally 1 1.5 7 10.0 8 5.8
2 Bxperimeuated More Prequently 2 3.0 2 2.9 4 2.8
3 User 1 1.3 2 2.8 3 2.2
4 HReavy User 0 00 1 1.4 t 0.7
7. Smbetamines, or Barbiturates, or Cocdine
0 Newver Used 57 8.4 50 84.3 116 85.3
1 Experimenter 5 7.8 7 100 12 8.8
2 Occasional User 2 3.0 3 .9 4 2.9
3 Heavy User 2 30 2 2.9 4 2.9
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Preguency of Adolescent Substance Use (Contimued)

Girls Boys Girls + ps
Ny s TR Y

G. PCP or Optates

0 Never Used 61 92.4 87 95.7 18 ™.l
1 Experimenter 3 45 1 1.4 4 2.9
2 Occasional User 1 1.8 2 2.9 3 2.2
3 Heavy User 1 1.5 0 0.0 1 0.7
B. Otber Illicit Drug Use

la Rational Abstainer 9 13.6 9 12,7 18 13.1
1b Risk-Avoidant Abstainer 25 37.9 24 33.8 ®@ 3.8
2 Experimenter (Light) 8 12.1 & S.6 12 8.8
2> Recreational User (Light) 8 12.1 4 19.7 22 16.1
3 Regular User 7 1.6 3 4.2 10 7.3
3 Habituated, Addicted, or

Abuser 9 13.6 17 0.9 8B 19.0

8 Foint Ioitial Use Guttmmn Scale
1 No Substance Use I 45 2 2.9 3 3.7
2 Caffeine 9 138 7 10.0 16 11.8
3 Alcohol 13 18.7 9 128 2 16.2
4 Mar{ijuana 12 18.2 15 21.4 27 19.9
5 Tobacco 20 30.3 23 32,9 43 3.6
€ Other Illicit Drugs 9 13.6 14 2.0 2B 16.9
4 Point Recreation Use Guttman Scale

1 No Recreational Use 29 43.9 2 41,4 58 428
2 Alcohol 12 18.2 5 7.1 17 12.%
3 Marj juana 20 30.3 I 42.9 5 236.8
4 Illicit Drugs 5 7.6 6 8.6 11 8.1
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The Development of Children’s
Health Orientations and Behaviors:
Lessons for Substance Use
Prevention

Patricia J. Bush, Ph.D., and Ronald lannotti, Ph.D.

In the first public health revolution, the enemy was found in the
environment, and was conquered by public programs: immunizations,
improved sanitation, and clean food and water. In the second
public health revolution, the enemy has been engaged, and may
prove to be more difficult to conquer. The enemy is our own
behaviors, nutritional habits, exercise habits, substance abuse,
and Tlifestyles, which are the patterns of 1iving begun in
childhood that evolve to patterns of premature morbidity and
mortality in adulthood. Recognition of the link between adult
health problems and childhood and adolescent behaviors has given
new emphasis and urgency to developing and implementing children's
health promotion programs that affect children's everyday
behaviors rather than relying on traditional health education
programs that merely impart knowledge.

Investigations into the etiology and prevention of drug abuse
require a conceptual framework which includes health-related
behaviors and the development of the child's orientation toward
health beliefs. The purpose of this chapter is to review the
history of health promotion research involving children and the
four most influential conceptual systems which have evolved:
Cognitive Development Theory (CDT), Health Belief Model (HBM),
Behavioral Intention Theory (BIT), and Social Learning Theory
(SLT).  The many variables used in these approaches are discussed
in terms of developmental factors, environmental factors, and
individual characteristics. They are placed within the context of
research in this field, including our own work which attempts to
synthesize or evaluate these models and variables with regard to
the development of behaviors, beliefs, and attitudes concerning
medicines and abusable substances in children and young
adolescents. Implications are noted for etiologic research and
prevention activities specific to substance abuse and to health
promotion in general.

HISTORICAL PERSPECTIVE

In the mid-1970s, children's health education became the focus of
a number of investigators from different disciplines who became
convinced that intervention in childhood could prevent illnesses
in adulthood. One goal was to find effective ways to change
children's health behaviors. A second was to find measurable
program outcome variables that had a high probability of being
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related to health status indicators in Tlater years. The
researchers turned to general learning theories of children, and
specifically, to theories of how children acquire health orien-
tations and behaviors. They needed to Tearn about the stability
of these orientations and behaviors, and how they relate to health
orientations and behaviors in adolescents and adults. They needed
to identify risk factors in children, whether individual or
environmental. These new interests revived basic questions about
the ways children acquire and maintain health orientations and
behaviors, whether healthful or harmful.

At about the same time, the results of smoking prevention programs
(Evans et al. 1978; McAlister et al. 1980; Botvin et al. 1980)
indicated that social skills, e.g., skills in resisting peer
influences to smoke, were more important than knowledge of the
long-term effects of smoking. Questions were raised about the age
at which children should be exposed to these programs, about
whether these types of programs could affect other kinds of health
behaviors, and whether comprehensive or specific programs were
most effective. With a convergence of interests, behavioral
scientists, health educators, epidemiologists, and the medical
community came together in an exciting new era to address basic
and pragmatic questions in children's health promotion.

The earlier (and sparse) work on the development of children's
health beliefs and behaviors was based on Piaget's (Inhelder and
Piaget 1958) Cognitive Development Theory and on Lewin's (Lewin et
al. 1944) Field Theory. The impetus for the interest in CDT was a
belief that interactions with healthy or i11 children, whether by
clinicians or educators, should be guided by children's
understanding of concepts. Rosenstock (1966), expanding on the
CDT approach and drawing on Lewin's theory, demonstrated the role
of perceived vulnerability, health salience, and motivation which
are components of the Health Belief Model. In 1970, Gochman,
noting the almost total Tack of information on children's health
beliefs, began a series of investigations with these same
variables. Bandura (1977), building on the earlier operant
conditioning formulation of learning theories, emphasized self-
evaluation processes in the initiation and maintenance of
behaviors and, thereafter, his Social Learning Theory began to
influence the development of children's health intervention
programs. Another model, Behavioral Intention Theory, derived
from expectancy-value and social norm theories by Fishbein and
Ajzen (1975), emphasized an individual's subjective appraisal of
others' behaviors or attitudes and the individual's motivation to
comply, as well as the individual's evaluation of the consequences
of his or her behavior. BIT has received limited application to
the health behaviors of children.

In 1981, a conference was held at the University of Texas Medical
Branch at Galveston to develop consensus on definitions, research
methods, and variables that should guide future research on the
health behavior of children and to identify gaps in knowledge
(Bruhn and Parcel 1982a). Consensus was reached that four
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perspectives--Cognitive Development Theory, Health Belief Model,
Behavioral Intention Theory, and Social Learning Theory--formed
the basis for the preponderance of knowledge about the health
conceptual systems of preadolescent children. The implication was
that these models should form the basis of contemporary
intervention programs as well.

THE FOUR HEALTH CONCEPTUAL SYSTEMS

A brief review of the theoretical perspectives that form the four
conceptual systems indicates the ways in which they relate to
children's concepts of health and illness. The key variables (see
table 1) relevant to the conceptual systems are presented in the
following section and are grouped according to developmental,
environmental, and individual factors. Most of the discussion is
lTimited to preadolescent children.

Cognitive Development Theory

Piaget's approach to COT emphasizes stages of children's causal
thinking from preoperational (about 3 to 6 years) through concrete
operational (about 7 to 11 years) to formal operational (about 12+
years). According to CDT, the preoperational stage is
characterized by magical thinking, circularity, emphasis on the
self, and difficulty in dealing with more than two factors in
causal relationships. In this stage, the child confuses physical
and psychological causes of illness. In the next stage, concrete
operational, children begin to think relationally, to generalize
to others and from others, and to be capable of reversing causal
explanations, but children at this stage may have problems
integrating several variables in causal relationships. The formal
operational stage 1is characterized by an ability to think
hypothetically and abstractly. At this stage, the child is
capable of differentiating between self and environment and of
integrating multiple factors 1in understanding health and illness.

The CDT approach to Tearning suggests that stages of development,
although influenced by personal experience, are not formed as the
result of direct responses to parents, peers, or the child's own
behavior, but result from the child's cognitive processes as they
develop and operate within his or her environment. These
processes reflect the child's independent formulation of
attitudes, beliefs, and behavioral intentions. The behaviors and
attitudes of parents and peers are important as they are
transmitted through Tanguage, but they are mediated by the child's
perceptions. Thus, the child's understanding of parents' and
peers' behaviors and attitudes reflects individual interpretations
or reconstructions of parents' and peers' actual attitudes and
behaviors. The stages of development are hypothesized to be
relatively stable across sex, socioeconomic, and cultural groups,
although they may be influenced by these characteristics.
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TABLE 1

Principal Variables Associated With Children®s Conceptual
Systems of Health and IllIness.

CONCEPTUAL SYSTEMS* GU STUDY*
Variables C0T  HBM  BIT SLT KIDMED
Developmental
Cognitive Stage X X
Environmental
Family Behavior/Attitudes X X X X
Peer Behavior/Attitudes X X X X
School/Media Influence X X X X
Availability X X X
Individual
Cognitive/Affective
Perceived Vulnerability X X X
Health Salience/Values X X X X
Health Locus of Control X X X
Self-Concept/Esteem/Efficacy X X X
Risk-Taking X X X
Competency
Knowledge X X
Decision-Making Skills X X
Coping Skills X X
Behavioral Capability X X
Personality X
Autonomy X X X
Trauma X X
Health Status/Stress X X

Behavioral Intention Theory; SLT = Social Learning Theory; GU Study

* CDT = Cognitive Development Theory; HBM = Health Belief Model; BIT =
Georgetown University Study: "Abusable Substances, Medicines and Children"
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A major contribution of CDT is the understanding that adults
cannot provide children information about health and illness based
upon logical explanations of causality, and expect them to infer
appropriate behavior. Moreover, an adult cannot predict what a
child in a particular stage of cognitive development believes.
Children, in trying to make sense of their worlds, apply their own
systems of logic. Thus, a child may say that a doctor uses a
stethoscope "to see if I have a heart." As Perrin and Gerrity
(1981) observed, when the doctor tells a 7-year-old, "There's
edema in your belly," the child finds it reasonable to assume that
"the demon" was put there for punishment. As children told us,
pbad drugs come (quite Tlogically) from drug stores. If a child has
heard that bad drugs mess up the mind, who can fault the child for
pelieving that the mind can be fixed by having a doctor open up
the head to take the bad drugs out (Bush and Davidson 1982). What
adult could have anticipated this belief?

While there is consensus that intervention programs should be
directed to the child's developmental stage for concepts of health
and illness, Gellert (1978) has argued that there is no evidence
that doing so will reduce an i1l child's stress regarding the
cause of the illness, or otherwise change his or her condition.
Similarly, there is no evidence that providing information at a
child's Tevel of understanding increases the probability that he
or she will change his or her behavior (Kalnins and Love 1982).
The provision of developmentally staged health information may be
necessary but insufficient to secure the goals of health promotion
programs.

Implications of CDT. As will be reiterated frequently throughout
this chapter, both etiologic research and the design of prevention
programs for young children must consider the developmental stages
achieved by each target population if the research is to have any
validity and if the intervention Is to be effective. For example,
it is just as difficult, and unlikely, for a child to provide
accurate information as to comprehend abstract information if the
child is in a preoperational period of development characterized
by magical thinking and concrete patterns of thought. The length
of the preoperational period may vary with the accessibility or
inherent abstraction of the subject matter and, although a high
correlation exists between achievement of a developmental stage
and its ascribed chronological age, some individuals at all ages
evidence developmental Tags which inhibit their development of
representational thought. The implication is that some efforts be
expended to assess cognitive and psychological developmental
status of any target population, and these efforts should be
reflected in the research results and in the design of curricula
for prevention programs.

Health Belief Model
The original conception of the HBM (Rosenstock 1966) included the

following major elements: the level of threat posed by the health
problem as determined by the individual's perception of the
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problem's severity and his or her susceptibility to it; the
perception of benefit from engaging in a behavior to reduce the
threat; the barriers (physiological, physical, economic, social)
to performance of the behavior, and some type of cue or trigger to
action. Becker et al. (1977) reformulated the paradigm to include
health motivations to account for differences in concern about
health matters and to include general health orientations such as
health Tlocus of control as well as demographic variables.
Although the HBM has received considerable attention relative to
children, particularly by Gochman (1970a, 1970b, 1971a, 1971b,
1972, 1977, 1982; Gochman and Saucier 1982), the rationale on
which it rests may be inappropriate to explain children's
healthful or harmful behaviors.

Implications of the HBM. For this model to apply to children,
each child would have to value health and be able to make rational
choices based on subjective estimates that his or her behavior
will reduce threats to, or improve, health status. Children would
have to have the autonomy to make decisions about health behavior,
and to act independently or influence the behavior of others on
their own behalf. Nevertheless, research into specific variables
associated with the HBM has resulted in important information
about children's cognitive dimensions and those psychosocial and
demographic characteristics that modify these dimensions.

Behavioral Intention Theory

In Fishbein and Ajzen's (1975) conceptualization of BIT,
behavioral intentions are the best predictors of behaviors. The
two major predictors of a behavioral intention are attitudes and
the subjective norm regarding the behavior. Attitudes are
composed of the individual's beliefs about the behavior and his or
her evaluation of the consequences of performing it. The
subjective norm is derived from the individual's perceptions of
others' beliefs about the behavior and his or her motivation to
comply with these norms. Further, Fishbein and Ajzen suggest that
the relationships among these variables are strongest when there
is the greatest specificity among the content of the variables.
For example, a child's perception of the norms about health
maintenance or alcohol use would not predict cigarette use as well
as the child's perception of the norm about smoking. BIT also
implies that behavioral intentions to perform relatively public
healthful or harmful behaviors, e.g., smoking, drinking, exercise,
eating, may be influenced more by social norms than relatively
private behaviors such as sleeping, dental care, and illicit drug
use which may be more influenced by personal characteristics or
the attitudes of significant others, family, or close peer groups.

Although BIT has received scant attention relative to children's
health orientations and behaviors, it is an attractive model
because it recognizes behavioral intention as an important
variable that predicts behavior, because it includes both
reference group norms and the child's motivation to comply with
them, and because its emphasis on specific behaviors may prove
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more useful with children, most of whom are not prepared
cognitively to deal with abstractions and inferences. Like the
HBM, however, it relies on children's abilities to anticipate the
consequences of their behaviors and to recognize that different
individuals and groups have different normative beliefs; however,
these abilities depend on developmental processes not evident in
young children.

Implications of BIT. This conceptual system is particularly
dependent upon developmental age, experience of the child, and the
area under consideration. Certain topics and experiences are
beyond the child's ability to imagine or anticipate unless they
have been experienced directly or taught specifically. For
example, sexual processes rarely are accessible to a young child
unless the child has experienced sexual abuse. BIT assumes that
the child has enough information with which to develop behavioral
intent and also assumes a certain fixity of intent. With
reference to CDT, fixity of intent would be unlikely in a child 3
to 6 years of age in the preoperational stage. In the mid-years
of childhood, the child would need to have had and to comprehend
experiences concerning the topic in question and would be unable
to generalize this information until approximately 12 years of
age, when formal operational patterns of reasoningare used.
Research with young children would need secondary sources of
information or use of some technique such as play therapy;
research with older children would have to avoid questions which
feed information to the child and which Tead him or 