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Aggressors, Victims, and Bystanders: Thinking and Acting To Prevent Violence

Date of Review: January 2009

Aggressors, Victims, and Bystanders: Thinking and Acting To Prevent Violence (AVB) is a curriculum designed to prevent violence and inappropriate aggression among middle school youth, particularly those living in environments with high rates of exposure to violence. Based on research demonstrating the role of cognitive patterns in mediating aggressive behavior, AVB addresses the differing roles that individuals typically play in promoting or preventing violence.

The core objectives of AVB are to encourage young people to examine their roles as aggressors, victims, and bystanders; develop and practice problem-solving skills; rethink beliefs that support the use of aggression; and generate new ways of thinking about and responding to conflict in each of these roles. A central feature of the curriculum is its four-step Think-First Model of Conflict Resolution. This model helps students pause and reflect when confronted with a conflict so they can define the situation in ways that lead to effective, positive solutions. The curriculum is presented in 12 45-minute classroom sessions conducted 1 to 3 times per week over 4 to 12 weeks. AVB can be taught by health educators, language arts teachers, police officers, school resource/safety officers, or physical education instructors. 

Descriptive Information:

	Areas of Interest
	Mental health promotion

	Outcomes
	1: Social problem-solving skills
2: Beliefs about the use of violence
3: Behavioral intentions as aggressor
4: Behavioral intentions as bystander

	Outcome Categories
	Social functioning
Violence

	Ages
	6-12 (Childhood)
13-17 (Adolescent)

	Genders
	Male
Female

	Races/Ethnicities
	Asian
Black or African American
Hispanic or Latino
White
Race/ethnicity unspecified

	Settings
	School

	Geographic Locations
	Urban

	Implementation History
	Since the AVB curriculum was first published in 1994, it has been implemented in more than 1,000 schools in 49 States, 2 U.S. territories, and the District of Columbia and has reached an estimated 250,000 students. At least three sites have conducted systematic evaluations of AVB.

	NIH Funding/CER Studies
	Partially/fully funded by National Institutes of Health: No
Evaluated in comparative effectiveness research studies: No

	Adaptations
	No population- or culture-specific adaptations were identified by the applicant.

	Adverse Effects
	No adverse effects, concerns, or unintended consequences were identified by the applicant.

	Costs
	One set of AVB materials costs about $60 and includes classroom lessons and one copy of each of the handouts. Schools may make copies of the handouts. The cost to attend Education Development Center’s annual 2-day AVB teacher training or 3-day train-the-trainer event in Newton, Massachusetts, is $350 and $450, respectively. On-site training from a national network of certified trainers is also available, with training fees negotiated directly with each trainer.

	IOM Prevention Categories
	Universal
Selective


Outcomes

	Outcome 1: Social problem-solving skills 

	Description of Measures
	Middle school students completed the Social Problem-Solving Skills measure, which assesses how children think about solving social problems. The questionnaire presents vignettes depicting conflicts from the perspective of the aggressor, victim, and bystander. For each vignette, the questionnaire lists one adversarial and one nonadversarial definition of both the problem and goal. Respondents indicate on a 4-point scale their level of agreement with each problem and goal statement and list possible solutions and consequences. In the vignette told from the victim’s perspective, a child has just enough money for a soda from the soda machine, and another child says, “Give me your money.”

	Key Findings
	Students receiving the AVB curriculum showed a significant pretest-to-posttest increase in identifying the desired nonadversarial goal (“What you want is to get a drink,” p < .05) and decrease in identifying the less desirable adversarial goal (“What you want is to show the other kid that you won’t be pushed around,” p < .05) in the victim-perspective situation. Students who did not receive the AVB curriculum showed no change in skills.

	Studies Measuring Outcome
	Study 1

	Study Designs
	Experimental

	Quality of Research Rating
	2.2 (0.0-4.0 scale)


	Outcome 2: Beliefs about the use of violence 

	Description of Measures
	Middle school students completed a questionnaire addressing their beliefs about the use of aggression in solving social problems. Respondents indicated on a 4-point scale their level of agreement with each of the presented belief statements. The statements were factor analyzed, resulting in the following subscales: positive outcome for aggression, aggression legitimate, aggression inappropriate, and aggression and victimization only alternatives.

	Key Findings
	Students receiving the AVB curriculum showed a significant pretest-to-posttest decrease in the belief that aggression is legitimate (e.g., “It’s okay for you to fight other kids,” p < .05), while students who did not receive the AVB curriculum showed no change in beliefs.

	Studies Measuring Outcome
	Study 1

	Study Designs
	Experimental

	Quality of Research Rating
	2.2 (0.0-4.0 scale)


	Outcome 3: Behavioral intentions as aggressor 

	Description of Measures
	Middle school students completed a questionnaire that presents vignettes depicting conflicts from the perspective of the aggressor, victim, and bystander. For each vignette, the questionnaire lists five possible responses to the conflict that correspond with physical aggression, verbal aggression, avoidance, information seeking, and problem solving. Students rank the options in the order in which they would most likely respond. In one of the two vignettes told from the aggressor’s perspective, a child goes to the basketball court to practice for tryouts for the team but does not have a ball. The child sees another child sitting on the court, twirling his basketball, and asks him if he can use his ball for a while. That child responds, “no.”

	Key Findings
	Students receiving the AVB curriculum showed a significant pretest-to-posttest decrease in their intention to respond with physical aggression (“Grab the ball away from the kid,” p < .05). These students also showed a significant increase in their intention to seek more information (“Ask the kid why they won’t let you use the ball,” p < .05) and avoid interaction (“Leave the kid alone and forget about practicing that afternoon,” p < .05). In contrast, students who did not receive the AVB curriculum showed no change in intentions.

	Studies Measuring Outcome
	Study 1

	Study Designs
	Experimental

	Quality of Research Rating
	2.2 (0.0-4.0 scale)


	Outcome 4: Behavioral intentions as bystander 

	Description of Measures
	Middle school students completed a questionnaire that presents vignettes depicting conflicts from the perspective of the aggressor, victim, and bystander. For each vignette, the questionnaire lists five possible responses to the conflict that correspond with physical aggression, verbal aggression, avoidance, information seeking, and problem solving. Students rank the options in the order in which they would most likely respond. In one of the two vignettes told from the bystander's perspective, a child goes to the park and sees two other children start fighting by pushing and hitting each other.

In one of the three participating schools, physical education teachers who were in regular contact with the students but were not involved in the curriculum implementation rated each student’s behavior in the past 2 weeks on a number of subscales, including the bystander subscale. Teachers rated behavior using a 5-point scale from “never” to “always.”

	Key Findings
	Students receiving the AVB curriculum showed a significant pretest-to-posttest decrease in their bystander support for aggression through either avoidance (“Walk away and let the two kids fight it out,” p < .01) or verbal aggression (“Cheer for one of the kids to beat the other,” p < .01). Students who did not receive the AVB curriculum showed no change in intentions.

Teacher ratings of their students’ passive bystander behavior (e.g., “Just lets a fight start without doing anything to stop it”) showed a significant pretest-to-posttest decrease for students receiving the AVB curriculum (p < .001) but no change for students who did not receive the curriculum.

	Studies Measuring Outcome
	Study 1

	Study Designs
	Experimental

	Quality of Research Rating
	2.2 (0.0-4.0 scale)


Quality of Research 

Quality of Research Studies Reviewed

The documents below were reviewed for Quality of Research. Other materials may be available. For more information, contact the developer(s).

Study 1

Slaby, R. G., Wilson-Brewer, R., & DeVos, E. (1994). Aggressors, Victims, & Bystanders: An assessment-based middle school violence prevention curriculum (Final Report of Grant # R494CCR103559). Newton, MA: Education Development Center.

Ratings

Quality of Research Ratings by Criteria (0.0 - 4.0 scale):

	Outcome
	Reliability
of Measures
	Validity
of Measures
	Fidelity
	Missing
Data/Attrition
	Confounding
Variables
	Data
Analysis
	Overall 
Rating

	1: Social problem-solving skills
	2.5
	3.0
	1.0
	2.0
	2.0
	2.5
	2.2

	2: Beliefs about the use of violence
	2.5
	3.0
	1.0
	2.0
	2.0
	2.5
	2.2

	3: Behavioral intentions as aggressor
	2.5
	3.0
	1.0
	2.0
	2.0
	2.5
	2.2

	4: Behavioral intentions as bystander
	2.5
	3.0
	1.0
	2.0
	2.0
	2.5
	2.2


Study Strengths: 

The measures used in the study were adapted from ones used in previous research and showed high test-retest reliability, internal consistency among subscale items, and predictive validity. The authors verified the appropriateness of the measures in a pilot study. The analyses included only students for whom pretest and posttest data were available, and the percentage of students with both sets of data did not appear to differ substantially between treatment and control groups.

Study Weaknesses: 

Teachers assigned to implement the intervention received minimal training in administering the curriculum. Classroom observations confirmed that the curriculum was not implemented consistently across study classrooms. Despite attempts to ensure the completion of surveys, data collection was inconsistent. Response rates varied by instrument, and there were problems with attrition due to the rate of high absenteeism. Only one of the three schools included teacher ratings of students' violence-related behaviors. The small percentage of students assigned to the control group likely limited the power to detect treatment and control group differences. It is not clear whether alpha correction for multiple comparisons was u

Study Populations

The studies reviewed for this intervention included the following populations, as reported by the study authors.

	Study
	Age
	Gender
	Race/Ethnicity

	Study 1
	6-12 (Childhood)
13-17 (Adolescent)
	54% Female
46% Male
	73% Black or African American
9% Hispanic or Latino
8% Race/ethnicity unspecified
6% White
4% Asian


Readiness for Dissemination

Readiness for Dissemination Materials Reviewed

The documents below were reviewed for Readiness for Dissemination. Other materials may be available. For more information, contact the developer(s).

Dissemination Materials: 

Aggressors, Victims, and Bystanders training agenda

Education Development Center. (2007). Aggressors, Victims, and Bystanders training. Newton, MA: Author.

Education Development Center. (n.d.). Aggressors, Victims, and Bystanders: Thinking and Acting To Prevent Violence. Student handouts and transparencies. Newton, MA: Author.

Program Web site, http://www.thtm.org

Slaby, R. G., Wilson-Brewer, R., & Dash, K. (1994). Aggressors, Victims, and Bystanders: Thinking and Acting To Prevent Violence. Newton, MA: Education Development Center.

Ratings

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale):

	Implementation Materials
	Training and Support
	Quality Assurance
	Overall Rating

	3.5
	3.0
	2.0
	2.8


Dissemination Strengths: 

Implementation materials include sufficient background information as well as clear guidance for addressing sensitive issues. A comprehensive training supplemented by a formal curriculum is available to implementers through an annual training at the developer’s site or through on-site training provided by a national network of certified trainers. The program developer is available to answer implementer questions and provide consultation via e-mail and phone. Several scales are recommended to support a systematic evaluation of some outcomes, and checklists included in the curriculum can be used to support implementation fidelity.

Dissemination Weaknesses: 

The method for accessing training and support is unclear, as are the scope and extent of available support. No clear process for assessing implementation fidelity or effectiveness is described. The outcome and fidelity tools lack sufficient detail on using the tools and interpreting results.

Replications

No replications were identified by the applicant.

Building Assets--Reducing Risks (BARR)

Date of Review: January 2009

Building Assets--Reducing Risks (BARR) is a multifaceted school-based prevention program designed to decrease the incidence of substance abuse (tobacco, alcohol, and other drugs), academic failure, truancy, and disciplinary incidents among 9th-grade youth. BARR encourages students to make healthy behavior choices and achieve academic success using a set of strategies that includes delivery of a manual-based class on social competency known as the “I-Time” curriculum. This curriculum consists of 33 sequential, 30-minute group activities delivered weekly throughout the school year by teachers and/or school staff. The curriculum includes 10 general content areas--building a connected community, goals, leadership, communication, assets, grief and loss, bullying, diversity, risky behavior, and dreams--with the following objectives: 

· Building social competency by strengthening positive interpersonal relationships with peers and teachers/school staff 

· Increasing student engagement in the high school academic experience 

· Preventing substance abuse by reinforcing a “no use” message (i.e., any use of drugs is illegal, against school policy, and unhealthy for minors) 

Other program strategies include the early identification of youth at elevated risk for substance abuse and school failure and the appropriate referral of youth to strengths-based counseling interventions, both of which are achieved through weekly risk review meetings with the school's program coordinator, counselor, staff person overseeing discipline, and student services staff. Monthly teacher/staff meetings are also conducted. BARR relies on making strengths-based support interventions available during, after, and outside school, with ongoing mandated training for all 9th-grade teachers, administrators, and staff. Parental involvement in the program is encouraged through an orientation session for parents when their children start the 9th grade and a parent advisory group that meets periodically throughout the school year.

Descriptive Information:

	Areas of Interest
	Mental health promotion
Substance abuse prevention

	Outcomes
	1: Class failure
2: Bullying at school
3: School connectedness

	Outcome Categories
	Education
Violence

	Ages
	13-17 (Adolescent)

	Genders
	Male
Female

	Races/Ethnicities
	American Indian or Alaska Native
Asian
Black or African American
Hispanic or Latino
White

	Settings
	School
Other community settings

	Geographic Locations
	Urban
Suburban

	Implementation History
	Since 1999, BARR has been implemented at St. Louis Park High School in St. Louis, Minnesota, where at least 3,300 9th-graders have participated in the program. Twelve high schools in Arkansas, Kentucky, Michigan, Minnesota, and Wisconsin have implemented the full BARR program or a partial configuration, reaching an additional 7,000 students.

	NIH Funding/CER Studies
	Partially/fully funded by National Institutes of Health: No
Evaluated in comparative effectiveness research studies: No

	Adaptations
	No population- or culture-specific adaptations were identified by the applicant.

	Adverse Effects
	No adverse effects, concerns, or unintended consequences were identified by the applicant.

	Costs
	Schools implementing BARR are required to participate in training. For $4,450, a school receives a 2-day training at Search Institute for a group of three to eight administrators, teachers, and, counselors; implementation and I-Time curriculum manuals; the rights to use, duplicate, or modify the forms provided in the materials; documentation of training completion for each attendee who completes the training; and ongoing technical assistance through the first year of program implementation. On-site training for schools or school districts is also available but requires reimbursement for the trainer’s travel expenses. Ongoing technical assistance for BARR implementers includes a dedicated BARR Web site with an interactive forum, recorded podcasts/video, and links to other related Web sites, along with a regularly scheduled conference call facilitated by a BARR trainer. 

To see the BARR program in operation, a school's representatives can visit St. Louis Park High School for a $500 fee. Schools interested in planning site visits together can reduce this fee to $300 per school.

To maintain implementation fidelity, all 9th-grade teachers, administrators, and staff are encouraged to participate in monthly training during the school year, as well as a training session during the summer, on substance abuse prevention, asset building, risk and protective factors, and cultural competence.

	IOM Prevention Categories
	Universal
Selective


	Outcome 1: Class failure 

	Description of Measures
	Academic class failure was measured as the percentage of students who failed one or more classes and who failed two or more classes per school semester.

	Key Findings
	The percentage of 9th-grade students who failed one or more classes at the intervention school decreased from 44% before BARR implementation to 28% during the 1st year of implementation (p < .05) and 21% following 5 years of implementation (21% vs. 28% or 44%; p < .05). A smaller percentage of 9th-grade students in the intervention school failed two or more classes after 5 years of BARR implementation (10%) than in the year before or year after implementation (18% and 21%, respectively; p < .05). No data on a comparison group of students were provided.

	Studies Measuring Outcome
	Study 1

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	1.3 (0.0-4.0 scale)


	Outcome 2: Bullying at school 

	Description of Measures
	Bullying at school was measured using the Minnesota Student Survey (MSS), a voluntary, written, self-report instrument administered statewide every 3 years to 6th-, 9th-, and 12th-grade students in regular public schools and charter and tribal schools. The MSS covers a wide variety of youth-related behaviors, attitudes, and perceptions and includes questions on substance abuse, school climate, academics and school connectedness, school safety and violence, mental health, family structure, family connectedness, sexual behavior, gambling, and out-of-school activities. This study used one item in the perceptions of school safety domain that asks if the student has been threatened or made fun of because of race or cultural background.

	Key Findings
	Bullying data from the MSS for 9th-graders in the intervention school were compared with data for all other 9th-graders statewide 1 year before BARR implementation, after 2 years of implementation, and after 5 years of implementation. Among the findings from this study: 

· From pre- to postintervention, the percentage reporting bullying declined more for boys in the intervention school than for statewide comparison boys (14% to 9% vs. 18% to 17%, respectively; p < .05). 

· No statistically significant difference in bullying was found between girls in the intervention school and statewide comparison girls from pre- to postintervention.

	Studies Measuring Outcome
	Study 1

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	1.0 (0.0-4.0 scale)


	Outcome 3: School connectedness 

	Description of Measures
	School connectedness was measured using the MSS, a voluntary, written, self-report instrument administered statewide every 3 years to 6th-, 9th-, and 12th-grade students in regular public schools and charter and tribal schools. The MSS covers a wide variety of youth-related behaviors, attitudes, and perceptions and includes questions on substance abuse, school climate, academics and school connectedness, school safety and violence, mental health, family structure, family connectedness, sexual behavior, gambling, and out-of-school activities. This study used three items in the academics and school connectedness domain that ask the student about feeling positive about going to school, the perception that teachers are interested in the student as an individual person, and the perception that teachers at school show respect for students.

	Key Findings
	School connectedness data from the MSS for 9th-graders in the intervention school were compared with data for all other 9th-graders statewide 1 year before BARR implementation, after 2 years of implementation, and after 5 years of implementation. Among the findings from this study: 

· From pre- to postintervention, the percentage reporting feeling positive about going to school increased for boys in the intervention school and decreased for statewide comparison boys (37% to 42% vs. 33% to 32%, respectively; p < .05). Similar results were found for the percentage of boys who reported their teachers were sincerely interested in them (36% to 46% vs. 38% to 36%, respectively; p < .05). 

· From pre- to postintervention, the percentage reporting their teachers showed respect for students increased more for boys in the intervention school than for statewide comparison boys (66% to 77% vs. 63% to 68%, respectively; p < .05). 

· From pre- to postintervention, the percentage reporting their teachers showed respect for students increased slightly for girls in the intervention school as well as for statewide comparison girls (77% to 79% vs. 68% to 71%, respectively), with no significant difference between the two groups.

	Studies Measuring Outcome
	Study 1

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	1.0 (0.0-4.0 scale)


Quality of Research 

Quality of Research Studies Reviewed

The documents below were reviewed for Quality of Research. Other materials may be available. For more information, contact the developer(s).

Study 1

Jerabek, A., & Laney, R. (2006). Minnesota Department of Health and Human Services, CHD grant/final report--June 2006.

Jerabek, A. M., & Laney, R. (2007). Application for the National Registry of Evidence-based Programs and Practices: Building Assets--Reducing Risks. Unpublished manuscript.

Johnston, B. (personal communication, January 10, 2008). Statistical testing of groups in charts found in the Application for the National Registry of Evidence-based Programs and Practices: Building Assets--Reducing Risks.

Supplementary Materials: 

Jerabek, A. M. (2004). Program assessment. Report to the Minnesota Department of Health and Human Services, Chemical Health Division (CHD).

Jerabek, A. M. (2005). Program assessment. Report to the Minnesota Department of Health and Human Services, Chemical Health Division (CHD).

Jerabek, A. M. (2008). Use of quasi-experimental design in evaluating Building Assets Reducing Risks. Unpublished manuscript.

Minnesota Departments of Education, Health, Human Services, and Public Safety. Minnesota Student Survey, 1992-2007 trends: Behaviors, attitudes, and perceptions of Minnesota’s 6th, 9th, and 12th graders.

Sharma, A., & Griffin, T. (2003). Saint Louis Park 9th grade program: Saint Louis Park High School, Saint Louis Park School District (Independent School District 283). Summative evaluation report.

Ratings

Quality of Research Ratings by Criteria (0.0 - 4.0 scale):

	Outcome
	Reliability
of Measures
	Validity
of Measures
	Fidelity
	Missing
Data/Attrition
	Confounding
Variables
	Data
Analysis
	Overall 
Rating

	1: Class failure
	2.5
	3.0
	1.5
	0.0
	0.0
	0.5
	1.3

	2: Bullying at school
	1.0
	2.0
	1.5
	0.0
	0.0
	1.5
	1.0

	3: School connectedness
	1.0
	2.0
	1.5
	0.0
	0.0
	1.5
	1.0


Study Strengths: 

School failure is an important scholastic benchmark for intervention at the 9th grade level. The Minnesota Student Survey appears to have face and content validity. The intervention is manualized and is based on a theory of adolescent development that emphasizes strengthening assets and reducing risk behaviors.

Study Weaknesses: 

The absence of independent verification of school failure records is a concern, as the accuracy of school recordkeeping can vary by school. No reliability data were reported for the Minnesota Student Survey.

Intervention fidelity is difficult to determine; for example, it is unclear how often classes were observed, whether interviews were carried out with teachers and staff, and what was done with the information once collected.

Attrition and missing data are a major concern. The study's design did not allow the same students to be followed over time. In addition, limited information was provided on missing data.

No documentation was provided describing efforts to control for potential confounding variables; for example, although major changes were acknowledged for the student sample in the intervention school (e.g., an increase in the proportion of students with high-risk backgrounds), there was no corresponding information on whether similar changes occurred in the comparison student population, those in the statewide database, over the same period. These changes in the intervention student sample, as well as changes in program delivery staff, over the course of the evaluation make it difficult to determine how much of the findings were actually due to the intervention.

The analysis used a z-score test, which, unlike a t-test or ANOVA, is not appropriate for making inferences regarding outcome success because too much of the variance remains unexplained. The use of a z-score test for pre- and postintervention class failure rates is of particular concern because there was no comparison group, the same students were not followed over time in the intervention school, and the student samples in the intervention school changed demographically over time.

Study Populations

The studies reviewed for this intervention included the following populations, as reported by the study authors.

	Study
	Age
	Gender
	Race/Ethnicity

	Study 1
	13-17 (Adolescent)
	51% Male
49% Female
	79.3% White
11% Black or African American
6.1% Asian
3.3% Hispanic or Latino
0.2% American Indian or Alaska N


Readiness for Dissemination

Readiness for Dissemination Materials Reviewed

The documents below were reviewed for Readiness for Dissemination. Other materials may be available. For more information, contact the developer(s).

Dissemination Materials: 

Jerabek, A. (2007). Building Assets--Reducing Risks program abstract. Minneapolis, MN: Search Institute.

Minnesota Institute of Public Health. (2006). Building Assets--Reducing Risks: Implementation manual. Mounds View, MN: Author.

Minnesota Institute of Public Health. (2006). I-Time 9th grade curriculum: Building Assets--Reducing Risks. Mounds View, MN: Author.

Program Web site, http://www.search-institute.org/BARR

Search Institute. (n.d.). Sample training agenda. Minneapolis, MN: Author.

Search Institute. (n.d.). Training slides [PowerPoint]. Minneapolis, MN: Author.

Search Institute. (n.d.). What do you think? Minneapolis, MN: Author.

Ratings

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale):

	Implementation Materials
	Training and Support
	Quality Assurance
	Overall Rating

	2.9
	2.0
	2.1
	2.3


Dissemination Strengths: 

The implementation manual provides comprehensive and specific guidance on staff roles and responsibilities as well as requirements for successful implementation. Multiple training levels and formats are provided to support new implementers. Additional training on topics indirectly related to this program is also available through the developer. Implementers can obtain support through a Web-based forum and conference calls. Materials include a variety of process and outcome measurement tools to support quality assurance.

Dissemination Weaknesses: 

More guidance is needed on making the schoolwide organizational changes required to implement the program and responding to potential implementation challenges. Additional information is also needed on how individual program components are interrelated. There is no formal, standardized training curriculum, and the content of direct technical assistance provided by the developer is unclear. Materials do not define the staff qualifications required for collecting and analyzing process data or explain how to use data to improve program delivery.

Replications

No replications were identified by the applicant.

Caring School Community

Date of Review: February 2008

Caring School Community (CSC), formerly called the Child Development Project, is a universal elementary school (K-6) improvement program aimed at promoting positive youth development. The program is designed to create a caring school environment characterized by kind and supportive relationships and collaboration among students, staff, and parents. The CSC model is consistent with research-based practices for increasing student achievement as well as the theoretical and empirical literature supporting the benefits of a caring classroom community in meeting students’ needs for emotional and physical safety, supportive relationships, autonomy, and sense of competence. By creating a caring school community, the program seeks to promote prosocial values, increase academic motivation and achievement, and prevent drug use, violence, and delinquency. CSC has four components designed to be implemented over the course of the school year: (1) Class Meeting Lessons, which provide teachers and students with a forum to get to know one another and make decisions that affect classroom climate; (2) Cross-Age Buddies, which help build caring cross-age relationships; (3) Homeside Activities, which foster communication at home and link school learning with home experiences and perspectives; and (4) Schoolwide Community-Building Activities, which link students, parents, teachers, and other adults in the school. Schoolwide implementation of CSC is recommended because the program builds connections beyond the classroom. 

Descriptive Information:

	Areas of Interest
	Mental health promotion
Substance abuse prevention

	Outcomes
	1: Alcohol use
2: Marijuana use
3: Concern for others
4: Academic achievement
5: Student discipline referrals

	Outcome Categories
	Alcohol
Drugs
Education
Social functioning

	Ages
	6-12 (Childhood)

	Genders
	Male
Female

	Races/Ethnicities
	Asian
Black or African American
Hispanic or Latino
White
Race/ethnicity unspecified

	Settings
	School

	Geographic Locations
	Urban
Suburban
Rural and/or frontier

	Implementation History
	CSC was first introduced in California elementary schools in the early 1980s as the Child Development Project. The program had been implemented in 46 schools in 4 States by 1998 and has continued to spread across the country. CSC is currently being used in more than 1,000 schools nationally and has been implemented in Australia, Spain, and Switzerland.

	NIH Funding/CER Studies
	Partially/fully funded by National Institutes of Health: No
Evaluated in comparative effectiveness research studies: No

	Adaptations
	No population- or culture-specific adaptations were identified by the applicant.

	Adverse Effects
	No adverse effects, concerns, or unintended consequences were identified by the applicant.

	Costs
	CSC materials are offered in a variety of packages. The teacher’s package is available for $200 per classroom, and the complete K-6 package can be purchased for $1,350. The principal’s package is available for $385. Each principal’s package includes a Principal’s Leadership Guide, all the materials the K-6 teachers receive, and tools for observation and scheduling. Optional read-aloud libraries are also available and range from $52 to $67 depending on the grade level. These books highlight many of the values taught in the Caring School Community program. Detailed price and ordering information is available at http://www.devstu.org/csc/included.html. 

Professional development workshops and follow-up support visits are available to provide teachers with tools and strategies to help build caring classroom communities as well as opportunities for teachers to reflect upon and refine their own practice. One-day workshops for school faculty are available for $2,000 plus travel costs. Follow-up visits are provided as needed for $2,000 per day plus travel costs.

	IOM Prevention Categories
	Universal


	Outcome 1: Alcohol use 

	Description of Measures
	Lifetime use of alcohol was assessed using a single question: “Do you drink alcohol (beer, wine, liquor)?” Participants indicated their use of alcohol on a 5-point scale (1 = never; 2 = once or twice; 3 = once in a while; 4 = often; 5 = used previously, but not anymore).

	Key Findings
	Reported use of alcohol declined significantly over time among students in schools that demonstrated high program implementation, while it increased slightly among students in matched comparison schools (p < .05). This difference represents a very small effect size (Cohen’s d = 0.18).

	Studies Measuring Outcome
	Study 1

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	2.5 (0.0-4.0 scale)


	Outcome 2: Marijuana use 

	Description of Measures
	Lifetime use of marijuana was assessed using a single question: “Do you smoke marijuana ("pot," "grass")?” Participants indicated their use of marijuana on a 5-point scale (1 = never; 2 = once or twice; 3 = once in a while; 4 = often; 5 = used previously, but not anymore).

	Key Findings
	Reported use of marijuana declined significantly over time among students in schools that demonstrated high program implementation, while it increased slightly among students in matched comparison schools (p < .01). This difference represents a small effect size (Cohen’s d = 0.22).

	Studies Measuring Outcome
	Study 1

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	2.5 (0.0-4.0 scale)


	Outcome 3: Concern for others 

	Description of Measures
	Concern for others was assessed using a 10-item Likert-type, self-report scale that measured students’ feelings of concern for and desire to help other people. Items included, for example, “Everybody has enough problems of their own without worrying about other people’s problems” and “When I hear about people who are sad or lonely, I want to do something to help.”

	Key Findings
	Over 4 academic years, students in high-implementation schools across six school districts showed a small increase from baseline in their self-reported concern for others, while students in matched comparison schools showed a decrease in their concern for others (p < .01). This difference represents a very small effect size (Cohen's d = 0.13).

Another evaluation conducted in a single school district found that students in program schools reported greater concern for others 1 year following program implementation compared with students in matched comparison schools (p < .01).

	Studies Measuring Outcome
	Study 1, Study 2

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	3.1 (0.0-4.0 scale)


	Outcome 4: Academic achievement 

	Description of Measures
	Academic achievement was measured using grade 3 and/or grade 4 nationally normed reading diagnostic test scores or statewide reading and math assessment scores.

	Key Findings
	An evaluation conducted in a single school district demonstrated a program effect on reading scores, with students in program schools achieving higher scores than students in matched comparison schools 1 year following implementation (p < .05). This difference represents a very small effect size (Cohen's d = 0.06).

A second evaluation conducted in the same schools 2 years later showed that high-implementation schools outperformed comparison schools in reading gains (p < .01). Specifically, the high-implementation schools reduced the percentage of students reading at the novice level from 29% to 16%, while the comparison schools reduced the percentage of students reading at the novice level from 26% to 21%.

A third evaluation conducted in another school district found program effects for both math (p < .05) and reading (p < .05) achievement. Based on State performance categories, approximately 45% of students in the program schools were categorized as proficient or advanced in math, compared with 37% of students in control schools. This difference represents a medium effect size (eta-squared = 0.12). Effects were even more pronounced for reading achievement, with longer duration of implementation associated with greater performance: 56% of students in schools with 3 years of implementation were categorized as proficient or advanced, compared with 50% in schools with 2 years of implementation, 46% in schools with 1 year of implementation, and 38% in control schools. This difference reflects a large effect size (eta-squared = 0.22).

	Studies Measuring Outcome
	Study 2, Study 3, Study 4

	Study Designs
	Experimental, Quasi-experimental

	Quality of Research Rating
	3.0 (0.0-4.0 scale)


	Outcome 5: Student discipline referrals 

	Description of Measures
	Data on student discipline referrals were provided by participating schools.

	Key Findings
	An evaluation conducted in a single school district demonstrated a program effect on student discipline referrals. The number of referrals across program schools decreased from 214 to 142 over 1 school year (p < .05). All but one program school showed a decrease in the annual number of referrals.

A second evaluation conducted in another school district also found a program effect on referrals. Over a 2-year period, a significant 24% decline was found in student discipline referrals in 20 program schools, while referrals increased 42% in 4 control schools (p < .01).

	Studies Measuring Outcome
	Study 3, Study 4

	Study Designs
	Experimental, Quasi-experimental

	Quality of Research Rating
	2.3 (0.0-4.0 scale)


Quality of Research 

Quality of Research Studies Reviewed

The documents below were reviewed for Quality of Research. Other materials may be available. For more information, contact the developer(s).

Study 1

Battistich, V., Schaps, E., Watson, M., Solomon, D., & Lewis, C. (2000). Effects of the Child Development Project on students’ drug use and other problem behaviors. Journal of Primary Prevention, 21(1), 75-99.

Solomon, D., Battistich, V., Watson, M., Schaps, E., & Lewis, C. (2000). A six-district study of educational change: Direct and mediated effects of the Child Development Project. Social Psychology of Education, 4, 3-51.

Study 2

Munoz, M. A., & Vanderhaar, J. E. (2006). Literacy-embedded character education in a large urban district: Effects of the Child Development Project on elementary school students and teachers. Journal of Research in Character Education, 4(1-2), 27-44.

Study 3

Chang, F., & Munoz, M. A. (2006). School personnel educating the whole child: Impact of character education on teachers’ self-assessment and student development. Journal of Personnel Evaluation in Education, 19(1-2), 35-49.

Study 4

Marshall, J., & Caldwell, S. (2007). Caring School Community implementation study four-year evaluation report. Rapid City, SD: Marshall Consulting.

Supplementary Materials: 

Battistich, V., Solomon, D., Watson, M., & Schaps, E. (1997). Caring school communities. Educational Psychologist, 32(3), 137-151.

Elementary school student questionnaire measures. (2000). Oakland, CA: Developmental Studies Center.

Marshall, J., & Caldwell, S. (2006). Caring School Community the Characterplus way. Rapid City, SD: Marshall Consulting.

Middle school student questionnaire measures. (2000). Oakland, CA: Developmental Studies Center.

Sherblom, S. A., & Marshall, J. C. (2005, April). Caring School Community: Growing character and academic achievement. Paper presented at the annual meeting of the American Educational Research Association, Montreal, Canada.

Ratings

Quality of Research Ratings by Criteria (0.0 - 4.0 scale):

	Outcome
	Reliability
of Measures
	Validity
of Measures
	Fidelity
	Missing
Data/Attrition
	Confounding
Variables
	Data
Analysis
	Overall 
Rating

	1: Alcohol use
	2.0
	2.3
	3.0
	2.7
	2.3
	2.5
	2.5

	2: Marijuana use
	2.0
	2.3
	3.0
	2.7
	2.3
	2.5
	2.5

	3: Concern for others
	3.8
	3.0
	3.8
	2.4
	2.5
	3.0
	3.1

	4: Academic achievement
	3.3
	3.0
	3.1
	3.0
	2.8
	3.0
	3.0

	5: Student discipline referrals
	1.7
	1.7
	3.0
	2.0
	2.3
	3.0
	2.3


Study Strengths: 

The evaluation approach was theory driven and followed a conceptually sound logic model. Nationally normed, criterion-referenced achievement tests were used to measure academic achievement. Self-reported measures of drug use and concern for others relied on items similar to those used in the field or used scales with established reliability and validity. All teachers and staff associated with the program received intense training prior to program implementation, followed by continuous staff development training throughout the year. Implementation fidelity was measured using multiple measures including systematic classroom observations, program implementation checklists, and staff implementation surveys. Individual studies had adequate power to detect differences at the student level.

Study Weaknesses: 

The use of convenience samples and control schools that were involved in other initiatives limits the ability to make causal conclusions. Reliability and validity of the discipline referral data were questionable. Across studies, program implementation varied considerably among the treatment schools. In the majority of studies, treatment schools implemented the program in different years, introducing the possibility of interaction effects such as history and selection bias. The analytic strategy did not take into account the clustering of students by classroom

Study Populations

The studies reviewed for this intervention included the following populations, as reported by the study authors.

	Study
	Age
	Gender
	Race/Ethnicity

	Study 1
	6-12 (Childhood)
	51.7% Female
48.3% Male
	41.4% White
25.3% Hispanic or Latino
19.9% Black or African American
8.4% Asian
5% Race/ethnicity unspecified

	Study 2
	6-12 (Childhood)
	50.6% Male
49.4% Female
	52.3% White
37.3% Black or African American
10.4% Race/ethnicity unspecified

	Study 3
	6-12 (Childhood)
	50% Female
50% Male
	65% White
35% Race/ethnicity unspecified

	Study 4
	6-12 (Childhood)
	Data not reported/available
	Data not reported/available


Readiness for Dissemination

Readiness for Dissemination Materials Reviewed

The documents below were reviewed for Readiness for Dissemination. Other materials may be available. For more information, contact the developer(s).

Dissemination Materials: 

Caring School Community One-Day Workshop--Detailed Agenda 

Caring School Community Program Overview [CD-ROM] 

Program materials:

· Class Meetings Kit: Lessons for Grades K-1. (2000). 

· Class Meetings Kit: Lessons for Grades 2-6. (2000). 

· Cross-Age Buddies Activity Book. (n.d.). 

· Homeside Activities: Grade K. (n.d.). 

· Homeside Activities: Grade 1. (n.d.). 

· Homeside Activities: Grade 2. (n.d.). 

· Homeside Activities: Grade 3. (n.d.). 

· Homeside Activities: Grade 4. (n.d.). 

· Homeside Activities: Grade 5. (n.d.). 

· Homeside Activities: Grade 6. (n.d.). 

· Principal’s Leadership Guide. (n.d.). 

· Schoolwide Community-Building Activities. (n.d.).

Program Web site, http://www.devstu.org/csc/videos/index.shtml

Ratings

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale):

	Implementation Materials
	Training and Support
	Quality Assurance
	Overall Rating

	4.0
	4.0
	4.0
	4.0


Dissemination Strengths: 

Program materials are comprehensive and well organized. Specialized training is available to implementers in various roles (teachers, principles, coaches) in the form of on-site, follow-up, and video-based training. Phone support is available to implementers. A number of assessment tools and fidelity monitoring assessments are provided to support quality assurance.

Dissemination Weaknesses: 

No weaknesses were noted by reviewers.

Emergency Department Means Restriction Education

Date of Review: March 2010

Emergency Department Means Restriction Education is an intervention for the adult caregivers of youth (aged 6 to 19 years) who are seen in an emergency department (ED) and determined through a mental health assessment to be at risk for committing suicide. Studies show that the presence of a gun in the household increases suicide risk, yet parents who take their adolescent to an ED for a suicide attempt are often not warned about restricting their child’s access to firearms and other lethal means. ED Means Restriction Education is designed to help parents and adult caregivers of at-risk youth recognize the importance of taking immediate, new action to restrict access to firearms, alcohol, and prescription and over-the-counter drugs in the home. The intervention also gives parents and caregivers specific, practical advice on how to dispose of or lock up firearms and substances that may be used in a suicide attempt. Examples are using firearm locking devices or locked medicine cabinets, turning in firearms to local police, or moving the item to another location outside the home. By encouraging reduced access to these means, the intervention also aims to lessen the risk of violence directed at others, including homicide.

The intervention is designed to be delivered in a brief period consistent with the demands of busy EDs. The intervention consists of three components or messages that can be delivered by a trained health care professional, such as a physician, nurse, social worker, or mental health specialist. The three components are (1) informing parents, when their child is not present, that the child is at increased suicide risk and why (e.g., “Adolescents who have made a suicide attempt are at risk for another attempt”); (2) telling parents they can reduce this risk by limiting their child’s access to lethal means; and (3) educating parents and problem solving with them about how to limit access to lethal means. 

Descriptive Information:

	Areas of Interest
	Mental health promotion

	Outcomes
	1: Access to medications that can be used in an overdose suicide attempt
2: Access to firearms

	Outcome Categories
	Drugs
Suicide
Violence

	Ages
	6-12 (Childhood)
13-17 (Adolescent)
18-25 (Young adult)

	Genders
	Male
Female

	Races/Ethnicities
	Black or African American
Hispanic or Latino
White

	Settings
	Outpatient

	Geographic Locations
	Urban
Suburban
Rural and/or frontier

	Implementation History
	ED Means Restriction Education was first implemented in 1994 in Illinois. The number of sites that have implemented the intervention has not been tracked.

	NIH Funding/CER Studies
	Partially/fully funded by National Institutes of Health: No
Evaluated in comparative effectiveness research studies: No

	Adaptations
	No population- or culture-specific adaptations were identified by the applicant.

	Adverse Effects
	No adverse effects, concerns, or unintended consequences were identified by the applicant.

	Costs
	In-person training of ED personnel using a train-the-trainers technique is highly recommended to maximize the impact of the intervention. Costs for in-person training vary depending on the number of persons and sites involved; as an example, a needs assessment plus in-person training of up to 20 individuals is estimated at $10,000 plus travel expenses. The cost of training includes materials and up to three follow-up phone calls. Ongoing expenditures after training are limited to personnel time. Materials can be obtained from the developer for a fee of $50 to cover the cost of duplication and shipping. Individual circumstances may warrant provision of materials for free on a case-by-case basis.

	IOM Prevention Categories
	Selective
Indicated


	Outcome 1: Access to medications that can be used in an overdose suicide attempt 

	Description of Measures
	Access to prescription and over-the-counter medications that can be used in an overdose suicide attempt was assessed retrospectively in two studies by a confidential, structured telephone interview. The interviews were conducted with parents/caregivers of youth who had been assessed during an ED visit as exhibiting high-risk behavior such as suicidal or homicidal threats (in one study) or brought to a poison control center after deliberately ingesting a drug in a suicide attempt (in the other study). The parent/caretaker was asked (1) if he or she received any information regarding means restriction while at the ED; (2) if at the time of the ED visit, there were any lethal means for suicide in the home; and (3) if there were any such means present, if the parent/caretaker took any new preventive measures to limit access to these means after the ED visit. Based on parents’ responses, two categories of action were defined: locking (installing a locking device or putting the means in a locked storage container) and disposal (elimination of the means or removing the means from the household). The interviews were conducted by a nurse (in one study) or by a physician (in the other study) who had reviewed the youth's medical chart.

	Key Findings
	In one study, parents/caregivers of youths who made an ED visit and were determined to exhibit high-risk behavior were interviewed 2 months after their ED visit. Parents/caregivers who received the intervention were significantly more likely to report limiting access to medications that can be used in an overdose suicide attempt compared with a control group of parents/caregivers who did not receive the intervention (p < .001). For prescription medications, among parents/caregivers who received the intervention, 42% used locking and 33% used disposal as methods to limit access, while 25% did not take any action. In comparison, among the control group, 24% of parents/caregivers used locking and 24% used disposal as methods to limit access, while 53% did not take any action (p < .05). For over-the-counter medications, 26% of parents/caregivers who received the intervention used locking and 22% used disposal as methods to limit access, while 52% did not take any action. In comparison, 14% of parents/caregivers in the control group used locking, 8% used disposal, and 78% did not take any action (p < .05).

In another study, parents/caregivers of youth who had attempted suicide by deliberately ingesting a drug and received a mental health evaluation while at the ED were interviewed an average of 15 months after the overdose. Among parents/caregivers who received the intervention, 86% reported they had locked up or disposed of medications that can be used in an overdose suicide attempt, whereas only 32% of parents/caregivers who were not given means restriction education during the ED visit reported taking such action (p = .011).

	Studies Measuring Outcome
	Study 1, Study 2

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	2.5 (0.0-4.0 scale)


	Outcome 2: Access to firearms 

	Description of Measures
	Access to firearms was assessed retrospectively by a confidential, structured telephone interview. The interviews were conducted with parents/caregivers of youth who had been assessed during an ED visit as exhibiting high-risk behavior such as suicidal or homicidal threats. The parent/caretaker was asked (1) if he or she received any information regarding means restriction while at the ED; (2) if at the time of the ED visit, there were any lethal means for suicide in the home; and (3) if there were any such means present, if the parent/caretaker took any new preventive measures to limit access to these means after the ED visit. Based on the parents’ responses, two categories of action were defined: locking (installing a locking device or putting the means in a locked storage container) and disposal (elimination of the means or removing the means from the household). The interviews were conducted by a nurse (in one study) or by a physician (in the other study) who had reviewed the youth's medical chart.

	Key Findings
	Parents/caregivers of youths who made an ED visit and were determined to exhibit high-risk behavior were interviewed 2 months after their ED visit. Parents/caregivers who received the intervention were significantly more likely to take action to limit access to firearms compared with a control group of parents/caregivers who did not receive the intervention (p < .001). Among parents/caregivers in the intervention group, 38% used locking and 25% used disposal as methods to limit access, while 38% did not take any action. In comparison, 100% of those in the control group took no action at all to limit access to firearms (p < .05).

	Studies Measuring Outcome
	Study 1

	Study Designs
	Quasi-experimental

	Quality of Research Rating
	2.7 (0.0-4.0 scale)


Quality of Research 

Quality of Research Studies Reviewed

The documents below were reviewed for Quality of Research. Other materials may be available. For more information, contact the developer(s).

Study 1

Kruesi, M. J., Grossman, J., Pennington, J. M., Woodward, P. J., Duda, D., & Hirsch, J. G. (1999). Suicide and violence prevention: Parent education in the emergency department. Journal of the American Academy of Child Adolescent Psychiatry, 38(3), 250-255.  [image: image1.png]Publed




Wislar, J. S., Grossman, J., Kruesi, M. J., Fendrich, M., Franke, C., & Ignatowicz, N. (1998). Youth suicide-related visits in an emergency department serving rural counties: Implications for means restriction. Archives of Suicide Research, 4, 75-87.

Study 2

McManus, B. L., Kruesi, M. J., Dontes, A. E., Defazio, C. R., Piotrowski, J. T., & Woodward, P. J. (1997). Child and adolescent suicide attempts: An opportunity for emergency departments to provide injury prevention education. American Journal of Emergency Medicine, 15(3), 357-360.  [image: image2.png]Publed




Supplementary Materials: 

Data collection form for youth suicide-related emergency department visits

Follow-up form (for parents)

Form provided to law enforcement agencies to determine firearm turn-in/disposal policies

Kruesi, M., Grossman, J., Hirsch, J., Fendrich, M., Woodward, J., Dontes, A., et al. (1996, July). Report of the Community Action for Youth Survival Program. Final grant report submitted to Ronald McDonald House Charities. Chicago: University of Illinois at Chicago.

Ratings

Quality of Research Ratings by Criteria (0.0 - 4.0 scale):

	Outcome
	Reliability
of Measures
	Validity
of Measures
	Fidelity
	Missing
Data/Attrition
	Confounding
Variables
	Data
Analysis
	Overall 
Rating

	1: Access to medications that can be used in an overdose suicide attempt
	1.5
	3.5
	2.5
	2.0
	2.0
	3.5
	2.5

	2: Access to firearms
	2.5
	3.5
	2.5
	2.0
	2.0
	3.5
	2.7


Study Strengths: 

The reliability of the access to firearms measure (Outcome 2) was enhanced by use of collaborative law enforcement records, and the validity of measures was enhanced by corroboration from independent investigators. The studies accounted for missing data in their analyses, and the analyses were appropriate for the type of data collected.

Study Weaknesses: 

The reliability of the data related to access to medication that were collected by telephone interview is a concern given the lack of external corroboration. Although some efforts were made to track implementation (e.g., use of parental follow-up forms, checking of charts), the intervention itself was not structured or manualized, and intervention fidelity was not assessed at all in one of the studies. The attrition rate was 30% in one study, and the 70% of parents who participated in follow-up calls had a higher percentage of children with suicidal ideation than those who could not be reached or chose not to participate. Several confounding variables were not addressed, including the type of follow-up care or treatment received.

Study Populations

The studies reviewed for this intervention included the following populations, as reported by the study authors.

	Study
	Age
	Gender
	Race/Ethnicity

	Study 1
	13-17 (Adolescent)
	51% Female
49% Male
	74% White
24% Black or African American
2% Hispanic or Latino

	Study 2
	6-12 (Childhood)
13-17 (Adolescent)
18-25 (Young adult)
	74% Female
26% Male
	61% White
28% Black or African American
11% Hispanic or Latino


Readiness for Dissemination Materials Reviewed

The documents below were reviewed for Readiness for Dissemination. Other materials may be available. For more information, contact the developer(s).

Dissemination Materials: 

Fendrich, M., Mackesy-Amiti, M. E., & Kruesi, M. (2000). A mass-distributed CD-ROM for school-based suicide prevention. Crisis, 21(3), 135-140. 

Firearm disposal form 

Firearm locking devices [Brochure]. (n.d.). Retrieved from http://depts.washington.edu/lokitup/images/media/firearm_locking_devices.pdf 

Grossman, J., Kruesi, M. J. P., & Hirsch, J. (1996). Team up to save lives: What your school should know about preventing youth suicide [CD-ROM]. Chicago: University of Illinois at Chicago and Ronald McDonald House Charities.

Kruesi, M. J. P. (2008). Adolescent & child suicide (and homicide) prevention in the ED [PowerPoint slides].

Kruesi, M. J. P. (2008). Means restriction: Theory and practice [PowerPoint slides].

Kruesi, M. J. P. (2008). Methods of suicide/violent death [PowerPoint slides].

Kruesi, M. J. P. (2008). Suicide in children (in contrast to adolescents) [PowerPoint slides].

Kruesi, M. J. P., Grossman, J., & Hirsch, J. G. (2009). Emergency Department Means Restriction Education manual.

Quality assurance materials:

· Data collection form for youth suicide-related emergency department visits 

· Follow-up form (for parents) 

· Outline of quality assurance protocol

Registry of Evidence-Based Suicide Prevention Programs: Emergency Department Means Restriction Education. (2005). Retrieved from http://www.sprc.org/featured_resources/bpr/ebpp_PDF/emer_dept.pdf

Ratings

Readiness for Dissemination Ratings by Criteria (0.0-4.0 scale):

	Implementation Materials
	Training and Support
	Quality Assurance
	Overall Rating

	3.3
	2.0
	2.0
	2.4


Dissemination Strengths: 

The manual describes key features of the program and provides helpful tips on how to carry out the model. The developer is available to answer any questions that come up during implementation. The training PowerPoint presentations contain relevant data on the problem of adolescent suicide. Several quality assurance tools are provided for implementers to adapt to local situations.

Dissemination Weaknesses: 

Implementation guidance is limited; the materials provided do not clearly describe the sequential process of the program. No standardized process for training practitioners is available. Although the developer is available to answer questions, it does not appear that any structured or formalized implementation support is available. Quality assurance procedures are not fully described, and information is limited on how implementers are to use the data generated from them. The quality assurance tools were developed for the research study and must be adapted before they can be used at other sites.

Replications

Selected citations are presented below. An asterisk indicates that the document was reviewed for Quality of Research.

Kruesi, M., Grossman, J., Hirsch, J., Fendrich, M., Woodward, J., Dontes, A., et al. (1996, July). Report of the Community Action for Youth Survival Program. Final grant report submitted to Ronald McDonald House Charities. Chicago: University of Illinois at Chicago.

* McManus, B. L., Kruesi, M. J., Dontes, A. E., Defazio, C. R., Piotrowski, J. T., & Woodward, P. J. (1997). Child and adolescent suicide attempts: An opportunity for emergency departments to provide injury prevention education. American Journal of Emergency Medicine, 15(3), 357-360.  [image: image3.png]Publed
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Bottom of Form

by Phil Rich, Ed.D., LICSW

In an age when childhood sexual abuse and victimization is increasingly on our minds, it is important for parents (and other caretakers) to understand what is "normal" sexual development and behavior in children and teenagers, and which behaviors might signal that a child is a victim of sexual abuse, or acting in a sexually aggressive manner towards others.

In fact, sexual development and sexual play are natural and healthy processes in children, from toddlers through childhood and into adolescence. For infants and toddlers, this usually involves body sensations, cuddling and touch, and playing with toys. 

Even in the earliest of days, babies and toddlers touch and rub their own genitals, and even as infants boys experience erections. By early school age (5-7), children are interested in body parts and functions. Some sexual play may begin, and concepts of love and affection begin to develop, evolving into behaviors and questions that continue developing into later childhood (8-9 years old).

Pre-adolescent children (ages 10-12) are more focused on social relationships and expectations, and begin to experience clearer sexual feelings. Children touch, fondle, and rub their own genitals throughout childhood, but they begin to more clearly masturbate during this time, developing clearer patterns into and beyond puberty (ages 12/13 and up). 

By puberty and adolescence, body parts and sexual organs are clearly developing, and puberty brings the onset of menstruation in girls and more routine masturbation for both boys and girls, and especially boys. As children move deeper into adolescence, romance, intimacy, and sexual issues are driven by and blend with physical feelings, emotions, and social expectations. Dating and more intense sexual relationships begin and deepen, moving from thinking about and discussing romances, to dating, kissing, sexual petting, and, in many cases, sexual relationships and intercourse.

But it is important to distinguish between age appropriate and age inappropriate sexual behaviors. Many children engage in sexual behaviors and show sexual interests throughout their entire childhood, even though they have not yet reached puberty. However, normative (or expected) sexual behaviors are usually not overtly sexual, are more exploratory and playful in nature, do not show a preoccupation with sexual interactions, and are not hostile, aggressive, or hurtful to self or others.

Appropriate and Inappropriate Childhood Sexuality

Like other areas of growth, children's sexual behavior develops over time, and many behaviors are normal for children at certain ages. On the other hand, there are sexual behaviors about which we should be concerned, are worrisome, and should not be ignored or seen as child's play. 

Other sexual behaviors are more serious and may be dangerous to the child and others. Nevertheless, when a child engages in sexual behaviors, it can be difficult to decide when the behavior is natural and healthy, and when it may reflect a problem or disturbance.

The normative behaviors of childhood and adolescence are of concern when they are extensive or suggest preoccupation, or involve others in ways that are not consensual. That is, sexual behaviors in children present a special concern when they appear as prominent features in a child's life, or when sexual play or behaviors are not welcomed by other children involved in the play. This is the point at which sexually harmful and aggressive behaviors most closely and clearly hinges.

Sexually Reactive Children

"Sexually Reactive" children are pre-pubescent boys and girls who have been exposed to, or had contact with, inappropriate sexual activities. The sexually reactive child may engage in a variety of age-inappropriate sexual behaviors as a result of his or her own exposure to sexual experiences, and may begin to act out, or engage in, sexual behaviors or relationships that include excessive sexual play, inappropriate sexual comments or gestures, mutual sexual activity with other children, or sexual molestation and abuse of other children.

Inappropriate Sexual Exposure

For children aged below 11, we consider all forms of sexual exposure inappropriate, and especially for children aged 10 and younger. This includes:

 

· all forms of sexual activity with adolescents and adults

· viewing pornography or other sexually explicit material

· witnessing sexual behaviors between adults, adolescents, or other children

· excessive sexual play with a same age or older child who has more sophisticated sexual knowledge

· any situation in which a child is exposed to explicit sexual materials outside of an educational experience taught by qualified staff

Inappropriate Sexual Behaviors

Sexually reactive children may react to their exposure to sexual activities by:

 

· demonstrating precocious sexualized activities, gestures, language, and knowledge

· engaging in extensive mutual sexual play with same age or younger children

· engaging in excessive masturbation or demonstrating a preoccupation with sexual activities and ideas

· engaging in sexual behaviors in public, such as sexual exposure, rubbing, or masturbation

· interest in or attempting sexual contact with older children, adolescents, adults, or animals

· engaging in or attempting significant sexual encounters with same age or younger children, including masturbation, oral sex, digital penetration, and intercourse

· sexually molesting other, and especially younger, children

Signs of Sexual Disturbance

Toni Cavanagh Johnson, a psychologist specializing in childhood sexual development, lists signs of concern in children up to the age of about 12:

 

· Children should not be preoccupied with sexual play, and should engage in many other forms of play

· Children should not engage in sexual play with much younger or much older children 

· Children should not have precocious knowledge of sex beyond their age

· Children's sexual behaviors and interests should be similar to those of other same-age children

· Children should not be "driven" to engage in sexual activities, and be able to stop when told to by an adult

· Children's sexual play should not lead to complaints from or have a negative effect on other children, and should not cause physical or emotional discomfort to themselves or others

· Children should not sexualize relationships, or see others as objects for sexual interactions

· Children aged 4 and older should understand the rights and boundaries of other children in sexual play

· Children should not experience fear, shame, or guilt in their sexual play

· Children should not engage in adult-type sexual activities with other children

· Children should not direct sexual behaviors toward older adolescents or adults

· Children should not engage in sexual activities with animals

· Children should not use sex to hurt others

· Children should not use bribery, threats, or force to engage other children in sexual play

There are many excellent books and other publications that explain and discuss healthy sexual development in children and adolescents. Parents who have questions about sexual behavior in children should take the time to learn about sexual development in their child, and be aware of the possibility of sexual difficulties.
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