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Preface


In 2000, we published our book Reaching Out in Family Therapy: Home-Based, School, and Community Interventions (Boyd-Franklin & Bry, 2000), which introduced our concept of reaching out to youth and families in their homes, schools, and communities. Initially, we proposed a second edition of our earlier book, but during the writing process we realized that the challenges in working with at-risk adolescents with many different presenting problems have increased significantly during the last 19 years. It became clear that the book we were writing far surpassed what could be expected in a second edition. We therefore decided to write a new book that incorporated and expanded upon our earlier ideas.


This new book represents an evolution in our thinking, our work, and the field. Other models of treatment, including a number of evidence-based approaches, have been developed in home-based family therapy. In addition, Brenna Bry’s Achievement Mentoring Program has been adopted in a number of school systems throughout the United States and in Ireland. There has also been a growing research base. We wanted to incorporate these changes into this new volume.


It is important to note, however, that many of the ideas delineated in our earlier book are still guiding this work. In addition to writing 11 new chapters, we have expanded and updated four chapters from the earlier book (Chapters 3, 5, 6, and 9) to include current ideas, concepts, authors, and references. For example, Chapter 3, “Cultural, Racial, and Socioeconomic Issues,” includes additional material on the challenges facing at-risk adolescents and their families, most notably a discussion of the impact on African American youth and families of the increasing numbers of Black men and women killed by the police. Home-based family therapists, other clinicians, teachers, counselors, achievement mentors, and school administrators will appreciate the careful discussion of the ways in which families may be helped to address their fears and protect their children.


Chapter 5, “Multigenerational Patterns in Families of At-Risk Adolescents,” allows those who work with at-risk youth and their families to look beyond the current presenting problems and to explore the intergenerational processes that may be operating in these situations. It expands upon our original discussion of multigenerational crises that many of these families face, including teenage pregnancy, drug and alcohol abuse, and juvenile delinquency. In addition to these issues, this new book addresses physical and sexual abuse, domestic violence, and gang involvement.


Chapter 6, “An Overview of the Multisystems Model and Home-Based Family Therapy,” builds upon the cornerstone of the original book—effective treatment often involves providing interventions at many system levels in the lives of these adolescents and their families. This aspect of our Multisystems Model is described in detail. This chapter also expands the description of home-based family therapy provided in the original book to include current issues and case examples. Finally, Chapter 9, “Supervision and Training of Home-Based Family Therapists,” further develops our concept of frontline supervision and describes an active model of supervision that engages clinicians directly as they learn to enter the homes and communities of clients who may be culturally, racially, and socioeconomically different from them.


The first chapter of our current book describes our guiding concepts and gives an overview of the ways in which the material from our earlier work has been integrated with the new material, which includes such relevant topics as the risk and protective factors impacting at-risk adolescents and their families, the challenges in working with kinship care families, and a full chapter devoted to a Multisystems Model case example. In addition, a chapter has been devoted to a description of multisystemic therapy (MST; Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 2009), a home-based family intervention for at-risk youth with antisocial behaviors, which, like our approach, provides treatment at many different system levels but was developed independently from our interventions. Parts III and IV are also totally new to this book. Chapter 10 explores the issues of school engagement, disengagement, and dropouts, and introduces a learning theory framework. Chapters 11, 12, 13, and 14 describe the Achievement Mentoring Program, including a full-chapter case example (Chapter 13). The final chapter of the book, Chapter 15, discusses the research on MST and Achievement Mentoring that is most relevant to practitioners and educators.
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CHAPTER 1



Introduction and Overview of the Book


This book draws upon our collective experience of more than 40 years each of clinical work, supervision, and the development of programs that reach out to at-risk adolescents and their families in their homes, schools, and communities. Throughout our careers, we have witnessed many professionals such as therapists, counselors, clinical program directors, and school personnel (i.e., teachers, counselors, mentors, principals, and other administrators), who have been well trained to work with adolescents and families, become demoralized as they discover that their clients, students, and families often do not choose to participate in available programs. Many of these at-risk adolescents and their families are not self-referred and may not trust or believe in therapy or in school-based interventions. This response to participation in these programs is unfortunate because the trajectory for too many at-risk youth starts with school failure and all too often ends with involvement in the juvenile justice system. As a result, many of these adolescents are not well served by the very systems that are in place to help them. This book is dedicated to mental health and school-based professionals who are committed to reversing this process by reaching out to these adolescents and ensuring that they can overcome challenges, achieve their potential, and realize their life goals.


The number of at-risk youth in this country, particularly among ethnic minority groups and those from poor families, has continued to rise. These adolescents are at risk for school disengagement, academic failure, dropping out of school, behavior and conduct problems, school and community violence, involvement with delinquent peers, juvenile delinquency, gang involvement, drug and alcohol abuse, incarceration, family conflict, child abuse and neglect, removal from their families, teenage pregnancy, and other serious issues.


With these risks in mind, we have developed effective strategies for reaching out to engage these adolescents through their families and their schools. This new book builds on the ideas we first introduced in Reaching Out in Family Therapy: Home-based, School and Community Interventions (Boyd-Franklin & Bry, 2000). In order to address the needs of at-risk adolescents in different settings, this book presents the evolution of our reaching-out model in two different approaches: home-based family therapy and the implementation of the school-based Achievement Mentoring Program for at-risk students. The reaching-out approach is essential for programs serving a population that is often facing complex, multiple, and overwhelming life challenges, such as poverty, racism, discrimination, unsafe communities, violence, homelessness, and struggling schools. With these complex issues in mind, we have incorporated the Multisystems Model as a core principle in our work to empower these adolescents and their families, and to assist service providers in coordinating care and avoiding redundancy in interventions.


THE MULTISYSTEMS MODEL


The Multisystems Model is a problem-solving approach that helps adolescents and families with multiple problems to focus and prioritize their issues, and that allows clinicians to maximize the effectiveness of their interventions (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Boyd-Franklin, Cleek, Wofsy, & Mundy, 2013). This model was introduced by Boyd-Franklin (1989) in her book, Black Families in Therapy: A Multisystems Approach, which was the first to combine a Multisystems Model with a multicultural approach to the treatment of African American families. It represents a combination of structural family therapy (Minuchin, 1974; Nichols, 2011), strategic (Haley, 1976), and behavioral/family systems (Robin & Foster, 2002) approaches.


Our Multisystems Model incorporates multiple systemic levels, including the individual, family, extended family, “nonblood kin” and other close friends, peers of the adolescents, church and community resources, and other outside systems (see Chapter 6). This outside systems level deserves particular emphasis here because therapists and school personnel often discover that many of the adolescents and families with whom they work are dealing with multiple complex problems and have a preexisting involvement with an array of agencies, systems, and institutions, including schools, medical or health care providers, mental health agencies, child welfare or protective services, welfare programs, housing authorities, courts, and the juvenile justice system. To further complicate matters, individual family members may have separate relationships with such agencies, institutions, and systems, many of which may be negative and most of which will have a considerable impact on the therapeutic relationship, the outcome of therapy, and the adolescent’s performance in school. The Multisystems Model covers these various systems and also includes a final level that addresses societal forces that impact these youth and their families on a systemic level: poverty, racism, discrimination, immigration policies, homophobia, ageism, and sexism, among others.


A number of researchers and clinical scholars (Aponte, 1995; Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Boyd-Franklin et al., 2013; Bronfenbrenner, 1977; Henggeler et al., 2009) have developed different pragmatic approaches to understanding complex ecosystems and have encouraged therapists to intervene at multiple systemic levels. It is extremely helpful in work with poor families, including those who are White, who may simultaneously confront a staggering number of problems. In addition, because the Multisystems Model recognizes the impact of the dual sociopolitical stressors of poverty and racism or prejudice, it is particularly useful in work with African American, Latino, and other ethnic minority families and communities (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; McGoldrick & Hardy, 2008) (see Chapter 3).


In addition to our Multisystems Model, this book also discusses multisystemic therapy (MST) (Henggeler et al., 2009; Henggeler & Sheidow, 2012), an evidence-based, home-based family therapy that also incorporates multisystemic levels in its treatment approach (see Chapter 7).


REACHING OUT


The Multisystems Model is a useful theoretical framework for schools and clinical programs that recognize that at-risk adolescents and their families may need a different level of reaching out in order to engage them in their services. In schools, these at-risk youth who are disengaged from the school culture and who may be experiencing academic failure and behavior problems may require special efforts to engage them in their school work and reverse the trajectory that may be leading them toward dropping out of school. The Achievement Mentoring Program is a proven form of such special efforts to reach out (see Chapters 11–15). For clinicians who do home- or office-based clinical work, the Multisystems Model allows them to conceptualize the realities of their clients’ lives in a more complete and complex way. By incorporating the process of reaching out (i.e., outside the office), this approach can allow the clinician to observe and intervene directly in the various systems that either support or hinder their clients’ progress toward achieving therapeutic change (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Boyd-Franklin et al., 2013; Henggeler et al., 2009).


In office-based family therapy, we frequently work with only an isolated subsystem of a complex family household and extended family network, not engaging with individuals who often have a great deal of power either to produce or to sabotage change (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Haley, 1976; Minuchin, 1974; Nichols, 2011). By reaching out to the family’s environment and significant others in home-based work, however, we have the opportunity to engage and form a therapeutic alliance with fathers, boyfriends, and other key extended family members, such as grandparents, who often do not come in for office-based sessions.


Reaching out also has a broader meaning that extends beyond the family and extended family. Too often a clinician or family therapist “joins” only with those present in treatment. This may be a serious error, particularly with poor African American and Latino clients and families. Our approach encourages therapists to actively intervene in the multiple settings that are significant in their clients’ lives (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Boyd-Franklin et al., 2013). This outreach may take place in a client’s home; school; or, if it is convenient or useful to the intervention, at a local facility or institution, such as a church, community center, or another common meeting place.


Strategies for Clinicians in Office-Based Work


Many office-based clinicians may be motivated to make home- and community-outreach efforts, but feel constrained by workplace practices that often restrict treatment to agency premises and by insurance plans that do not cover home- or community-based services. For therapists in these situations, the benefit from even one well-timed home-based family session can increase the impact of ongoing office-based work. For example, a key family member resistant to attending an office session may be amenable to a home-based session, and such participation can facilitate his or her “buy-in” and support of the therapeutic process (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000). Targeted reaching out can also be useful in crises or major therapeutic efforts that require the participation of a large number of family and extended family members.


Clinicians have often told us that paying a brief lunch-hour visit to a child’s school avoided hours of wasted time engaged in “telephone tag.” Although a large caseload may prevent such visits on a regular basis, one carefully planned meeting may allow a clinician to connect with a principal, teacher, or counselor who has the power to make major decisions in a youth’s life (see Chapter 8).


KEY CONCEPTS


The key concepts described in this section represent the guiding themes and values in our work that are incorporated in chapters throughout this book:


• The multisystems or ecological approach to service delivery (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Boyd-Franklin et al., 2013). The Multisystems Model allows us to view clients and families in their full ecological and systemic context, including the many different institutions, agencies, and systems that have an impact on them (see Chapter 6). In addition, see Chapter 7 for a description of multisystemic therapy (MST) (Henggeler et al., 2009).


• Cultural sensitivity and competence (Boyd-Franklin, 2003; Falicov, 2005, 2014; McGoldrick, Giordano, & Garcia-Preto, 2005). Each intervention must be tailored to and sensitive to the cultural realities of the family.


• Emphasis on strengths (Boyd-Franklin, 2003; Boyd-Franklin & Bry, 2000; Henggeler et al., 2009). The emphasis is on identifying the strengths in the adolescent, parent, caregiver, family, school, and community that can be utilized to produce change.


• Empowerment of families, particularly parents or caregivers (Berg, 1994; Boyd-Franklin, 2003; Boyd-Franklin & Bry, 2000; Henggeler et al., 2009). This approach emphasizes empowering families to take charge of their own lives. The clinician should not take over the job of the parents or caregivers.


• The importance of reaching out to schools and to at-risk adolescents in schools. The importance of contacting schools as a part of the Multisystems Model (Boyd-Franklin & Bry, 2000) is addressed from the perspective of family therapists and other clinicians (see Chapters 6 and 8). Part III of this book provides an in-depth discussion of the Achievement Mentoring Program, a school-based program that reaches out to adolescents who present with school disengagement and academic failure and who are at risk for dropping out (see Chapters 10 through 14).


• Proactive and active interventions (Boyd-Franklin & Bry, 2000; Bry, 1994). Rather than accepting the situation and waiting for change to occur, the role of the clinician or the achievement mentor in this model is active and proactive. The therapist reaches out to family members and initiates contact and changes within systems, such as schools, child protective services, the juvenile justice system, the police, and the courts; the achievement mentor reaches out to the adolescents in the school and to their teachers and parents.


• Value of support (Boyd-Franklin & Bry, 2000; Henggeler et al., 2009). Throughout this book, we emphasize the importance of support and support networks in the lives of adolescents, parents, and families.


• Community involvement (Boyd-Franklin & Bry, 2000; Swenson, Henggeler, Taylor, & Addison, 2005). As key community members and organizations can be helpful to the process of change, reaching out extends to the communities in which the families live. For example, a church might provide a location for a family support group, a school might provide an after-school tutoring program, and a community center in a low-income housing project might provide general equivalency diploma (GED) courses or job training.


• Prevention (Boyd-Franklin & Bry, 2000; Bry, 1994). One of the most useful applications of the Multisystems Model and the process of reaching out involves interventions with adolescents who are at risk for conduct disorder, dropping out of school, drug or alcohol abuse, school or community violence and/or gang involvement or other criminal activity. These negative outcomes can be prevented if targeted interventions begin at an early stage.


OVERVIEW OF THE BOOK


When we embarked on this project, our goal was to create a comprehensive resource that could serve as a guide for both beginning and experienced therapists in many different types of agencies and clinics, as well as for school personnel interested in implementing the Achievement Mentoring Program in their schools. With this objective in mind, we have divided this book into four parts: (I) an in-depth description of at-risk adolescents and their families; (II) discussions of the Multisystems Model and home-based family therapy; (III) an analysis of the risk factors for adolescents in the schools and an exploration of the Achievement Mentoring Program, including the process of mentoring and the competencies of mentors; and (IV) a research chapter documenting the evidence base for home-based family therapy interventions and Achievement Mentoring programs.


Part I: At-Risk Adolescents and Their Families


Chapter 2 discusses risk and protective factors at all multisystems levels including the individual, the family, peers, the school, and the community, and provides a comprehensive discussion of the types of issues presented by at-risk adolescents that may result in school dropout, such as school disengagement, academic failure, truancy, and behavioral and conduct problems in the school. (School-related risk factors are discussed in more detail in Part III, Chapter 10.) Also discussed are presenting problems related to conduct disorder and antisocial behaviors, including violence, involvement with delinquent peers, juvenile delinquency, drug and alcohol abuse, and gang involvement.


In Chapter 3, we discuss the importance of understanding the cultural, racial, and socioeconomic factors present in the lives of at-risk adolescents and their families. This chapter focuses primarily on the cultural strengths of African American and Latino families and on our interventions with poor and working poor families from many cultures, including White families. Case examples are included in order to illustrate culturally competent clinical work and school interventions.


It is important for clinicians and school personnel to understand the complex family situations of these young people. In many families of at-risk adolescents, kinship caregivers (e.g., grandmothers, grandfathers, aunts, uncles, older siblings, and close family friends) assume parental roles when biological parents are unable to care for their children properly due to serious issues, such as the parents’ abuse or neglect of the children, drug or alcohol abuse, serious mental illness, or incarceration. In addition, in African American, Latino, and many other ethnic minority families, kinship care—or “taking in children” in times of need—is a cultural strength and an expectation. Chapter 4 offers an in-depth discussion of at-risk youth from kinship care families, many of whom are referred by child welfare agencies or child protective services. This chapter clarifies the distinctions between (1) formal kinship caregivers, who are licensed by the states and receive the same financial compensation as nonfamilial foster parents, monitoring by child protective workers, and services and referrals if necessary; and (2) the far more common situation of informal kinship caregivers, who raise the children and adolescents of extended family members or close friends and receive no financial assistance, with the result that many are living in poverty. A number of case examples illustrate the significant issues commonly presented by at-risk adolescents from kinship care families.


Chapter 5 focuses on multigenerational patterns of families in crisis. Many at-risk adolescents have families that experience one or more multigenerational family patterns of teenage pregnancy, child abuse, domestic violence, juvenile delinquency, gang involvement, drug and alcohol abuse, and other issues. This chapter offers case examples highlighting the nature of these issues and potential complications (such as toxic secrets and repeated crises), and provides guidelines that will be helpful to new and experienced therapists, school counselors, and achievement mentors when working with such families.


Part II: The Multisystems Model and Home-Based Family Therapy


Part II focuses on many different aspects of the Multisystems Model. Chapter 6 introduces the reader to the Multisystems Model, discusses the application of this model in home-based family treatment, and describes the different systems levels in which at-risk adolescents and their families are embedded (i.e., individual, family household, family subsystems, extended family, nonblood family, friends, and the adolescents’ peers, schools, churches, communities, and community agencies, as well as external systems, such as child protective services, the police, the courts, and the juvenile justice system) (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Boyd-Franklin et al., 2013). The chapter also addresses societal forces such as poverty, racism, discrimination, immigration policies, and sexism. As therapists begin to identify presenting problems, this model allows them to explore the strengths of the client, his or her family, and the broader social network at all systems levels that can be utilized for change, together with the ways in which each level may contribute to the problems. This chapter then discusses the importance of reaching out to families in home-based family therapy. We introduce our model, which includes the initial interview, the process of joining or engaging family members, identifying and prioritizing problems and goals, and problem-solving interventions.


A number of evidence-based home-based family therapy models have been developed. Chapter 7 provides an in-depth description of multisystemic therapy (MST) (Henggeler et al., 2009), which is the evidence-based model most consistent with our approach. It provides home-based family therapy to at-risk youth and their families, and it intervenes at many systemic levels. Although MST and our approach were developed independently, the two models have many features in common. Both are discussed in this book in order to expose home-based family therapists to a number of interventions that will help them to provide effective treatment to these families.


Although we have presented numerous illustrative examples throughout this book, the entirety of Chapter 8 is devoted to a comprehensive Multisystems Model case example. In this chapter, therapists are guided through the multiple interventions involving home-based family therapy and comprising different multisystems levels in the treatment of an at-risk adolescent from an immigrant Latino family. Therapists will gain a greater degree of cultural competence in work with presently undocumented immigrant families who are fearful of deportation. Like many at-risk adolescents, this client presents with serious school problems, including academic failure; truancy; fighting in the school and community; close associations with delinquent, gang-involved peers; and involvement with the juvenile justice system. Therapists will learn culturally sensitive techniques for joining with and engaging the parents and empowering them to effectively monitor the youth’s behavior despite their long hours in the workplace. Interventions with the school, the courts, and the probation system are described. In addition, the therapist empowers the parents to identify social supports such as extended family members, their pastor, and church family members to help them. Among the most important aspects of this case are (1) the negative consequences arising out of the adolescent’s involvement with delinquent, gang-involved peers; and (2) the therapist’s empowering the family to identify prosocial peers and activities in the school and the community so that the at-risk adolescent’s trajectory can be reversed.


Like the Multisystems Model of treatment, our model of supervision is an active one involving outreach. Chapter 9 explores the process of the supervision and training of home-based family therapists within the Multisystems Model. We view training and supervision as “antidotes” to the burnout that frontline family therapists often experience, and as keys to the empowerment of clinicians to do this work effectively (Boyd-Franklin, 1989, 2003; Boyd-Franklin & Bry, 2000; Boyd-Franklin et al., 2013). The chapter discusses the value of group supervision in providing support for therapists, in addition to contributing to team building within a program or an agency. Frontline supervision and the involvement of other clinicians through the supervisory group process empower clinicians to intervene successfully in the crises that are prevalent among many at-risk adolescents and their families. Supervisory challenges in this type of work are discussed in detail.


Part III: Achievement Mentoring—An Evidence-Based, School-Based Intervention


In Part III, Chapters 10 through 14 address different aspects of the school-based Achievement Mentoring Program for at-risk adolescents. Since schools afford the greatest long-term, continuous access to adolescents, Chapter 10 presents a strong argument for addressing the needs of at-risk youth through a school-based program. School disengagement is a serious risk factor for at-risk students, which manifests as increasingly poorer grades, more disciplinary referrals, heightened negative feelings about teachers and peers, and fewer beliefs in self-efficacy (Reschly & Christenson, 2012). This chapter discusses these risk factors and the role of school engagement and a sense of belonging in the school as protective factors that prevent students from dropping out of school.


Chapter 11 offers a detailed description of the Achievement Mentoring Program, an evidence-based program for disengaged, at-risk preadolescents and adolescents, the purpose of which is to increase the skills necessary for school engagement and to change habits that interfere with acquiring knowledge and succeeding in school (Bry, 1982, 2001a; Clarke, 2009; Holt, Bry, & Johnson, 2008; Taylor, 2010). This chapter also demonstrates how repeated corrective experiences with nonparental adult mentors over time can reengage students in the process of learning.


In order for achievement mentors to improve school engagement and the academic performance of at-risk students, they must receive training in the competencies necessary to connect with these adolescents, some of which are specific communication skills. Chapter 12 describes these communication skills, which include asking open-ended questions; active listening; interviewing teachers about mentees in their classrooms; praising; reporting teacher feedback; Motivational Interviewing; helping mentees shape a small, feasible next step to take each week; and working with the adolescents to plan details of that step’s implementation.


In order to illustrate the process, Chapter 13 presents an Achievement Mentoring case example that details the progress and challenges presented over time from the perspectives of both the adolescent and the mentor. The involvement of the ongoing Achievement Mentoring trainer, teachers, school administrators, and parents is also discussed. In addition, this case example presents the outcomes of this intervention.


Chapter 14 describes the training methods, ongoing coaching, and organizational supports that enable mentors to learn to do the program in their school settings as it was designed. Attaining maximum results requires achievement mentors to implement the Program with a high level of competence and fidelity, which may be difficult to do given the challenges and stresses involved in addressing the behavioral habits and skill deficits of at-risk adolescents in schools with limited resources. This chapter describes the ongoing training, consultation, and professional development that are so crucial in Achievement Mentoring.


Part IV: Research


In the last 40 years, there has been increasing scientific evidence of the benefits to at-risk adolescents of home-based family therapy, Achievement Mentoring, and the two interventions in combination. Chapter 15 reviews research supporting the effectiveness of these interventions, so that home-based family therapists and achievement mentors can be encouraged in their belief that they are making a difference in adolescents’ lives in the face of ongoing challenges. There are relevant studies as well that point to essential program components, exactly how successful families and adolescents change during the interventions, characteristics of typical providers and adolescents served, necessary organizational supports, and views of the interventions from adolescents, parents, teachers, providers, and administrators. This updated review of the research is directed especially at program directors, who must select evidence-based approaches to address their specific schools’ or communities’ needs, as well as at those who write grant proposals to obtain funding.


CONFIDENTIALITY OF CLIENTS AND STUDENTS


One strength of this book is its extensive use of case material. In order to protect the confidentiality of clients and students, all identifying details have been changed in all of the cases we present. In some instances, we have created composite cases in which details from more than one case have been combined in order to further disguise the identities of the individuals involved.





PART I



AT-RISK ADOLESCENTS AND THEIR FAMILIES





CHAPTER 2



At-Risk Adolescents and Their Families


Behaviors, Risk, and Protective Factors


TYPES OF AT-RISK BEHAVIOR


At-risk behaviors and risk factors were defined by Kazdin, Kraemer, Kessler, Kupfer, and Offord (1997) as “those conditions that are associated with a higher likelihood of negative outcomes” (as cited in Stoddard et al., 2013, p. 58). Patterns in adolescents that may be considered at risk include (1) antisocial behavior (Farrington, 2007; Henggeler et al., 2009; Swenson et al., 2005); (2) substance abuse (Monahan, Rhew, Hawkins, & Brown, 2014), including alcohol use (Johnston, O’Malley, Bachman, & Schulenberg, 2011) and drug use (Chassin, Hussong, & Beltran, 2009); (3) conduct disorder (Dixon, Howie, & Starling, 2004; Pliszka, Sherman, Barrow, & Irick, 2000); (4) delinquency (Thornberry & Krohn, 2003); (5) criminal behavior (Farrington, 2007); (6) youth violence (Massetti et al., 2011; Stoddard et al., 2013); and (7) community violence (Goddard, 2014; Gorman-Smith, Henry, & Tolan, 2004; McMahon et al., 2013). Many adolescents present with co-occurring antisocial behaviors. For example, research studies have identified the co-occurrence of peer delinquency and peer substance abuse among at-risk youth (Monahan et al., 2014). Similarly, a number of researchers have discussed the co-occurrence of conduct disorder and substance abuse (Abrantes, Hoffman, & Anton, 2005; Pliszka et al., 2000).


Adolescents whose behavior falls into the above categories may also be at high risk for dropping out of school. Additional factors, such as school disengagement, academic failure (i.e., not being promoted and repeating grades), and in-school behavioral problems, can also increase the risk for school dropout. Dropping out of school may also be associated with other negative conditions, such as (1) delinquent behaviors (Bridgeland, Dilulio, & Morison, 2006), (2) substance abuse (Bachman et al., 2008), (3) alcohol abuse and dependence (Muthén & Muthén, 2000), (4) welfare dependence (Waldfogel, Garfinkel, & Kelly, 2007), (5) incarceration (Lochner & Moretti, 2004), and (6) unemployment (Symonds, Schoon, & Salmela-Aro, 2016). Although there is a great deal of co-occurrence between these problems, this chapter provides a brief discussion of some of the school risk and protective factors. Chapter 10 presents a more comprehensive discussion of school-related issues, such as school engagement and disengagement, academic failure, and behavior problems that may lead adolescents to drop out of school.


The present chapter focuses on four main areas of adolescent antisocial behaviors: delinquency, youth violence, community violence, and substance abuse. Hawkins, Catalano, and Miller (1992) and Hawkins et al. (2000) have noted that numerous research studies have consistently identified similar risk factors related to antisocial behaviors. With this consideration in mind, the second part of the chapter focuses on risk factors at the following levels: individual, family, peer, school, and community. Research has also identified protective factors related to at-risk areas that can make a difference in the outcome for at-risk youth and can contribute to more prosocial behaviors (Hawkins, Catalano, Kosterman, Abbott, & Hill, 1999). The last part of this chapter concentrates on these protective factors and the resilience of many of these adolescents.


ADOLESCENT ANTISOCIAL BEHAVIORS


Delinquency and Youth Violence


Juvenile delinquency includes a range of crimes committed by adolescents that primarily fall into two categories: violence against a person (i.e., fighting, weapon use, shootings, stabbings, murder, etc.) or crimes against the property of others (i.e., shoplifting, vandalism, burglary, theft, car theft, etc.). There is often a progression in offenses. For example, an adolescent may start with fighting with peers and escalate to more serious and more deadly forms of youth violence. Similarly, an adolescent may start with shoplifting and escalate to more serious forms of theft (Thornberry & Krohn, 2003). This section begins with an overview of delinquency and ends with a specific emphasis on youth violence.


Delinquent Behavior


A number of researchers have addressed the complex issues involved in juvenile delinquency (Bartollas & Schmalleger, 2014; Siegel & Welsh, 2014; Thornberry & Krohn, 2003). Howell et al. (2013) and Loeber and Farrington (2012) have studied the trajectory from juvenile to adult crime. Thornberry, Huizinga, and Loeber (2004) identified three different pathways into juvenile delinquent behavior: (1) childhood aggression based in conflicts with authority before the age of 12 that progress to truancy and different forms of aggression; (2) minor covert acts prior to adolescence that progress to property damage and more serious forms of delinquency; and (3) the most overt pathway, aggression initially directed toward persons, leading to fighting and then to more serious forms of violence. Exhibiting problematic behavior in childhood does not necessarily dictate a progression toward delinquency. Some youth stop such behaviors as they enter adolescence, and others may have only a brief period of involvement during their teenage years. Those who progress to more serious forms of violence and other types of delinquency in their later adolescence and early adulthood may also be likely to demonstrate other forms of antisocial behavior, such as engaging in substance abuse and acting out in school, and may also exhibit mental health problems (Thornberry et al., 2004).


Youth Violence


The prevalence of youth violence in the United States has reached alarming levels. In 2006, homicide was the second most common cause of death for 15- to 19-year-olds, the third most common cause among 10- to 14-year-olds, and the fourth most common cause among 5- to 9-year-olds, according to the National Center for Injury Prevention and Control (2010). The Centers for Disease Control and Prevention (CDC; 2009) reported that in the same year, 2006, a total of 5,958 adolescents between the ages of 10 and 24 were murdered, or an average of 16 per day. The statistics are even more alarming for ethnic minority youth. For those aged 10–24, homicide is the leading cause of death for African Americans; the second leading cause of death for Latinos/Hispanics; and the third most common cause for Asian/Pacific Islanders, Native Americans, and Alaska natives (CDC, 2009).


Parker and Tuthill (2006) reported, however, that over 50% of adolescents arrested for violent acts in schools were White. Massive public attention has focused on the alarming and increasing number of school shootings with multiple victims, for example, Columbine High School in 1999, Sandy Hook Elementary School in 2012, and Marjory Stoneman Douglas High School in Parkland, Florida in 2018. The overwhelming percentage (90%) of perpetrators of school shootings have been White males (Parker & Tuthill, 2006). These incidents of mass violence have led to strong cries for gun control legislation. Although most of the research on youth violence has focused on ethnic minorities in urban areas, Guerra and Smith (2006) have indicated these school shootings have underscored that adolescents are at risk for violence across ethnic and racial groups, across socioeconomic levels, and in suburban and rural areas as well as inner-city communities. This argues strongly for mental health services in all schools that can help to identify and treat at-risk youth.


In spite of all of these disturbing statistics on youth violence, the vast majority of violent acts occur in the community, not in schools. Basch (2011) has pointed out that “[h]omicide remains a rare event in school settings” (p. 620). Statistics on other crimes that occur in school are also a serious concern, however. According to the National Center for Education Statistics’ Indicators of School Crime and Safety (2007), cited by Basch (2011):


Recent national data indicate that among students aged 12–18, approximately 628,200 violent crimes and 868,100 thefts occurred [in school]. Physical fighting was more commonly reported by Blacks and Hispanics (44.7% and 40.4% respectively) than Whites (31.7%). In-school threats and injuries were nearly twice as prevalent in cities as in suburbs and towns or rural areas (10% vs. 6% and 5% respectively). (p. 619)


Community Violence and Gangs


Community violence, a particularly dangerous form of violence, is often associated with groups of adolescents composed of delinquent peers (Dodge, Dishion, & Lansford, 2006), and in some cases, gangs (Thornberry & Krohn, 2003). In addition, a number of researchers have demonstrated that increasingly dangerous antisocial behaviors, delinquency, violence, and drug use are committed by youth who are involved in gangs and other groups of delinquent peers (Dishion, Ha, & Veronneau, 2012; Dodge et al., 2006; Henggeler et al., 2009; Swenson et al., 2005; Thornberry & Krohn, 2003). As they age, adolescents who have demonstrated a propensity for associating with delinquent peers are more at risk for recruitment by gangs in their communities. A report from the Office of Juvenile Justice and Delinquency Prevention (Snyder & Sickmund, 2006), stated that 8% of adolescents in a national sample indicated gang membership by age 17. Not surprisingly, cities with significantly more gang involvement also show higher rates of youth membership. Ironically, as major cities have increased arrests and pressure on gang members, gangs have expanded their recruitment into smaller cities, suburban, and rural areas. Many of these communities are in complete denial of the presence of gangs in their midst until gang-related shootings begin to occur in larger numbers. For example, MS 13, a violent gang originating in El Salvador, is known for murders and drug trafficking. Many Americans were surprised to learn of the stronghold this gang has established on Long Island in parts of Suffolk County, New York. MS 13, like many other major gangs, operates in 42 states and Washington, DC, in many different types of communities. Many of these gangs begin recruitment in elementary school and initiate gang members in middle and high school (“What to Know about MS 13,” 2017).


A number of longitudinal studies have examined the involvement of at-risk adolescents in gangs. Thornberry, Krohn, Lizotte, Smith, and Tobin (2003) reported that the participants who had joined gangs constituted approximately 30% of their sample and became gang members between the ages of 14 and 18. The vast majority of delinquent and criminal acts, drug sales, illegal gun possession, and arrests are attributable to gang members. According to Massetti et al. (2011):


Gang members are responsible for a large proportion of all violent offenses committed in adolescence [Thornberry, 1998; Thornberry et al., 2004]. Furthermore, youth perpetrate violence at substantially higher levels when they are in a gang than in the years before or after membership [Thornberry, 1998; Thornberry et al., 2003; Thornberry et al., 2004]. These increased rates of violence are also found for youth who affiliate with gangs but are not members themselves [Curry, Decker, & Egley, 2002]. (p. 1419)


Gang membership was not a long-term commitment for most of the participants in the Thornberry et al. (2003) study, as discussed earlier. Half of the boys and two-thirds of the girls reported that their gang involvement was relatively brief and lasted approximately one year. Very few (7%) indicated that they had remained in the gang for as long as 4 years (Thornberry et al., 2003).


Paradoxically, certain interventions designed to help at-risk adolescents may achieve the opposite result (Dodge et al., 2006). For example, education programs, such as special education classes and alternative schools; community-based interventions; juvenile justice programs where adolescents are in detention centers and correctional facilities; and mental health programs, such as therapy groups or residential treatment centers, often isolate at-risk adolescents in groups. When these adolescents have long periods of unstructured time interacting with each other, they are likely to be at greater risk for expanding their involvement in delinquent activities.


Substance Abuse


Wagner and Waldron (2001) provided a very useful model of the continuum of adolescent substance use and abuse. Henggeler, Cunningham, Rowland, Schoenwald, and Associates (2012) have summarized this continuum as follows:


	
Abstinence—no substance use.


	
Experimental use—typically minimal use in the context of recreational activities.


	
Early abuse—more established use, greater frequency of use, often more than one drug used, negative consequences of use beginning to emerge.


	
Abuse—history of frequent use [and] negative consequences have emerged.


	
Dependence—continued regular use in spite of negative consequences, considerable activity devoted to seeking and using drugs. (p. 11)



Researchers have noted that the majority of adolescents have used some substances (Henggeler et al., 2012; Liddle & Rowe, 2010; Wagner & Waldron, 2001). With this fact in mind, treatment intervention is usually given to adolescents at the early abuse, abuse, or dependent levels (Henggeler et al., 2012; Wagner & Waldron, 2001).


Wagner and Waldron (2001) and Henggeler et al. (2012) offered additional guidelines in determining whether a referral should be made for treatment: (1) particularly dangerous drugs, such as heroin or crack cocaine, are being used; (2) the person beginning to experiment with alcohol or marijuana is extremely young (i.e., a child or a preadolescent); (3) the adolescent has abused large quantities of a substance given the significant risk involved; and (4) the adolescent is using substances while driving or in school.


As indicated earlier, substance abuse often co-occurs with other at-risk or antisocial behaviors. Thus, it is important for a therapist to do a very careful assessment of the adolescent’s actual use; involvement with substance-abusing peers; and reports of family, friends, school officials, or members of the community who are concerned about use or the possibility of abuse (Henggeler et al., 2012; Swenson et al., 2005).


RISK FACTORS


As Swenson et al. (2005) have demonstrated, there is considerable overlap between the risk factors for antisocial behaviors such as delinquency, violence, gangs, and substance abuse. These risk factors may derive from different areas of the adolescent’s life, including at the (1) individual level (e.g., personal characteristics, mental health problems, attention-deficit/hyperactivity disorder [ADHD], impulsivity, poor academic achievement, antisocial behavior at an early age); (2) the family level (e.g., poor parental monitoring; family conflict and disruptions; lack of family connectedness; parental or caregiver mental health, substance abuse, or other antisocial problems); (3) the peer level (e.g., involvement with delinquent peers or gangs or with substance-using peers); (4) the school level (school disengagement, dropout, academic failure, truancy, frequent out-of-school suspensions (see Chapter 10), placement in an alternative class or school with other at-risk students (Dodge et al., 2006); and (5) the community level (e.g., high crime and drug involvement, poverty, availability of guns, community violence, lack of community cohesion) (Henggeler et al., 2009; Swenson et al., 2005). This section reviews the literature and research on each of these risk factors for adolescent at-risk behaviors.


Individual Risk Factors


Risk factors at the individual level have been identified by researchers (Massetti et al., 2011) as including (1) impulsive behavior; (2) hyperactivity; (3) inattention; (4) poor academic achievement (Massetti et al., 2011); (5) learning problems; (6) antisocial behavior; (7) hopelessness; (8) observation of violence; (9) drug and alcohol abuse (Stoddard et al., 2013); and (10) victimization, which includes physical, sexual, and severe emotional abuse and neglect (Massetti et al., 2011). Child abuse and trauma have all been shown to increase the risk for youth violence and delinquency (Massetti et al., 2011, p. 1418). In addition, risk factors (i.e., risk taking, thrill seeking, and drug dealing) have been shown to cluster together for some adolescents (Massetti et al., 2011, p. 1417).


Individual risk factors, such as substance use and abuse and aggression, are influenced by cognitive and behavioral factors. For example, cognitive and behavioral factors can contribute to denial about the extent of substance use and abuse (Henggeler et al., 2012; Swenson et al., 2005; Wagner & Waldron, 2001), and cognitive and behavioral factors and beliefs about aggression can impact youth violence (McMahon et al., 2013). Research by McMahon et al. (2013) has shown that greater exposure to violence and aggressive beliefs are related to more aggressive behavior. They indicate that “[a]ggressive children tend to believe that aggression is a legitimate and acceptable behavior that will lead to increased status and that negative consequences are minimal” (p. 408). These adolescents may therefore be more likely to resort quickly to violent behaviors and less likely to remove themselves from potentially aggressive situations (McMahon et al., 2013).


Impulsivity and conditions such as ADHD can contribute to many antisocial behaviors, including violence and substance abuse (Barkley, 2013; Barkley & Robin, 2014; Henggeler et al., 2009, 2012; Swenson et al., 2005). Impulsivity has been shown to lead to aggressive behavior. McMahon et al. (2013) indicated that “[i]mpulsive youth may be less likely to engage in the necessary precautions to avoid potential conflicts and may not consider consequences of their behavior” (p. 418).


Family Risk Factors


Parenting and family risk factors have been identified as contributing to a number of antisocial behaviors, including substance abuse, poor school performance, truancy, violence, and delinquency (Henggeler et al., 2009; Swenson et al., 2005). Research has consistently shown that poor parental or caregiver monitoring of children and adolescents can lead to negative outcomes for adolescents (Dishion, Nelson, & Kavanagh, 2003; Veronneau, Dishion, Connell, & Kavanagh, 2016). Poor parental monitoring and supervision has been identified by researchers as one of the strongest predictors of violence and delinquency (Massetti et al., 2011, p. 1418). Adolescents who have low parental monitoring are also at risk for early autonomy, as some parents of high-risk adolescents feel overwhelmed and withdraw from them, concluding that any efforts they could undertake to influence these youth would be futile, particularly as their problem behaviors escalate (Connell, Klostermann, & Dishion, 2011; Dishion, Nelson, & Bullock, 2004). Early autonomy can also increase the likelihood that at-risk adolescents will begin to associate with deviant peers (Connell et al., 2011).


In addition to poor parental monitoring, research studies have identified the following family risk factors for youth violence: (1) problematic parent–child relationships, (2) a history of criminal behavior by parents, (3) conflicts within the family, (4) family disruption and instability (Massetti et al., 2011), and (5) aggressive behavior within the family and positive attitudes toward violence by family members (Herrenkohl et al., 2000; Stoddard et al., 2013). Some parents may punish their children when they do not engage in fighting, at least with respect to defending themselves when attacked. Harsh parental discipline, particularly physical abuse, can also be predictive factors for physical aggression in young males (Massetti et al., 2011). Herrenkohl et al. (2000) found that parental criminality and antisocial behavior were predictors of youth violence. In their longitudinal study, Murray and Farrington (2010) found that parental substance abuse and a history of antisocial behavior are strong predictors of juvenile delinquency, youth violence, and adolescent substance abuse. Parental incarceration has also been identified as a strong predictor in meta-analyses (Murray & Farrington, 2005). In their meta-analysis of parental factors that predict violence and delinquency, Hoeve et al. (2009) identified psychological control, rejection, and hostility (Massetti et al., 2011), in addition to confirming the importance of parental monitoring.


Domestic violence and violence between parents have been identified by Herrenkohl et al. (2000) as risk factors for juvenile delinquency and antisocial behavior. Instability and family disruptions, such as homelessness, unemployment, removal of children by child welfare authorities, and parental drug addiction or chronic alcoholism, can lead to delinquency and adolescent substance abuse. Massetti et al. (2011) have offered a possible explanation for the wide-ranging impact on children caused by family disruption: “Family disruption causes a constellation of multiple stressors for youth, including parental conflict, parental loss, reduced financial resources, and deterioration in child rearing practices” (p. 1419). Similarly, Keller, Catalano, Haggerty, and Fleming (2002) found that in families with substance-abusing parents, more disruptions led to greater delinquency among their children.


Peer Risk Factors


Peer relationships, among the most important interpersonal connections in the lives of children and youth, become increasingly influential during adolescence (Massetti et al., 2011; Stoddard et al., 2013). Research has shown that involvement with delinquent or antisocial peers, particularly those with gang affiliation or membership, increases the risk for (1) violence and delinquency in adolescents (Dodge et al., 2006; Henggeler et al., 2009); (2) weapon carrying (Stoddard et al., 2013); (3) criminal activity (Ferguson & Meehan, 2010); and (4) substance abuse (Obando, Trujilio, & Trujilio, 2014; Wagner & Waldron, 2001). In fact, research has demonstrated that association with delinquent peers is a greater predictor of violence in youth than individual and family factors (Dodge et al., 2006). Similarly, involvement with substance-abusing peers is also a greater predictor of substance abuse (Obando et al., 2014; Wagner & Waldron, 2001). Massetti et al. (2011) cited Svensson’s (2003) research finding that an adolescent’s association with delinquent peers, combined with family risk factors, such as lack of parental affection and monitoring, “can substantially increase the risk for violence and delinquency” (p. 1419). There are also gender differences in delinquent peer affiliations. While delinquent boys usually associate with similar boys, delinquent girls relate to both sexes (Svensson, 2003). When these girls have older boyfriends, their level of risk increases (Massetti et al., 2011).


Peer pressure can play a major role in leading adolescents to engage in increasingly risky behaviors. For example, young adolescents may feel pressured by their peers to become involved in fighting and weapon carrying. As peers escalate their delinquent behaviors and criminal activity, the youth are placed at greater risk (Stoddard et al., 2013). Similarly, young adolescents may be pressured by substance-using peers to try entry-level drugs, such as alcohol and marijuana. Continued involvement with these peers may lead to increased pressure to experiment with more dangerous substances, such as heroin and crack cocaine. As stated earlier, given the danger and serious level of risk associated with these substances, even initial experimentation warrants intervention (Henggeler et al., 2012; Wagner & Waldron, 2001). In addition, the importance of gang membership as a powerful risk factor for delinquency in youth cannot be overstated (Thornberry et al., 2003).


School-Related Risk Factors


School-related risk factors, such as academic failure, attention and learning problems, school disengagement, lack of involvement in or connection to school activities, truancy and absenteeism, and school dropout (Henry, Knight, & Thornberry, 2012), can put students at risk for involvement in youth violence (Basch, 2011), substance abuse, and antisocial behavior (Obando et al., 2014). Similarly, adolescents who engage in aggression, fighting, or bullying in school and in the community are less likely to experience a positive connection to the school, and these behaviors can affect school adjustment (Basch, 2011).


Students involved with youth violence often experience academic difficulties very early in the educational process—that is, the third through fifth grades (Schwartz & Gorman, 2003). At-risk adolescents often can be characterized by disruptive behavior in the classroom. As these students’ behavior can interrupt teaching and impede the learning process for others in the class (Basch, 2011), they often receive repeated in-school and out-of-school suspensions. When time spent out of the classroom accumulates, the possibility of educational losses, academic failure, grade retention, and school dropout increases. (See Chapter 10 for further discussion of school-related risk factors.)


Exposure to violence in the community and in school can affect students in different ways (Schwartz & Gorman, 2003). For example, some students are more likely to exhibit internalizing behaviors, such as withdrawal, isolation, depression, sadness, or anxiety (Basch, 2011). For others, the same circumstances can result in externalizing at-risk behaviors, such as youth violence, community violence, disruptive behaviors, conduct disorders (Basch, 2011; Schwartz & Gorman, 2003), and substance abuse (Henry et al., 2012; Liddle & Rowe, 2010; Wagner & Waldron, 2001). Students at either end of the spectrum of internalizing or externalizing behaviors can experience interference with cognitive development that may negatively impact their academic achievement (Basch, 2011).


A negative school climate, described by Bradshaw, Waasdorp, Debnam, and Johnson (2014) as a school rife with bullying, aggression, and drug use—all of which lead students to perceive a lack of safety in the school—can also be a risk factor for many adolescents. A lack of: (1) engagement and connection between students and teachers; (2) a process to engage students in the value of academic achievement; (3) clear and fair rules and consequences; (4) an orderly physical environment, but rather one characterized by chaos and disorder; and (5) parental involvement with the school can all be risk factors for academic failure, as well as serious antisocial behavior in students (Bradshaw et al., 2014).


Community Risk Factors


Rates of youth violence and delinquency vary considerably across environments and may be related to the social, economic, and demographic characteristics of the community (Herrenkohl et al., 2000; Massetti et al., 2011). Massetti et al. (2011) have identified community risk factors as including poverty and economic deprivation; social and community disorganization; high quantities of drugs, alcohol, and guns; and higher crime rates.


The connection between community violence and adolescents’ aggressive behavior is well documented (McMahon et al., 2013). Research has shown that African American adolescents who grow up in low-income urban neighborhoods are more at risk for aggression because of their greater exposure to community violence (Brezina, Agnew, Cullen, & Wright, 2004); and these individuals—perceiving themselves to be surrounded by danger—may see no option other than fighting in order to protect themselves (Latzman & Swisher 2005).


GENDER DIFFERENCES


In recent years, the rates of violence conducted by female adolescents have been increasing (Massetti et al., 2011). While some of the rate increases may be attributed to changes in laws and policies, the proportion of females involved in some form of youth violence is substantial and should be addressed (Massetti et al., 2011). However, when Massetti et al. (2011) reviewed the current research on antisocial behaviors and violence prevention, they confirmed that, despite some recent increased interest in addressing violence prevention among girls, the vast majority of research has focused on boys. The rationale for the focus on boys is that boys are involved in the greatest amount of youth violence. A national study on juvenile crime reported that males were responsible for 83% of arrests for violent crimes and 93% of those arrests were for murder (Massetti et al., 2011). However, gender discrepancies are not as extreme when less severe criminal activity is studied. For example, the Centers for Disease Control and Prevention (2009) reported that 39.9% of high school boys and 22.9% of high school girls had been in a fight in the year studied, and weapon carrying was also reported by 27.1% of males and 7% of females. Although these statistics demonstrate that boys are in the majority in terms of youth violence reports, girls are at risk as well, particularly in communities in which there are high rates of violence (Massetti et al., 2011). Another gender discrepancy can be found in the research on risk and protective factors that has focused largely on boys. Even in studies that include both males and females in their samples, the differences by gender have not been examined for the most part (Massetti et al., 2011).


As indicated in this discussion, hyperactivity, inattention, and impulsivity are risk factors for antisocial behavior, youth violence, academic failure, and substance abuse. Girls present with significantly lower rates of these issues (Massetti et al., 2011). Although poor academic achievement has consistently been identified as a risk factor for violence and delinquency in adolescents, some studies have indicated that it is a higher predictor of risk for boys (Junger-Tas, Ribeaud, & Cruyff, 2004), while others have contradicted those results, stating the need for more research in this area (Massetti et al., 2011).


Despite the general paucity of research on youth violence among girls, some studies have examined issues unique to girls. For example, girls who experience puberty at a younger age than average are more likely to become involved in violence, delinquency, and increased substance use later in adolescence (Massetti et al., 2011). Researchers have found one possible explanation for these results: girls who experience early puberty may receive more attention from older boys, who then put the girls at increasing risk for delinquency, violence, risky sexual activity, and substance abuse. In addition, girls are more likely to experience sexual abuse and rape than boys (although boys are victims of sexual abuse and rape as well). According to the studies of sexual abuse conducted with girls in the juvenile justice system (Hennessey, Ford, Mahoney, Ko, & Siegfried, 2004), sexual abuse places them at a greater risk for involvement in youth violence. Religiosity was identified as a protective factor for girls, but not for boys, in at-risk communities in the Longitudinal Study of Adolescent Health (Massetti et al., 2011). Resilience and other factors that protect adolescents against the development of academic failure, school disengagement, and antisocial and other at-risk behaviors are discussed in the next section.


RESILIENCY THEORY


Two children or adolescents can grow up in the same community with dangerous levels of violence, and whereas one may succumb to the risk factors and become involved in youth aggression, the other may avoid negative behaviors and issues of violence, delinquency, substance abuse, teenage pregnancy, academic failure, and school dropout. Resiliency theory offers an explanation for the divergent outcomes in that protective factors (e.g., self-efficacy, parental monitoring, close family relationships, and involvement in a violence prevention program) “can help reduce the burden of cumulative risk for youth violence” (Stoddard et al., 2013, p. 57). Thus, resiliency theory provides an important perspective for researchers, clinicians, teachers, and school administrators to adopt.


Research has shown that a major protective factor for at-risk adolescents is the presence of a nonparental caring adult, such as a mentor, in their lives (Holt et al., 2008). School-based mentoring has been shown to increase adolescents’ (1) school engagement; (2) connection to the school environment, particularly to teachers (Holt et al., 2008); and (3) sense of school belonging (Portwood, Ayers, Kinnison, Waris, & Wise, 2005). All three are protective factors for students who are at risk of dropping out of school (see Chapter 10).


Resilience theory is particularly relevant when working with African American, Latino, and other poor, inner-city adolescents. A large percentage of the research on this population has focused on problems; however, a number of researchers have begun to challenge that perspective and to focus instead on resiliency, survival skills, prosocial behaviors, and strengths (Belgrave, 2009; Belgrave, Nguyen, Johnson, & Hood, 2011). Rather than limiting its research on aggressive behaviors among African American adolescents, the Belgrave et al. (2011) study focused on both prosocial and negative behaviors. This research study makes the following observation with regard to its sample of African American adolescents, many of whom lived in low-income communities where violence is prevalent:


Youth in these communities may come to view aggression and violence as normative. However, many African American youth are resilient and not only survive but also thrive in spite of neighborhood disadvantage (Belgrave, 2009). Our analysis pointed to a cluster of well-adjusted boys and girls. (Belgrave et al., 2011, p. 1020)


Promotive and Protective Factors


Various researchers have studied the crucial nature of protective or promotive factors in the resiliency of at-risk adolescents. As stated by Stoddard et al. (2013):


Promotive [or protective] factors play a role in helping youth overcome the negative effects risk pose[s] on development and are important as they help compensate for or protect against the effects of risk on healthy development. Promotive factors may reduce the negative consequences of risk factors through direct effects (compensatory model) or through interaction effects (risk-protective model) (Fergus & Zimmerman, 2005). The compensatory model of resilience implies that promotive factors can compensate for exposure to risk factors (Garmezy, Masten, & Tellegen, 1984; Masten et al., 1988). The risk-protective model assumes that promotive factors buffer or moderate the negative influence of exposure to risk (Rutter, 1985). (p. 58)


Research on cumulative risk and promotive or protective factors found that greater levels of multiple risk factors were consistent with more youth violence and that greater levels of cumulative protective factors were consistent with less youth violence (Stoddard et al., 2013). Thus, clusters of cumulative protective factors can lessen the impact of cumulative risk factors among adolescents.


Individual Level Protective Factors


Research has shown that a number of protective factors exist on the individual level that can protect adolescents from many of the risk factors we have described. These include (1) negative beliefs about aggression, (2) self-efficacy, (3) self-control, (4) self-confidence, (5) lower impulsivity (McMahon et al., 2013), (6) intelligence, (7) academic achievement, (8) connections to school, (9) school engagement, (10) focus, (11) determination, and (12) sense of purpose (Stoddard et al., 2013). For youth living in areas where crime and community violence are prevalent, McMahon et al. (2013) found that high self-efficacy and low impulsivity were particularly strong protective factors. Stoddard et al. observed that hopefulness and optimism about the future led to less participation in violent activities among at-risk adolescents (Stoddard et al., 2013).


Empathy, defined as “a type of prosocial behavior . . . characterized [by] the ability to recognize, to take the perspective of, and to respond to another’s emotion (Eisenberg, Fabes, Carlo, & Karbon, 1992)” (Belgrave et al., 2011, p. 1013), has also been recognized as a protective factor that can lead to more prosocial and fewer aggressive behaviors (Belgrave et al., 2011).


Beliefs about aggression are among the most important risk and protective factors. For example, on the one hand, many of the at-risk adolescents with whom we have worked felt that choosing not to fight when they considered themselves to be provoked would cause them to lose face among their peers and put themselves at greater risk for further acts of violence. Their firm belief that their only option was to fight put them at high risk for violence in their schools and communities. On the other hand, students whose families imparted the value that violence is wrong, shared that view themselves, had negative beliefs about violence, and were more likely to resist the provocation to fight. These beliefs can serve as protective factors even in schools or communities where youth violence is high (McMahon et al., 2013).


Anger management skills have been shown to correlate with less aggressive behavior and other antisocial behaviors (Sullivan, Helms, Kliewer, & Goodman, 2010). Adolescents with poor anger management ability may be more likely to respond aggressively to provocation by peers (Belgrave et al., 2011). Research has shown that greater knowledge and skills can lead to less aggressive behavior (McMahon et al., 2013).


Strong ethnic identity—pride and a sense of positive values and connection to members of one’s cultural group—has been shown to lead to greater social competence (Belgrave et al., 2011) and has been identified in a number of research studies as a protective factor against violence and other negative risk factors for African American adolescents (Belgrave et al., 2011), even in areas with high rates of community violence and substance abuse. These protective factors have been shown to cluster. Belgrave et al. (2011) found that “well-adjusted [African American] boys and girls scored above average on positive attributes (e.g., anger management, ethnic identity, empathy) and below average on normative beliefs about aggression” (p. 1019).


Self-confidence and self-efficacy have been important factors in empowering adolescents to avoid peer pressure to engage in antisocial behaviors such as substance abuse, truancy, violence, and gangs (Henggeler et al., 2009). Self-efficacy—a belief in oneself and in the ability to achieve one’s goals (Bandura, 1997)—can also play an important role in academic performance and success in school. McMahon et al. (2013), in finding that “high self-efficacy and low impulsivity protected youth from the negative effects of community violence exposure” (p. 415), have argued for programs that strengthen self-efficacy as well as self-confidence as a method by which adolescents may be protected from the impact of community violence. Low levels of impulsivity and more self-control and self-regulation have been correlated with more prosocial behavior (Buckner, Mezzacappa, & Beardslee, 2009). Research has also shown that self-efficacy for positive behaviors to reduce conflicts can lead to more prosocial activities among adolescents (Belgrave et al., 2011; McMahon et al., 2013). This research can provide hope for adolescents, family members, teachers, counselors, mentors, and other service providers by challenging the belief that adolescents from high-crime areas with extensive community violence will inevitably become involved in aggression and youth violence.


Parental and Familial Protective Factors


A number of research studies have documented the parental and familial behaviors that can serve as protective factors for adolescents who are at risk for a range of antisocial behaviors (Massetti et al., 2011). Gorman-Smith et al. (2004) discovered that attentive parenting was a protective factor for adolescents in poor communities. As has been indicated, research has consistently shown that parental monitoring and supervision are protective factors for at-risk youth (Dishion et al., 2003; Veronneau et al., 2016). Empowering parents and other caregivers to effectively monitor children has been a central component of evidence-based multisystemic therapy (MST) interventions for at-risk or antisocial adolescents (Henggeler et al., 2009; Swenson et al., 2005). In cases where parents are unable to perform sufficient monitoring due to long work hours or other issues, MST therapists work with the family to identify other social supports in the extended family, church, neighborhood, or community (Henggeler et al., 2009). (See Chapter 7.)


In their research on high-risk youth, Resnick, Ireland, and Borowsky (2004) found that parental monitoring, connectedness, and positive family relationships characterized by warmth can serve as protective factors. In a study of adolescent boys and girls, high parent and family connectedness, in addition to parental expectation of academic achievement, helped to protect at-risk high school adolescents against involvement in violence (Resnick et al., 2004). Family connectedness and prosocial, antiviolence messages by parents and family members were protective factors for at-risk adolescent girls and resulted in lower levels of violence perpetration and victimization (Shlafer, McMorris, Sieving, & Gower, 2013).


Peer Protective Factors


As indicated earlier, research has clearly documented the dangerous role that association with delinquent peers can play in the lives of at-risk adolescents (Dodge et al., 2006; Henggeler et al., 2009; Swenson et al., 2005). Prosocial peers, however, can provide a protective factor for such adolescents through positive support and role modeling (Resnick et al., 2004). Research has demonstrated that involvement with prosocial peers can be one protective factor that can reduce the negative effects of cumulative risk factors (Stoddard et al., 2013). Youth engaged in positive activities, such as sports in school and the community; clubs in school and other recreational structured activities with prosocial peers in the community; and church-run, after-school programs, were perceived by a community sample of urban adults and adolescents as less likely to become involved in serious levels of youth violence, truancy from school, substance abuse, and community violence (Dodington et al., 2012).


Youth in the Dodington et al. study (2012) also identified the process of inviting other adolescents to visit and engage in activities in their homes as a potential protective factor. Henggeler et al. (2009) and Swenson et al. (2005), in their discussion of interventions with at-risk adolescents engaged in antisocial behaviors, have repeatedly raised the importance of parents reaching out to have contact with and meet the friends of their children, encouraging their children to bring prosocial peers to their homes, and becoming acquainted with the friends’ parents.


School Protective Factors


A positive school climate has been identified as a major protective factor for adolescents. Components of this positive climate include (1) a focus on safety in an environment free of bullying, aggression, and drugs; (2) student engagement with teachers; (3) an atmosphere of connectedness in the school; (4) parental involvement; (5) a positive physical environment; (6) a principal who takes a positive leadership role; (7) clear rules and consequences; (8) order; and (9) an atmosphere that supports diversity (Bradshaw et al., 2014).


Universal anti-bullying programs have produced positive results in a range of schools. One example is the Olweus Bullying Prevention Program (OBPP) (Olweus, 1993), a universal, schoolwide program that has been implemented in elementary, middle, and high schools. Research conducted with both boys and girls (Limber, 2004; Massetti et al., 2011) has shown that this program has led to decreased bullying and victimization; improved social climate; and reduced negative behaviors, such as truancy and aggression.


In Chapter 10, the importance of school engagement as a protective factor is discussed in detail. Evidence-based programs such as Achievement Mentoring (described in Chapter 11) that engage students in their schools, build positive mentoring relationships with a supportive adult, and increase students’ academic achievement can keep them engaged in the process of learning and can help to prevent at-risk students from dropping out of school.


Community Protective Factors


Community protective factors may come in many forms. Individuals may undertake leadership roles in the community, serving as facilitators between residents, schools, and mental health professionals. These informal leaders often surface over time as therapists and school personnel work in communities and get to know the residents. It is important to recognize these individuals and to encourage them to support positive programs and interventions for adolescents. In addition, they can be helpful in recruiting other adolescents, parents, and family members to become involved in prevention and intervention programs.


Swenson et al. (2005) described a model for neighborhood partnerships between mental health professionals and community leaders. A treatment intervention, MST, was offered to at-risk adolescents and their families who had been referred by schools, the police, the courts, and other community agencies. Clinicians strengthened the community and developed a network of protective factors by also meeting with key community members, such as ministers, youth recreational program directors, organizers of youth sports teams, along with parents and other interested adults, to develop opportunities for adolescents to be involved in prosocial activities. The Swenson et al. (2005) research also provided other examples of collaborative attempts to intervene in a positive and protective way for adolescents in the community, such as block associations and neighborhood crime watches. Through these interventions, individuals and organizations concerned about community violence, neighborhood crime, drug dealing, truancy, and substance abuse formed partnerships to amplify their voices and address these issues.


Throughout this book, we emphasize the cultural strengths of religion and spirituality for African American, Latino, and other ethnic minority families (Boyd-Franklin, 2003; Falicov, 2005, 2014; Garcia-Preto, 2005; Hines & Boyd-Franklin, 2005). Churches and other faith-based organizations can contribute to community protective factors for adolescents by providing prosocial opportunities and after-school, weekend, and summer activities in safe spaces in which adolescents can interact. Engaging in positive activities will “take them back from the streets” (Boyd-Franklin, Franklin, & Toussaint, 2001, p. 204) during times when parents are often working and unable to provide sufficient monitoring and supervision.





CHAPTER 3



Cultural, Racial, and Socioeconomic Issues


Throughout this book, we have encouraged practitioners to view clients and families in terms of their strengths. Because at-risk adolescents and families in trouble present with their problems, understanding their cultural, racial, and socioeconomic realities can enable therapists and school personnel to search for and identify strengths in difficult situations. In this chapter, we discuss the relevance of cultural, racial, and socioeconomic differences as they affect adolescents and families in need of help. The primary focus of this chapter is on groups with which we have had the most clinical experience—African American and Latino, and poor families from White as well as ethnic minority backgrounds (Boyd-Franklin & Bry, 2000; McGoldrick et al., 2005).


Excellent resources are available in the literature on many of these topics (Berg, 1994; Boyd-Franklin, 2003; Falicov, 2014; McGoldrick et al., 2005). The goal of this chapter is to address crucial areas of intervention with these adolescents and their families that are often not addressed in existing publications. Although socioeconomic issues are mentioned last in the title of this chapter, we begin with a brief discussion of this topic because so many of the families receiving home-based family interventions and other forms of outreach are poor. Many of these poor families from ethnic minority groups face racism and discrimination as well.


POOR FAMILIES


Families living in poverty include a wide spectrum of cultural and racial groups, and reside in rural and suburban, as well as urban settings. The literature has tended to equate families living in poverty with “ethnic minority” inner-city families. This is a serious error, for there are also many poor and working-class White families struggling at subsistence levels in the United States. (See Chapter 13 for a case example involving an at-risk adolescent from a “working poor” White family.)


Poor families from all cultural and racial groups often perceive themselves as being at the mercy of the powerful systems with which they interact. As this perception can lead to frustration, anger, and possibly learned helplessness, clinicians must avoid “doing for” these families and should instead empower them to take control of their own lives as a major treatment goal. A transformation from passivity to empowerment is often a gradual process. For example, impoverished parents may regard their child’s school as a hostile, unresponsive place. The clinician can first role-play interactions with the school in family sessions and then accompany the client to the first meeting with school personnel. Ultimately the goal is for the parent and other family caregivers to be able to make these school visits and interventions on their own.


Readers are cautioned against adopting a “culture of poverty” approach that stereotypes all poor families. Practitioners should be aware of the many “working poor” families of all ethnic and racial groups whose only employment options are full-time minimum-wage or low-wage jobs; multiple part-time jobs; or even multiple full-time jobs. Most of these jobs provide no health care or other benefits. These individuals may have large or extended families to support on incomes of less than $20,000 a year. Serious illness, such as cancer, can devastate such a family emotionally, physically, and financially. Important preventative medical interventions, such as prenatal and well-baby care, dentistry, and annual checkups, are often neglected. Since the passage of Medicaid in 1965, many advances have been made to enable poor and working poor families to obtain health insurance for themselves and their children. In 1997, the Children’s Health Insurance Program (CHIP) expanded low-cost health coverage to children in families with earnings that exceeded the Medicaid minimum, and the Patient Protection and Affordable Care Act (PPACA), also known as the Affordable Care Act (ACA) and “Obamacare,” was enacted in 2010 to enable individuals and families to purchase health insurance on an income-adjusted basis. Many individuals and families are very concerned that the benefits of the ACA will be lost during the current administration.


Poverty should not be viewed as an independent variable. Race, culture, and socioeconomic level interact in complex ways that vary from family to family. Poverty is profoundly related to issues of homelessness, unemployment, underemployment, lack of access to good jobs, high school dropout rates, crime, dangerous streets, and communities with high levels of drug abuse and drug trafficking. These issues are exacerbated by the “double jeopardy” of racism and discrimination in the case of minority families. For some families, the interaction between poverty and racism may result in extremely negative situations.


AFRICAN AMERICAN CLIENTS AND FAMILIES
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