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The Prevention of Alcohol Use by
Rural Youth

Carol N. D'Onofrio

Little is known about preventing alcohol use by youth in rural
America.  Because most studies of teenage drinking and related
prevention programs have been conducted in metropolitan areas, the
word "rural" is relatively rare in the extensive alcohol prevention
literature.  Although descriptions of rural programs can be found, like
the rural population itself, these are sparse, scattered, and
heterogeneous.  Almost no rural alcohol use prevention programs
have been evaluated (Wargo et al. 1990).

This situation makes it difficult to determine what works in
preventing alcohol use by rural youth, the extent to which rural
prevention needs are being met, and whether prevention resources are
optimally deployed in rural areas.  Ironically, these deficiencies also
confound the development of research and policy initiatives to build a
more adequate knowledge base for decisionmaking about rural
prevention efforts.

To address these dilemmas, this chapter critically examines the issue
of alcohol use by rural youth within a public health framework.  The
literature is reviewed to identify what is known about the prevalence,
consequences, and causes of rural adolescent drinking.  An overview of
current prevention efforts is then provided.  Next, the match between
problem and solution is assessed to reveal gaps in knowledge about
rural teenage drinking and discrepancies between available knowledge
and current prevention practice.  Recommendations for policy and
research flow from this analysis.

Given the complexity of the subject matter and methodological issues
in approaching it, the purpose of this chapter is not to provide the
definitive diagnosis of a neglected problem, but rather to stimulate
more attention to it.  As additional sources of relevant information
are identified and as new knowledge is generated, policymakers,
agency administrators, concerned citizens, program developers, and
members of the research community will need to update this review,
conduct their own analyses, and reach their own conclusions.  The
analytic framework that follows may assist with that task.
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SOURCES OF DATA AND THEIR LIMITATIONS

Alcohol use involves many behaviors and behavioral patterns, but
data on drinking by rural youth are largely limited to cross-sectional
measures of lifetime and 30-day use prevalence, as well as frequency
of heavy drinking within the past 30 days.  Much less information is
available about age of first use, frequency of drinking, types of alcohol
consumed, and settings where drinking occurs.  Data on the
development of drinking practices and alcohol-related problems over
time are generally lacking.

Methodological weaknesses in available data further impede the
development of a comprehensive national picture of alcohol use by
rural youth.  Sampling of rural regions and youthful age groups is not
consistent.  Use of single school or community sites for many studies
limits generalizability.  Collection of data with nonstandardized
questions restricts comparisons of results from different studies.
Methods of data analysis vary widely in sophistication.  Some
research reports do not consider the independence of samples,
limitations imposed by small numbers, or the proportion of statistical
tests likely to be significant by chance alone.  Causality is often
inferred from cross-sectional correlations.

Moreover, most studies are based on youthful self-reports of drinking.
Although these measures appear to be reasonably valid (Campanelli et
al. 1987; Johnston and O'Malley 1985; Malvin and Moskowitz 1983;
Oetting and Beauvais 1990; Polich 1982; Single et al. 1975; Smart
and Jarvis 1981), both over- and underreporting can occur (National
Institute on Alcohol Abuse and Alcoholism (NIAAA) 1990; Oetting
and Beauvais 1990; Werch et al. 1987).  The extent to which this
happens may vary with age, gender, mode of data collection, and
social desirability biases in the survey situation; several investigators
have observed that such biases may be more prevalent in rural than
urban areas (Kelleher et al. 1992; Pandina 1986; Wargo et al. 1990;
White and Labouvie 1989).

These difficulties are exacerbated by disparities and ambiguities in the
definition of rural throughout the alcohol prevention literature.
Many reports fail to define the term.  Some rely on the definition set
forth by the National Institute on Drug Abuse (NIDA) in 1980:  Any
community outside a standard metropolitan statistical area (SMSA)
with a population less than 25,000 is rural (NIDA 1980).  Other
investigators use the Bureau of the Census designation of
metropolitan statistical area (MSA)1 to differentiate between urban
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and rural:  MSAs have a population of at least 100,000 (75,000 in
New England), including one or more central cities with at least
50,000 residents and adjoining areas that are socially and
economically related to the central city.  Areas that do not meet
these criteria are considered "nonmetropolitan" (Bureau of the Census
1989).

The Census Bureau has a different definition of rural:  places with
fewer than 2,500 residents and open country outside urbanized areas
(Census Bureau 1978).  In 1989, approximately 22 percent of the
U.S. population lived in nonmetropolitan areas and about 27 percent
lived in rural areas as defined by the Census Bureau, but only 15
percent of the population was rural by both definitions (Braden and
Beauregard 1994).

Observing that Congress has introduced legislation using the concept
of rural States as well as rural areas, the General Accounting Office
(GAO) now employs yet another definition:  A rural State is "one of
18 States with a population density of 50 persons or fewer per square
mile" (Wargo et al. 1990).

The following review operationally defines rural as source data
permit.  Otherwise, the term loosely means nonurban.  However,
because rural America is not homogenous, the criteria used to define
rural and urban often determine the results of a study (Hewitt 1989).
Given this and other methodological concerns, the reader is advised to
proceed with caution.

National Surveys

Two ongoing national surveys report data on adolescent alcohol use.
Since 1971 the National Household Survey on Drug Abuse (NHSDA)
has periodically provided cross-sectional data about the prevalence of
alcohol and other drug use for the U.S. household population and four
age groups, including youth 12 to 17 years of age.  Monitoring the
Future, an annual school-based survey, has provided similar data for
high school seniors since 1975 and for 8th and 10th graders since
1991.  Perhaps due to underreporting in face-to-face interviews and
difficulties in reaching some households, rates of youthful drug use
yielded by the NHSDA are slightly lower than those found in
Monitoring the Future, but overall results are quite similar (Oetting
and Beauvais 1990).
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Both surveys report drug use by population density or community
size, operationally defined as large, small or other, and non-MSAs.
The latter designation lumps together small communities, rural
nonfarm areas, and rural farm areas where both patterns of drinking
and factors influencing these patterns may differ.  Another limitation
of national surveys is that data on drinking by population density are
typically reported only by age group, and not by gender, race, region,
and use of other substances.  Even if such multivariate analyses were
made available, local differences in youthful drinking would be
impossible to distinguish within the nonmetropolitan classification.
As Patton (1989) has pointed out, data from larger nonmetropolitan
cities may overwhelm data from smaller, less-populated, or remote
frontier communities.

National surveys also have been criticized because they tend to under-
represent young people most at risk for drinking.  Thus school-based
surveys, including the annual survey of high school seniors, do not
reach school dropouts and absentees.  Surveys employing household
interviews, such as the NHSDA, miss runaways and homeless youth.
Until recently, the NHSDA also excluded persons living in
institutionalized settings; however, beginning in 1992, sampling
included people living in some group quarters, such as college
dormitories and homeless shelters.  Neither national survey obtains
data from transient youth or those in prisons and jails.

State Surveys

Some States conduct surveys of alcohol use by youth, but little is
known about the methodologies employed and findings are seldom
published in the scientific literature.  When data are published,
urban/rural differences may not be reported (e.g., Palmer and Ringwalt
1988).  Where this is not the case, methodological problems
sometimes limit the value of State survey findings.  In California, for
example, the 1989 to 1990 Biennial Survey of Drug and Alcohol Use
among California Students in Grades 7, 9, and 11 reported results for
six regions, two of which included mostly rural counties (Skager et al.
1990).  Students in one of these rural regions said they consumed
significantly more beer, wine, and spirits than students in other
regions, including the other rural region where reported alcohol use
was among the lowest in the State.  However, alcohol use was
measured by a nonstandard variable that treated ordinal categories as
an interval scale and that confounded any use in the last 6 months
with frequency of use.
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Regional and Local Studies

University-based researchers have conducted studies of alcohol use by
rural youth in a number of small communities and rural school
districts.  These investigations typically have tested the relationship
of selected psychosocial variables to drinking behaviors of young
people.  A few local studies also have tested the effects of a
prevention program, usually newly developed.  Such investigations,
both with and without interventions, differ greatly in the variables
employed, their operational definitions, sampling, methods of survey
administration, analytic procedures, and overall methodological
quality.  Findings therefore are rarely comparable, and generalizability
of results is questionable.

Data on Consequences of Alcohol Use

Few studies report data on the consequences of alcohol use by rural
youth, and most of these rely on self-reports subject to perceptual and
memory bias.  Other indicators are seldom available for rural areas or
are subject to methodological limitations (NIAAA 1990).  For
example, State statistics on alcohol-related motor vehicle crashes that
might be used to estimate consequences of drinking for rural youth are
affected by major differences among the States in the degree of
testing for driver and nonoccupant blood alcohol concentrations
(National Highway Traffic Safety Administration (NHTSA) 1993b).
Studies attempting to elucidate the role of alcohol use in interpersonal
violence have been flawed by reliance upon convenience samples;
cross-sectional research; nonstand- ardized measures of drinking;
inadequate hypotheses; and separate examination of sociological,
psychological, and biological variables (Collins and Messerschmidt
1993; Pernanen 1993).  Alcohol-related diagnoses are underreported
in medical records (NIAAA 1994b).

Data on Alcohol Prevention Programs for Rural Youth

Few reports of programs aimed at preventing alcohol use by rural
youth appear in the scientific literature.  A review of rural alcohol and
other drug prevention strategies cited only 21 reports published
between 1978 and 1991.  Ten of these papers presented data on
alcohol and drug problems in rural areas and two concerned sources of
drug information reaching rural students, leaving just nine that
described actual rural prevention efforts (Laws 1991).  Library
searches yield a few more published program accounts, as well as
summary descriptions of demonstration projects funded by the Office
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of Substance Abuse Prevention (OSAP), Center for Substance Abuse
Prevention (CSAP) (1994; OSAP 1990), or other sources (e.g., GAO
1992a).

Data collected during the 1990-91 academic year from a stratified
random sample of 211 school districts that do not serve a MSA
provide a good overview of school-based drug education programs in
rural areas (GAO 1992b).  However, this survey treated drug education
generically without distinguishing efforts specifically aimed at the
prevention of youthful alcohol use.  Monographs, books, newsletters,
teachers' manuals, and organizational guides on substance use
prevention usually do not address the particular needs of rural areas,
but occasionally a program for rural youth is highlighted.  The ERIC
database maintained by the Department of Education contains
summaries of some additional rural substance use prevention
programs.

As might be expected, the programmatic information available from
this range of sources is uneven in content and quality.  Many articles
refer to substance use prevention without defining the particular
substances targeted.  Program objectives are often undefined.  Reasons
for initiating the program and its underlying rationale frequently are
not explicit.  Similarly, information is not consistently provided
about program organizers and leaders, the number and characteristics
of youth involved, the prevention methods utilized, program
duration, and budget.  Neither the completeness nor the
representativeness of the program descriptions assembled can be
readily determined.  Evaluation of program effects on youthful
alcohol use is notably lacking in all but a handful of reports.

ALCOHOL USE BY RURAL YOUTH

Epidemiologic studies of alcohol use prevalence, consequences of
alcohol use, and related risk factors enable preventive efforts to be
targeted to areas of greatest need.  Unfortunately, only scant data are
available on patterns of alcohol use among rural adolescents, and even
less is known about the consequences of their drinking behaviors.

Use Prevalence

Alcohol is the drug most widely used by youth, rural and urban alike
(Johnston et al. 1993; Kelleher et al. 1992; Napier et al. 1984; NIDA
1991; Oetting and Beauvais 1990; Wargo et al. 1990).  Comparisons
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of alcohol use prevalence among urban and rural adolescents have
yielded mixed results.  A number of general population studies
completed between 1979 and 1991 found higher rates of youthful
alcohol use in urban than in rural areas (Gleaton and Smith 1981;
Johnston et al. 1979; Kandel 1980; Martin and Pritchard 1991;
Napier et al. 1981; Zucker and Harford 1983).  However, some studies
have reported higher drinking rates among rural youth (Hahn 1982;
Skager and Fisher 1989), while other research on youthful alcohol use
has revealed few or no urban/rural differences (Elliott et al. 1989;
Farrell et al. 1992; Oetting and Beauvais 1990; Swaim et al. 1986).

Reviewing many of these studies, Johnstone (1994) attributed their
inconsistency to methodological issues and suggested that the
observation of urban/rural differences in adolescent drinking may vary
largely on the basis of the alcohol measure used for comparison.
However, examination of national survey data suggests that disparities
in results also may be due to cross-sectional measurement of drinking
trends at different points in time.

The Monitoring the Future surveys of high school seniors show that
nationally, youthful use of alcohol and most other substances peaked
in 1979 and then began a gradual decline that continued through
1992.  Alcohol use prevalence among rural youth mirrors this trend,
but with less fluctuation than in urban areas.  Thus, while current use
of alcohol by high school seniors dropped in all areas between 1980
and 1992, the decline in large cities was nearly double that observed in
nonmetropolitan areas.  Consequently, urban/rural differences in 30-
day alcohol use prevalence have narrowed considerably in recent
years, and, as table 1 reveals, in 1992 the rate of current alcohol use
among seniors was somewhat higher in rural than urban areas
(Johnston et al. 1993).

Table 2 shows that by 1993 differences among seniors in monthly
alcohol use prevalence by population density effectively disappeared.
This table also shows little variation in reported drinking by eighth
graders living in communities of different size.  However, 30-day
alcohol use prevalence was higher among 10th graders in
nonmetropolitan areas than among those residing in cities and suburbs
(Johnston et al. 1994).

Data from the NHSDA surveys reveal a similar pattern.  Table 3
summarizes 30-day alcohol use prevalence by population density for
youth 12 to 17 years of age and for young adults ages 18 to 25 from
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1985 through 1993.  As do the Monitoring the Future surveys, the
NHSDA data show that the proportion of adolescents who drink has
TABLE 1. Percent of high school seniors who used alcohol in past

30 days, 1980 and 1992, by population density.

1980 1992 % Change

Large MSAs 78 49 -29

Other MSAs 71 51 -20
Non-MSAs 69 54 -15

SOURCE: Johnston et al. 1993.

TABLE 2. 30-day alcohol use prevalence among 8th, 10th, and
12th graders by population density, 1993.

8th grade 10th grade 12th grade
Large MSAs 24.7 40.9 52.3
Other MSAs 27.6 38.8 49.8
Non-MSAs 25.1 47.0 51.9

SOURCE: Johnston et al. 1994.

declined over time, especially in large metropolitan areas, and that
with this change, differences in youthful alcohol use by population
density have diminished.  The 1992 drop in current teenage drinking
resulted in nearly identical use prevalence rates in urban, suburban, and
rural areas.

Although the proportion of youth reporting current alcohol use
increased in 1993, prevalence rates in metropolitan and
nonmetropolitan areas rose in tandem.  Data from both national
surveys thus reveal only small differences in the proportions of rural,
suburban, and urban youth who have used alcohol in the past month.

The NHSDA surveys show that regardless of community size, persons
18 to 25 years of age drink at a much higher rate than school-age
adolescents.  Although drinking rates in this age group also have
declined over time, in 1993, older youth and young adults used alcohol
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TABLE 3. Percent of persons ages 12-17 and 18-25 reporting
alcohol use in past 30 days by population density, 1985-1993.

1985 1988 1990 1991 1992 1993
Ages 12-17
  Large metro 33.5 25.4 23.9 21.1 15.1 17.8
  Small metro 28.6 26.7 26.7 20.8 16.3 18.1
  Nonmetro 29.6 23.1 22.8 18.5 15.9 18.3

  Total 31.0 25.2 24.5 20.3 15.7 18.0

Ages 18-25
  Large metro 73.4 71.4 67.7 65.0 61.2 58.5
  Small metro 69.0 61.4 63.0 66.2 58.8 58.4
  Nonmetro 67.0 59.1 53.7 57.4 56.1 62.4

  Total 70.7 65.3 63.3 63.6 59.2 59.3

SOURCES: SAMHSA 1993b, 1994.

in the past 30 days at more than triple the rate of teenagers in all
strata of population density.  Also in that year, for the first time,
current alcohol use prevalence among older youth and young adults
was higher in nonmetropolitan than in metropolitan areas (NIDA
1991; SAMHSA 1993a, 1993b, 1994).

The GAO reports that surveys of student alcohol and drug use
conducted by several rural States are generally consistent with
Monitoring the Future results.  However, 1988 data from surveys in
Iowa, Montana, and North Dakota indicate that in at least the latter
two States, 30-day alcohol use prevalence among seniors was higher
than the national average (71 percent and 79 percent, respectively,
versus 64 percent).  The proportion of Iowa seniors using alcohol in
the past month ranged from 50 to 70 percent (Wargo et al. 1990).

The best published data on alcohol use by youth living in areas that
meet the Census Bureau definition of rural come from a 1988
convenience sample of 30 communities with populations under 2,500
and located 20 or more miles from an urban center (Oetting and
Beauvais 1990).  Lifetime prevalence of drinking and being drunk, the
only alcohol measures reported, are shown by grade level in table 4.
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Oetting and Beauvais (1990) observed considerable differences
between communities in the prevalence of adolescent drinking.
Swaim and colleagues (1986) also found different lifetime alcohol use
prevalence rates among 12th grade students living in three rural
Rocky Mountain communities.  Kelleher and associates (1992) have
demonstrated that the drinking practices of sixth, seventh, and eighth
grade Arkansas students vary between rural regions of the same State.

TABLE 4. Lifetime prevalence of alcohol use and getting drunk in
30 rural communities, by grade level.

Grade level
Lifetime alcohol
use prevalence

Lifetime
prevalence of
getting drunk

4th (N = 791) 22.8   3.3
5th (N = 1,531) 33.6   4.2
6th (N = 800) 39.5 10.2

7th (N = 11,175) 65.8 19.5
8th (N = 26,587) 77.2 32.6
9th (N = 13,693) 83.3 44.7

10th (N = 14,529) 87.4 57.3
11th (N = 10,369) 91.7 67.7
12th (N = 26,720) 93.4 75.0

SOURCE: Oetting, E.R., and Beauvais, F.

Other studies report high rates of alcohol use among rural youth in
particular communities and regions.  For example, a survey of eighth
grade students in two rural Maryland counties revealed that 71 percent
consumed beer or wine experimentally or frequently and 28 percent
drank whiskey or hard liquor (Alexander and Klassen 1988).  Sixth
and seventh grade students in rural northern Michigan and
northeastern Wisconsin have reported alcohol use rates more than
triple the national average for similar age groups (Sarvela and
McClendon 1987b).  And Perry and coworkers (1993) have observed
that youth in northeastern Minnesota are at very high risk for
alcohol-related problems compared to the rest of the State.

Heavy Drinking

As with data on alcohol use prevalence among rural youth, findings
about heavy drinking have been uneven.  Globetti and colleagues
(1978) reported that rural youth drink less frequently than urban
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adolescents, but in a more abusive manner.  A 1977 survey in Indiana
found that rural high school students consumed beer more often and
drank both beer and wine in larger quantities than their urban
counterparts.  More rural than urban students also reported that they
needed "7 to 8 beer drinks to get high" (Hahn 1982, p. 254).  Sarvela
and McClendon (1987b) found that middle school students in upper
Michigan were much more prone to abusive drinking than the
national average.  In contrast, data from a national sample of
adolescents measured three times between 1976 and 1983 revealed
that rates of problem drinking were consistently higher in urban than
rural areas (Elliott et al. 1989).

Analyses of data from community surveys led Oetting and Beauvais
(1990) to suggest that problem drinking by youth may concentrate in
low status or stigmatized population enclaves in core metropolitan
areas or rural reservations.  Based on self-reports of at least weekly
drinking and an average consumption of three or more drinks on each
occasion, Blum and associates (1992) classified 10 percent of Native
American and Alaska Native youth living in reservation communities
as potential problem drinkers.

Others have observed that abusive drinking is endemic among rural
youth (e.g., Globetti et al. 1978; Napier et al. 1981; Sarvela and
McClendon 1987a), and these reports are substantiated by data
indicating that heavy drinking in this population is common.  In
1992, nearly one-third of high school seniors living in
nonmetropolitan areas reported binge drinking, defined as five or
more drinks in a row on a single occasion (Johnston et al. 1993).  And
as table 5 shows, in 1993 the Monitoring the Future survey found that
the proportion of 8th, 10th and 12th graders who reported being
drunk in the past 30 days was inversely related to community size
(Johnston et al. 1994).

TABLE 5. 30-day prevalence of "being drunk" among 8th, 10th, and
12th graders by population density, 1993.

8th grade 10th grade 12 grade
Large MSAs 6.0 17.6 29.4
Other MSAs 8.4 18.2 26.9
Non-MSAs 8.1 24.7 32.0

SOURCE: Johnston et al. 1994.
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Data from the NHSDA surveys reported in table 6 indicate that heavy
drinking by rural youth ages 12 to 17 has declined in recent years, and
in 1993 the proportion of youth who drank heavily differed little by
community size.  However, the rate of heavy drinking among rural
residents between 18 and 25 years of age was nearly twice that of
young adults in large metropolitan areas (14.3 percent versus 7.2
percent).  Heavy drinking among young adults in rural areas declined
somewhat in 1990 and 1991, but surveys in the 2 subsequent years
indicated new increases in heavy alcohol consumption (SAMHSA
1994).

As drinking by those under age 21 became illegal in an increasing
number of States, analysts of the NHSDA data compared rates of
heavy drinking among respondents under age 21 and those ages 21
and older.  As table 7 shows, in 1990 the rate of heavy drinking
among nonmetro- politan residents under age 21 matched that of
nonmetropolitan respondents age 21 and older.  And in 1991,
rates of heavy drinking among nonmetro- politan minors
surpassed those of adults in all population strata.  Com- paring
rates of heavy drinking among minors by community size shows
that in both 1990 and 1991 youth under age 21 living in rural
areas were less likely to use alcohol than their urban and suburban
counterparts.  However, among users, rural youth were more
likely than those in large metropolitan areas to report heavy
drinking.
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TABLE 6. Percent of persons ages 12 to 17 and 18 to 25
reporting heavy alcohol use in past 30 days by population
density, 1985 and 1991-93.

1985 1991 1992 1993
Ages 12-17
  Large metro   3.5   1.2   1.5   1.1
  Small metro   3.7   3.1   1.3   1.5
  Nonmetro   4.0   3.1   1.1   1.6
Total   3.7   2.3   1.3   1.3
Ages 18-25
  Large metro   9.4 10.5 11.3   7.2
  Small metro   9.1 12.1   9.1 12.4
  Nonmetro 13.2 11.5 14.0 14.3
Total 10.1 11.3 11.3 10.4

SOURCE: SAMHSA 1994.

Rates of heavy drinking also were higher among rural than suburban
youth in 1990, but the proportion of heavy drinkers was greater
among suburban minors in 1991 (NIDA 1991; SAMHSA 1993a).

Age of Drinking Initiation

The Monitoring the Future surveys reveal a national trend toward
younger initiation of drinking.  In 1993, over one-third (36 percent)
of high school seniors reported first alcohol use at grade eight or
earlier (Johnston et al. 1994).  This figure roughly corresponds to the
1990 NHSDA finding that among youth ages 12 to 17 years, the
average age of first use of alcohol was 12.8 years (NIDA 1991).
Unfortunately, neither of these surveys reports age of drinking
initiation by community size.

A 1977 survey of Indiana students found that urban youth initiated
beer and wine use at a younger age than rural adolescents (Hahn
1982).  However, more recent studies indicate that in at least some
rural areas, drinking is initiated earlier than the national average
(Oetting and Beauvais 1990; Sarvela 1990).  A survey of rural
students in grades 7 through 12 in a small, mid-Atlantic town and
surrounding county revealed that 57 percent had their first drink by
age 12 (Gibbons et al. 1986a).  Other data from this study led Laws
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(1991) to report that one- third of rural children have had their first
drink on their own by age 10.

Early drinking initiation also can be inferred from local studies
reporting a high prevalence of alcohol use among rural children and
young adolescents.  For example, a survey of 1,190 fourth, fifth, and
sixth grade students in rural New Hampshire school districts found
that half drank but not regularly, whereas 5 percent were regular
drinkers and an additional 2 percent were regular drinkers who had
been drunk at least

TABLE 7. Percent of persons under age 21 and ages 21 and older
reporting alcohol use and heavy alcohol use1 in the past 30 days
by population density, 1990 and 1991.

Under age 21 Age 21 and older
Any use Heavy use Any use Heavy use

19902

Large MSAs 34.4 3.9 60.0 5.9
Small MSAs 36.3 4.6 54.1 4.0
Non-MSAs 29.5 5.2 42.0 5.1
Total 33.8 4.4 54.0 5.1
19913

Large MSAs 32.7 4.8 58.7 5.6
Small MSAs 34.3 7.4 54.5 5.0
Non-MSAs 30.7 5.9 42.2 4.7
Total 32.6 6.0 53.5 5.2

KEY: 1 = Defined as drinking 5 or more drinks per occasion on 5 or
more days in the past 30 days; 2 = N = 2,938 under age 21 and
6,276 age 21 or older; 3 = N = 10,952 under age 21 and 21,117
age 21 or older.

SOURCES: NIDA 1991; SAMHSA 1993.
once (Stevens et al. 1991).  Among Native American children living
on reservations, about 10 percent of those in grades four through six
have been drunk (Oetting et al. 1989), and this proportion increases
to 28 percent in the seventh grade (Beauvais et al. 1989).  Among
rural middle school students in northern Michigan, the proportion
who had been intoxicated increased from 21 percent in grade six to 60
percent by grade eight (Sarvela and McClendon 1987b).  In
interpreting these findings, it is important to remember that due to
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low body weight, children may be prone to intoxication from even
small amounts of alcohol, and that the meaning of being drunk also
may differ for children and adolescents (Hansen 1993).

Type of Alcohol Consumed

Comparatively few studies have examined the relative consumption
of beer, wine, and liquor by rural youth, but nationally, beer is the
most popular alcoholic beverage among young people (Grossman et
al. 1994).  Hahn (1982) found that beer was clearly the beverage of
choice for alcohol-consuming students in both urban and rural areas of
Indiana, and similar results have been obtained in California (Skager
and Fisher 1989).  A study of seventh graders in a rural southeastern
county found that girls were slightly more likely to report any use of
wine than beer; however, beer was the beverage most frequently
consumed by both sexes (Farrell et al. 1992).  Other research in
Georgia and Maryland has found that the proportion of rural youth
consuming beer and wine exceeds the proportion consuming whiskey
or hard liquor (Alexander and Klassen 1988; Gleaton and Smith
1981).

Demographic Correlates of Drinking by Rural Youth

Although teenage alcohol use has been found to vary by age, gender,
and ethnicity, neither the NHSDA nor the Monitoring the Future
surveys report analyses of these variables by community size.
However, results from several local and regional studies suggest that
demographic characteristics associated with youthful alcohol use
nationally also may characterize young people who drink in rural
areas.  Thus rural alcohol use prevalence appears to increase with age
and school grade level (Bloch et al. 1991; Blum et al. 1992; Gibbons
et al. 1986a; Kelleher et al. 1992; Napier et al. 1981; Oetting and
Beauvais 1990; Sarvela and McClendon 1987a; Stevens et al. 1991).
Most studies of rural youth indicate that males are more likely than
females to drink and to drink heavily (Allen and Page 1994; Blum et
al. 1992; Gibbons et al. 1986a; Gleaton and Smith 1981; Kelleher et
al. 1992; Napier et al. 1981; Sarvela and McClendon 1988; Stevens et
al. 1991), but some research has found no differences in rural alcohol
use prevalence by gender (Beauvais et al. 1989; Bloch et al. 1991;
Farrell et al. 1992; Sarvela and McClendon 1987a, 1987b).  Kelleher
and colleagues (1992) found substantial differences in the drinking
rates of girls by population density and rural region in Arkansas.
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Alcohol use rates appear to be higher among Native American and
white youth than among those other races (Allen and Page 1994;
Bachman et al. 1991; Oetting and Beauvais 1990; OSAP 1990), but
this pattern may vary in certain communities.  Farrell and colleagues
(1992) observed no differences in drinking prevalence between
African-American and white youth in a rural county of the Southeast,
and similarly, Kelleher and associates (1992) found no differences by
race in the drinking rates of young adolescents in Arkansas.  Blum and
colleagues (1992) found a higher prevalence of daily or weekly
alcohol use among white teens in rural Minnesota than among a broad
geographic sample of Native American and Alaska Native youth.
This pattern persisted throughout the teenage years until the 12th
grade, when the rate of heavy drinking among Indian youth exceeded
that among white Minnesota seniors.

Rates of all types of alcohol involvement among male Native
American adolescents aggregated across tribal boundaries are typically
higher than those of whites and other ethnic groups (Bachman et al.
1991; Beauvais et al. 1989; Blum et al. 1992; Moncher et al. 1990;
Oetting and Beauvais 1990; Johnstone 1994; U.S. Senate Select
Committee 1985; Welte and Barnes 1987).  Among adolescent
females who drink, the prevalence of heavy drinking also tends to be
highest among Native American girls (Bachman et al. 1991; Beauvais
et al. 1989; Welte and Barnes 1987).  Nevertheless, Native American
drinking practices are extremely heterogeneous (Beauvais and
LaBoueff 1985; Beauvais et al. 1989; Christian et al. 1989; May
1989; NIAAA 1994b), and exceptions to these general observations
should be expected.

Few studies have compared rates of drinking among minority youth
by urbanicity; however, Gfroerer and De La Rosa (1993) found in a
small but nationally representative sample of Hispanic youth that
those living in a nonmetropolitan area were more frequent users of
alcohol, cigarettes, and illicit drugs than their urban counterparts.
Noting that this finding differs from other research on the drug use
behavior of minority adolescents, these investigators called for
additional research on the prevalence, patterns, causes, and
consequences of drug use among the various Hispanic subgroups.  Age
and gender should be considered in such investigations, for youthful
drinking rates by race may be influenced by interactions with these
variables (Kelleher et al. 1992).

Consequences of Alcohol Use by Rural Youth
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Numerous studies conclusively link teenage alcohol use to a host of
health and social problems, including motor vehicle crashes and
deaths, drowning, suicide, homicide, falls, fires, cigarette smoking,
illicit drug use, early sexual activity, sexually transmitted diseases,
rape, unwanted pregnancies, academic failure, school dropout, job
difficulties, physical fights, property destruction, delinquency, and
troubles with law enforcement authorities (Boyd et al. 1994; Clayton
1981; Jessor and Jessor 1977; NIDA 1987; Sixty-Sixth American
Assembly 1984).  In addition, the use of alcohol and other mind-
altering substances has been shown to jeopardize physical, mental, and
social development during the formative years and to endanger
successful transition from school to the workplace (Hamburg and
Takanishi 1989; Kandel 1982; Newcomb and Bentler 1988; Semlitz
and Gold 1986; Steinberg 1991).  Alcohol use and abuse initiated
during adolescence also have numerous serious long-term
consequences not only for users, but for family members,
communities, and the Nation.

Systematic information on the distribution of these problems in
sparsely populated areas is not available, but several studies indicate
that alcohol use by rural youth is associated with negative
consequences or increased risk of trouble.  One exception is that
Alexander and Klassen (1988) observed no relationship between
school absenteeism and use of beer or wine, hard liquor, cigarettes, or
marijuana by eighth graders in two rural counties on Maryland's
eastern shore.  However, these students were followed longitudinally,
and reported drinking in the past month during grade 9 was one of
several variables associated with medically attended injuries in grade
10.  Adjusted odds ratios for ninth grade drinking on 3 or more days
compared to 1 or 2 days in the past month indicated an incremental
effect of alcohol use on injury occurrence (Alexander et al. 1992).

Similarly, Blum and colleagues (1992) found a linear increase in
adverse correlates along a continuum of drinking among 13,377
Native American and Alaska Native youth living on or near rural
reservations.  Youth characterized as potential problem drinkers were
most likely to have sustained an alcohol- or drug-related injury,
experienced school problems, had family problems associated with
substance use, or ever have attempted suicide.  This study also
revealed that among Indian and Native youth who drink, 40 percent
have driven after drinking.  Over one in five of all youth surveyed
said they often or sometimes ride with a driver who has been drinking
or using drugs.  No data were found that directly link alcohol use by
Native American youth to motor vehicle traffic fatalities, but
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Mahoney (1991) has reported frequencies showing that most such
deaths among Native Americans in New York State involve teenagers
and young adults, rural areas, and alcohol consumption.

Several other studies have explored relationships between teenage
drinking and driving.  Kidd and Holton (1993) reported an association
between alcohol use and risky driving practices of rural adolescents.
Heavner and colleagues (1991) found that although high school
seniors in small towns in rural West Virginia recognized that auto
accidents would threaten their life and health in the immediate future,
they still indulged in high-risk drinking and driving behavior.  Sarvela
and associates (1988a) reported more specific data on drinking and
driving practices among junior and senior high school students in a
small Ohio town.  Approximately 19 percent of these students had
driven under the influence of alcohol, 35 percent had ridden in a car
with an intoxicated school-age driver, 35 percent had refused a ride
from a friend who was intoxicated, and 43 percent had tried to stop a
drunk friend from driving.  No gender differences were found regarding
drinking and driving, but males drank in greater quantity than females.
Both drunk driving and riding with a drunk driver increased
substantially between grades eight and nine.

Comparable results were obtained from similar research in rural
Illinois; however, in this latter study females were somewhat more
likely than males to report riding in a car with a drinking driver, while
males were somewhat more likely to report driving under the
influence.  Frequency of drinking within the past 6 months strongly
predicted both dependent variables.  Grade point average was unrelated
to these behaviors, thus challenging the assumption underlying lower
auto insurance rates for youthful drivers who are good students
(Sarvela et al. 1990).

Thombs and colleagues (1994) also have reported that about 20
percent of high school students age 16 and older in rural New York
drove while intoxicated at least once during the past 12 months, and
34 percent of students in grades 7 through 12 rode with an intoxicated
driver during this time period.  Although differences in methods of
reporting data preclude precise comparisons, the consistency of these
rates with those from Ohio and Illinois is striking.

Examining immediate consequences of alcohol use among rural middle
school students in upstate Michigan, Sarvela and McClendon (1987b)
found that 23 percent had been sick from drinking and 20 percent felt
guilty after alcohol use.  Expressions of guilt after drinking increased
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with age and were significantly higher among females than males.
Holcomb and associates (1990) also have reported that between 4 and
14 percent of junior and senior high school students in rural central
and southern Illinois had experienced negative consequences of their
alcohol or other drug use.  Harmed friendships, fighting, trouble with
family, and self-dissatisfaction were most frequently reported.  Males
and females reported negative consequences due to substance use at
similar rates for six of the nine problems considered, but males were
more likely than females to report fighting, trouble with the law, and
trouble with school authorities.  Unfortunately, this report does not
differentiate types of consequences experienced by type of substance
used.

ETIOLOGY OF DRINKING BY RURAL YOUTH

Epidemiologic data on patterns and consequences of alcohol use by
rural youth provide the scientific rationale for targeting prevention
programs to young people at greatest risk, but designing effective
interventions also depends on understanding the etiology of youthful
drinking behavior.  Modifiable links in the causal chain of events
leading to youthful alcohol use and negative consequences of drinking
can then be identified and targeted for change.

The limited information available about differences in youthful
alcohol use by population density has not been a central consideration
either in searching for predictors of drinking behavior or in
developing etiologic models of youthful alcohol use.  An important
issue, therefore, is whether predictors identified to date, etiologic
models based upon them, and related prevention programs are
generalizable to youth in rural areas.
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Key Predictors of Alcohol Use by Rural Youth

Many potential predictors of teenage alcohol use have been studied,
but with mixed results.  In a succinct review, Dryfoos (1990)
identified five sets of variables that most researchers agree are risk
markers for later substance abuse:

. . . early initiation [of any substance use] and susceptibility to
peer influence are significant markers.  Family influences are
also important:  lack of parental support, involvement, and
caring and parental approval of drug and alcohol use are
strong markers of risk.  Certain personality patterns are
significant:  nonconformity, rebelliousness and independence
(from parental authority, but not necessarily from peer
influences).  School problems emerge early, including
misconduct, truancy, and low achievement, which gets
translated in later years into being "turned off" by school and
having low aspirations for further education (p. 57).

Although little research has examined whether these antecedents
predict alcohol use by rural as well as urban youth, results from
available studies are generally consistent with this summary.

Age of First Alcohol Use.  Donnermeyer (1993) found that age of
first alcohol use predicted current alcohol use among 197 rural and
small-town 7th and 11th graders from north central Illinois.  Age of
first alcohol use also was related to first use of marijuana, which in
turn was related to first use of hard drugs.  These cross-sectional
results are complemented by Winfree's (1985) longitudinal finding
that alcohol use in grade seven predicted alcohol use 3 years later by
youth in a rural Rocky Mountain town.

Peer Influence.  A number of studies have found strong correlations
between alcohol use by rural youth and peer drinking (Beauvais et al.
1989; Kelleher et al. 1992; Lassey and Carlson 1980; Napier et al.
1984; Oetting and Beauvais 1987; Oetting et al. 1988, 1989; Sarvela
and McClendon 1983, 1988), even in elementary school (Stevens et
al. 1991).  On the other hand, in a survey of over 1,200 rural high
school students in western New York State, Thombs and associates
(1994) found that peer acceptance was associated with only one
alcohol-related variable:  whether or not teenagers ride with drunk
drivers.
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Oetting and colleagues (1989) observed stronger correlations between
peer associations and alcohol use among rural Anglo youth (0.58)
than among Native American students (0.28).  These investigators
speculated that Anglo youth may use alcohol mostly with peers, but
due to limited availability of alcohol on reservations and
transportation difficulties, Indian youth may drink fairly often in
situations where they are not with peers who have the same level of
alcohol involvement.

Gleaton and Smith (1981) demonstrated that perceived drinking by
best friends exceeds actual use rates among high school students in
both urban and rural settings.  Lassey and Carlson (1980) found that
talking about problems with best friends was associated with
adolescent drinking in rural Idaho.  However, in a longitudinal study of
youth from a town in the Rocky Mountain region, Winfree (1985)
discovered changes over time in the extent to which an adolescent's
views about drugs conflict or mesh with those of peers and the
frequency of peer-based discussions about drugs, either pro or con,
changes over time.  Regardless of the nature of these changes, they
were unrelated to alcohol use as youth grew older.

Napier and colleagues (1984) surveyed high school students in rural
Georgia to test the proposition that the types of individuals with
whom youth associated and the role models they chose for emulation
would be related to their drug use behavior.  Recognizing that the
behavior of adolescents can be affected by real or imagined role
models, these investigators found that those youths who identified
with nonconformist groups (those who listened to rock music, were
interested in 4-wheel-drive vehicles, and potheads) were more likely
to use illegal drugs, including alcohol, than were students who
identified with socially conforming school, religious, and soul music
groups.  Dating frequency, use of drugs by friends, and the wish to be
accepted by friends also were positively correlated with the use of
drugs, as were drug use at home, at social events, in cars, and in
friends' homes.  On the other hand, drug use was negatively associated
with church attendance and number of school activities.

Parental Influence.  Several aspects of possible parental influence on
alcohol use by rural youth have been investigated.  Fournet and
colleagues (1990) found that from 9 to 27 percent of students in
grades 5 through 12 in four rural school districts viewed their parents
as approving of their drinking.  Students in all grades also were aware
of friends who had problems because of parental drinking.  Perceived
family attitudes toward drinking were strongly related to the use of
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alcohol by elementary school children studied in rural New Hampshire
(Stevens et al. 1991) and by seventh graders in rural North Carolina
(Dignan et al. 1986).

Parental drinking also has been highly associated with alcohol use by
rural youth (Chambers et al. 1982).  Kelleher and associates (1992)
discovered that both parental drinking and parental approval of
adolescent drinking were associated with alcohol use by sixth, seventh,
and eighth grade Arkansas students, but the strength of correlations
varied in two rural areas, as well as in urban and suburban cities.  Youth
from the Arkansas delta reported more family-influenced alcohol
consumption than those from the Ozark highlands, who revealed a
peer-influenced pattern of drinking.  These effects were particularly
marked among girls.

Lassey and Carlson (1980) found that drinking behavior of fathers
and, to a lesser extent, of mothers was strongly associated with the
drinking patterns of 8th and 12th graders in rural Idaho.  Another
survey of 3,179 ninth grade students in a rural midwestern State
revealed that adolescents who reported alcohol or drug use by family
members were more likely than other youngsters to report personal
use of alcohol, cigarettes, marijuana, or speed.  Additionally, these
youngsters were more likely to report sexual abuse and to say that
they used substances because of family problems, and because they
were sad, lonely, or angry (Hernandez 1992).  However, a survey of
high school students in a rural midwestern community found alcohol
use was common among all adolescents, while a history of physical
and sexual abuse was associated with other problem behaviors (Hibbard
et al. 1990).

Blum and associates (1992) demonstrated powerful effects of parental
drinking and driving practices on related behaviors of Native
American and Alaskan Native youth living on reservations.  Among
teenagers of driving age, nearly half of those who had seen their
parents consume three or more drinks before driving reported having
done the same.  However, among the 73 percent of youth who had
not seen their parents drink and drive, almost 70 percent said they
would never mix alcohol and driving.

Surveying a cohort of students from a rural Rocky Mountain
community in middle school and then 3 years later, Winfree (1985)
found that the majority did not discuss drugs with their parents at
either time point.  Nonetheless, the proportion of youth having such
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discussions increased with time, and the tenor of these discussions was
typically negative.

Donnermeyer (1993) found intact family structure unrelated to
alcohol use by 11th graders studied in rural Illinois.  However, in a
survey of junior and senior high school students in rural Ohio, youth
from broken homes reported a higher incidence of parental drinking
problems than did students living with both parents, and these
perceptions appeared related to youthful drinking behavior (Newcomb
and Sarvela 1988).  Another study of 9th and 12th grade students in
rural Ohio found that stability of home life as measured by parents'
marital status and quality of relationship was correlated with
frequency of both alcohol and marijuana use (Napier et al. 1981).
Whether or not seventh grade students were living with both natural
parents and perceived quality of the parent-child relationship also
predicted alcohol use in grade nine in a rural eastern community
(Bloch et al. 1991).  Similarly, Lassey and Carlson (1980) found that
closeness of relationship with father and mother and a high level of
problem-related communication with parents were associated with a
lower probability of teenage drinking in rural Idaho.

These findings are generally consistent with the proposition that
parental alcohol consumption and family management practices are
more important determinants of youthful alcohol use than family
structure (Dryfoos 1990; Peterson et al. 1994).  However, some
results from rural research remain difficult to explain.  For example,
Gibbons and colleagues (1986a) found that mother's occupation was
related to frequency and amount of drinking by adolescents in a rural
county of a mid-Atlantic State.  These investigators speculated that
youth whose mothers work in higher level occupations might have
more money to spend on alcohol, or that sons and daughters of
working mothers might have less supervision than children of full-
time homemakers.

Personality Traits.  Few studies have investigated relationships
between personality traits of rural youth and their drinking behavior,
but Oetting and associates (1989) have reported that only a small
amount of their alcohol involvement can be attributed to
psychopathology.  Workman and Beer (1992a, 1992b) found an
association between aggression and alcohol use among students from a
small high school in rural Kansas.  Another study in this locale found
sensation-seeking unrelated to alcohol use among high school honor
students (Baker et al. 1991).  Sensation seeking contributed only
marginally in discriminating intensity of drinking by rural adolescents
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in New York State, but this variable was moderately important in
distinguishing rural youth who drove under the influence and rode with
intoxicated drivers (Thombs et al. 1994).

In a path analysis of data from rural youth, Swaim and colleagues
(1989) found that five emotional distress characteristics (anxiety,
depression, self-esteem, blame/alienation, and anger) were linked to
number of friends using drugs and number of drug offers from friends,
but only anger was directly related to drug use.  In another study, this
group of investigators compared emotional distress and alcohol use
among rural Indian and Anglo high school juniors and seniors.  Anger
and anxiety were modestly correlated with alcohol use by Anglos, and
peer associations mediated this relationship.  Among Indian teenagers,
anger, depression, blame/alienation, and anxiety were negatively
correlated with alcohol use.  After the mediating effects of alcohol-
using peers were controlled, Indian students with higher anger used less
alcohol (Swaim et al. 1989).

School Problems.  A longitudinal study of 625 children from six
schools in small Montana towns found that negative school attitudes
and negative self-concept in grades three and four predicted alcohol
use in grades six and seven (Long and Boik 1993).  Another
longitudinal study of youth in a single rural school district in the
eastern United States found marks in school and academic activities in
grade seven predicted whether in grade nine students never got drunk,
got drunk once a year or less, or got drunk monthly or more often
(Bloch et al. 1991).  Among Native American adolescents from rural
reservations, those who reported below-average school performance
were more than twice as likely as those doing above average in school
work to drink alcohol weekly (Blum et al. 1992).  However, a study of
10th and 12th grade students in rural Pennsylvania had surprising
results:  Students who were heavy users of alcohol scored higher on
career decisionmaking readiness than students who used alcohol less
frequently (Pendorf 1991).

Etiological Models of Alcohol Use.  Within the relatively small cadre
of investigators studying alcohol use by rural youth, some have
examined multivariate relationships and a few have done so within a
theoretical framework of youthful drinking etiology.  Napier and
colleagues (1984), for example, were guided by differential association
and differential identification models of deviancy.  These concepts
were integrated into the larger theory of social control and deviance
that informed Winfree's (1985) investigation.  Both perspectives
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incorporate attention to theories of adolescent development,
particularly as they affect changes in peer and parent relationships.

Focusing explicitly on developmental theories of teenage drug use,
Donnermeyer and Huang (1991) demonstrated that the time rural
youth spend with friends and with family interact with age to
influence consumption of alcohol and other substances.  These
authors suggested as a hypothesis for further research that the
interaction of age and family influence on youthful drinking would be
stronger in a rural or farming community than in a lower-class urban
neighborhood.

Oetting and Beauvais (1987) developed peer cluster theory to explain
how various factors interact to influence drug use behavior.  This
theory proposes that tightly knit and cohesive subsets of the peer
group provide the specific link between five domains of variables that
either set the stage for substance use or protect youth against it.
Although analyses of cross-sectional data collected from rural youth
have supported this theory (Beauvais et al. 1989; Oetting and
Beauvais 1987; Oetting et al. 1988, 1989; Swaim et al. 1989).  Hayes
and Revetto (1990) reanalyzed some of these data to point out that
alternative models should be considered.  In one such model, both
family sanctions and school adjustment were directly related to
adolescent drug use.  In another, drug use was an intermediate variable
that, with family sanctions and religious identification, predicted
school adjustment.  As Dryfoos (1990) has observed, untangling
cause-effect relationships in predicting behavior is in itself a high-risk
activity.

Two etiologic models in particular have been applied in the
development of alcohol and drug prevention programs.  The social
influences or social normative model is behavior specific and holds
that youthful alcohol use is affected by parental modeling, peer
pressure and drinking practices, and the media.  As the preceding
review reveals, these relationships are very complex and not well
understood.  Nonetheless, prevention programs based on this model
attempt to make youth aware of social influences on their substance
use behavior, to correct perceptions about the prevalence of peer
drinking, and to develop skills for resisting peer pressure or coping
with a broader array of life problems (Bangert-Drowns 1988; Botvin
et al. 1984; Botvin and Wills 1985; Dielman 1994; Hansen 1992).

The other dominant prevention model holds that common risk
factors underlie youthful alcohol use and other problem behaviors.
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Problem behaviors are thought to increase with the number of risk
factors youth experience (Bry et al. 1982; Hawkins et al. 1986; Jessor
and Jessor 1977; Newcomb et al. 1986).  Interventions that reduce
these risk factors or enhance protective factors therefore are
presumed to prevent not only alcohol use but also other behaviors
that jeopardize health and well-being.

In a survey of rural, suburban, and urban school districts conducted by
the National Rural and Small Schools Consortium and the American
Council on Rural Special Education, school administrators were asked
to estimate the prevalence of numerous risk factors among students at
all grade levels.  Respondents estimated that 17 percent of rural
students compared to 10 percent of urban ones were substance users.
Overall, rural children fared worse than nonrural in 34 of 39 statistical
comparisons.  These results support the view that rural youth are
characterized by many dimensions of risk (Helge 1990), but the
relationship of these risks to alcohol use has not yet been established.

Several studies have demonstrated that teenage drinking is related to
other forms of substance use in rural areas (Donnermeyer 1993;
Farrell et al. 1992; Moncher et al. 1990; Stevens et al. 1991).  Some
research also has shown that common risk factors predict alcohol and
other drug use by rural youth.  Silverman (1991) readily distinguished
high-risk and low-risk youth in a survey of 1,175 students in 7th to
12th grades in a rural school system.  Most students (83 percent) were
either abstainers or experimental users of substances, including
alcohol.  However, 17 percent were multiproblem teens with a clearly
identified lifestyle:

They were non-conformists who preferred heavy metal rock,
indulged in multiple substance use, frequent sexual activity,
and received poor grades.  Quality of parental involvement
was both a correlate of and a solution to drug abuse (p. 107).

Farrell and colleagues (1992) found that all but 1 of 15 risk factors
identified in an earlier study of urban youth were related to at least
one category of drug use among rural seventh graders in a
southeastern State.  An index based on a subset of 10 risk factors was
significantly associated with the prevalence and frequency of
cigarette, beer and wine, hard liquor, marijuana, and other drug
consumption, but only 6 percent of the students had 7 or more risk
factors.  Another study in a rural school district in the eastern United
States found that six risk factors measured in the seventh grade
predicted the frequency of getting drunk 2 years later.  This risk
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factor index also predicted frequency of alcohol use in an eighth grade
replication sample.  No age or gender differences in these predictors
were observed (Bloch et al. 1991).  Moncher and colleagues (1990)
found that a 16-item risk factor index was highly correlated with
lifetime use of alcohol and other substances by fourth and fifth grade
Native American youth from reservation sites and tribal communities
throughout the Pacific Northwest.

These data suggest that the risk factor model has potential for
predicting alcohol and other drug use by rural youth, but it holds less
promise for understanding the etiology of youthful drinking behavior
and therefore for guiding prevention programs.  Each of the cited
studies assessed different risk factors with little overlap, except that
items were generally related to the families of variables already
identified as major predictors of youthful substance use.  Each index
also was based on a different number of items.  Index construction
assumed each risk factor had equal weight and that the relationship
between variables was additive.  Consequently, results provide little
new insight into factors affecting alcohol use by rural youth with one
notable exception.

Some risk factors initially included in two of the indices described
above were removed because they were not correlated with drug use by
rural adolescents.  Farrell and associates (1992) eliminated "high
emotional distress" from an index previously used with urban
adolescents, but "low emotional restraint" was retained.  Bloch and
colleagues (1991) removed "self esteem" and "emotional tone" from
their risk factor index.  Both sets of authors commented that the
variables omitted may reflect urban/rural differences in risk factors for
substance use.  For instance, Bloch and colleagues suggested that
alcohol use may not be viewed as deviant among rural adolescents, or
alternatively, that self-image does not predict alcohol consumption in
this population.

Findings from risk factor research with rural youth have not led to
agreement on implications for prevention.  Bloch and colleagues
(1991) concluded that prevention programs need to be broad based
and multifaceted in order to deal with the diversity of risk factors.
Observing that different factors interact with different ages to predict
teenage use of alcohol, marijuana, and hard drugs, Donnermeyer and
Huang (1991) recommended customizing prevention programs for
each type of substance to specific age groups.  Farrell and colleagues
(1992) suggested that their risk factor index might be used at the
individual level to identify high-risk youth for more intensive



277

interventions or to identify schools that contain higher percentages
of high-risk youth.  At the same time, these authors cautioned that
not all youth with a high risk factor index are involved in substance
use, that some risk factors may be consequences rather than causes of
use, and that the results of their study may not be generalizable to
other rural areas.

Moncher and associates (1990) have expressed ethical concerns about
the effects of using assessment tools that label some youth high risk,
noting that this is especially important among Native American
youth, many of whom must deal with issues of cultural scapegoating at
an early age.  Studies reporting the distribution of scores on risk factor
indices have found only small percentages of adolescents with high
scores, and as Silverman's (1991) study suggests, these youth already
may be set apart in a distinct adolescent subgroup.  Other issues
concern the sensitivity of risk-factor indices and implications of false
positive and false negative identifications of youth at risk.

Both of the dominant etiological models of youthful substance use
have been criticized for emphasizing the importance of individual,
family, and peer antecedents with commensurate neglect of
community and other environmental factors (e.g., Wallack and
Corbett 1987).  However, social norms and the mass media are
recognized as important in the social influences model, and, as
currently conceptualized, the risk factors model includes attention to
school and community (CSAP 1993b).  Still, neither model may be
adequate.  Efforts to integrate current knowledge from various
disciplines concerning the development of risk for alcohol-related
problems in youth indicate that the etiology of adolescent drinking is
much more complex than previously supposed.  Cultural, social,
environmental, and other macrolevel influences, as well as
psychological factors and biologically mediated processes, are
implicated in the development of alcohol abuse and alcoholism (Boyd
et al. 1994).

Efforts to develop an integrated theory of drinking behavior reflect
this complexity (Wagenaar and Perry 1994), but research on alcohol
use by rural youth generally has not.  An important exception is the
Iowa Youth and Families Project that, through longitudinal research,
has developed and rigorously tested a theoretical model relating rural
economic hardship to parental emotional distress, hostile spousal and
parent-child relationships, unhealthy influences on adolescent
development, and adolescent antisocial behavior (Conger et al. 1994;
Conger and Elder 1994; Skinner et al. 1992).  As part of this work,
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Conger and colleagues (1991) have shown that marital conflict
resulting from economic hardship is directly related to alcohol use by
rural seventh graders.  Results also suggest that economic pressure
leading to hostile and irritable parental interactions with children
indirectly contributes to youthful alcohol use by fostering children's
association with antisocial friends who play a direct role in drinking
experimentation.

Other investigators have proposed that theories of culture,
acculturation, and stress are relevant to understanding alcohol use by
youth (LaFromboise 1988; Moncher et al. 1990; Schinke et al.
1988a).  Some research also has investigated aspects of the rural
environment that may influence teenage drinking.  These
considerations direct attention to the ecology of drinking by youth in
rural areas.

ECOLOGY OF ALCOHOL USE BY RURAL YOUTH

As Steinberg (1991) has pointed out, prevention programs need to
take into account adolescents' place in the society in which they live
and not focus solely—as most now do—on the development of
individual cognitive or social skills.  Thus knowledge is needed about
the roles of adolescents in rural America, as well as about the ways
that alcohol use in rural environments is associated with transitions
from childhood into adolescence and then from adolescence into
adulthood.  Gaining such insight, in turn, requires a better
understanding of how alcohol use fits into rural culture.  Although
little is known about these topics, some elements can be identified
that are relevant to developing an ecological perspective on drinking
by rural youth.

Sources of Information About Alcohol and Other Drugs

Messages in the environment socially construct the meaning of
alcohol use and its consequences.  According to Gitlin (1990, p. 32),
"[T]he meaning of a given drug to the people who use it, even the
experience of the drug itself, differs considerably from one society,
one sector, one group, even one moment in time to another."
Knowing what rural children and youth learn about alcohol from their
surroundings is important.

Two surveys of rural school children suggest that sources of alcohol
and drug information vary in different communities and that the
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amount and possibly the type of information received also may vary
by age and gender.  Among 8th and 10th grade students in small to
medium-sized central Texas school districts, males reported receiving
more information about each of six drug categories than females; 8th
graders received more information than 10th graders.  Television was
the primary source of information for all drugs except inhalants.
Parents and print media were of secondary importance, followed by
friends and teachers.  These students were less likely to receive drug-
related information from experience, siblings, church, doctors, and
police (Mirzaee et al. 1991).  Junior and senior high school students in
rural northwest Ohio most frequently identified the media and
teachers at school as sources of drug and alcohol information (18.8
percent each); next were friends (11.2 percent), personal experiences
(7 percent), and parents (6.9 percent).  Only 3 percent named siblings
or alcohol and drug agency personnel as their primary information
sources, but 23 percent cited "other" as a potential source of
information.  No major differences were found between the
information sources cited by males and females.  However, nearly 18
percent of those responding said that they did not know much about
drugs and alcohol (Sarvela et al. 1988b).

The importance of mass media in informing rural youth about alcohol
use indicates that influences on their drinking behavior are by no
means restricted to the rural environment.  Rather, information about
drinking norms and values is obtained not only from family, friends,
and neighbors in physically proximate "horizontal" communities but
also from television and other forms of mass communication
originating in distant "vertical" communities (Gardner and McColgan
1990).  Although these media may convey some public service
prevention messages, through commercials and regular programming
they also portray alcohol use as a normal and desirable part of
American living (Atkin et al. 1984; Breed and De Foe 1981; De Foe
et al. 1983; Gerbner 1990; Greenberg 1984; Greenberg et al. 1984;
Wallack et al. 1990).  Additionally, the media are a ready source of
the nonconformist role models referred to by Napier and associates
(1984).  Further, Gitlin (1990) has argued that both the mass media
and substance use embody the same values in American culture:

In the context of a society that so deeply
values material acquisition, television cultivates a thirst
for goods.  And yet, since means are limited and
pleasures evanescent, television also helps generate
appetites that cannot be fulfilled.  American culture
therefore opens up a gap between media-nourished
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expectations of gratification and experience that fails to
meet them.  One attempt to bridge that gap is drug use
(p. 46).

In reporting sources of information about alcohol and drug use, young
people may fail to acknowledge the pervasive messages that Gitlin
described or the information they receive about drinking through
observations of everyday life in rural areas.  Nevertheless, the
availability of alcohol in the community, its packaging and pricing
(Wallack and Corbett 1987), the prevalence of alcohol use in various
subgroups, the functions served by this behavior, and actual
consequences of drinking, both positive and negative, are more
constant and compelling sources of information than structured
prevention messages.  This is so because youth alcohol use is social
behavior learned from and regulated by the social environment (Akers
1992; Perry 1986; Smith and Goldman 1994; Wagenaar and Perry
1994).

For this reason, officials of rural school districts have expressed
concern that parents and the community undermine the effectiveness
of drug education programs.  In one case, district officials thought
that serving champagne to parents who were planning a drug-free
party for graduating seniors sent a mixed message to students, but
parents disagreed (GAO 1992b).

The Why, Where, When, and How of Drinking by Rural Youth

Although scanty, information about motivational and situational
factors associated with drinking by rural youth suggests that messages
about alcohol use in some rural communities are far more pervasive
and powerful than those transmitted by parents sipping champagne.

Youth Motivation and Drinking.  Few studies have investigated the
rationales adolescents in rural areas use to explain either the initiation
or the continuation of their drinking, but Binion and colleagues
(1988) compared Indian and non-Indian eighth grade students on the
importance they attributed to 13 possible reasons for using alcohol.
Pleasant sensations, being with friends, and excitement were
important to both groups, but Indian youth appeared to attach more
importance to reasons related to alleviating boredom than did non-
Indians.  On the other hand, more non-Indian than Indian students
saw alcohol use as important for parties.

Recognizing that, in light of the acquired immunodeficiency syndrome
(AIDS) epidemic, drinking large amounts of alcohol and engaging in
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sex after one's judgment is impaired can be a lethal high-risk behavior,
Conner and Conner (1992) explored the expected benefits of alcohol
use on sexual behavior among 42 Native American teenagers
attending a week-long intertribal powwow.  Their survey was
conducted as part of a prevention project designed to reduce
adolescent use of alcohol and other drugs at the powwow, but 40
percent of the respondents reported drinking during the week.
Drinking was not related to the expectation that alcohol reduces
anxiety in interacting with the opposite sex, but heavy drinking was
associated with the belief that alcohol makes sexual experience more
enjoyable.  The authors concluded that more than safe sex education
is needed to protect these adolescents.

Self-medication and emotional regulation have been identified as
motives for alcohol use by urban adolescents, and their drinking also
has been linked to minority group status, stressful life events, loss of
control, and loss of life meaning (Newcomb and Harlow 1986;
Schinke et al. 1988a).  In rural areas, Native American youth are
particularly subject to stress from poverty, prejudice, and lack of
economic, educational, and social opportunity (Beauvais et al. 1989;
Oetting et al. 1989; OSAP 1990).  Blum and colleagues (1992) related
these conditions to a sense of hopelessness observed among even the
most successful Native American and Alaska Native youth from rural
reservations and communities.  Nevertheless, as previously discussed,
Swaim and associates (1989) found that anger was the only dimension
of emotional distress linked to alcohol involvement of rural Indian
high school students, and that correlation was negative.  Because
anger also was positively related to self-esteem, the authors
commented that Indian youth have a great deal to be angry about and
those with positive self-esteem may be most able to express this
anger.  This same dynamic may explain why anger was inversely
related to associations with alcohol-using peers and drinking.  Based
on this and other work, Oetting and coworkers (1989) rejected the
hypothesis that much alcohol use occurs because youth are self-
medicating for depression, anxiety, or inadequate self-esteem, even
when acculturation stress might be influencing these characteristics.

Napier and colleagues (1981) found life crises modestly correlated
with alcohol use among high school students in rural Ohio.  Workman
and Beer (1992b) reported that rural Kansas high school students
from divorced and alcoholic homes had higher depression scores than
students from nondivorced and nonalcoholic homes, and in this small
sample, depression was correlated with alcohol dependency.  Reasons
given by rural Nebraska high school students for alcohol and drug
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involvement included depression and hopelessness, as well as inability
to control oneself, life demands, family finances, and pressure (Cohen
1987).
Social Contexts for Drinking.  Drawing upon Social Learning Theory
(Bandura 1977, 1986), Thombs and colleagues (1994) developed a
social context concept to explain how intrapersonal variables such as
beliefs, expectancies, and moods interact reciprocally with situational
variables such as time of day, location, and contact with peers to
shape teenage alcohol use.  According to these investigators:

Distinct social contexts may be identified by
the way in which certain internal motivations tend to
combine with complimentary social situations.  For
example, on weekend nights, teenagers are more apt to
drink alcohol to have fun and excitement, whereas
drinking on a weekday, after school and work, would
more likely be linked to stress relief (p. 73).

In a study of 1,228 students in 7th through 12th grades from rural
New York, Thombs and colleagues (1994) examined the ability of
five social context scales to discriminate the intensity of youthful
drinking, driving under the influence, and riding with intoxicated
drivers.  High-intensity drinkers were separated from low-intensity
ones by frequent drinking to enhance fun at social gatherings, as well
to reduce negative feelings.  High-intensity drinkers were separated
from moderate-intensity ones on the basis of drinking on school
grounds to defy school and adult authority.  The school defiance and
stress control measures most clearly separated drinking from
nondrinking drivers, but drinking to have fun and to defy parental
authority also made a contribution.  Drinking to have fun and to
control stress best separated youth who did and did not ride with an
intoxicated driver, while peer acceptance, parental control, and
school defiance made additional contributions.

Thombs and colleagues (1994) concluded that teenagers prone to
abuse alcohol not only display different patterns of alcohol intake but
they also differ with regard to where, when, and why they drink.
Adolescents who drink frequently to enhance sociability and have a
good time at parties, to medicate against negative self-thought and
mood, and to rebel against authority comprise a high-risk group
inclined to drink to excess, experience a significant number of
alcohol-related problems, and drive while impaired by alcohol.
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Use of Time and Drinking.  Officials from many rural school districts
advised the GAO (1992b) that virtually all student drug use occurs
after school hours or on weekends.  Several officials said that rural
youth use drugs because they have nothing else to do.

A survey of rural junior and senior high school students in a mid-
Atlantic State revealed that time spent socializing was related to time
spent driving around in a car and to the amount of alcohol consumed
on several occasions—when others are drinking and adults are not
present, before going to a party or on a date, on special occasions,
and when no one else is around.  Time spent working and playing
video games also was positively related to several of these drinking
situations, as well as to the amount of alcohol consumed at dinner or
at home with the family.  Time spent studying was negatively
associated with all occasions for drinking except those involving the
home and family.  Time spent in extracurricular activities and
frequency of attendance at religious services also were negatively
correlated with alcohol consumption in several situations (Gibbons et
al. 1986b).

Where Rural Youth Obtain Alcohol.  As Beauvais and colleagues
(1989) have observed, if lifetime use prevalence is high, a drug is
clearly available and accessible.  However, just four of the studies
reviewed provided information on where rural youth obtain alcohol.
Among rural New Hampshire elementary school children who
reported drinking and who also provided information about their
source of alcohol, 88 percent said they procured it from their families
or took it from home without permission.  These children were most
likely to drink at home, although not necessarily with other family
members (Stevens et al. 1991).  Kelleher and associates (1992) found
that young adolescents living in the Arkansas delta had less access to
alcohol than same-age students living in a city, a suburb, or the Ozark
highlands.  Delta boys reported more sneaking or buying of alcohol
themselves, and they also reported less frequent drinking than boys
from other areas.

Two focus groups held with college undergraduates recruited from rural
communities in the upper Midwest yielded rich information about the
processes through which rural youth obtain alcohol (Wagenaar et al.
1993).  Focus group members said that for initial drinking, older
siblings and friends were their most frequent source of alcohol,
typically at parties.  Occasionally they obtained alcohol from parents'
supplies in the home, with or without permission.  Some parents
supplied alcohol to their underage children in exchange for
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agreements to consume the alcohol at home instead of at parties or in
bars and taverns.  This was most likely to occur on special occasions,
such as graduation parties.
Parties were the major source of alcohol during the high school years.
These events were frequently held outdoors in such rural environs as
gravel pits, vacant fields, and woods.  Older adolescents and young
adults usually obtained the alcohol for these parties, where they
welcomed younger teens and "broke them in" by encouraging them to
become very intoxicated.  In some communities, adolescent
entrepreneurs would purchase kegs of beer and publicize the time and
location of a party, splitting profits from a nominal fee per glass or a
single price of admission.  Younger attendees were charged more than
older attendees because they were willing to pay more.  Focus group
participants also reported frequent drinking on road trips, described as
"when you get a couple cases of beer, get a bunch of guys and girls in a
car and drive around and drink" (Wagenaar et al. 1993, p. 461).
Informants additionally provided detailed information on strategies
underage youth used to purchase alcohol from commercial outlets.  If
clerks were not known personally, alcohol was typically purchased
outside the community of residence.

In pilot studies of new instruments and data-collection procedures,
Wagenaar and colleagues (1993) have confirmed the role of noncom-
mercial sources in supplying alcohol to rural youth.  In a sample of
560 eighth graders, 88 percent of males and 83 percent of females
reported it was easy or moderately easy to sneak alcohol from their
home, while 92 percent of males and 93 percent of females reported
that it was easy to get at parties.  Another study from rural Minnesota
found that alcohol was also easy to obtain commercially:  Girls
appearing younger than 21 years were successful in 47 percent of 336
attempts to purchase alcohol without age identification (Perry et al.
1993).

Concerns of Rural Youth.  Only one study was found that examined
the perspectives of rural youth on their own problems and resources.
Recognizing that such information is needed to plan youth services,
some years ago House and associates (1979) surveyed junior and
senior high school students in a poor, rural county of North Carolina.
Students most frequently expressed personal concerns about use of
free time, appearance, relationships with parents, and emotional
stress.  Drinking too much alcohol was a personal concern for fewer
than 3 percent of these students, and while nearly 20 percent
attributed concern about substance use to their classmates, smoking
was thought to be a more frequent worry than alcohol or other drug
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use.  Although approximately 50 percent of the adolescents in the
county were excluded from this survey because they left school before
completing the 10th grade, those who did participate expressed
relatively less concern about academic problems, drugs, and sex than
urban adolescents.

Macro Characteristics of the Rural Environment

With the exception of the paper by Conger and colleagues (1991), no
research was discovered that relates macro characteristics of rural
America to alcohol use by rural youth.  To rough out a more
complete ecological perspective, this section identifies some of these
larger forces and considers ways that they may be associated with
drinking by rural adolescents.

Rural Poverty.  Alcohol use and other adolescent problem behaviors
are disproportionately concentrated among economically
disadvantaged and minority youth in both urban and rural areas
(Steinberg 1991).  Very few studies of rural youth have examined the
relationship of socioeconomic status to drinking, but Gibbons and
associates (1986a) found that 50 percent of rural students from
families receiving public assistance had their first drink by age 10,
whereas only 30 percent of children from nonassistance families were
this young when they initiated drinking.  By age 13, almost all youth
(96 percent) from families receiving assistance had initiated drinking,
compared to 67 percent of adolescents from nonassistance families.

Rural families are more likely to live in poverty than urban ones.  In
1987, the average family income in rural areas was only about 75
percent of the average urban family income and more than one out of
every six rural families lived in poverty, as compared to one out of
eight urban families (Weisfeld 1993).  Child poverty rates in
nonmetropolitan areas also exceed those in metropolitan ones.  The
growth of female-headed families in rural areas accounted for roughly
60 percent of the rise in child poverty during the 1980s (Lichter and
Eggebeen 1992).

Much rural poverty is in areas with chronically depressed local
economies where per capita incomes have remained in the bottom
fifth of all U.S. counties for several decades (Braden and Beauregard
1994).  Since 1979 the unemployment rate has been higher in rural
than urban areas.  This is related not only to vast farm foreclosures,
but also to the cyclic boom-and-bust economies of the agriculture,
timber, mining, and energy industries and to increasing dependence of
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rural communities on manu-facturing and other sources of income
(Human and Wasem 1991).  In 1920, three-fifths of the rural
population were farmworkers (Reynolds et al. 1976); at present, the
rural nonfarm population outnumbers the rural farm population by
approximately seven to one.  In 1991, only 13 percent of rural
residents lived in farming-dependent counties (Human and Wasem
1991).

The effects of continuing economic strain on alcohol use by rural
youth are poorly understood, although the work of Conger and
colleagues (1994) points to the importance of the family in this
dynamic.  Based on extensive interviews with school administrators,
teachers, and students in rural Iowa, Elliott (1988) has reported that
rural students at educational risk are deeply affected by the isolation
and the economic decline present in most rural communities.  In
1990, school dropout rates among 16- to 24-year-olds were 13.6 in
nonmetropolitan areas compared to 17.0 in central cities and 10.7 in
suburbs, but poverty appears to have larger effects on dropout
behavior in nonmetropolitan than suburban areas.  Family structure
also seems to have a strong influence on the educational achievement
of rural youth (Lichter et al. 1993).  The median educational levels of
young adults in nonmetropolitan areas declined during the last decade
(McGranahan and Ghelfi 1991); however, in part this reflects the
exodus of educated youth to cities.

Rural Migration.  The U.S. population was predominantly rural until
1920, but due to continuing migration to cities, by 1970 only one-
fourth of the Nation's population lived in rural areas.  In-migration,
largely from urban retirees, increased the rural population somewhat
during the 1970s, but then rural areas apparently lost some quality-of-
life attractive-ness.  At present, in- and out-migration are almost
balanced (Murray and Keller 1991).  These figures do not adequately
convey the massive effects of migration on rural life.  From 1920 to
1988, the U.S. farm population dwindled from 31 million to 5 million
residents.  The population of small towns grew through the 1970s, but
hard times then hit many.  Between 1980 and 1990, more than half
of all rural counties lost population (Murray and Keller 1991;
Weisfeld 1993).

Older adolescents, young adults, and those in their middle years are
most likely to leave rural regions, and, as a result, the young and the
old account for greater proportions of the population in rural than
urban areas.  In 1987, persons between 6 and 17 years of age
constituted roughly 20 percent of the population in nonmetropolitan
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and rural2 regions, but only 15 percent of core metropolitan and 17
percent of other metropolitan residents.  In this same year, over 14
percent of the rural population was age 65 or older, compared to
approximately 12 percent of core and other metropolitan residents
and only about 10 percent in urbanized nonmetropolitan areas
(Braden and Beauregard 1994).

Very different prevention programs may be needed for youth who
intend to remain in the rural environment where they grew up and
those who hope to leave it.  For example, youth who intend to stay in
a rural area may be more influenced by local drinking customs whereas
those who intend to go may be more influenced by their perceptions
of city living.  Youth whose decision about staying or leaving is
dictated by poverty may drink more than youth with greater freedom
of choice about their future.  And as some youth actually move away,
the transition may increase risk of alcohol use both for those who
enter urban environments and those who stay in rural areas
depopulated of old friends.

Rural Youth and Work.  Bachman and Schulenberg (1993) have
reported that work intensity among youth is positively correlated
with drinking alcohol, smoking cigarettes, using illicit drugs,
interpersonal aggression, theft, victimization, trouble with police,
arguments with parents, and lack of sleep, exercise, and educational
success.  Whether such relationships characterize rural youth is yet to
be determined.  Compared to male and female students living in large
urban areas, youth living in small towns and in the country are less
likely to be employed.

Rural youth who work also may be employed under very different
circumstances than in urban and suburban settings.  For example,
seasonal labor may foster alcohol use by rural youth not only because
it provides disposable income, but also because it socially integrates
local adolescents with older farmhands and itinerant laborers who
customarily drink after work or in town on weekends (Chi and
McClain 1992).  An additional possibility is that rural youth, more
than their urban counterparts, work because of family necessity.
Nearly 13 percent of rural adults, compared to about 10 percent of
urban adults, cannot work at all because of health problems (Braden
and Beauregard 1994).  Adolescents in the Iowa Youth and Families
Study were more likely to engage in both household work and paid
employment when their families experienced significant economic
pressure and when mothers pursued employment outside the home.
Farm boys in particular pursued paid employment and they were the
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only youth in the study who were more positively perceived by
parents as a function of their employment (Conger and Elder 1994).
Youth forced to work to contribute to family subsistence may pre-
maturely assume adult roles, including adult drinking behaviors.
Alternatively, they may drink to escape or rebel against the burden of
work and family responsibility.

Changes in Rural Communities.  Farm mechanization, industrial
development, and increased reliance on the automobile have been
accompanied by a movement away from traditional rural social
structures.  Needs that formerly were met by the small, local
community are now met by distant and more formal agencies,
employers, and commercial enterprises.  Murray and Keller (1991)
have pointed out that the subtle urban transformation of many rural
areas and the decline of local community service structures have also
created a decline in the natural support systems that have
traditionally been present in rural communities.  For example,
decreasing proportions of rural Americans participate in the
cooperative problemsolving of granges, churches, and other civic
groups.  Changes in communication patterns and the geographic
dispersal of extended families away from rural farms and towns also
have strained traditional sources of natural support.

Lack of Rural Resources.  The relative lack of resources in rural
communities constitutes a double-edged sword for alcohol use
prevention.  Reynolds and associates (1976) found much truth in the
commonly repeated lament, "There just ain't nothing here for young
folks."  Limited access to employment opportunities and to the
diversions and activities found in urban environments undoubtedly
encourages rural youth to create their own entertainments, including
drinking parties and road trips.  At the same time, as the GAO has
observed, low population density is incompatible with high-intensity
approaches to prevention (Wargo et al. 1990).

Gibbons and colleagues (1986a) have argued that due to the lack of
financial and treatment resources in rural areas, schools must play a
pivotal role in prevention.  Nevertheless, many rural school districts
are small and resource poor.  Such districts often lack the tax base and
other resources needed to recruit and retain talented, well-educated
teachers, maintain facilities, and provide for the unique needs of
children (Weisfeld 1993).  The costs of packaged prevention
programs may be prohibitive (Rhodes and Jason 1988).  After-school
programs may not be feasible in some areas because of the need to bus
children to their homes.  In some rural communities, low educational
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aspirations and negative experiences of youth and their parents with
the school system also limit the potential of school sites for
prevention programming (Youth Health Service 1994).
Few rural communities can afford alcohol and drug program specialists
(Wargo et al. 1990).  In 1988, over 80 percent of rural hospitals had
no alcohol and chemical dependency services whatsoever, and nearly
that proportion had no psychiatrist on medical staff (Mick et al.
1993).  Psychologists are concentrated in urban areas (Murray and
Keller 1991).  Due to the lack of these and other human resources,
professional workers in rural areas must be generalists.  Rural teachers
must perform a wide variety of educational services; rural health care
workers must provide a broad array of health services; and rural police
must handle the full range of law-enforcement problems.  Wargo and
associates (1990) have cautioned that individuals in these jobs, no
matter how dedicated, can hardly be expected to develop expertise in,
or devote much time to, drug issues.  Collaboration has been identified
as essential to effective rural programming (Helge 1990; Laws 1991;
Wargo et al. 1990), but limited funding for all youth services can
cause turf battles and failed collaborative efforts (Youth Health
Service 1994).

Rural Culture.  Rural people are known as self-sufficient, self-reliant,
and distrustful of outsiders (Human and Wasem 1991).  Rural areas
also have been characterized as more conservative, religious, unified,
and family centered than urban ones ( Kelleher et al. 1992; Reynolds
et al. 1976).  For these reasons, prevention programs may lack
acceptance or encounter great resistance in some rural schools and
communities (Richmond and Peeples 1984; Wargo et al. 1990).

Informal social controls are thought to be stronger in rural
communities than in cities (Lichter et al. 1993), but Kelleher and
associates (1992) have suggested that social sanctions against youthful
drinking may vary by gender and rural region.  Observing that the
drinking patterns of young girls living in the Arkansas Delta differ
from those of girls in the Ozark highlands, these investigators
proposed that in more socially conservative, traditional, and isolated
communities, young women of childbearing age may receive fewer
rewards and more punishing feedback for drinking.  This hypothesis is
consistent with Sarvela and McClendon's (1987b) finding from
upstate Michigan that more girls than boys felt guilt after drinking.
However, it is also possible that strict social controls foster rebellion
and thus encourage teenage drinking.
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Reynolds and colleagues (1976) have suggested that rigid social
restrictions in rural areas are analogous to the physical restrictions of
an urban ghetto.  They observed that strict behavioral codes combine
with primary face-to-face relationships and a predilection for
"visiting" (gossip) to produce a skeleton in almost everyone's closet.
One conse-quence is that local professionals do not, or are not
permitted to, function at maximum capacity (Reynolds et al. 1976).
Smalltown social networks also make maintaining client
confidentiality and anonymity difficult (Youth Health Service 1994).

Reynolds and colleagues (1976) were unable to explain the tolerance
of rural communities toward the considerable number of residents with
measurable mental illness; however, at another point in their book,
they remarked that aberrant behavior is met with standard
rationalizations.  This suggests that, despite strong verbal expressions
of strict behavioral standards, some rural communities may in fact
tolerate a great deal of deviance.  By assuring a continuous supply of
fresh material for visiting, such a convention could function culturally
to foster extended social interactions among otherwise isolated
community members.

Yet another possibility is that some rural communities regard teenage
drinking as normative rather than deviant behavior (Bloch et al.
1991).  Giesbrecht and Pranovi (1986) reported from experiences in
small Ontario towns that normal drinking is broadly defined and
deviant drinking is identified ex post facto.  Neither concept appears
to have a quantitative referent.  Instead, people seem to assess others
by their actions and interactions in relation to alcohol, and not
primarily by the amount of alcohol consumed.  Further, these
investigators found that drinking is linked to notions of personal
rights, privileges, and status.  Rural residents believe that hard work or
vigorous play deserves a reward, and drinking is a commonly
acceptable form of taking and receiving rewards.  These themes
characterize general Western culture, from which rural American
culture cannot be separated.  Thus Gerbner (1990) has pointed out:

In Western art and literature, drinking tends to be associated
with relaxation, sociability, and coping with the rules and
pressures of the game of life; drunkenness, with testing or
breaking those rules . . . Advertising and the portrayal of
drinking in general media content play on such associations.
In so doing, they form the most pervasive common cultural
bases for cultivating assumptions about drinking in American
society (p. 98).
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Minority youth are influenced both by modern American culture and by
the traditional culture of their ethnic group.  May (1986) has explained
that most Native Americans, particularly the young and middle aged,
therefore must cope with two systems of social control, and proposed
that Indians who have meaningful roles in both modern and traditional
cultures are least susceptible to alcohol and other drug misuse.  Those who
are well integrated into one world but not the other also have low
susceptibility, but not so low as the first group.  Indians who are marginal
to both cultures are at greatest risk for substance abuse.  Wright and Watts
(1985) discussed ambivalence in American culture toward alcohol, ethnic
minorities, and youth to make the point that all three terms are socially
loaded.  These authors concluded that alcoholism among minority youth
cannot be understood apart from their environment and life conditions.

Rural Diversity.  The preceding discussion indicates that numerous
macrolevel forces in the social environment may affect the ecology of
alcohol use by rural youth.  Specific influences on drinking are likely to
vary with the interaction of these forces in particular communities.
Diversity in the factors affecting alcohol use by rural youth therefore
should be expected, for rural America is extremely heterogeneous.

Rural poverty, for example, is not equally distributed.  Of 242 nonmetro-
politan U.S. counties with chronically depressed economies, 224 are
located in the South (Bender et al. 1985).  Some rural areas contain
significant numbers of ethnic minorities, often physically isolated with
special social service needs (Murray and Keller 1991).  Rural communities
are also heterogeneous with respect to age structure, occupations, culture,
religiosity, lifestyles, distance from metropolitan centers, geographic
terrain, population density, transportation and communication linkages,
and many other variables that may affect the development and
prevalence of youthful drinking.  Not the least of these is adult alcohol
use prevalence, for adult drinking rates vary widely in rural areas (Blazer
et al. 1987; Mick et al. 1993).

EFFORTS TO PREVENT ALCOHOL USE BY RURAL YOUTH

Efforts to prevent alcohol use by rural youth mirror the diversity of rural
people, schools, and communities.  Variations in objectives, sponsorship,
age groups targeted, settings, and activities make these programs difficult
to classify.  Ultimately, each is unique.  Once this is acknowledged, some
general observations can be made about rural prevention programs
described in the literature.  These are followed by a more detailed
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description of rural school- and community-based prevention efforts, as
well as a brief section on policies relevant to alcohol use by rural youth.

Very few rural programs focus solely on the prevention of youthful
drinking.  Instead, the prevention of alcohol and other drug use are
approached together.  Goals and objectives tend to be generally rather
than specifically stated and to vary with program sponsorship.  Projects
supported by CSAP are required to endorse a philosophy of youth
abstinence from substance use.  Almost all of these projects are based on
the risk factor model and try to reduce at least two risk factors from
different domains.  Information is not readily available on the risk factors
targeted by CSAP grantees in rural areas, but, in 1993, the percentage of
all CSAP projects addressing each risk factor domain was as follows:
individual, 70 percent; family, 50 percent; school, 50 percent; peer, 40
percent; and neighborhood/community, 40 percent (CSAP 1993b).

The relatively few rural prevention programs organized by university
researchers have aimed to delay the onset of smoking and drinking and to
reduce use prevalence of tobacco, alcohol, and sometimes marijuana
among youth in particular grades, usually seventh.  These programs have
been guided by social normative theory, and most have been implemented
in school classrooms using diverse instructional and skill-building
techniques.  Project Northland, a 5-year research and alcohol use
prevention project now being conducted by investigators from the
University of Minnesota in the northeastern area of that State, is
applying social normative theory on a larger scale.  With funding from
NIAAA, this project will test the extent to which simultaneous
implementation of school and peer-led curriculums, parent involvement,
and community-based activities changes social norms about youthful
alcohol use and effects a related drop in the prevalence of youthful
drinking (Perry et al. 1993; Wagenaar and Perry 1994).

Alcohol use prevention programs conducted by rural school districts and
communities without outside sponsorship understandably are more limited
in scope.  Most such programs are not based on an explicit theoretical
framework, but rather reflect reasoned assumptions about what is needed
and creative use of available resources.  Programs sponsored by local
service organizations usually try to coordinate referrals and treatment
resources.  Those organized by civic groups often strive to prevent
alcohol and other drug use by developing youth leadership or by providing
young people with new options for recreation and employment.  One
apparently cosponsored program sought to help Native American youth
at high risk of drinking monitor and moderate their alcohol use
(Carpenter et al. 1985).
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When descriptions of rural alcohol prevention programs for youth are
considered against the larger literature (e.g., Bangert-Drowns 1988;
Gardner et al. 1994; Hansen 1992, 1993; Moskowitz 1989; Polich et al.
1984; Schaps et al. 1986; Tobler 1986, 1992; GAO 1992a), no
distinctively rural strategy can be identified.  Rural prevention efforts
appear to cover the spectrum of approaches found in urban areas;
however, no data are available on the proportion of rural youth exposed
to each type of program or program component.

No descriptions of rural prevention programs for African-American,
Asian-American, and Hispanic youth were found in the literature review.
On the other hand, almost all substance use prevention programs for
Native American and Alaska Native youth have been organized on
reservations and in nearby rural communities and school districts (Indian
Health Service 1987; May and Moran 1995; OSAP 1990).  These
programs employ the full range of strategies characterizing prevention
initiatives in general, but most also include efforts to help Indian youth
understand and take pride in the history, values, and culture of their
people.  Methods include incorporating cultural symbols in program
materials and activities; learning traditional songs, dances, ceremonies,
rituals, and crafts; visiting cultural resources; and attending tribal events
such as feasts, fairs, and powwows (CSAP 1993b; OSAP 1990).  Some
programs involve Indian elders or other community leaders in activities.
Others have been initiated, planned, and implemented by Indian leaders
either for youth specifically or for all members of their community
(Gardner et al. 1994; OSAP 1990).

School-Based Programs

Because the great majority of young people are enrolled in school,
alcohol and other drug use prevention programs for youth across the
Nation are concentrated in this setting (NIAAA 1994a).  Although only
one-third of America's children are rural, two-thirds of U.S. school
districts are located in rural areas (Laws 1991).  In 1990 to 1991, an
estimated 96 percent of these 8,913 rural districts provided at least three
types of drug education for students.  Classroom instruction was a
program component in nearly all districts, augmented variously by
extracurricular activities, drug-free social events, and intervention
services.  In addition, many rural school districts conducted training
programs for teachers and staff, parent programs, and educational
programs in the community (GAO 1992b).  The degree to which these
efforts focused specifically on the prevention of alcohol use is unknown.
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The inclusion of multiple components in school-based prevention
programs is thought to increase their effectiveness (NIAAA 1994a).
As currently conceptualized, these programs therefore should provide
factual information about the harmful effects of drugs, support and
strengthen students' resistance to using drugs, carry out collaborative
drug abuse prevention efforts with parents and other community
members, and be supported by strong school policies as well as services
for confidential identification, assessment, referral to treatment, and
support groups for users.  Such support is often provided through a
student assistance program (DHHS 1991).

School-based alcohol use prevention programs in rural areas appear to
include some, but not all, of these elements.  Although the rationale for
specific activities differs, collectively they are often justified in terms
of strengthening factors that protect young people against substance use
and reducing factors that place them at risk (Gardner et al. 1994).
Evaluation of these approaches is generally lacking.

Classroom Instruction.  According to a survey conducted by the GAO
(1992b) during the 1990-91 school year, 99 percent of rural school
districts provided classroom-based drug education, but most limited this
instruction to students in selected grades.  Classroom education
generally covered the effects of alcohol and drug use, as well as the
development of life skills such as decisionmaking.  Some districts taught
these topics through regular subject matter areas such as health or
science; others purchased a specific curriculum package that was
delivered to students in a special class.  About 37 percent of the districts
used at least part of a model curriculum for drug use prevention
distributed free of charge to public and private schools by the
Department of Education in July 1990.  No data were collected on
alcohol-specific education or on the methods, duration, or effectiveness
of classroom drug education.

Affective education figures prominently in descriptions of alcohol use
prevention demonstration programs based in rural schools.  This
approach, guided primarily by humanistic psychology, emphasizes the
development of personal capabilities such as self-esteem, skill in making
decisions and solving problems, and understanding how alcohol use can
interfere with personal values and goals (Bangert-Drowns 1988;
Hopkins et al. 1988; Kim 1988; Schaps and Slimmon 1975; Tobler
1986).  Sarvela and McClendon (1987a) found that a mixed affective-
cognitive drug education program had no effects on substance use rates
or related health beliefs among 265 sixth and seventh grade students in
rural northern Michigan and northeastern Wisconsin.  This result is
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consistent with those from evaluations in urban areas indicating that
programs based on the affective model have little or no impact on
youthful alcohol and other drug use (Hansen 1993; Hopkins et al. 1988;
Kim 1988; Moskowitz 1989; Tobler 1992).  Nevertheless, this
approach has been adopted by entire States (Tobler 1992), and Helge
(1990) recommends it above all others for rural schools.

Collins and Cellucci (1991) tested a program on drinking and driving for
52 rural South Carolina students in the 11th and 12th grades.  At 1-
month followup, students who received the educational program with or
without professionally produced public service announcements
demonstrated greater knowledge than students in a control group, but no
effects on attitudes or alcohol involvement were observed.

The literature contains very few reports of theoretically driven,
research-based alcohol prevention curriculums implemented in rural
classrooms.  Dignan and colleagues (1985) tested a program based on
the social influences model with seventh graders in rural North Carolina
and found no effects on alcohol use.  Evaluating a different social
influences program in urban, suburban, and rural schools in Oregon and
California, Ellickson and colleagues reported only short-lived effects on
alcohol use by seventh graders (Bell et al. 1993; Ellickson and Bell
1990; Ellickson et al. 1993).  Both of these evaluations observed a
boomerang effect in that the attitudes or substance use behavior of
some students exposed to the program changed in the unintended
direction.

Gilchrist and associates (1987) tested a life skills curriculum in reser-
vation and nonreservation schools in the Pacific Northwest, and Botvin
and associates (1995) reported findings from a longitudinal trial of
another life skills curriculum with students from urban, suburban, and
rural schools in the eastern United States.  Both programs showed
positive effects on alcohol use, but neither these evaluations nor the
one by Ellickson and associates distinguished rural and urban youth in
data analysis.

Schinke and coworkers (1988b) evaluated a prevention program that
taught bicultural skills to Native American youth from reservations in
western Washington.  Sites were randomly divided into treatment and
control conditions, and youth in the treatment condition received 10
group training sessions on bicultural competence.  The authors found
modest support for this approach.  At 6-month followup, exposure to
the program was associated with lower alcohol use as well as more
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knowledge about alcohol and other drug use, higher levels of self-
control, and greater assertiveness.

After comprehensively reviewing efforts to prevent alcohol misuse
among Native Americans, May and Moran (1995) concluded that in
recent years most prevention programs for this population have been
school-based initiatives that emphasize information about the effects
and consequences of substance abuse.  Programs such as "Here's Looking
at You," "Project Charley," and "Babes" have been used in many Indian
communities both on and off reservations, but with little evaluation of
these or other approaches.  A survey by the Indian Health Service
(1987) and an OSAP (1990) publication provide more detailed program
descriptions.

Extracurricular Activities and Drug-Free Social Events.  In 1990-91,
over 80 percent of rural school districts reported holding drug education
assemblies with guest speakers, most of whom discussed their own drug
abuse problems.  Approximately three-fourths of these districts held a
"red ribbon drug awareness week" during which the drug-free message
was emphasized through a variety of activities and special events.
Student drug awareness clubs and drug education workshops were
organized by over half of the districts, and about 30 percent held drug
education camps.  Smaller percentages reported drug awareness balloon
launches and parades.  Over half the districts sponsored drug-free prom
night activities and about 34 percent sponsored similar activities the
evening of graduation (GAO 1992b).  Yet another approach is
illustrated by a project implemented in five rural high schools in Lake
County, California:  Groups of peer helpers led by a core group of
counselors at each school planned their own agendas for school and
community service (CSAP 1993b).

Student Intervention Services.  During the 1990-91 school year, 91
percent of rural school districts provided drug abuse counseling to
individual students.  About half the districts had student support groups
facilitated by professionals from local drug and alcohol agencies or
trained volunteers.  Peer helpers were available in 39 percent of the
districts.  Approximately 50 percent of the districts provided
intervention services as part of a formal student assistance program
that included early identification of student problems, in-school
services, referral to outside agencies, and followup (GAO 1992b).  In
addition to these activities, some rural substance abuse prevention
demonstration programs provided academic tutoring and mentoring for
students at high risk of alcohol and drug use (Gardner et al. 1994).
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Peer-Managed Self-Monitoring.  Carpenter and colleagues (1985) pilot
tested a peer-managed self-control program organized in a residential
high school to teach responsible alcohol consumption to 30 Native
American teenagers who were at high risk for problem drinking.
Despite methodological limitations in the study design, results were
encouraging:  Significant decreases in quantity and frequency of drinking
were observed and maintained over a 12-month period following the
training.  Commenting that teenagers who already drink are unlikely to
respond favorably to programs emphasizing abstinence, these
investigators encouraged further consideration of the moderation model
in prevention programming.

Parent Involvement.  Rural schools have attempted to address family-
level influences on alcohol and drug use through parent education and
direct involvement of parents in prevention programs.  All program
managers of the Native American and Alaska Native OSAP
demonstration grants have reported family involvement, with 50
percent and 31 percent indicating great or moderate involvement,
respectively (OSAP 1990).  The 1990-91 survey of rural school
districts found that about half provided parenting skill classes, but
several districts expressed problems in obtaining parent participation,
and 39 percent of all districts saw great need to expand their parent
programs (GAO 1992b).  Very little research has assessed the effects of
parent programs on children's alcohol use behavior (NIAAA 1994a),
and such studies are methodologically difficult (Klitzner et al. 1990b).

Community Involvement.  School-based substance use prevention
demonstration projects in rural areas report participation not only by
teachers, students, administrators, staff, and parents, but also by law
enforcement officials, clergy, chemical abuse professionals, county
agents, public health nurses, and church and civic leaders (Richmond and
Peeples 1984; Wiesner 1988).  Some schools also work with
community agencies to coordinate health and social services for youth,
or to provide them with recreational opportunities, leadership training,
and jobs.  Such widespread participation has been identified as a key
ingredient of program success (Perry 1986; Wiesner 1988).
Nevertheless, the roles of various individuals and groups are not always
described, and the effects of their involvement remain uncertain.

Funding.  An estimated 86 percent of rural school districts received
Federal Drug-Free School funds for school year 1990-91.  Most districts
that did not receive funds from this source enrolled fewer than 1,000
students and either did not know how to apply for funds or perceived
that they did not have a drug problem.  Federal drug education grants to
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rural school districts were relatively small, ranging from $350 to
$127,000, with a median value of $5,200.  These funds paid for
between 2 and 100 percent of the total drug education programs
implemented in each district, underwriting a median of 75 percent of
drug education costs in large districts compared to a median of 50
percent in small districts.  Nearly 90 percent of the districts also
reported using district funds for drug education, while over 40 percent
received support from private organizations and groups.  About one-
third of the districts received other State or Federal grants for drug
education, and about 25 percent received other public funds for this
purpose (GAO 1992b).

Approximately one-fourth of the rural school districts receiving Drug-
Free Schools funds had no drug education program before Federal
funding became available.  Other rural districts had programs, but used
Federal resources to expand them.  In 1990-91, almost all rural school
districts still saw a need for program expansion, but half reported that
this could be accomplished without additional funding.  The most
frequently mentioned unmet needs involved counseling and other
intervention services (36 percent) and programs for parents and others
in the community (31 percent) (GAO 1992b).

Community-Based Prevention Programs

Community-based alcohol and other drug prevention programs have
been organized in rural areas by professionals in schools and community
agencies, local business leaders, service clubs, local activists, and
external sponsors.  Many of these programs involve young people and
other members of the community in assessing issues of alcohol use and
generating possible solutions.  As with school-based prevention
programs, community-based efforts to prevent alcohol use by youth
vary along many dimensions.  Most of these appear to focus
specifically on youth and to support, complement, or even substitute
for school-based prevention efforts.  A few programs approach alcohol
use prevention more comprehensively, but, as illustrated by May and
Moran's (1995) review of prevention programs in Native American
communities, definitions of "comprehensive" differ widely.

Community Programs for Youth.  Some rural prevention programs
provide high-risk youth, and at times their families, with education,
counseling, case management, and health and social services at one or
more community sites (e.g., Youth Health Services 1994).  Other rural
communities organize drug-free youth groups, retreats, and outdoor
adventures to develop youth peer leadership, to foster cooperation
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among young people, to develop their self-discipline, and to help high-
risk youth bond with each other, their schools, and communities
(Kneidek 1989; Rhodes and Jason 1988; Schroeder 1988).

Media Campaigns.  To broaden the base of support for prevention,
most community-based projects try to increase community awareness
about alcohol use prevalence and related problems, and some have
conducted local media campaigns for that purpose (CSAP 1993b).
Moffatt and colleagues (1989) also have reported a multimedia program
promoting responsible attitudes toward alcohol use in four small, single-
industry towns in northern Ontario.  A 5-minute alcohol education film
was shown prior to the main feature in independent commercial movie
theaters over a 4-month period.  This project was evaluated with a
viewer questionnaire, but the return rate was less than 30 percent and
results were not reported by viewer age.

Community Coalitions.  In recent years, community task forces or
coalitions have become the preferred approach for planning and
coordinating community prevention programs.  Examining a variety of
such community activation initiatives, Wickizer and associates (1993)
found few meaningful differences in the response of urban and rural
communities.  However, regardless of community size, activation levels
varied directly with community income.

Rissel and fellow researchers (1995) identified factors affecting member
participation in 10 community coalitions formed in conjunction with
Project Northland.  Coalition members typically were females who had
children and who belonged to a number of other community or social
groups.  Members were likely to participate more actively in the task
forces if they were relative newcomers to the community and if they
found their participation satisfying.  Satisfaction, in turn, was associated
with the amount of control and ownership each member experienced in
the task force and with agreement about the task force's direction.  The
authors observed that to mainstream task force efforts and to be
effective in delaying or preventing alcohol use by adolescents living in
smaller rural communities, it may be necessary to recruit members who
have lived in these communities most of their lives.  Despite
methodological limitations, this study represents an important effort to
illuminate the dynamics of community participation in rural alcohol
prevention projects.

Community Team-Building and Networking.  Schroeder (1988) has
described 3-day retreats organized by the Alcoholism Council of
Nebraska for teams of community leaders, school personnel, and
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students to facilitate cooperation in reducing alcohol and drug problems
in rural communities.  The retreats were divided into four major
components:  team- and trust-building, education and identification of
at-risk individuals, a review of successful prevention programs, and a
planning session for short- and long-term programs.  To keep
participating communities in contact with one another, the council
published a newsletter, attended team meetings in the communities, and
provided 2-day reunion retreats where alumni community teams could
share ideas, successes, and failures.

Community Development.  Efforts to prevent youthful alcohol use also
may result from the involvement of rural residents in comprehensive
community self-assessment and improvement projects.  Alcohol use
may or may not be the central focus of community-development
initiatives, but the story of the Alkali Lake band of Shuswap Indians
exemplifies what can be accomplished.  By revitalizing Indian spiritual
and cultural practices, economic self-sufficiency projects, Alcoholics
Anonymous, and other therapeutic means, this community reduced the
incidence of alcoholism within their population from 95 percent to 5
percent within a 10-year period (Guillory et al. 1988).

Grassroots Movements.  During the late 1970s, concerned by an
apparent upsurge in alcohol and drug use, thousands of highly visible
grassroots groups formed throughout the country to take action against
these problems.  Groups were of two types, each relating to different
national umbrella organizations.  In parents' groups, estimated to
number between 1,000 and 3,000 by the early 1980s, members sought
to educate themselves about youthful drug use and to support one
another in enforcing a no-drug lifestyle among their children (Klitzner
et al. 1990a, 1990b).  Groups against drunk driving, which by 1985
included over 450 local organizations as well as regional and statewide
coalitions, sought through legislation, law enforcement, and education
to prevent alcohol-related motor vehicle deaths and injuries (Wolfson
1989).  The review conducted for this chapter failed to uncover data on
the extent to which rural communities have been involved in these
movements.

Participation in Statewide Coalitions.  Some States also have organized
coalitions to pass legislation related to alcohol prevention objectives.
No data on rural participation in such coalitions were discovered, but a
case study of a statewide coalition in New Mexico provides insight into
ways that residents of rural communities might become involved.
Although the New Mexico initiative originated in Albuquerque, the
largest urban area in the State, rural residents could join a 200-mile walk
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of citizens seeking legislative change or a subsequent statewide "Care-a-
Van" to the State capital.  Media coverage was local, as well as statewide
and national.  Results of a questionnaire survey of candidates for
statewide office were sent to local media and the districts that
candidates were representing.  A legislative handbook also was created
and mass distributed to communities throughout the State.  Some rural
communities held town hall meetings and hearings on proposed local
ordinances.  Even where this was not the case, rural residents could offer
recommendations to the statewide coalition, call or write their
representative in the State legislature, and vote (Stivers 1994).

Policy Approaches

During the 1980s, fueled by the demands of grassroots citizen action
groups and the media attention they generated, the U.S. Congress and
State legislatures passed numerous laws to reduce the availability of
alcohol, regulate conditions for drinking, and impose stiffer sanctions
for violations of alcohol-related laws (Grossman et al. 1994; Hingson et
al. 1988; Howard et al. 1994; McCarthy 1993; NIAAA 1994a; Sweedler
1990).  Federal and State alcohol control laws pertain to youth in rural
as well as urban areas, yet reference to them is curiously absent in the
rural alcohol prevention literature.  No research was discovered
describing how these laws have affected rural youth, and little
information exists on the effectiveness of law enforcement in reducing
drug abuse in rural areas (Wargo et al. 1990).  Similarly, no accounts
were found of policy initiatives organized by rural communities to
prevent or reduce youthful drinking.

May and Moran (1995) have pointed out that prohibition has not been
effective in preventing alcohol use by Native Americans, and that this
policy, in fact, may have encouraged alcohol-abusive behavior.  These
authors reviewed other policy options for Indian communities, noting
that many now refuse advertising from beer companies and that
powwows have generally become alcohol-free events.

A PUBLIC HEALTH ANALYSIS OF RURAL PREVENTION EFFORTS

This review indicates that most rural schools and many rural
communities are engaged, often with creativity and deep commitment,
in efforts to prevent alcohol and other drug use by rural youth.  At the
same time, the prevalence of youthful drinking and heavy drinking in
rural areas indicates that something is not working.
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A public health perspective directs attention to three potential sources
of difficulty:  problem definition, program design and implementation,
and evaluation of program effectiveness.  An assessment of rural
prevention approaches reveals weaknesses in each of these areas.
However, such analysis also identifies directions for strengthening rural
alcohol use prevention policy, programs, and research.

Problem Definition

As currently defined by Federal policies and many rural prevention
programs, any alcohol use by persons under 21 years of age is the
problem to be prevented.  This definition appears to have its origins in
data that began to appear in the 1970s showing that young drivers
accounted for a disproportionate share of motor vehicle fatalities and
that alcohol use was involved in at least half these fatal crashes
(Grossman et al. 1994).  Because alcohol use by young people was
identified as an underlying cause of traffic deaths, the solution proposed
was to raise the minimum drinking age to 21 years.  By 1988, this
policy had been adopted by all States and the District of Columbia
(Grossman et al. 1994; McCarthy 1993).

As States passed legislation to raise the drinking age, the problem was
redefined as use of alcohol by minors.  Problem prevalence was no
longer measured by thousands of teenage alcohol-related traffic
fatalities, but by millions of youth who had ever used alcohol, "even a
sip."  Changes in the drinking age further inflated the number of young
people affected; between 1977 and 1984, an estimated 4 million youth
under age 21 were transformed into illegal alcohol consumers
(McCarthy 1993).  The magnitude of the problem thus multiplied
manyfold.

A second consequence of raising the drinking age was that the Federal
Government identified any alcohol use by persons under 21 years of age
as substance abuse (Wargo et al. 1990).  Teenage drinking became
inextricably tied to the use of marijuana and other illicit drugs.  Once
more, the problem was redefined and expanded.  Youthful alcohol use
no longer was a separate issue, but as symbolized by the AOD acronym,
part of the alcohol and other drug (AOD) use constellation.  Complete
absti-nence from AOD was adopted as the goal of Federal youth
prevention initiatives (OSAP 1989), for as then Secretary of Education
William Bennett (1986, p. vi) proclaimed, "Preventing drug
experimentation is the key."  This goal was institutionalized by creating
the Office of Substance Abuse Prevention in 19853, passing the Drug-
Free Schools and Commu- nities Act of 1986, and launching the
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Partnership for a Drug Free America with Government encouragement,
major corporate support, and substantial media attention.

Gusfield (1981, p. 187) has explained the social processes involved in
this phenomenon.  To create legitimation and functional response to
their power and interests, ruling groups socially construct reality and "a
set of motives and directions in the ruled."  Scientific personnel,
journalistic and policy groups, and occupations and movements
interpret particu- laristic data as definitive and generalized scientific
knowledge.  Language and style of presentation dramatize this
knowledge as a certain, definitive, and accurate base for justifiable
policies.  A moral posture also is commanded or induced.  Through this
rhetoric, technical and moral realities are created and given form as
socially shared facts and values.  As cultural hegemony develops, the
certitude of the socially constructed reality is not doubted.  One
perspective on the problem is accepted as truth, and other perspectives
are not seen.  One system of asking questions about the issue excludes
other ways of asking.

Consistent with Gusfield's analysis, alcohol use by rural youth has been
subsumed by a socially constructed national drug use crisis.  Several
assumptions thus have come to be taken for granted.

Youthful Drinking Is AOD Use Behavior.  Defining the problem as any
AOD use by youth encourages treating alcohol and other drug use as the
same behavior.  This undoubtedly has been useful in compelling public
attention, and as Dryfoos (1990) has pointed out, counts of AOD "ever
users" have been promulgated as public relations symbols for the media
and legislators.  However, the AOD use concept reduces multiple
behaviors to a single abstract variable.  Such reductionism obliterates the
complexities of youthful drinking practices and the processes through
which they develop.  Because the behavior to be prevented is
inadequately defined, prevention planning lacks precision.

AOD Use by Youth Has Multiple Negative Consequences.  Current
prevention approaches are based upon the assumption that any AOD
use increases the risk that youth will suffer an alarming array of
negative consequences.  This claim is supported by research evidence
indicating that alcohol and tobacco use precedes use of marijuana and
other illicit drugs (Ellickson et al. 1992; Kandel 1975, 1982; Yagamuchi
and Kandel 1984), that drug use initiation before age 15 increases the
risk of dysfunctional use or abuse in later years (Ellickson and Hays
1991; Ellickson et al. 1992; Robins and Przybeck 1985), and that
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heavy alcohol or illicit drug use leads to a cascade of health and social
problems (NIAAA 1994a).

Linking any use of any substance to all of these negative effects
underscores the seriousness of the problem as currently defined and
highlights the importance of preventing initial AOD use.  However,
such thinking ignores the epidemiological concept of relative risk.  The
probability that each negative outcome will occur is not equal.  Children
and adolescents can readily reach this conclusion themselves by
observing the effects of alcohol use on peers, parents, and others in the
community.  Prevention messages that inflate the dangers of youthful
alcohol use therefore may lack credibility.  Nevertheless, a priority
strategy for national drug control is to "convince children, particularly
those at high risk for first-time drug use, that drug use is a dangerous and
potentially deadly activity that must be avoided" (Brown 1995, p. 33).

Some investigators hold that the majority of alcohol-related death and
disability is attributable to moderate drinkers, not to those who are
alcohol dependent (e.g., Moskowitz 1989; Wagenaar and Perry 1994).
Others have concluded that experimental AOD use by youth does not
appear to be personally or socially destructive (Chen and Kandel 1995;
Dryfoos 1990; Kandel et al. 1986; Newcomb and Bentler 1988; Shedler
and Block 1990).  Although the effects of light or moderate drinking
thus remain in dispute, data clearly show that the great majority of
young people who drink experimentally or lightly do not become heavy
or problem drinkers, go on to use illicit drugs, or engage in other
problem behaviors.  These and other negative consequences are related
to the frequency, amount, and duration of youthful alcohol use (Hansen
and Graham 1991), as well as to other factors.  Progression to alcohol
abuse and alcoholism, for example, has been attributed to personality
characteristics, family dynamics, social and economic factors, and
genetics (Miller 1984).  Motor vehicle crashes result not only from
alcohol use, but also from interactions with traffic, vehicle, and road
conditions (Gusfield 1981).

Prevention experts have recommended that experimental and light
drinking by youth be distinguished from regular and heavy teenage
alcohol use so that the relationship between different drinking patterns
and the prevalence of negative outcomes can be more clearly
established (e.g., Dielman 1994; Donovan and Jessor 1983; Sarvela and
McClendon 1987b).  Unfortunately, the current definition of the AOD
problem has deflected attention of researchers and prevention planners
away from identifying how variations in youth alcohol consumption are
related to specific problems that youth experience.  Similarly, the
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identification of factors other than drinking causally implicated in these
problems has been neglected.  This has encouraged generalized
approaches to AOD use prevention rather than initiatives carefully
targeted to reducing specific problems.

Common Risk Factors Lead to All Forms of Youthful AOD Use.
Definition of the problem as any AOD use by youth has been
accompanied by widespread acceptance of the proposition that
common risk factors lead to all forms of substance use behavior.  This
assumption also promotes generalized approaches to the prevention of
youthful drinking and other drug use behaviors.

Nevertheless, no risk factor has been definitively identified as a
common cause of AOD use by children and adolescents.  To the
contrary, research indicates that not every risk factor is correlated with
every type of substance use.  Moreover, risk factors change with age
and development, exposure to risk factors varies, complex interactions
between risk factors and other variables influence youthful drinking, risk
factor indices do not explain a large portion of the variance in youthful
alcohol use, and even among children exposed to potent risk factors, it
is unusual for more than half to develop serious disabilities or persistent
disorders (Boyd et al. 1994; Donnermeyer and Huang 1991; Engstrom
1984; Kumpfer 1989; Lorion et al. 1991; Moncher et al. 1990; NIAAA
1994a; Newcomb et al. 1986; Shedler and Block 1990; Werner 1990).
Causal relationships between risk factors and alcohol consumption are
poorly understood, and experts have now concluded that no single
etiological pathway is likely to explain and predict youthful drinking
behavior (Boyd et al. 1994).  Additionally, as Shedler and Block (1990)
have demonstrated through longitudinal research, phenomena currently
identified as risk factors may be symptoms, not causes, of the problems
actually responsible for teenage substance abuse.  Finding that such
problems can be traced to the earliest years of childhood, these investi-
gators suggested that current drug prevention efforts are misguided to
the extent that they do not focus on the underlying issues of personal
and social maladjustment.

The assumption that the same risk factors predict all forms of substance
use by youth ignores differences in the place that alcohol and other
drugs occupy in American society.  Alcoholic beverages are heavily
advertised, readily available in commercial establishments, legally sold
to adults, and widely used in many social settings.  Both young people
and adults use alcohol at a higher rate than other drugs.  In 1992, for
example, among rural youth ages 12 to 17, the 30-day use prevalence
rate for alcohol was 15.7 percent compared to 6.1 percent for any
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illicit drug; if marijuana is excluded, the latter figure drops to 3.2
percent (SAMHSA 1993b).  Differential availability, regulation, and
consumption of alcohol and other drugs in the social environment
logically should be related to differences in risk factors for youthful
drinking and other substance use.  At a minimum, peer and parental
modeling of alcohol use is much more common than the modeling of
other drug use behaviors.

AOD Use Is an Urban Problem.  Since AOD use has been characterized
as an urban problem, surveillance of substance use by rural youth has
been slighted.  Although national surveys collect data on alcohol use
prevalence among nonmetropolitan adolescents, samples are not
designed to identify rural regions and communities with the highest rates
of drinking or alcohol-related problems.  Without this information,
policymakers do not have a solid basis for estimating the need for
alcohol use prevention in rural areas, administrators cannot distribute
resources where they are likely to have greatest impact, and planners do
not have data needed to tailor prevention programs to patterns of
youthful alcohol use in their service areas.

Funds for prevention therefore have been sprinkled throughout rural
school districts, promoting the assumption that the AOD use problem is
pervasive.  The location of Federal demonstration projects has been
determined by ability to write a winning grant application.  Even when
these applications are based on local needs assessments, the proportion
of all rural youth at risk who are reached by these efforts cannot be
estimated because the denominator is missing.

Program Design and Implementation

Since the definition of a problem shapes its solution, assumptions about
youthful AOD use have fundamentally influenced the design of rural
alcohol use prevention programs.  In addition to directly affecting
decisions about goals, methods, and target groups, these assumptions
have limited the data available for prevention planning, hindered
critical analysis of the issues, and led to preventive approaches
inadequately adapted to rural characteristics.

Unrealistic Goals.  The goals of AOD prevention have been criticized
as much too broad to focus program efforts and assess preventive
effects (Dielman 1994; Thompson et al. 1984).  Since youthful
drinking has proven very difficult to prevent (e.g., Moskowitz 1989;
Rundall and Bruvold 1988), the feasibility of attempting to eradicate
alcohol use by youth also has been widely questioned.  Thombs and
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colleagues (1994) observed that such a goal neglects the real goals of
adolescents (e.g., fun, excitement, and social facilitation), but instead
focuses on preventing the means (alcohol use) through which youth
seek goal achievement.  Several analysts have cautioned that sustained
reductions in youthful drinking may not be achievable without major
societal changes in alcohol consumption (Benard et al. 1987; Ellickson
and Bell 1990; Ellickson et al. 1993; Moskowitz 1989; Thompson et al.
1984).  Others have observed that adolescent experimentation with
drinking may be normative, developmentally appropriate behavior in
the United States (Jessor and Jessor 1975; Martin and Pritchard 1991;
Newcomb and Bentler 1988; Perry 1986; Shedler and Block 1990).

Unproven Prevention Strategies.  Reflecting CSAP recommendations,
most rural prevention programs attempt to reduce at least two risk
factors, as well as to increase protective factors affecting youthful AOD
use.  Local program organizers determine which risk factors are most
important in their schools and communities and how to effect risk
factor reduction.  Rural prevention planning therefore is based upon the
assumptions that the risk factors selected for reduction are important
causes of drinking and other drug use by rural youth, these risk factors
can be changed by the methods designated, and reducing these risk
factors will prevent AOD use by the population targeted.

As already pointed out, risk factors for youthful AOD use are not
clearly identified.  Moreover, many programs do not use the data now
available in selecting risk factors to target.  Hansen (1992, 1993) found
that of 12 common prevention strategies linked to risk factors, only 4
are strong correlates of teenage drinking:  belief that alcohol use is
acceptable among youth, low personal commitment to abstain from
alcohol use, belief that alcohol use fits with personal values, and lack of
awareness of the consequences of alcohol use.

Even if future research should confirm that some currently identified
risk factors are causally implicated in youthful AOD use, little is known
about effective ways to reduce them.  Prevention approaches that
increase the personal and social competencies of youth appear
promising (Goplerud 1991), but as Kumpfer (1990) has observed, it is
unrealistic to expect that a few hours of classroom instruction can
develop all of the affective and interpersonal skills needed by youth
with multiple deficiencies in coping.

To date, successes in increasing the skills of youth have been
demonstrated only in programs systematically implementing carefully
developed prevention methods, usually over a period of several years
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(e.g., Botvin et al. 1995).  The literature suggests that, except for a few
schools and communities participating in university-sponsored research
projects, such programs have not been conducted in rural areas.
Although the GAO (1992b) found that rural schools teach such skills as
decisionmaking, information about the nature, duration, and
effectiveness of such instruction was not provided.  A traditional
(instead of an interactive) teaching style (Ennett et al. 1994; Tobler
1992) and limited program exposure (Benard et al. 1987; Goodstadt
1986; Kumpfer 1990) can fail to produce skill improvement, even if
program content is relevant.

Research on the reduction of other risk factors is in its infancy.
Whether, for example, parental involvement in AOD prevention
programs can alter dysfunctional patterns of parenting is an empirical
question that to date has received little research attention.  Because data
on the modifi-cation of risk factors is scarce, almost nothing is known
about whether such change reduces youthful substance use.  This may
not be the case.  For example, if risk factors initiate processes leading
to AOD use, modifying these risk factors after processes have been set
in motion may have little effect on young people's AOD use behavior.

Despite gaps in research knowledge, program developers and prevention
practitioners must do what they can to make pragmatic sense of
available information.  CSAP and other agencies therefore have
encouraged schools and communities to adopt those approaches that
promise to be most feasible and effective in their unique situations.
Little is known about how rural prevention programs have been planned
or the considerations that have motivated specific planning decisions,
but program descriptions in the literature clearly indicate that
assumptions about youthful AOD use have been influential.

This development has been promoted by intense publicity about
youthful AOD use, CSAP criteria for prevention program support,
guidelines to facilitate local planning (e.g., Bennett 1986; Melear 1990;
Rhodes and Jason 1988), bulk distributions of free materials, skillful
commercial marketing of untested prevention packages (Hansen 1992;
Kumpfer 1990), and the advice of experts themselves convinced by the
prevailing AOD use litany.  Combined with the newness of the school-
based prevention field and the eagerness of practitioners to try
promising approaches, these forces have produced what Kumpfer
(1990, p. 110) has termed "a single variety bandwagon phenomenon."
Due to resource scarcity and professional isolation, rural schools and
communities may have been especially prone to unquestioning adoption
of the risk factor approach to AOD use prevention.
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Another probable reason for the popularity of the risk factor model in
rural areas is that almost any activity can be justified within this generic
framework.  Adoption of the risk factor model as the basis for program
development therefore represents only a cosmetic advance over advice
provided at the first National Conference on Drug and Alcohol Abuse
Prevention sponsored by NIDA and NIAAA:  attendees were told that
they need not test educational programs and curriculums directed at
preventing drug abuse, but that instead they should design programs that
"feel right" (Engs and Fors 1988).

With such freedom, rural schools and communities can use funds for
AOD prevention to support projects of untested value or to address a
spectrum of youth needs not central to substance use prevention.  The
dictum that multiple risk factors should be targeted in prevention
programs further encourages broad planning.  Helge (1990) and Laws
(1991) thus have advised rural schools and communities to develop
holistic prevention approaches that address the emotional, physical,
academic, and social needs of students and that involve families in
program planning and implementation.

Age Groups Targeted.  Because behavior is theoretically easier to
prevent before it is initiated, AOD prevention efforts in schools and
communities have been concentrated on young people who have not
yet started to drink or are in the initial stages of experimentation
(Hansen 1993).  Based on research findings that substantial numbers of
youth begin drinking during early adolescence, most prevention
programs to date have targeted youth in transition from elementary to
middle or junior high school.  However, failures to prevent alcohol use
in this age group coupled with data showing decreases in age of first
drinking have led to recommendations that prevention efforts be
directed to younger and younger children (Binion et al. 1988; Gibbons et
al. 1986a; Goplerud 1991; Laws 1991; Sarvela and McClendon 1987b,
1988; Schaps and Battistich 1991).

Promoting abstinence from drinking in very young children may not be
a wise use of AOD prevention resources.  Motivations to drink change
as development progresses (Gordon and McAlister 1982; NIAAA
1994a), and pledges made in childhood therefore lose their meaning in
the adolescent years.  For this reason, some drug prevention programs
for young children are generic in nature and have a number of broad
developmental goals (Gardner et al. 1994; Schaps and Battistich 1991).
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Some preliminary evidence indicates that early intervention to increase
children's self-esteem, social competence, and bonding with social
institutions does have positive outcomes (Schaps and Battistich 1991).
Fostering the healthy development of children is a worthy goal, but this
is a general aim of education, as well as of many health and social
programs.  Justifying and pursuing this broad goal solely in the name of
AOD use prevention therefore potentially trivializes its far-reaching
importance.  In addition, this narrow approach may foster dependence
on drug prevention resources to support education that should be
incorporated in all parts of the school curriculum and in community-
based programs for children and adolescents.

Youth who already have started to drink have been deemed
inappropriate targets for primary prevention efforts.  Although data
show that young people initiate drinking throughout adolescence, no
primary prevention efforts directed to older youth and young adults
were discovered in the literature.  Some rural prevention projects
include case-finding and treatment of adolescents experiencing problems
related to AOD use.  Consistent with the current definition of the
problem and terminology in the chemical dependency field, these
project components are commonly called "interventions."  Less often,
they are viewed from a public health frame of reference and termed
secondary "prevention."

Current approaches to AOD use prevention thus neglect adolescents
who have not yet initiated drinking or who have done so only
experimentally.  Most youth in this age group are involved in AOD
programs only when their drinking has been identified as a problem.
This situation reflects the practice of targeting prevention programs to
young people in particular age groups without recognizing within-group
behavioral heterogeneity.  Since the proportion of students who have
tried alcohol increases with age, primary prevention programs are
typically developed only for age groups known to have a low
prevalence of ever using alcohol.  These groups are treated as if all
members have never tasted alcohol or tried an experimental drink
(Goodstadt 1986).  Youngsters who have used alcohol thus may feel
excluded from these programs or regard them as irrelevant.

Problems in Implementation.  The design of prevention programs should
consider not only what strategies are likely to be effective in reducing a
problem but also whether these approaches are feasible in a particular
setting and what supports are needed to translate plans into practice
(Goplerud 1991).  Successful implementation of a prevention program
involves several stages that depend heavily upon internal project
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organization, as well as many other factors.  Monitoring is
recommended as the program is delivered to ensure that adaptations do
not compromise elements deemed essential to the achievement of
prevention objectives and that adjustments are made as required (Price
and Lorion 1989).  Little is known about these aspects of alcohol use
prevention in rural areas, but the ways in which particular strategies are
implemented can be expected to vary with differences in program
leadership, school and community characteristics, and resource
availability.

Barriers to rural prevention efforts have not been systematically
studied, but some obstacles have been identified.  Entrenched poverty,
geographic and subcultural isolation, wide dispersion of the population,
poor or absent public transportation, and extremely limited public
resources constrain what can be done by both schools and communities
(Murray and Keller 1991; OSAP 1991; Youth Health Services 1994).
Also, rural youth are much more mobile than expected, making
continuity of involve- ment in prevention programs difficult (Youth
Health Service 1994).

Additional issues affecting school-based prevention programs include
stressed public school systems, unqualified staff and high staff turnover,
insufficient teacher training, limitations in available space, competing
needs, and a 200-day school calendar (Benard et al. 1987; Youth Health
Service 1994).  Community-based prevention efforts are hindered by
low awareness or denial that youthful AOD use is a problem, emphasis
upon treatment instead of prevention, lack of accessible and affordable
youth services, and agency competition for scarce public funds.
Further, rural parents and youth may not participate in large formal
organizations because they are accustomed to small, informal family,
church, and neighborhood groups (Youth Health Service 1994).

Program Evaluation

As the preceding review indicates, very few programs aimed at
preventing alcohol and other drug use by rural youth have been
evaluated.  Results from this small group of studies indicate that
program effects on youthful alcohol use have been modest at best.
Although more impressive outcomes have been reported for some
programs (e.g., Kneidek 1989), inadequate data are provided to support
these claims.  The evaluation of Project Northland now in progress
(Perry et al. 1993) promises to yield important information about
alcohol prevention in rural communities, but at present, little is known
about the effectiveness of rural prevention efforts.
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Many factors have been identified as impediments to evaluation of
AOD prevention programs, and these difficulties may be exacerbated in
rural areas.  Some evaluation challenges are related to program design
(e.g., lack of clear objectives and priorities, program complexity, and
modifications in objectives, content, and methods as the program is
implemented or evolves over time) (Swisher 1990).  Timing of
outcome evaluation also may be an issue if the program has been in
operation too briefly for effects to be observed or if inadequate thought
has been given to when effects should become apparent.

Most controversy, however, concerns evaluation methodology.
Evaluation experts have identified numerous methodological flaws that
compromise assessment of whether prevention efforts reduce youthful
AOD use.  These technical problems include small samples and
inadequate statistical power to detect program effects; biased sample
selection; lack of appro-priate control or comparison groups; control
group contamination; questionable validity and reliability of measures;
use of dependent variables such as knowledge and attitudes that are not
clearly linked to behavior; reliance on self-report data; lack of pretest,
posttest, or long-term followup measures; failure to distinguish between
process and outcome evaluations; failure to evaluate program
implementation; nonstandardized data-collection techniques; no
triangulation of data sources; high attrition rates; inappropriate
statistical analyses; failure to examine differential prevention effects on
various subgroups; and failure to consider external threats to validity
(Bruvold and Rundall 1988; Dielman 1994; Goodstadt 1986; Hansen
1993; Kumpfer 1990; Moskowitz 1989; NIAAA 1994a;  Tobler 1986).

Some prevention experts consider these criticisms overzealous and
counterproductive.  Hansen (1993) has observed that the "critical
reviewer bias" emphasizes the weaknesses of research to the exclusion
of promising alternatives and thus prevents the field from advancing.
Asserting that most evaluations of AOD prevention programs report
some positive results, Swisher (1990) has chided reviewers of evaluation
studies for their limited scope; for ignoring beneficial changes in areas
such as delinquency, school dropouts, and discipline; and for highlighting
methodological flaws that undermine positive findings.  Pointing out
that the real purpose of evaluation is to improve programs, but that
evaluation often serves only as a means of accepting or rejecting them,
Swisher has recommended building on positive results and modifying
from that stance until the most effective strategies evolve.  These
analysts and others (e.g., Klitzner 1993; NIAAA 1994a) have
emphasized that prevention programs are difficult to evaluate and
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methodological compromises are necessitated by work in real-world
settings.

Comments by those involved in the delivery of rural AOD prevention
programs underscore these points.  In some cases, obtaining the
cooperation of program sponsors and staff with evaluation has been
difficult.  Project staff may not agree that evaluation is important in a
demonstration project and they may be suspicious about its purpose.
Rural schools and communities often lack access to evaluation experts,
and, even when they are available, local leaders may insist on
proceeding without their advice.  When such advice is obtained, those
responsible for rural programs may refuse to assign any individuals to
nonintervention conditions or otherwise to work within the parameters
of controlled studies.  They also may experience difficulty in
developing culturally appropriate evaluation measures, in reconciling
sample size requirements with the reality of small populations, and in
developing and implementing data-collection and management systems.
Restrictions on the percentage of CSAP funds that can be used for
evaluation and changes in CSAP evaluation requirements have imposed
additional problems (Griffin 1986; Lorion et al. 1992; Rhodes and Jason
1988; Youth Health Service 1994).

In combination, these issues have resulted in an evaluation impasse.
Recommendations for improved evaluation of AOD prevention
programs are laced throughout the literature spanning two decades, yet
little progress has been made.  In part this situation reflects the
difficulty of designing evaluations that meet rigorous methodological
standards but that also respect programmatic and resource constraints.
However, at another level, this stalemate appears to result from and
contribute to the current definition of the AOD use problem.  Data
from program evaluations, as well as from research, challenge the social
construction of reality and thus are incom-patible with ideological
approaches to prevention.

CONCLUSIONS AND RECOMMENDATIONS

The scientific basis for preventing alcohol use by rural youth needs to
be strengthened.  However, because current thinking about youthful
AOD use appears to be a product of socially constructed beliefs, simply
conducting more research and evaluation studies within the same
paradigm is unlikely to produce breakthroughs in knowledge.  As
Humphreys and Rappaport (1993) have observed:
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. . . [T]he number of research projects being done on substance
abuse at this time is unprecedented.  Much of this research
conforms to the dominant political tone of the times by
accepting the claims that have been made about the social
problem of substance abuse . . . and thus [perpetuates] the status
quo (p. 887).

The recommendations that follow identify policies and research to
stimulate and support fresh analyses of alcohol use by rural youth and
the development and testing of related prevention approaches in rural
communities and regions.  In that these proposals build on and, in some
cases, repeat the recommendations of investigators and policy analysts
cited throughout this chapter, they are consistent with other appraisals
of important directions for advancing prevention science.  However,
they are unique in three respects.  First, they frankly challenge current
AOD use ideology.  Second, they recognize that rural heterogeneity
offers an exceptional opportunity to study social factors affecting
alcohol use by children, adolescents, and young adults.  Third, they
acknowledge that both the scarcity of rural resources and the extent to
which alcohol use is integrated into the social fabric require increased
collaboration with other disciplines and sectors in rural research and
prevention programs.  Efforts to prevent alcohol use by rural youth
therefore can contribute to and benefit from larger initiatives aimed at
understanding and revitalizing rural America.

Develop New Partnerships for Research on Alcohol Use by Rural
Youth

Concern about the social and economic plight of rural America has
stimulated discussion of research and policy initiatives in many sectors.
Some of these proposals are relevant to understanding and preventing
alcohol use by rural youth, but to date this has not been adequately
recognized.

For example, in 1987 a national conference was held to develop a
congressionally mandated agenda for health services research in rural
areas (McManus and Newacheck 1989; Patton 1989).  A number of the
issues raised, particularly concerning maternal, child, and adolescent
health, are relevant to alcohol use prevention, but this was not noted.
Efforts to direct attention to mental health needs of rural America cited
OSAP activities (Human and Wasem 1991; Murray and Keller 1991),
but did not acknowledge that research on youthful alcohol use is
germane to understanding the effects of rural conditions on mental
health.  Similarly, in identifying research needed to illuminate the role
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of the family and poverty in the educational attainment of rural youth
(Lichter et al. 1993), the importance of studying youthful alcohol use
was overlooked.

Another largely unexplored opportunity rests in the fact that in 1992
the Office of Juvenile Justice and Delinquency Prevention (OJJDP) was
authorized to support research, training, and program efforts in a
number of new priority program areas, including delinquency prevention
and treatment in rural areas (OJJDP 1993).  Other opportunities for
partnerships are defined by widespread interest in the health of
America's youth (e.g., Elster et al. 1993).  In a comprehensive report
on this subject, the Congressional Office of Technology Assessment
recognized the need for research examining the relative influence of
rural, regional, social class, and ethnic characteristics on the health and
well-being of adolescents (U.S. Congress 1991).

Although efforts to prevent alcohol use by rural youth are not yet
strongly coordinated with other rural and youth initiatives, the need for
broad-based national, State, and local collaboration in rural research and
problem-solving is widely recognized (Elliott 1988; Helge 1990; Human
and Wasem 1991; Laws 1991; Mick et al. 1993; Murray and Keller
1991, OJJDP 1993; Patton 1989).  Discussions of alcohol use
prevention programs for Native Americans additionally have
emphasized an important principle applicable to all rural populations:
People should be active participants in developing, implementing, and
evaluating initiatives that affect them (Blum et al. 1992; LeMaster and
Connell 1994; May 1986).

These findings support the following recommendations:

• At national, State, and local levels, agencies and
investigators concerned with preventing alcohol use by rural
youth should interact with agencies and groups concerned with
other rural issues and with the health of America's youth in order
to identify mutual interests and develop collaborative
approaches.

• Legislation supporting rural research and development
should encourage multisectorial, multidisciplinary collaboration.

• The Federal Government should provide leadership in
fostering collaboration and development of a National
perspective on rural issues by providing mechanisms for states
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and rural communities to share issues, data, and problemsolving,
as Murray and Keller (1991) suggested.

Develop Standardized Measures

Understanding alcohol use by rural youth requires more precisely
defining both "alcohol use" and "rural."  Standardized definitions are
needed so data can be compared across time, settings, and populations.

Developing an empirical typology of youthful alcohol use would
advance both research and prevention planning by making it possible to
identify how specific drinking behaviors are related to particular
consequences in various age and gender groups, communities, and
cultures (Kilty 1990; Thompson 1989).  At a minimum, youthful
alcohol use needs to be assessed separately from the use of other drugs
(U.S. Congress 1991) and measures of "ever use" should have lower
priority than assessments of current drinking.  While annual, 30-day, 7-
day, and daily use prevalence rates help to monitor trends, experimental
drinkers should be distinguished from regular users in analyses of data
from research and program evaluations.  Dielman (1994) also
recommends distinguishing children who use alcohol only under adult
supervision from those who drink unsupervised.  Information on age of
drinking initiation, frequency and quantity of alcohol consumption, and
drinking situations (occasion, place, time, day, and season) is needed to
understand patterns of drinking by rural youth in different communities
and at different ages.  Standardized, age-appropriate measures of alcohol
effects (e.g., being drunk) and of problems resulting from alcohol use
also are needed.

The meaning of rural should be better defined so that youthful drinking
rates and the prevalence of alcohol-related problems can be compared
by type of rural community (Kelleher et al. 1992; Swaim et al. 1986).
Difficulties resulting from inconsistent definitions of "rural" have long
been recognized by Federal agencies concerned with data collection and
rural issues, but earlier attempts to develop a common typology of rural
areas have not succeeded.  A resurgence of interest in rural health care
delivery has generated new proposals for revising definitions (Braden
and Beauregard 1994; Cohen et al. 1993; McManus and Newacheck
1989; Patton 1989).  This activity, current efforts to streamline
Federal data-collection systems, and multisectorial interest in
developing compatible databases mark this as an opportune time for
pursuing a more adequate typology of rural areas, specifically as noted
below.
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• Agencies that fund research and program evaluations
concerning alcohol use by rural youth should require that current
alcohol use be measured, that experimental and regular drinking
be measured separately, distinguished, and that alcohol
consumption be distinguished from other forms of substance use.

• The NIAAA should convene a working group to develop
recom- mended measures of youthful alcohol use and its effects.
Draft measures should be refined through systematic field testing
with youth of differing ages and cultural backgrounds in rural and
urban communities.  These measures should then be adopted as
standards by agencies funding alcohol research and evaluation
studies.

• NIAAA, NIDA, CSAP, and other Federal agencies
concerned with alcohol use by rural youth should explore ways to
support the development of a common system for classifying
rural communities.  Until such a framework is developed, these
agencies, investigators, and prevention specialists should use the
typology developed by the National Rural Health Association
(1993).4

Identify the Problems To Be Prevented

From a public health perspective, behavior is a concern only when it
signifies the existence of a problem or itself leads to negative health and
social consequences.  More precisely identifying the prevalence,
severity, and distribution of problems associated with alcohol
consumption by rural youth is therefore critical in determining
priorities for research and in assuring that important needs are addressed
by prevention initiatives.  Because the nature and magnitude of alcohol-
related problems may differ in different rural communities or regions
(Mick et al. 1993), research in diverse rural communities and
community comparisons are essential.  The following four examples
illustrate specific types of research needed.

Rural Problem Clearly Related to Youthful Alcohol Use.  Alcohol-
related traffic crashes are the leading cause of death and spinal cord
injury for youth ages 15 to 24 (DHHS 1991).  Recent progress in
reducing this cause of death has been least apparent among persons 21
to 24 years of age, and in 1993 this age group recorded the highest
intoxication rates (30.7 percent) in fatal crashes (NIAAA 1994a;
NHTSA 1993a).  Because as many as two-thirds of all U.S. motor
vehicle deaths occur in rural areas (National Safety Council 1988),



318

research is needed to illuminate the conditions associated with crashes
involving rural youth and young adults.  Particular attention should be
devoted to determining whether alcohol-related motor vehicle crash
rates in rural areas mirror age and gender differences observed nationally
(Fell 1987; NHTSA 1993a; Popkin 1991; Zador 1991), and, if so, to
explaining the dramatic differences between rates for youth ages 16 to
20 and those 21 to 24 years of age.

Rural Problem Documented but Relationship to Youth Alcohol Use
Unknown.  The rapidly increasing incidence of AIDS in rural areas
(Berry 1993), high rates of human immunodeficiency virus (HIV)
infection among youth from the rural Southeast (Durant et al. 1992; St.
Louis et al. 1991; Young 1992), and low levels of knowledge and
attitudes that protect against HIV among rural adolescents (Boswell et
al. 1992; Durant et al. 1992) signal the importance of determining
whether rural youth who drink are at increased risk of unsafe sexual
practices.  Although research on the relationship between alcohol use
and sexual activity is in its infancy (NIAAA 1994a), some studies have
shown that the risk of early sexual intercourse increases with level of
alcohol involvement (e.g., Kandel 1990) and that some teenagers are
less likely to use condoms in sexual encounters that immediately follow
drinking (Hingson et al. 1990; Strunin and Hingson 1992).  Such
behavior increases risk not only for HIV infection, but also for other
sexually transmitted diseases and unwanted pregnancy.

Alcohol Use Known To Increase Risk but Rural Problem Not
Documented.  Although studies have shown that alcohol use during
pregnancy presents considerable risk both to the mother and the fetus
(Funkhouser et al. 1992), no studies were found concerning alcohol use
by rural pregnant teenagers.  This is an important research gap, for 22.7
percent of nonmetropolitan women compared to 16.5 percent of
metropolitan women bear their first child by age 18 (Lichter et al.
1993).  That alcohol use during pregnancy may be a problem is
suggested by research on drinking by teenage parents:  48 percent of
rural girls who gave birth before age 18 used alcohol, while the drinking
rate for those who gave birth between ages 19 and 21 was 60 percent
(Elster et al. 1990).

Rural Problem Not Documented and Relation to Youth Alcohol Use
Unknown.  Pointing out that the highest rate of homicide for children
ages 10 through 14 is in New Mexico, not Washington, DC, Johnson
(1993) expressed concern that a national forum on violence failed to
acknowledge the need for violence-prevention efforts in rural areas.
However, the prevalence of youth violence has not been documented in
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rural communities and the relationship of violent behavior to alcohol
use is not well understood (NIAAA 1994a).  Although alcohol use is
rarely the sole cause of violent behavior and the majority of drinkers,
even heavy drinkers, never engage in violence (NIAAA 1994a), alcohol
use by adults, especially young males, appears to be involved in a high
proportion of sexual and nonsexual assaults, gun fights, homicides,
suicides, and robberies (Collins and Messerschmidt 1993).  Because data
on alcohol use and violence among noninstitutionalized adolescents are
generally scarce (White et al. 1993), studying this issue in rural environ-
ments would advance understanding about a problem of national
concern.  Moreover, without data, rural needs may be neglected.

The following recommendations can be made:

• Research should be conducted to establish the prevalence
and distribution of problems related to alcohol use by youth in
rural communities and regions.

• Health objectives for the nation should accord high priority
to the prevention of alcohol-related motor vehicle crashes
involving rural adolescents and young adults.5

Study the Epidemiology, Etiology, and Ecology of Problem
Occurrence

Designing effective prevention approaches requires understanding how a
problem develops, identifying the key causes of trouble, and
determining where the destructive chain of events can best be
interrupted.  Because the causes of youthful alcohol use and alcohol-
related problems are extremely complex and intertangled and because
multiple etiologies may be involved, the research task can seem
overwhelming.  However, because of their number, size, and
heterogeneity, rural communities are uniquely suited to research on how
patterns of youthful drinking interact with other factors to cause
alcohol-related problems.

Both patterns of alcohol use and problem occurrence vary with age,
gender, and race/ethnicity; these variables thus should be considered in
research design and data analysis.  Selecting other variables for study
from the myriad potential influences on youthful drinking and the
development of alcohol-related problems requires thoughtful
consideration.  Possible selection criteria include observations, analyses,
hypotheses, or theoretical models indicating a variable is important; a
lack of previous research testing the proposed relationship or
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inconclusive results from previous studies; and potential to modify the
variable through preventive intervention.

The new knowledge to be gained from repeated study of established
relationships should be carefully assessed; however, some replications
are needed to determine whether the factors associated with a problem
in urban areas or particular rural settings are important across rural
populations and communities.  Because factors related to youthful
drinking and its consequences may differ in different populations, the
generalizability of research conducted in particular settings cannot be
assumed (Kelleher et al. 1992; May 1989; Napier et al. 1981; NIAAA
1994a).  For this reason, rural communities should be studied indepen-
dently, but with methods and measures that permit cross-community
comparisons.

Determine Patterns of Youthful Drinking Related to Problem
Occurrence.  Specific patterns of youthful alcohol use associated with
specific negative outcomes in rural areas should be identified.  These
patterns may be distinguished both by studying drinking behaviors
related to particular problems and by assessing the number and types of
problems experienced by youth who differ in frequency and amount of
alcohol consumption.  Identifying consequences of heavy drinking
among rural adolescent males and young adults should be a high priority,
as should the study of alcohol use and alcohol-related problems among
rural school dropouts.

Limited rural data and studies in urban areas suggest that fewer than 20
percent of youth who drink experience multiple health and social
problems.  These youth appear to exhibit problem behaviors at an early
age before drinking is initiated (Shedler and Block 1990); however, they
also may be among the first in their peer group to experiment with
alcohol use, and the frequency and amount of their alcohol
consumption may increase as development progresses.  On the other
hand, Dielman (1994) has demonstrated that by grade six about 80
percent of youngsters have no experience or only supervised experience
with alcohol, and that these youth are unlikely to become involved in
alcohol misuse in later grades.  Research is needed to determine whether
these findings apply to rural youth.  Studies also are needed to assess
whether experimental, light, and moderate drinking by rural youth
results in trouble, and if so, to identify the nature and frequency of
negative events.

More attention to transitions in the drinking behavior of rural youth
and the time lags involved could provide important information for the
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design of prevention programs.  For instance, youngsters who move
quickly from the first taste of alcohol to unsupervised experimental
drinking and then to regular drinking may be at greater risk for alcohol
abuse and alcohol-related problems than youth who initiate regular
drinking more gradually.
Study Individual, Family, and Peer Influences on Youthful Alcohol Use
and Alcohol-Related Problems.  Shedler and Block (1990) have
identified the psychological triad of alienation, impulsivity, and distress
as a distinct personality syndrome related to frequent adolescent drug
use, with poor quality of maternal parenting as a key causal factor.
Although these investigators studied urban youth, the Iowa Youth and
Families Project also found a relationship between parenting difficulties
and anti-social behaviors of rural adolescents, including alcohol use by
seventh graders (Conger et al. 1991; Conger and Elder 1994).  These
personality traits and family factors merit further investigation in
studies of rural youth.

Peer influences on drinking by rural youth also should be studied further.
Although many dimensions of peer relationships have been correlated
with youth alcohol use, the dynamics of peer influence on drinking are
still poorly understood.  Examining the characteristics of youth
involved in different types of peer groups and the participation of these
groups in various drinking activities may provide critical clues for
prevention.  Additional research on the role of older youth in initiating
young teenagers to drinking and in supplying them with alcohol is very
important (Wagenaar et al. 1993), for this is potent socialization.

Binion and colleagues (1988) have advised that alcohol use prevention
programs need to take into account the complexity and interrelatedness
of the user's rationales.  Steinberg's (1991) recommendation that young
people be differentiated by whether they use substances in response to
stress or to the social mores of their age group thus appears highly
relevant to research on alcohol use by rural youth.  Moreover, as
Thombs and associates (1994) have shown, identifying motivational
and situational variables related to teenage drinking can help to
distinguish subgroups of rural youth at risk for different types of
negative outcomes.  The preceding literature review suggests that the
desire to have fun with peers and to relieve boredom may be powerful
motives for youthful alcohol use in rural areas.  Further study of the
situations in which rural youth drink, their expectancies related to
alcohol consumption, and their own explanations for drinking promises
to be fruitful.
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Additional research on ways that rural youth use their time also is likely
to be productive (Gibbons et al. 1986b).  Alexander and colleagues
(1992) have pointed out the importance of studying frequent cruising in
cars and trucks and multiple types of risk-taking behavior, noting that
such activities are related both to substance use and the risk of teenage
injuries.  Rural youth have a higher rate of accidental injuries than their
urban counterparts (U.S. Congress 1991), and rural youth who work are
at increased risk of injuries (Alexander et al. 1992), but research is
needed to determine whether youthful alcohol use is implicated in these
relationships.  Similarly, research should be conducted on the
relationship between alcohol use by young people in rural areas and the
time that they spend on school work, their educational achievement
and aspirations, and the extent to which they believe they can control
their future.

Identify Socioenvironmental Factors Related to Youthful Drinking and
Problem Occurrence.  Rural communities offer a unique opportunity to
study relationships between youthful alcohol use and individual, peer,
and family variables in the larger social context.  Perry and associates
(1993) are setting the pace by surveying students, parents, merchants,
and community leaders in order to compare normative expectations
about underage drinking, as well as to guide the design and evaluation of
Project Northland prevention strategies.  Additional research should
determine whether the values expressed in such surveys are consistent
with informal interactions concerning the acceptability and tolerance of
drinking by rural youth.  Relationships between attitudes toward youth
alcohol use and adult drinking practices also should be studied.  Because
these variables are major sources of social influence, investigating their
relationship to the drinking practices of rural youth will help to advance
both theory and the design of rural prevention programs.

Further research is needed to identify community characteristics
associated with variations in youthful drinking practices.  Kumpfer
(1989) has cited unpublished research by Coate and Grossman suggesting
that a community's "drinking sentiment" and religious composition are
major determinants of alcohol consumption.  As local norms and values
also are expressed in the availability of alcohol to youth and in the
adoption and enforcement of laws and policies to control youthful
drinking (Funkhouser et al. 1992), these variables, too, should be studied
in rural communities and compared to the alcohol-related attitudes and
behaviors of young people, their parents, and other adults who live
there.  The packaging, pricing, and advertising of alcoholic beverages in
rural communities, as well as the geographic distance to outlets where
alcohol is sold to minors, also may reflect local norms (Lorion et al.
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1991), but the extent to which these variables are controlled by
external groups needs to be determined.

Moskowitz (1989) and Kumpfer (1989) have observed that each
community has its own informal social control system that generates
normative influences pertaining to drinking and drinking-related
behaviors.  They have proposed that formal controls are needed only
when these "cultural recipes" break down, but that even then, the
effectiveness of policies and regulations depends on congruence with
informal controls and adequate communication.  These concepts suggest
important directions for research in rural areas.  To identify potential
points for intervention, etiological studies are needed to ascertain what
natural mechanisms control drinking behaviors by youth in different
physical and social settings, as well as to determine why these
mechanisms deteriorate (Moskowitz 1989).

Studying differences in the social organization of rural communities
may be critical in understanding normative influences on youthful
alcohol use as well as community capacity to mount prevention
programs.  Degree of community integration is likely to be a key factor
in determining whether subgroups of youth are subject to different social
influences.  Rural communities are not necessarily cooperative and
homogeneous, for socioeconomic differences can separate business and
farm owners from laborers, oldtimers may not welcome newcomers, and
former disagreements can be a source of ongoing animosity.  Prejudice
and discrimination can thrive.  Resulting social distinctions may be
related to subgroup differences in youthful drinking, and indeed,
different patterns of drinking may socially symbolize subgroup
membership (Douglas 1987).  Important questions for research
therefore are whether patterns of alcohol use by rural youth vary with
characteristics of community subgroups, subgroup identification, and the
relationships of subgroups to each other.  Another significant research
issue is how the social organization of rural communities affects support
for and collaboration in efforts to prevent youthful drinking.

Many other ecologic variables may be related to youthful alcohol use
and the occurrence of alcohol-related problems.  Relationships
therefore should be explored between these variables and community
size, popu-lation density, and U.S. region; the distribution of the
population by age, education, income, and race/ethnicity; attributes of
schools, government agencies, community services, and business;
employment rates; occupa-tional structure; job opportunities for youth;
distance from an urban center; and topographic features, especially as
these affect face-to-face interactions, transportation, and electronic
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communication.  The profound changes affecting many rural
communities should be studied as natural, if harsh, experiments (Howard
et al. 1994; Kumpfer 1989) to test the effects of macro forces such as
in- and out-migration, shifting economic conditions, and increasing ties
to urban centers on youthful alcohol use and the sequelae of underage
drinking.

Multiple Contributing Factors.  Factors other than youth alcohol use
potentially contributing to a problem should not be overlooked.  Multi-
disciplinary involvement in problem analysis can help to avoid a narrow
focus on drinking as the sole causal factor.  Briefly examining elements
that may be involved in alcohol-related motor vehicle crashes involving
rural youth illustrates that prevention may need to address a broad range
of issues.

Findings that binge drinking and heavy drinking are more common
among rural than urban youth (Johnston et al. 1993, 1994; SAMHSA
1993b, 1994) probably translate into the rural culture of Saturday night
in town—or at the lake, the roadhouse, or simply off in the fields or the
woods with a bunch of friends and a supply of beer.  Regardless of the
site for heavy drinking, the return home places youth at extremely high
risk for motor vehicle crashes.  Young males are less likely than other
drivers to wear seatbelts at night, and seatbelt use also appears less
common in nonmetropolitan areas (Foss et al. 1994).  The risk of a
crash increases with the number of miles driven (DHHS 1991), yet
distance is a basic fact of rural life.

Moreover, rural roads invite speeding, a fundamental factor in the
physical forces involved in crashes (McCarthy 1993; DHHS 1991).
Teenage traffic deaths increased sharply in States that raised rural
interstate highway speed limits (Baum et al. 1990).  However, in
Indiana, these higher speed limits diverted traffic so that increased
traffic fatalities occurred on country roads (McCarthy 1993).  At night,
sparsely traveled roads that cut through wide-open spaces can inspire
alcohol-induced games of "chicken."  Other hazards are presented by
roads that wind through mountains, around bodies of water, and over
narrow bridges.  Poor road maintenance and lack of guardrails add to the
danger (Baker et al. 1987), as do animal crossings.  A horse or a deer
can leap onto the road so suddenly that even an unimpaired driver
traveling at a reasonable speed is at risk of collision.  The potential for
tragedy is heightened when a drinking youthful driver is operating an old
vehicle with worn tires and brakes or when friends are loaded into the
open bed of a truck or pickup.
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When a crash occurs, help may be a long time coming and neither
transportation to the nearest hospital nor staff available there may be
sufficient to provide proper emergency care to all victims.  Solo
country doctors tell horror stories about trying to assist six or seven
teenagers injured on rural roads in weekend motor vehicle crashes.
However, these communities at least have medical care.  In 1990, 126
U.S. communities of fewer than 50,000 people had no doctor at all
(Weisfeld 1993).

Research is needed to explain the finding that alcohol involvement in
nonoccupant (pedestrian) fatal crashes is higher in rural than urban
areas (Centers for Disease Control and Prevention (CDC) 1994;
NHTSA 1993b).  Because most of these fatalities happen on major
streets or highways with posted speed limits of 55 miles per hour or
higher, they may be related to increased traffic speed or to the location
of establish-ments that serve or sell alcoholic beverages along high-
speed roadways with few barriers or sidewalks.  Again, the data point to
the need for research and prevention efforts focusing on young adults,
for the greatest percentage of intoxicated pedestrian deaths occurs in
the 21- to 34-year- old age group (CDC 1994).

Develop Etiologic Models.  As studies identify factors related to
particular patterns of youthful drinking and particular alcohol-related
problems in specific rural communities, their fit with existing etiologic
models should be examined.  Where results do not support hypothesized
relationships or account for observed results, models should be adjusted
or new etiologic frameworks should be proposed and tested.  Because
multiple negative outcomes may be associated with drinking by rural
youth and because drinking patterns and other factors related to these
outcomes may vary, a number of etiologic models may be needed, even
in the same community.  The formulation of alternative etiologic
frame-works is consistent with researchers’ conclusion that no single
pathway is likely to explain and predict youthful drinking and the
development of alcohol-related problems (Boyd et al. 1994).  As with
the theoretical model used in the Iowa Youth and Families Project
(Conger and Elder 1994), models of youthful drinking should focus not
only on individual, family, or peer variables, but should also include
community and ecological variables characterizing rural environments.
The need for more comprehensive rural models has been widely
recognized (Alexander et al. 1992; Kelleher et al. 1992; Lichter et al.
1993; Moncher et al. 1990; Napier et al. 1981; OSAP 1990; U.S.
Congress 1991).
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Test Relationships Across Diverse Rural Communities.  Comparing
research findings and related etiologic models across rural communities
and regions has considerable potential to advance theoretical
understanding of youthful alcohol use and its consequences.  The
replication of relationships in diverse rural populations will help to
identify drinking patterns and other phenomena that are consistently
related to particular health and social problems.  Results also will help to
assess the relative importance of these factors in increasing risk and to
determine the distribution of risk in rural areas.  Conversely, failure to
replicate relationships in diverse rural communities will direct research
attention to variables that, if added to the etiologic equation, might
help to explain idiosyncratic findings.

Holding variables constant or systematically varying them in selected
community comparisons also will permit addressing unanswered research
questions, empirically testing common assumptions, and developing and
testing specific hypotheses concerning factors that predict youthful
alcohol use and the occurrence of alcohol-related problems.  For
example, the vulnerability of youth to alcohol use is widely presumed to
increase at the time they make the transition from elementary to
middle or junior high (Dielman 1994; Steinberg 1991).  Because rural
districts vary in the grade level at which this transition occurs, as well as
in school organization, changes in students' alcohol use rates could be
compared under different conditions, (e.g., moving to the 7th grade in
the same K to 12 building, moving to a 7 to 12 or a 7 to 9 building in
the same community, or being bused to a 7 to 12 or a 7 to 9 building in
a different community).  If alcohol use prevalence increases regardless
of differences in school organization and locale, changes in students'
social identity and status may be a critical cause of drinking during
school transitions.  On the other hand, if increases in alcohol use
prevalence vary by condition, school variables and changes in the peer
group would merit further investigation.

Comparative longitudinal and ethnographic research in rural
communities has great potential to reveal how individual, family, peer,
and community risk and protective factors interact over time to
influence patterns of youth-ful drinking and the occurrence of alcohol-
related problems.  Similarly, such studies would provide insight into how
risk and protective factors change with adolescent and community
development or with the emergence or amelioration of individual,
family, peer, or community problems.  Such research eventually may
permit development and testing of a theoretically based, empirically
grounded risk-assessment model for communities, as well as for
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individuals and subgroups of youth defined by age, gender,
race/ethnicity, or other characteristics.

To address these issues, funding agencies should:

• Support research to identify how patterns of youthful
alcohol use and other factors are related to specific health and
social problems experienced by youth living in diverse rural
communities.  Identifying consequences of heavy drinking
among rural adolescent males and young adults should be a high
priority.

• Prevention policy and research should recognize that
different factors or combinations of factors, including different
patterns of drinking, may be related to different consequences of
youthful alcohol use; that causal factors may differ by age,
gender, race/ethnicity, community characteristics, and other
variables; and that different etiologic models therefore are
needed.

• Funding agencies should support research to identify
community as well as individual and family factors that influence
youthful drinking and the occurrence of alcohol-related
problems.

Study Current Prevention Programs and Policies

Despite the tensions that have developed around the evaluation of AOD
use programs, rural prevention efforts do need to be evaluated for a
number of reasons (Goplerud 1991; Kumpfer 1990).  Those who have
invested their time, talent, funds, and other resources in a program
deserve to know the extent to which it is achieving its stated purpose
and whether it has unintended side effects.  Such accountability may be
required to justify continuing costs to Congress, State legislatures, and
funding sources.  Outcome and impact evaluations also are needed to
establish realistic expectations about what rural prevention programs
can accomplish and to identify effective programs that should be
continued, expanded, and disseminated.  On the other hand, evaluation
results showing that a program is having no or negative effects alert
decision- makers that modifications are needed, that an alternative
approach should be tried, or that resources might be better used in other
ways.
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Expanding the range of outcomes examined in evaluations of rural AOD
use prevention programs would relieve a major source of resistance to
such studies, while also enhancing their scientific value.  As Dielman
(1994) has pointed out, exclusive reliance on any use of alcohol as the
outcome of interest can obscure important program effects.  Moreover,
focusing on AOD use prevalence as the dominant indicator of program
success does not adequately inform prevention policy (Reuter and
Caulkins 1995).  Multiple behavioral, social, and health endpoints
therefore should be considered as legitimate focuses for evaluation
(Perry 1986).  The outcomes examined in specific evaluation studies
should be determined not only by program objectives and rationale, but
also by local community interests and expectations.  Because program
effects may differ for youth with differing levels of alcohol use at
baseline, analyses should establish whether this is the case (Dielman
1994; Reuter and Caulkins 1995).  Comparing outcomes of prevention
programs implemented in different rural schools and communities may
help to identify other factors mediating program effects.

Process evaluations and operations research also should be conducted to
reveal whether a program is working as intended, as well as to determine
how abstract concepts have been translated into practice, to identify
effective models of program planning and implementation, and to
uncover issues needing attention (e.g., Fox et al. 1988; Perry 1986;
Tricker and Davis 1988).  When programs are not ready for outcome
evaluation (Dielman 1994), such studies can be a productive
intermediate step.  If their scope is broadened to consider the context in
which existing AOD use prevention programs operate, process
evaluations also can reveal a great deal about the nature of rural schools
and communities, help to determine the extent to which particular
prevention approaches are feasible in various types of rural settings, and
identify the amount and type of technical assistance and other support
required to make them successful.  The following examples illustrate
this vision and its potential.

Study Planning Processes.  Assessing the processes of prevention
planning can illuminate patterns of local leadership and relationships as
well as the roots of concern about youthful AOD use in rural
communities.  Such research should identify the events that triggered
planning, the persons and organizations that took the lead, and others
who became involved in the planning effort.  Examining the extent to
which needs assessment was conducted, the methods used, the
information collected, and how it was applied can provide important
insight into the quality of local data and decisionmaking processes.
Documenting planning assumptions and factors considered in
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developing prevention strategies also can elucidate local knowledge and
beliefs about youthful AOD use, the acceptability of various prevention
approaches in rural communities of differing characteristics, and logistic
constraints limiting planning options.

Refine Principles of Prevention.  Given the lack of evaluation, several
investigators have examined promising programs (e.g., Goplerud 1991;
Kumpfer 1990) or drawn on theory and other experience (e.g., Griffin
1986; Wittman 1984) to identify principles that should guide
prevention efforts.  For example, coordination with all sectors of the
community, as well as with larger jurisdictions and national
organizations, has been identified as an essential ingredient of program
success.  Coordination has been recommended with a staggering list of
entities including student groups, families, parent associations, schools,
religious institutions, government agencies, grassroots groups, legal
systems, voluntary and service organizations, media, business, labor,
health and human service professionals, law enforcement, alcoholic
beverage industries, and the research community.  The extent to which
such coordination is feasible in rural areas has not been tested.

Studies of group and organizational participation in rural prevention
programs therefore are needed to assess the degree to which
coordination has been achieved and the outcomes of collaboration.
Identifying the particular contributions of participating agencies and
groups, mechanisms through which their involvement is coordinated,
and barriers to colla-boration would enlarge understanding of the
potential for multi-sectorial involvement in rural prevention programs
and ways this can be accomplished (Murray and Keller 1991; Youth
Health Service 1994).  Examining the roles various organizations have
played in different rural communities could facilitate negotiation of new
commitments.  At the same time, such studies would provide insight
into the resource structure of rural communities.  Outcome studies
should help to shed light on the types of coordination that are most
critical.

Another frequently cited principle of prevention is that programs
should be adapted to different cultures (e.g., Blum et al. 1992; Goplerud
1991; May 1989; Moncher et al. 1990; Skager et al. 1990).  Program
developers and staff are urged to be sensitive to ethnocultural values,
beliefs, practices, traditions, and social environments, as well as to
differences in reasons for drinking; the cultural meanings, values, and
functions attached to alcohol use; and the mechanisms through which
youth drinking patterns develop.  They also have been advised to avoid
cultural stereotyping (Oetting et al. 1989), to develop bicultural
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competence in youth (Binion et al. 1988), and to address acculturation
issues with sensitivity (Moncher et al. 1990).  This is a tall order, but
relatively little guidance is available for filling it in rural areas, and that
is limited to Native American populations.  Research on ways that
programs have adapted to rural cultures and the success of these efforts
would provide important information for prevention planning, as would
studies of discrepancies between rural values and those espoused by
programs imported from urban settings.

Study Rural Prevention Resources and Their Utilization.  The capacity
of rural schools and communities to prevent youthful alcohol use and
alcohol-related problems depends on the resources available and how
these are utilized.  The survey of rural districts conducted by the GAO
(1992b) provided some descriptive information about funding sources
for school-based AOD use prevention programs, but the contributions
of volunteers and in-kind donations from schools and other agencies
were not assessed.  No published data are available on the extent to
which rural schools and communities are familiar with and use State and
National resources for AOD use prevention (e.g., CSAP 1993a;
National School Boards Association 1988; National Rural Health
Association 1993; OSAP 1991) or on how rural users evaluate the
resources provided.

Research therefore is needed to assess what resources are being used in
rural prevention programs and to determine how these resources are
organized and brought to bear on the problem.  Because programs can
have greater per-client costs in rural than in urban areas because of their
"diseconomies of scale" (Wargo et al. 1990), and because the median
amount of Federal drug education grants to rural districts is not
sufficient to pay even one half-time salary, particular attention should
be devoted to how well rural prevention plans are matched to resource
availability, what can feasibly be accomplished with limited resources in
different settings, and whether this scope of activity is likely to have a
prevention effect.  Issues related to program implementation should be
studied in this context, for the availability and deployment of resources
funda-mentally affect the recruitment, training, supervision, and
retention of staff; the strength of program leadership and management;
the extent of program coordination and networking; and options for
solving problems of program delivery in sparsely populated rural areas.

Other issues that merit investigation include the success of efforts to
develop local resources, the effects of multiple funding sources on
program integration, and the extent to which rural prevention programs
are dependent on external resources.  Results will contribute to
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answering the larger policy question posed by Murray and Keller (1991):
Are rural Americans becoming a new underclass that lacks the resources
to manage its problems?  If so, more comprehensive rural prevention
strategies will be needed.

Study Policies To Control Alcohol Use by Rural Youth.  Given the
dearth of information about policies to control youthful alcohol use in
rural areas, surveys are needed to ascertain what school and community
policies are in place; the extent to which local, State, and national
policies are enforced; and what penalties are imposed on rural minors
when they are caught drinking.  The relationships of these variables to
patterns of youthful alcohol use and the prevalence of alcohol-related
problems should be studied to assess the extent to which raising the legal
drinking age and other policies have decreased or possibly increased
drinking and heavy drinking among rural youth and young adults,
especially those in the 18- to 21-year-old age group.  Exploring
whether underage drinkers in different policy environments consider
themselves lawbreakers or believe that they can get away with breaking
the law would further contribute to policy evaluation.

Defining characteristics of rural communities associated with different
levels of alcohol control policies and policy enforcement would help to
determine which policy approaches are most likely to be acceptable and
effective in particular areas.  For example, the following hypotheses
generated from analyses by Giesbrecht and Pranovi (1986), Moskowitz
(1989), and Kumpfer (1989) might be tested:  (1) adoption and
enforce-ment of policies to control youthful alcohol use will be weak in
communities where youthful drinking does not violate normative
standards; (2) community support for prevention programs, alcohol-
related policies, and policy enforcement will vary inversely with the
strength of informal social mechanisms to control youthful alcohol use;
and (3) when the goals of alcohol use prevention programs and policies
are not congruent with community norms about youthful drinking,
these programs and policies will have little effect on patterns of
youthful drinking.

If these hypotheses should be supported, then the research question for
prevention is whether social norms can be changed in communities with
a high tolerance of youthful drinking.  By testing a multifaceted
approach, the experiment now being conducted by Project Northland
will provide important data on this issue (Perry et al. 1993).  The cost-
effectiveness of communitywide interventions in changing the behavior
of youth most at risk for alcohol abuse and alcohol-related problems
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merits close attention.  And, as discussed below, other approaches for
preventing alcohol use by rural youth also should be tested.

Key recommendations are that:

• Funding agencies should support research to study and
evaluate the planning, implementation, acceptability, feasibility,
and effective-ness of existing programs to prevent alcohol use by
rural youth.

• Evaluations of rural alcohol use prevention programs should
examine multiple endpoints and not solely the prevalence of
youthful drinking.  These evaluations should recognize that
program effects may differ by individual and community
characteristics, including baseline levels of alcohol use.

• Alcohol control policies in rural areas should be evaluated
with particular attention to the effects of existing policies on
alcohol use and alcohol-related problems among adolescents and
young adults.  Research should be conducted on the
characteristics of rural communities associated with differing
levels of alcohol control policies and policy enforcement.

Design and Evaluate New Prevention Approaches

As rural communities and those who work with them identify alcohol-
related problems that are not being effectively prevented, new or
modified approaches should be developed, implemented, and evaluated.
Because each problem is likely to have a different etiology, a single
problem definition probably will be inadequate to guide the development
of prevention policies, programs, and research.  Instead, different
preventive approaches are likely to be needed, each with its own set of
related goals, objectives, and methods.  Although these initiatives should
be informed by advances in etiological understanding and problem
analyses in specific rural communities and regions, the following
recommendations are likely to be broadly applicable.

Identify and Treat Symptomatic Drinking.  Children who drink alcoholic
beverages without adult supervision and adolescents who engage in
compulsive drinking appear to be at high risk for alcohol abuse and
alcoholism, as well as many other problems.  These patterns of drinking
appear to be symptomatic of personality and family problems that also
manifest themselves in other antisocial behaviors.  Since youth whose
drink symptomatically are a subset, albeit possibly a sizable one, of all
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youth in the community, these young people should not be treated
through generalized prevention approaches (Dryfoos 1990).  Efforts to
prevent symptomatic drinking would not be appropriate.  Rather,
emphasis should be on early case-finding and treatment of the
underlying causes that give rise to problem behavior.  Individual and
family therapeutic approaches may well be indicated (e.g., Binion et al.
1988), but special help with schoolwork, activities to develop skills and
self-confidence, and other complementary approaches also may be
needed.  Outcomes should include improved individual and family
functioning as evidenced not only by reduced alcohol use rates but also
by gains in other areas.

Perry (1986) would accord lower priority to these secondary prevention
approaches than to primary prevention because they imply policing
behaviors, indicators of high risk are not perfect, and the effectiveness
of intervention programs is not proven.  However, these weaknesses
should be addressed through research.  Studies are needed to improve
case-finding and referral methods in rural communities where both
confidentiality and service availability may be a problem.  The
development of community-based techniques for identifying and serving
adolescent alcohol abusers who are frequently absent from school or
who have dropped out should be a high priority (Tobler 1992).
Possibilities for detecting and treating youth with behavioral problems
through rural health care providers may be especially promising (Sarvela
and McClendon 1987b), particularly as managed care plans are extended
to rural communities.  Irwin and associates (1994) have made a number
of recommendations relevant to pursuing these possibilities.  Both the
short- and long-term effects of intervention and of singling out rural
children and adolescents for referral or special treatment should be
evaluated.

Reduce Risks Related to Normative Drinking.  Youth who drink with
their age group in accord with local social patterns but who do not drink
compulsively or exhibit other problem behaviors appear to be at low
risk for alcohol abuse and chronic alcohol-related problems.  However,
because alcohol use reduces inhibitions and impairs judgment, even
experimental or light drinkers may engage in risky behaviors that
threaten their health and well-being.  Because these behaviors are
developmentally related, school-based programs provide one promising
avenue for their prevention.  Skill-building curriculums based on the
social influences model that have been shown to delay the onset of
alcohol use among young urban and suburban adolescents should be
tested in rural settings.  As soon as results are available, CSAP and other
agencies that provide drug prevention funds should strongly encourage
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the use of tested classroom programs at recommended grade levels.
Incentives should be provided to promote teacher training in the
selected curriculum and to ensure that it is taught in its entirely without
omitting lessons.

High priority should be given to designing, implementing, and
evaluating programs aimed at preventing alcohol use that leads to other
risk-taking by rural high school students, especially in areas with a high
prevalence of particular alcohol-related problems.  Given changing
gender roles during adolescence, the effectiveness of programs designed
specifically for girls or boys should be explored.  Research is urgently
needed to develop and test prevention programs for older adolescent
and young adult males who engage in heavy drinking (Gibbons et al.
1986a).  These initiatives should aim to reduce not only the risk of
alcohol-related problems for these drinkers, but also to attenuate or
convert the influence that they have as drinking role models for
younger teenagers.  Another research priority is the development and
testing of preventive interventions for rural youth of all ages who, as
members of ethnic minority groups, drink either in accord with the
norms of their own culture or with those of youth in the larger
community.

The goals and objectives of these risk-reduction programs should
identify problem-specific behaviors to be prevented (Thombs et al.
1994), such as driving after drinking or engaging in unprotected sexual
intercourse.  Objectives should encompass the prevention of alcohol
misuse as well as use so that subgroups of youth who drink according to
differing norms can set realistic limits for their own behavior (Dielman
1994; Engs and Fors 1988).  Thus while some youth will embrace the
goal of abstinence from drinking, others might commit to avoiding
overindulgence, losing control due to intoxication, or suffering specific
social consequences (Griffin 1986).  Engs and Fors (1988) have
cautioned that the goal of "responsible drinking" can have many
meanings, so the term needs to be translated into concrete behavioral
objectives.  Multiple options for avoiding risk should be identified and
youth should be provided with skill practice not only in making
decisions about alcohol use, but also in identifying, avoiding, and
managing risky situations.  For example, youth should recognize that
they can reduce the risk of being involved in an alcohol-related motor
vehicle crash by not drinking at all, by not driving after drinking, by
refusing to ride with a drinking driver, by designating a driver who does
not drink, or by signing a contract with parents to guarantee a ride
home if needed.
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Such problem-oriented curriculums should be complemented by
activities in the school and the community that also are aimed at
reducing the risk of alcohol-related problems.  These could include
many current approaches such as alcohol-free social events, developing
peer leadership, and adopting stricter alcohol control policies.  In
addition, other precursors to problem occurrence should be modified
(i.e., improving road conditions, lighting, and signage would help to
prevent alcohol-related motor vehicle crashes, as would enforcing speed
limits and seatbelt laws).  Assumptions about the etiology of the
problem and the way that school- and community- based activities are
expected to change risk factors should be clearly identified (Kumpfer
1990) and tested.  Process evaluations also should identify both
effective and ineffective methods of program implementation.  Results
should be combined with outcome evaluations to examine strengths and
weaknesses in overall program logic.

Promote the Healthy Development of Rural Youth, Families, and
Communities.  By supporting research on factors that protect youth
against alcohol use and the development of programs that increase the
competencies of individuals, families, and communities, the field of
alcohol use prevention has recognized that health promotion is relevant
to its objectives.  Policy should make that recognition explicit.
Moreover, as others have recommended, alcohol use research and
prevention demonstrations should be incorporated within broader
efforts to promote the healthy development of children and adolescents
(Griffin 1986; Schaps and Battistich 1991).

Alcohol use prevention policy should also strongly support the develop-
ment of healthy communities.  Thus Blum and colleagues (1992) have
pointed out that health promotion efforts for Native American and
Alaska Native youth should be nested in a community development
context that builds on the strengths of community identity and culture,
promotes role models of accomplishment, and taps the exuberance,
inherent optimism, and resilience of young people themselves.  In
discussing the implications of their quite different research on rural
economic hardship, Conger and associates (1994) observed that from a
policy perspective, the most fundamental means for reducing economic
pressure and its adverse influences on adolescents and parents is to
increase family economic well-being.  Analyzing problems of physician
shortages in rural areas led to a similar conclusion.  According to Robert
Van Hook, former executive director of the National Rural Health
Association:
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We've got to develop rural America.  We have to find a way to
bring about some sort of renaissance in rural America so there
are good schools, access to health care, and true economic
development (Weisfeld 1993, p. 59).

Community development projects may help to curtail youthful drinking
by providing new opportunities for recreation and social interaction in
alcohol-free environments.  However, actively engaging youth in the
community development process may be a much more effective way of
channeling their excess leisure time.  Children, adolescents, and young
adults can contribute to problem analysis, offer ideas for projects, and
participate in activities to achieve community goals.  Such involvement
provides young people with meaningful social roles; builds their skills;
provides ongoing and frequent opportunities for positive social and
affective experiences; fosters cooperation; teaches the identification,
development, and use of resources; promotes bonding with the
community and its institutions; and builds young people's confidence in
their capacity to help make life better.

Community development also responds to other recommendations for
preventing alcohol use by youth (e.g., Binion et al. 1988; NIAAA
1994a).  It is a multifaceted, coordinated approach that requires the
combined efforts of families, schools, churches, social agencies, and
other community institutions and groups.  It provides alternative ways
for youth to deal with personal and family problems as well as with
feelings of boredom, unhappiness, worry, and nervousness.  It is a
positive and potent intervention that offers experiences to compete
with the positive affective states associated with alcohol use.  And it
addresses risk factors in belief systems, social relationships, and the
environment simultaneously.

While the potential of individual, family, and community health
promotion for alcohol use prevention is clear, policy implications are
clouded.  Support has long been easier to obtain for categorical
programs than for comprehensive initiatives promoting the public's
health and welfare.  Thus while current Federal and State policies may
restrict the ability of administrators and practitioners to work with rural
communities broadly (Murray and Keller 1991), recommendations for a
shift in emphasis may deepen cuts for prevention and treatment
without increasing funds for health promotion.  The current policy
climate underscores the need for multisectorial collaboration in rural
problem-solving and policy development.

To address these issues:
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• Federal and State policies aimed at rural alcohol use
prevention should support research and prevention programs
with a broader range of goals than youth abstinence from alcohol
use.

• Agencies, investigators, and practitioners engaged in the
prevention of youthful alcohol use and related research should
explore possibilities for working with partners from other sectors
to promote the healthy development of rural youth, families,
and communities, and to share funding for these initiatives.

• Federal and State policies should support comprehensive
approaches to improving rural health and welfare.

Use Multiple Research Methods

Research in rural areas presents many methodological challenges; thus, a
variety of quantitative and qualitative approaches should be employed
to circumvent obstacles.  Moreover, since each research method is
associated with both strengths and limitations, using diverse data-
collection and analytic techniques will enrich understanding.  Reaching
the same or similar conclusions through alternative methodologic
pathways also helps to validate findings.

If prevention resources are to be targeted to rural areas where they are
most needed, locales with a high prevalence of youthful alcohol use and
alcohol-related problems need to be identified.  This might be accom-
plished by oversampling rural communities and regions in existing
national surveys.  "Hot spots" for alcohol use by rural youth also might
be identified through closer analyses of school AOD use surveys
conducted by States.  Information routinely collected by rural schools,
health care providers, law enforcement agencies, and other sources also
could be analyzed, and perhaps consolidated and mapped.  Stories in
rural newspapers can provide important information about alcohol-
related problems and community concerns.  CSAP grant applications
and project reports from rural schools and communities also are likely
to contain data and observations relevant to surveillance.  These and
other sources of data should be examined so that rural surveillance
systems can be developed to detect emerging problems, pinpoint
geographic areas where prevention is most needed, and help to assess
how both planned prevention initiatives and unplanned social change
affect problem occurrence.
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Research on the epidemiology and etiology of alcohol use by rural
youth and the consequences of drinking behaviors should include not
only quantitative approaches, but also ethnography, archival studies,
obser- vations, and other qualitative techniques.  Individual and group
interviews with rural youth, parents, teachers, health and social service
personnel, county extension agents, police officers, sheriffs, religious
leaders, local business people, oldtimers, and other key informants can
provide insight into youthful drinking practices and their relationship to
local norms.  Douglas (1987) has observed that anthropological
methods for comparing community structure would be eminently
practicable for comparative studies of alcohol use.  Alexander and
colleagues (1992) have recom-mended process analysis (Peterson et al.
1987) to study environmental and behavioral precursors and
consequences of both injuries and near injuries.  These approaches, case
studies, case-control epidemiological investigations, and cross-sectional
surveys can help to analyze problems, generate hypotheses, suggest the
relative importance of different variables, and identify potentially
effective approaches to prevention.  Longitudinal research, preferably
involving successive cohorts of youth, is important in establishing
causal relationships (e.g., Bloch et al. 1991; Boyd et al. 1994; U.S.
Congress 1991).

More comparative research is needed to illuminate the heterogeneity of
rural communities.  Thus investigator-initiated research comparing
youthful alcohol use in different communities should be solicited.
NIAAA, NIDA, and other funding agencies also should foster exchange
and collaborative problemsolving among rural researchers through
conferences, newsletters, cooperative agreements, and other
mechanisms.  More analytical and integrative analyses should be
conducted across existing data sets to address drug policy issues (Aday
1993).  Techniques such as using common core questions also should be
employed to validate data and to determine the extent of overlap in
sampling frames (Aday 1993).  In addition, funding agencies should
consider collaborating on indepth case studies or periodic surveys of a
jointly selected sample of rural communities stratified by size,
proximity to urban areas, variations in alcohol use rates, and economic
condition.

Creativity and more flexibility are needed in developing workable and
methodologically solid approaches to program evaluation in rural areas.
Evaluation should be structured, not as a burden to rural schools and
communities, but as an opportunity for them to learn from what they
are doing.  Many approaches are possible, for as Sorensen and
Hargreaves (1982) have illustrated, even with limited resources, an



339

empirical attitude can lead to effective program evaluation in rural
settings.  For example, surveys or case studies can document issues in
program planning and implementation.  Intermediate outcomes of
program activities can be assessed.  Meta-analysis can be used to assess
program effects in small schools and communities.  Standardized data-
collection questionnaires could be made available from a centralized
service responsible for evaluation design and analysis of results.  In
return for training and technical assistance, several rural schools or
communities might agree to a randomized test of the same program if
those who serve as controls were guaranteed assistance with program
implementation after the experimental period.

Data should be gathered, reported, and made accessible in ways that will
inform the public and facilitate policy development, the selection of
priorities, and the planning of prevention research and program
initiatives.  This pertains to local, State, and National levels (Human
and Wasem 1991; Swaim et al. 1986).  Therefore, to the extent
possible, rural citizens should be involved in gathering, analyzing, and
interpreting information about alcohol use and alcohol-related problems
in their own communities.  As Oetting and Beauvais (1990) have
observed, a local survey can be an important intervention in and of
itself.  Reviewing demographic characteristics of the community and
nonconfidential records also can help local program planners understand
the unique characteristics of their community.  Tracking such
community information might become an ongoing project for a rural
agency, service club, or high school social studies class.  Data collected
and analyzed by others but returned to the community also can help
rural citizens to discuss their problems, monitor their progress in
addressing them, and modify current prevention initiatives or plan new
ones.  Involving rural communities in research and evaluation thus
fosters an interactive approach that is as important to the prevention
of alcohol problems as the prevention programs themselves (Tuchfeld
and Marcus 1984).  Dialog and collaboration between those who live in
rural communities and those who study rural youth also will enhance the
quality of research and its contribution to the development of rural
America.  Recommendations include:

• Alternative approaches to the evaluation of rural
prevention programs should be developed and tested.

• Investigators and agencies collecting data on alcohol use by
rural youth and alcohol-related problems in rural areas should
collaborate with each other and with other agencies and
disciplines to conduct more comprehensive studies of rural life.
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• Rural youth and adults should be engaged in efforts to
collect, analyze, and interpret data about alcohol use and
alcohol-related problems in their own communities.  Local
databases should be established and used in prevention planning.

NOTES

1. Called standard metropolitan statistical area from 1959 to 1983.

2. Here "rural" refers to areas meeting both Census Bureau and OMB
definitions of rural, or roughly 15 percent of the total U.S.
population.

3. OSAP was renamed the Center for Substance Abuse Prevention
(CSAP) in 1989 when the Alcohol, Drug Abuse, and Mental Health
Administration (ADAMHA) was reorganized as the Substance Abuse
and Mental Health Services Administration (SAMHSA) within the
National Institutes of Health.

4. Under that classification system, there are four types of rural areas.
Adjacent rural areas are counties contiguous to or within MSAs,
which are very similar to their urban neighbors.  Urbanized rural
areas are counties with a population of 25,000 or more but distant
from an MSA.  Frontier areas are counties with population densities
of fewer than six persons per square mile; these are the most remote
areas, with none existing east of the Mississippi River.  Countryside
rural areas include the remainder of the country not covered by
metropolitan or other rural designations (Patton 1989).

5. National health objectives for the Year 2000 (DHHS 1991) do not
mention rural youth.
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