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CHAPTER I 

INTRODUCTION 

Statistics compiled over the past five years reveal 

disturbing facts about the extensive use of drugs among 

students. Drug use in America today is a major threat to 

health, productivity, and quality of life. Fowler and 

Tisdale (1992) have reported that the nation's primary 

health problem is not AIDS but substance abuse. Research 

indicated that drug use among school-aged youth has reached 

epidemic proportions. Furthermore, the use of cigarette 

smoking, alcohol, and marijuana escalates rapidly during the 

sixth and seventh grades (Bernard, Fafoglia, & Perone, 1987; 

Eggert & Herting, 1993; Fowler & Tisdale, 1992; Horton, 

1988, 1992; Getting & Beauvais, 1990; Pellow & Jengeleski, 

1991; Rosiak, 1987). Bennett (1986), Estes, Fournet, 

Martin, Robertson, and McCrary (1990), and Moore and Forster 

(1993) have estimated that six percent of high school 

seniors drink alcohol on a daily basis, 189,000 adolescents 

smoke marijuana every day, and one in six 13-year-old 

adolescents has used marijuana. Rosiak (1987) has expressed 

concern that drugs touch all Americans in one form or 

another, but it is the children who are most vulnerable to 

their influence. 

Other research supported the danger of drugs. Estes et 

al. (1990) observed that children who are 9, 10, or 11 years 



old are playing Russian roulette with their hearts, their 

livers, and, in particular, with their brains. The Texans' 

War On Drugs (DuPont, 1987) implored, "Something must be 

done concerning the nemesis of drugs--for a whole generation 

is at risk" (p. 1). Former First Lady Nancy Reagan (1986) 

echoed this concern when she called drug use a deadly game. 

She began her own anti-drug campaign in 1981 by coining the 

slogan "Just Say No." Mrs. Reagan has since become 

America's number one spokesperson against drug abuse. She 

is not alone in her concern. Former President Reagan signed 

the Anti-Drug Abuse Act, which provided $2.4 billion in 

federal funds for drug-education programs, into law into 

1986. In signing the Anti-Drug Abuse Act, President Reagan 

emphasized that the intent of the bill was to identify 

individuals who use drugs, reach out to them, help them 

quit, and give them the support they need to live normal 

lives (Nemeth, 1986-87). The latest report on funding for 

the Drug-Free Schools and Communities Act of 1986, and the 

1989 amendments to the Act, revealed that $1.1 billion has 

been granted to the states (Brandon, 1992). 

Despite the renewal of the war on drugs in Washington, 

research has revealed that the outlook continues to be 

pessimistic. For instance, the American Institute For 

Character Education (1987) has noted that American children 

live in a troubled world that frequently offers only high-

risk solutions to the myriad problems it holds. Some 



observers have expressed the opinion that youth with weak 

self-concepts are easy prey to advertisements that portray 

alcohol and cigarettes as glamorous and of some benefit to 

users. Bradley (1988) and Lawrence (1986) agreed that a 

major obstacle in the battle against drugs is that society 

has made drug use very appealing to young people. Indeed, 

as Groller (1987) argued, advertisements for alcohol clearly 

equate being successful, mature, and having a good life with 

the consumption of alcoholic beverages. 

In fact, low self-concept has been frequently cited by 

adolescents themselves as a major cause of their drug-

abusing behaviors, and the research literature has 

consistently supported this conclusion (Miller, 1988; 

Kearney & Hines, 1980; Powers & Miller, 1987; Ried, 

Martinson, & Weaver, 1987). Hester (1984) asserted that 

self-esteem and independence are interdependent. Youngsters 

are dependent on self-esteem for the development of 

independence because the fulfillment of a sense of well-

being provides the basis for growth and development. Miller 

(1988) argued that, when students lack independence, their 

decision-making locus of control could center on extraneous 

factors and result in drug usage. 

Another troublesome notion found in the literature is 

that many children are introduced to drugs by their friends 

(Bennett, 1986; Department of Health and Human Services, 

1987). As Raniseski and Sigelman (1992) have reported, peer 



influence plays an important role in the genesis of 

adolescent behavioral problems, including the abuse of 

alcohol and drugs. Furthermore, Sagor (1987) has noted that 

involvement in drug usage is easily started because young 

people are curious, inclined to experiment, and extremely 

susceptible to peer pressure. Rosiak (1987) posited that 

the route to chemical dependence is made easier by the fact 

that young people have excessive amounts of free time and 

few responsibilities. Drug use, therefore, has a very 

important social dimension that must be addressed by the 

schools (Miller, 1988; Pisano & Rooney, 1988; Sheppard, 

Goodstadt, & Willett, 1987; Swisher & Crawford, 1971). 

Another contributing factor is parental support for 

drug usage. As Farrell noted (Groller, 1987), some parents 

frequently buy the beer for the parties their teenagers 

give. Furthermore, it has been reported that parental 

expectations are correlated with adolescent drug-taking 

behavior. Researchers have repeatedly found that drug use 

was heaviest in families where there were no directives 

against it, where it was tolerated, or where the parents 

believed that chemical use was not harmful (Ried et al., 

1987; Werch et al., 1991). 

In contrast, Selnow (1987) and Werch et al. (1991) have 

presented evidence concerning the positive effects that 

healthy, supportive parent-child relationships have on the 

drug-using behaviors of children. Further, in their 



research, Ried et al. (1987) discovered that non-drinking 

adolescents are those whose parents have communicated their 

non-drinking values to them. Lauderman (1984) praised the 

support parents give to their children and calls it the new 

frontier in the prevention of chemical dependency. 

Besides parents, the school must be considered a factor 

in stemming the rise of drug abuse. Rosiak (1987) observed 

that the schools most often see the dramatic consequences 

created by the drug problem such as impaired learning 

relating to memory, sensory, and cognitive integrity, as 

well as motivation and practice. According to Hyde (1981), 

sensory changes occur while the subject is in a drugged 

state, and the ability to attend to a specific task is 

significantly diminished, often reducing motivation and 

affecting the individual's pursuit of goals (Ausubel, 1980). 

Rosiak (1987) has concluded that the incentive to learn, 

study, and excel fade because the rewards of the drugged 

state are so effortlessly obtained. 

Numerous investigators have observed that drug use 

poses many physical, psychological, and social hazards (Drug 

Abuse Council, 1980; Lignell & Davidhizar, 1991; Schuster, 

1987; Taylor, Weisman, & Gest, 1986). Royse, Keller, and 

Swartz (1982), Talbot (1987), and Thomas (1992) suggested 

that diminished physical and psychological development 

becomes one of the major effects of drug use, and is 

particularly dangerous to developing bodies and minds. 



Wayne (1981) pointed out that difficult decisions about 

values and important distinctions between what is good and 

healthy, and what is bad and unhealthy are made even more 

difficult by drug use. Lignell and Davidhizar (1991) noted 

that students frequently drink to seek pleasure, to relax, 

to escape pain, and to make themselves more socially 

acceptable. 

As a result of the many hazards, the concern of the 

adult community about the drug problem has escalated (Sagor, 

1987). In turn, concern about the moral, psychological, and 

health implications of childhood drug abuse has caused 

parents and concerned citizens to forcefully argue for drug-

education programs in the schools. As Milgram (1987) has 

noted, this attitude is not a surprising one since Americans 

traditionally turn to the schools whenever a problem exists 

that affects a large segment of society. Educational 

efforts and programs evolve to meet societal concerns, and 

there is often a belief on the part of the general public 

that some form of intervention is better than nothing at all 

(Milgram, 1987). The demand for drug education, then, is 

based on the assumption that the right information will 

prevent students from using, or at least, abusing drugs 

(Royse et al., 1982). 



Statement of the Problem 

As a result of the concern about the dangers of drugs, 

many schools have implemented some type of drug-abuse 

prevention program which, in turn, has raised myriad 

questions concerning the effectiveness of these programs 

relative to the prevention of drug use and abuse. Recent 

studies revealed that programs aimed only at improving self-

concept or increasing knowledge about drugs have had 

virtually no impact on such problem behaviors as drug use 

(Dupont & Jason, 1984; Horan, Kerns, & Olson, 1988; Kim, 

McLeod, & Shantzis, 1989; Kooler & Bruvold, 1992; Ried et 

al., 1987; Snow, Tebes, Arthur, & Tapasak, 1992). 

As Ried et al. (1987) found, attitudes, rather than 

parental or peer norms, are more important in the influence 

of marijuana initiation or other drug use. Furthermore, 

Lignell and Davidhizar (1991) reported that the adolescent's 

personal attitudes and beliefs about alcohol and drugs may 

be a significant factor in determining whether or not 

alcohol and drugs will be used. Moreover, Stevens, Youells, 

Whaley, and Linsey (1991) and Werch et al. (1992) discovered 

that the attitudes of the child toward drinking, perceived 

family attitudes towards drinking, the number of drinking 

friends, and self-perceived wrongdoing were four factors 

strongly related to alcohol use. 

Miller (1988) found that there has been a significant 

change in attitudes toward alcohol and drug use among high 



school students. The general social milieu has an enormous 

effect on children's attitudes about drugs, but peers have 

far and away the most influence (Estes et al., 1990; 

Huetteman, Sarvela, & Benson, 1992). Other observers have 

echoed this conclusion noting that, with the reduction of 

parental influence, peer influence becomes ever stronger, 

and the attitudes children reflect are those of their peers 

to an increasing degree (Bennett, 1986; Miller, 1988; Pisano 

& Rooney, 1988; Ried et al., 1987). Lignell and Davidhizar 

(1991) have further cautioned that personal attitudes and 

beliefs about alcohol and drugs may be a significant factor 

in whether or not alcohol and drugs will be used. Further, 

Wells et al. (1992) reported that antisocial behavior and 

attitudes were stronger predictors of substance initiation 

for Asian-American than for black and white children among 

fifth-grade students. Thus, Sawyer (1978) and Kooler and 

Bruvold (1992) have recommended that the measurement of 

attitudes should relate, not only to personal use of drugs, 

but also to a realistic picture of the dangers involved, 

penalties for drug use, moral issues, and the like. 

Sound rationale exists to support the recommendation to 

measure attitudes. For instance, changes brought about as a 

consequence of attitude formation and modification have a 

more enduring effect than changes resulting from the 

modification of explicit behaviors (Miller, 1988). 

Additionally, there are some important considerations for 
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educators in the measurement of attitudes. Cato (1992) 

classified four statistically significant associations in 

the motives for, or pleasures sought, in recreation and in 

drug behavior: enhancement of popularity, provision of a 

means for self-discovery, achievement of personal goals, and 

means to rebel against parents. 

A further consideration is when to introduce drug-

education programs into the school curriculum. Since 

students from kindergarten through grade five have been 

consistently shown to be the most susceptible to attitude 

change, any interventions that focus on these students' 

attitudes are the most likely to succeed (Berdiansky, 1991; 

Botvin, Baker, Dusenbury, Tortu, & Botvin, 1990; Estes et 

al., 1990; Kearney & Hines, 1980; Kim, 1981; Miller, 1988; 

Pellow & Jengeleski, 1991; Ried et al., 1987). The surveys 

of children conducted by Pisano and Rooney (1988) and Hanson 

(1988) revealed a significant shift in attitudes, 

receptiveness to peers, and actual use of some forms of 

alcohol between the fifth- and sixth-grade levels. 

Finally, the drug-education program approach needs to 

be evaluated. Research studies have found that several 

approaches have been helpful in terms of effecting 

attitudinal change. Goldstein (1989), Hanson (1988), Horton 

(1992), Kim et al. (1989), and Raniseski and Sigelman (1992) 

suggested that programs that address modifiable predictors 

of drug use, such as how to cope with peer pressure, have a 



greater potential of being successful. Dupont and Jason 

(1984) discovered that assertiveness training increased the 

conservativeness of attitudes regarding drug and alcohol 

use. Farrell, Anchors, Danish, and Howard (1992) suggested 

a risk factor approach to predicting drug use by identifying 

risk factors that are significantly associated with the 

prevalence and frequency of drug use. 

Significance of the Study 

In the spring of 1986, the San Angelo Independent 

School District conducted a survey of the use and abuse of 

drugs among junior and senior high school students. The 

survey revealed that most students begin experimenting with 

or using drugs between the ages of eight and thirteen. As a 

result of this study. Dr. Judith Zentner, San Angelo 

Independent School District Health Services Coordinator, and 

Royce Smith, Director of Guidance Services, decided to 

initiate the use of drug-education programs in the 

elementary school. During the 1987-1988 academic school 

year, the San Angelo Independent School District implemented 

the Be Smart, Don't Start (BSDS), Character Education (CE), 

and Drug Abuse Resistance Education (DARE) programs in 

fifth-grade classrooms throughout the district. The 

objectives of each program focused on common components that 

included information about drugs, self concept development, 

decision making skills, values clarification, civil and 
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personal responsibility, and resistance to peer pressure in 

the use of drugs. 

The drug-education programs in the San Angelo 

Independent School District are based on the educational 

goals delineated by the Drug Abuse Council in 1973. The 

instructional activities of each of the programs have been 

designed to: 

1. increase the individual's knowledge about drugs; 

2. affect the individual's attitude toward personal use of 

drugs; 

3. alter the individual's drug-abuse behavior; 

4. increase the individual's participation in 

alternatives; 

5. clarify the individual's values; 

6. improve the individual's decision-making skills; and 

7. improving the individual's self-concept. 

The Be Smart, Don't Start drug-education program is a 

six-goal model designed to affect youngster's attitudes 

(Appendix B). The theme of this model is "Just Say No To 

Drugs" presented in a curriculum designed to be covered in 

six weeks of one-hour-per-week classroom instruction. The 

goals include knowing the basic facts about alcohol and 

other drugs, making a commitment to drug-free lifestyles and 

activities, resisting peer pressure to use alcohol and other 

drugs, developing positive relationships with others, 

engaging in activities that challenge their minds and 

11 



bodies, critiquing alcohol and other product advertising, 

and enhancing students' self-esteem (Department of Health 

and Human Services, 1987). 

Character Education, a ten-unit format, covers 

objectives that focus on the importance of becoming 

responsible citizens, showing students how to think well of 

themselves, resisting negative peer pressure, determining 

the consequences of their behavior, and developing self-

discipline (Appendix B). The curriculum takes approximately 

six weeks to cover (presented at the rate of one hourly 

session per week) and includes a teacher's guide with 

detailed instructions for each lesson, the materials needed, 

stories to be read to the class, questions to be used for 

discussion, and other activities designed for student 

participation. 

The third drug-education program. Drug Abuse Resistance 

Education, is based on the precepts of helping students 

recognize and resist the many subtle pressures that 

influence them to experiment with alcohol and marijuana. 

Project DARE is a seven-topic curriculum designed to help 

students recognize and resist the peer pressure that often 

leads to experimentation with drugs (Appendix B). A police 

officer conducts the program content, organized into 17 

forty-five to sixty minute sessions to be conducted over a 

span of seventeen weeks, and the classroom teacher teaches 

the suggested extended activities. Some lessons help build 
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students' self-esteem, stressing that children who feel 

positively about themselves will be more capable of 

asserting themselves in the face of peer pressure. Other 

sessions emphasize the consequences of using alcohol and 

drugs and identify alternative means of coping with stress, 

gaining peer acceptance, or having fun. Most importantly, 

students practice specific strategies for responding to 

peers who offer them alcohol, tobacco, or drugs (DeLong, 

1987). 

With the exception of Project DARE, research on these 

three programs has not been reported in the drug-education 

literature. In January 1986, a short-term evaluation 

assessed the impact of Project DARE on the attitudes, 

knowledge, and self-reported behavior of seventh-grade 

students who been in Project DARE for one semester during 

the sixth grade (DeLong, 1987). According to Delong, this 

study revealed that students who had DARE training reported 

a significantly lower use of alcohol, cigarettes, and other 

drugs following graduation from the sixth grade. A follow-

up study by Becker et al. (1992) evaluated the impact of 

DARE on fifth-grade students in the Long Beach Unified 

School District in California and found that, for this 

population, DARE did not significantly change the amount of 

drug use. The present study, therefore, is intended to 

determine whether or not the three drug-education programs 

in the San Angelo Independent School District have made a 
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significant, positive contribution to fifth-grade students' 

attitudes about self, others, and drug use. 

Several factors had to be considered in the planning of 

an evaluation of the drug-education programs in the San 

Angelo Independent School District. First, collection of 

the data had to be conducted shortly after the termination 

of the treatments to prevent the contamination of results by 

historical effects. In order to support the assumption that 

attitudes had not shifted for the sample population since 

the sixth grade, the investigator conducted a follow-up 

measure of attitudes with a sample of the same students now 

in the eighth grade. The results of those follow-up 

measures revealed substantially significant correlations 

between the scores obtained during the sixth and eighth 

grades. 

Second, a preliminary review of the drug-education 

literature did not divulge any formal evaluations of the 

Character Education or Be Smart, Don't Start curricula. 

However, a study published in 1981 reported no difference in 

overall knowledge and attitudes, as measured by survey 

items, between DARE and control groups (Kim, 1981). A study 

of 3,000 fifth-grade students by Becker, Agapian, and Yey 

(1992) suggested that DARE did not significantly effect drug 

use by the students participating in the study. Likewise, a 

longitudinal study of 1,584 students by Rosenbaum et al. 

(1994) revealed that "DARE had no statistically significant 
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main effects on drug use behaviors and had few effects on 

attitudes or beliefs about drugs" (p. 3). 

Third, this investigator believed that, since such a 

study had yet to be done, a comparison of the differential 

effects of programs on attitudes about self, others, and 

drugs, rather than changes in self-esteem and knowledge 

about drugs, would be of immeasurable value. Using analysis 

of variance with multiple comparison techniques, such a 

study would assess the efficacy of the three drug-education 

programs and, further, determine the influence, if any, of 

such factors as ability, achievement, or economic status. 

Therefore, by determining which of the three drug-education 

programs--BSDS, CE, or DARE--is the most effective, the 

results of this study would benefit, not only the research 

community, but the school districts and organizations who 

fund the drug-education programs as well. 

Furthermore, it was hoped that the findings of this 

study would answer some of the questions that counselors, 

educators, agencies, and others have concerning the outcomes 

of drug-education programs in public schools. The 

fundamental assumption of this study was that critical 

differences occur in children's attitudes regarding drugs 

during elementary school, depending upon the type of drug-

education treatment they receive. Many investigators had 

sought to create evaluation instruments for the purpose of 

evaluating the attitudinal change attributable to 

15 



drug-education programming, but this had proven difficult 

because of the lack of clearly defined goals, particularly 

in terms of their effect on the intended audience (Lewis, 

1969). Thus, a secondary purpose of this study was to 

demonstrate an efficacious drug-education and evaluation 

model that could be disseminated to agencies, educators, 

counselors, organizations, and researchers nationwide. 

Definition of Terms 

Drug Education 

Drug education is a general term used to describe the 

various programs offered in the public schools for the 

purpose of developing an awareness of drugs in students, as 

well as the inner strength and resolve necessary to make 

correct decisions during times of stress or conflict. Drug 

education encompasses many different processes and content 

areas. Drug-education approaches vary from lectures that 

impart factual information to a complex values-clarification 

process that mentions drugs only if the issue is raised by 

the students. The objective of drug education is to prevent 

or alleviate drug use or abuse. 

DRUGS Subscale 

The DRUGS subscale of the SAM measures the attitudes, 

values and opinions held by young people about drugs 

according to their responses to the following items. 
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1. Beer and marijuana is only for boys. 

2. Persons should not have the right to try new things, 

especially if it means experimenting with dangerous 

things. 

5. The increase in drug use by young people is the result 

of poor communication between parents and their 

children. 

7. Controlling drugs is the business of both the police 

and the school. 

8. Many young people turn to groups involved with drugs 

because they are looking for someone who they can be 

close to, can understand them, and can provide 

something that they miss at home. 

12. If a friend spending the night with me brings 

marijuana, I should tell my parents about it. 

13. Alcohol, snuff, cigarettes, and marijuana are sometimes 

a first step to going on to hard drugs like cocaine or 

heroin. 

14. Youthful drug users mean that society has grown used to 

getting high on artificial things. 

15. There appears to be an increase in people's view about 

drugs as being harmful. 

17. There should be drug laws. However, they should be 

more severe than they are now. 

17 



18. Adults use alcohol to forget something they already 

have. The young turn to drugs to find something they 

do not have. 

19. For young people, drugs represent a kind of withdrawal 

from society. 

20. Young people who take drugs are all alike. 

21. Students taking drugs mean that they are turning to 

objects rather than people for their real needs. 

22. The greater the involvement with drugs, the lesser the 

involvement with people. 

26. If a friend or someone I like offers me a beer or 

cigarette, I should refuse it. 

28. If I find myself at a party where they are serving beer 

or trying drugs, I should leave even if I am called a 

chicken. 

31. The main reason people should not use drugs such as 

marijuana is because it is against the law. 

32. It is not okay if someone gets drunk or high at a 

birthday party, a wedding, or a promotion party. 

34. Drugs are especially bad because of the way in which 

they are used. 

36. Drugs and driving do not mix well. 

39. People who take cocaine soon become addicted to it. 

18 



Economic Group 

Economic grouping refers to the subgrouping of the 

study participants into disadvantaged or nondisadvantaged 

according to the percentage of students receiving free or 

reduced lunches at their respective campuses. 

Economic Status 

The socioeconomic status of each campus was determined 

by comparing the demographic data of the fifth-grade 

students at each campus, as reported in the May 1988 Texas 

Educational Assessment of Minimum Skills Summary Report, 

with the formula for ascertaining if campuses are advantaged 

or disadvantaged given to the school district by the Texas 

Education Agency. In this formula, the number of elementary 

students in the San Angelo schools receiving free or reduced 

lunches is divided by the total number of elementary 

students in the district to obtain a district-wide 

percentage. The status of each campus is established by 

comparing the percentage for that campus with the this 

district-wide percentage. All of the campuses with 

percentages greater than the overall percentage are 

considered to be disadvantaged and qualify for Migrant and 

Chapter One classes. Nine of the twenty elementary schools 

involved in this study fall into the disadvantaged category 

leaving eleven nondisadvantaged campuses. 
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Experimental Group 

Experimental grouping refers to the subgrouping of the 

study participants by economic classification (disadvantaged 

or disadvantaged) and treatment grouping (Control, DARE, 

BSDS, or CE). 

OTHERS Subscalf^. 

The OTHERS subscale of the SAM measures the attitudes, 

values and opinions held by young people about others 

according to their responses to the following items. 

9. Most adults are nice and fair. 

10. Drug users are all sick. 

23. It is just as important to me what my parents think, as 

what my friends think. 

25. Students have all the freedom they need in school. 

35. Parents usually spend time listening to and 

understanding their children. 

38. School is very interesting. 

Student Attitude Measure 

The Student Attitude Measure (SAM) was administered to 

the study subjects. This inventory consists of subscales 

that measure attitudes about self, others, and drugs (see 

Appendix A). 
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Treatment Group 

Treatment grouping refers to the subgrouping of study 

participants according to the drug-education program 

conducted at their campus (Control, DARE, BSDS, or CE). 

SELF Subscale 

The SELF subscale of the SAM measures the attitudes, 

values and opinions held by young people about self as 

measured by the following items. 

3. I am as smart as the others. 

4. In order to fit in with a group, one doesn't have to do 

some things that one wouldn't usually do. 

6. I like the way I look. 

11. I would rather solve a difficult problem than have 

someone tell me the answer. 

16. Students who feel good about themselves know how to 

make their own decisions and learn about the dangers of 

drugs are not likely to do drugs. 

24. When I run into a situation which I can't handle, I ask 

for help. 

27. I care what others think of me. 

29. Partying with my friends while they are doing drugs is 

not for me. 

30. Going to school is one of the most important things in 

my life. 

33. I seem to do things as easy as others do. 
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37. I don't like to work alone. 

40. I can do just about anything anyone my age can do. 

Research Ouestions 

The objectives of this research were to: 

1. determine the effects of the DARE, CE, and BSDS 

educational programs on students' attitudes toward 

themselves, others, and drugs; and 

2. determine the magnitude and direction of the 

differences in attitudes toward themselves, others, and 

drugs reported by students at the disadvantaged and 

nondisadvantaged campuses involved in the study. 

From these objectives, the following questions were 

generated: 

1. Students from nondisadvantaged campuses using Project 

DARE will show more positive attitudes toward 

themselves and others, and more negative attitudes 

toward drugs than will students in the CE and BSDS 

programs. 

2. Students from nondisadvantaged campuses using the CE 

program will show more positive attitudes toward self 

and others, and more negative attitudes toward drugs 

than will students in the BSDS and Project DARE 

programs. 

3. Students from nondisadvantaged campuses using the BSDS 

program will reveal more favorable attitudes toward 
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themselves and others, and more negative attitudes 

toward drugs than will students in the Project DARE and 

CE programs. 

4. Independent of one another or economic grouping, the 

Project Dare, BSDS, and CE educational approaches will 

result in a significant effect on students' attitudes 

towards self, others, or drugs. 

Therefore, the study was directed by the following 

three hypotheses: 

1. There will be no difference in the attitudes about 

self, others, and drugs reported by the four treatment 

groups. 

H Q * XJ^ = XJ = X3 = X4 

Hi: Xi ^ X2 ^ Xj ^ x^. 

2. There will be no difference in the attitudes about 

self, others, and drugs reported by the two economic 

groups. 

H^: Yj^ ^ Y2. 

3. There will be no difference in the attitudes about 

self, others, and drugs due to the interaction effects 

of treatment and economic grouping. 

Ho: XiY, = X,Y, = X,Y, = X,Y, = X3Y, = X,Y, = X,Y, = X.Ŷ  

H^: X^Y, ^ X,Y, * X,Y, ^ X,Y, ^ X3Y, ^ X,Y, ^ X,Y, ^ X,Y,. 
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Limitations of the Study 

The investigator acknowledges that the analysis of old 

data may be subject to question. However, several factors 

warrant the use of the available data for the purposes of 

this study. The most salient of those factors being access 

to the three drug-education programs simultaneously. At no 

time before or since has the San Angelo Independent School 

District offered the three drug-education programs within a 

single grade level or during a single academic year. This 

afforded a singularly unique opportunity to compare the 

three programs. 

Other than the use of old data, the most obvious 

limitation to this study is inherent in the research design. 

As Tabachnick and Fidell (1989) have asserted, attributing 

causality to an independent variable is difficult when the 

investigator is unable to randomly select subjects or 

manipulate the levels of that variable. In such cases of 

nonexperimental research, systematic differences in a 

dependent variable associated with levels of an independent 

variable are considered to be due to a nonspecific 

relationship. Therefore, the generalizability of study 

outcomes were seriously diminished because: 

1. the study subjects could not be randomly assigned to 

the treatments; 

2. the investigator could not control the scheduling of 

drug-education treatments (With the exception of DARE, 
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classroom teachers were permitted to present the drug-

education curriculum at their convenience during the 

nine-month academic year. Scheduling of the DARE 

Project was coordinated between the SAISD and the San 

Angelo Police Department); 

3. the investigator could control neither the potency nor 

the quality of the drug-education treatments; 

4. the homogeneity of the experimental groups could not be 

guaranteed; 

5. the treatment programs did not involve the same number 

of sessions and were not run concurrently and, thus, 

maturation effects may have influenced certain 

attitudes in students; 

6. the groups could not be pretested since some of the 

programs were in progress prior to the start of this 

study; and 

7. the Student Attitude Measure (SAM) used in this study 

had not been formally standardized. 

On the other hand, it was believed that the single-

setting, one-time-period case-study design (Cook & Campbell, 

1979) developed for this study would serve to minimize the 

common threats to internal validity imposed on 

nonexperimental research by: 

1. History, 

2. Maturation, 

3. Testing, 
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4. Instrumentation, 

5. Statistical regression, 

6. Selection, 

7. Mortality, 

8. Interaction with selection, 

9. The interactions of selection, setting, and history 

with treatment, and 

10. Ambiguity about the direction of causal influence. 

To compensate for these limitations, the investigator: 

1. ensured that study participants within each of the 

groups were randomly selected from the subject pool; 

2. considered ability and achievement to be covariates in 

between-groups analysis of covariance procedures to 

control for the influence of these two factors; and 

3. conducted preliminary reliability and validity studies 

of the Student Attitude Measure (SAM), as well as a 

concurrent validity comparison between the Student 

Attitude Inventorv (Kim, 1988) and the SAM. 
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CHAPTER II 

REVIEW OF RELATED LITERATURE 

Introduction 

A common assumption found in the drug-education 

literature is that almost any form of drug education will 

significantly increase the awareness levels of students 

(Caliguri, 1992). The general decline in cigarette smoking 

over the past two decades suggest that tough-minded 

education focused on the dangers of drug usage is effective 

in changing drug-use behaviors. Many experts have insisted 

that the educational principles used to change smoking 

behavior must now be applied to drug education in order to 

reduce alcohol and drug abuse in America (DuPont, 1987). 

Drug education, as it now exists, is in its infancy in 

comparison to intervention in other areas of concern such as 

reading readiness (Swisher, 1982). Furthermore, relatively 

little consideration has been given to appropriate goals for 

drug education, a philosophical base for prevention, 

appropriate policy, or fundamental learning or developmental 

theory (Milgram, 1987; Minix, 1987). When any of these 

components are missing, the program typically fails. 

Swisher (1982) has reported that his review of the 

educational-research literature did not reveal any studies 

that addressed the role of learning, personality, or 

developmental theory in drug education. On the other hand, 
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more recent literature has described several major theories 

that attempt to explain drug-using behavior. According to 

Lettieri, Sayers, and Pearson (1980), Fredisdorf (1989), and 

Berdiansky (1991) drug-abuse theories can be categorized 

according to intrapersonal, interpersonal, extrapersonal, 

and physiological factors. These investigators quickly 

pointed out, however, that the vast majority of the 

literature on substance-abuse education has not consistently 

been linked to a theoretical base. The theoretical 

positions most commonly cited are the cognitive, affective, 

behavioral, and psychosocial perspectives. 

An equally salient weakness of school-based drug 

education has been the inadequacy of program-evaluation 

methodology, and findings have been too inconsistent and 

negative to be directly helpful in developing further 

programming (Brandon, 1992; Goodstadt, 1987, 1989; Milgram, 

1987). By way of example, a 1980 NIDA-funded evaluation of 

127 drug-education programs showed only minimal effects on 

drug use and attitudes (Levine, 1986). In fact, Levine 

gives drug-education programs an "F" in his review of 

classroom programs, and notes that, while a few programs 

show promise, most do not work. Reasons for the failure of 

drug-education programs include the lack of proper training 

for the teachers, poor rapport between the students and 

outside experts, and inadequate allocations of time and 

resources (Milgram, 1987). Furthermore, Brandon (1992) and 
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Goodstadt (1987) have both recommended meticulous program 

planning, development, implementation, and evaluation to 

make drug-education programs maximally effective. 

However, a major development in society's perspective 

on drugs has been the shift to a more scientific basis for 

evaluating their effects. As a result of this development, 

drug-education programs have been evaluated using a number 

of approaches (Royse et al., 1982). According to Minix 

(1987), approaches to drug-education evaluation have relied, 

at least in part, upon the scientific measurement of 

behavioral change, or upon estimates of actual and potential 

abuse of a substance. Blum (1976), on the other hand, has 

recommended evaluating programs by changes in knowledge 

about drugs, in attitudes, or in drug-use behavior. 

Most reviewers of drug-education literature have agreed 

that a need exists for research that examines the types and 

levels of information provided, the forms and types of 

dissemination processes, the development of attitudes and 

values, and the development of decision-making skills 

regarding drug use. Swisher (1982) emphasized that the 

schools should: 

1. obtain and disseminate objective information about 

drugs; 

2. monitor information sources in order to reduce 

inaccuracies; 
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3. disseminate information that includes awareness of the 

complex interaction effects of multiple drug use; and 

4. develop curricular materials that incorporate 

conceptual levels, critical learning, and decision

making models. 

The History of Drug Education 

According to Wheller (1992), drug education can be 

characterized by two generations of strategic thought. He 

noted that 

the first generation assumed that knowledge of the 
adverse health effects of drug taking would be 
sufficient to deter young people from such behavior. 
The second generation of drug education programs 
assumed that if young people acquired certain 
intellectual and social skills they would be able to 
resist the temptation to take drugs, (p. 116) 

Wheller thus marked a third generation of drug education 

based on new assumptions and employing new strategies that 

arose from the ashes of the first two approaches. This new 

model of prevention considers the prevailing attitudes and 

motivations of the target population. 

These shifting educational strategies can best be 

described historically. From the latter part of the 19th 

century until the middle of the 20th century, the goal of 

prevention was better health and well-being for working men 

and their families (Russell, 1975). Next came the rational-

cognitive educational approach of the 1950s and early 1960s. 

The latter part of the 1960s saw a movement toward affective 
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education. As behaviorism gained popularity in the 1970s, 

prevention education emphasized the reinforcement of non-

using behaviors. Finally, the psychosocial approaches of 

the 1980s and 1990s included combinations of cognitive, 

affective, social, personality, and developmental factors. 

Early Drug-Education Programs 

Drug-education programming from the late 19th century 

until the middle of the 20th century focused on "clean 

living" in an attempt to control alcohol and tobacco 

consumption (Engs, 1991). Emphasis was placed on teaching 

the harmful effects of using alcohol and other mood-altering 

substances (Russell, 1975). Green and Kelley (1989) 

reported that reformers of the period believed that 

eliminating the evils of alcohol, tobacco, and pornography 

would restore traditional family values and lead to a 

"Golden Era" that was prosperous and free of crime. These 

early drug-education efforts were based largely on the moral 

repugnance with which some people viewed narcotics, cocaine, 

and marijuana, and on the illegality of these drugs (Kantor, 

Caudill, & Ungerleider, 1992). Lamarine (1993) reported 

that the catalyst for drug education in the schools emerged 

late in the nineteenth century when society began to view 

drug use as a moral failure and early drug education drew 

its sustenance from the religious standards of that day. 

The Women's Christian Temperance Union was able to have 
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health-education curricula emphasizing abstinence from 

alcohol and other substances adopted by the schools of the 

nation. Lamarine further noted that, by the 1920s, the 

Volstead and Harrison narcotics acts placed legal support on 

the side of the moral attitudes espoused by religious 

leaders. However, drug-education approaches based solely on 

morality are rarely effective, and such programs often 

stimulate curiosity and encourage experimentation 

(Berdiansky, 1991; Minix, 1987; Winters, 1990). When the 

moral and legal approaches of national prohibition failed to 

curtail drug usage, the government placed greater emphasis 

on fear-arousal strategies. The film. Reefer Madness, was 

subsequently released in an attempt to frighten youngsters 

away from the use of "soul destroying" drugs (Lamarine, 

1993). However, Aubrey (1973) observed that programs that 

employ scare tactics such as integration with active or 

former addicts have yet to be proven effective. 

1950s and 196Qs Drug Education 

A more rational educational approach that emphasized 

providing students with information about the 

physiologically harmful effects of drugs was utilized during 

the 1950s and 1960s (Botvin et al., 1990; Falco, 1990). 

Health, science, and physical-education classes presented 

scientific facts on the effects of harmful drugs, especially 

tobacco (Engs, 1991; Goodard, 1966). 
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Many studies have found that alcohol- and drug-

education programs can increase knowledge and may also alter 

attitudes about substance use and abuse, but those studies 

have fallen short of showing that such programs actually 

modify drug-use behaviors (Ambtman, Madak, Koss, & Straple, 

1990). Furthermore, Kearney and Hines (1984) and Kreutter, 

Gewirtz, Davenny, and Love (1991) found in their respective 

literature reviews that students who received comprehensive, 

factual information about drugs later used more illicit 

drugs than did students who did not receive such 

information. Schaps, DiBartolo, Palley, and Churgin (1978) 

reviewed the results of 55 studies relating to cognitive 

drug-education programs. These investigators found that 

two-thirds of the programs that attempted to improve 

subjects' knowledge about drugs were able to accomplish this 

objective. While Cvetkovich, Earl, Schinke, Gilchrist, and 

Trimble (1987) and Duryea and Okumabua (1988) discovered 

that information-based interventions to increase the use of 

seat belts, decrease smoking, reduce crime, and change 

health-related behaviors have often failed. Swisher (1982) 

cautioned that gains in knowledge are not necessarily 

related to students' intended or actual use of substances. 

Affective Drug Education 
During the Late 1960s 

The latter part of the 1960s saw the supplementation of 

cognitive approaches with affective education. This 
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integrated approach emphasized feelings and their 

psychological manifestations, such as self-esteem and locus 

of control (Lamarine, 1993). Fundamental to this approach 

was the assumption that various states of psychological 

imbalance could be corrected by self-medicating or using 

psychoactive substances (Botvin et al., 1990). 

Affective educational theories focus on the affective 

development of the individual, and stress that approaches 

based on affective theory can prevent excessive use of 

drugs. Several theorists (Becker et al., 1992; Goldstein, 

1989; Kim et al., 1989; Kim, McLeod, & Shantzis, 1993; 

Kreutter et al., 1991; Miller, 1988; Minix, 1987; Pisano & 

Rooney, 1988; Powers & Miller, 1987) have described 

affective curricula that focuses on two affective 

components: 

1. intrapersonal developmental tasks and skill, such as 

self-understanding, self-acceptance, positive self-

esteem, clarified values, moral reasoning, decision

making skills; and 

2. interpersonal development tasks and skills, such as 

effective listening, communication skills, leadership 

skills, resistance to peer pressure, acceptance of 

individual differences, group-participation skill and 

assertiveness. 

The social aspects of substance abuse described by 

Kantor et al. (1992) and Minix (1987) corroborated Swisher's 
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1982 findings regarding the interpersonal domain. In that 

work, Minix highlighted five areas of social development to 

be addressed by drug-education programs: 

1. goal-setting skills (career and life planning), 

2. anxiety/stress reduction skills, 

3. decision-making skills, 

4. self-esteem development, and 

5. communication skills. 

Research on this approach has revealed, however, that 

affective-based educational strategies alone do not 

influence drug-use behaviors to a significant degree 

(Lamarine, 1993). 

The Behavioral Theories of the 1970s 

Behavioral theories that emphasized non-drug-using 

behaviors were the next to be embraced (Swisher, 1982; 

Levine, 1986). As Cohen (1973) has observed, these theories 

assume that alternative, constructive behaviors will replace 

the drug-using behaviors, and matching the alternative 

behaviors with the psychological needs of the persons is the 

key to the success of programs founded on these theories. 

Cohen also contends that drug use is an expression of normal 

developmental needs, and offers a model of intervention 

based on this belief. According to that model, individuals 

may gravitate to the opportunities that meet their needs in 

a constructive manner. Consistent with this notion, 
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educational materials, such as Drinking Etiquette, were 

disseminated by the federal government during the 1970s. 

Intended for individuals who chose to drink, this booklet 

described responsible drinking behaviors (Engs, 1991). 

A popular prevention-education program introduced 

during the 1970s was "Here's Looking at You." The goal of 

this approach was to modify the attitudes and peer 

relationships of children by teaching them abstinence, 

positive self-esteem, and effective refusal skills (Stevens 

et al., 1991). "Here's Looking at You, Two" is currently in 

use in may school systems nationwide. Studies indicate that 

this curriculum effectively increased students' knowledge 

about drugs and alcohol (Green & Kelley, 1989). 

The Psychosocial Approaches 
of the 1980s and 1990s 

Finally, psychosocial approaches that combine 

cognitive, affective, social, personality, and developmental 

factors began to emerge (Lamarine, 1993). The basic 

assumption of these approaches was that individuals who use 

drugs also present such antisocial behaviors as cheating, 

lying, and stealing; are seldom involved in extracurricular 

activities at school; and are often academic underachievers 

(Lamarine, 1993). Ambtman et al. (1990) noted that the 

three contemporary strategies most commonly used to educate 

students exhibiting such antisocial behaviors include: 
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1. a knowledge/attitudes/behavior approach; 

2. a values/decision-making approach; and 

3. a social-competency approach. 

The knowledge/attitudes/behavior model assumes that 

inadequate knowledge of the consequences of drug abuse 

results in inappropriate attitudes and behaviors. This 

approach provides factual information about the consequences 

of drug abuse in order to promote appropriate attitudinal 

and behavioral changes. On the other hand, the 

values/decision-making approach assumes that drug abuse 

occurs as a result of inappropriate values and inadequate 

decision-making skills. This approach promotes self-

understanding and responsible decision-making to enable 

students to make responsible decisions about drug use. 

Finally, the social competency approach assumes that 

substance abuse is caused by deficient psychosocial skills. 

This approach concentrates on modeling health-promoting 

behaviors and teaching the skills necessary to resist the 

social influences that promote substance abuse such as peers 

and the media (Ambtman et al., 1990). 

Drug Education Evaluation 

Regarding the goals and format of drug-education 

programs, there is no general agreement regarding the best 

approach to drug-abuse prevention education, primarily 

because none has been proven to be successful (Goodstadt, 
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1987; Levine, 1986; Moskowitz, Malvin, Schaeffer, & Schaps, 

1984a; Swisher, 1982). However, many current program-

evaluation models have incorporated realistic evaluation 

components that give promise to continued evaluation efforts 

(Goodstadt, 1987). Moreover, most investigators have agreed 

that ongoing research is necessary in order to maintain the 

national priority on drug prevention. 

Moskowitz, Malvin, Schaeffer, and Schaps (1984b) and 

Swisher (1982) have summarized the results of the series of 

studies conducted under the various theoretical assumptions 

herein described: 

1. drug-education programs have been largely ineffective 

in preventing substance abuse; 

2. knowledge gains were achieved at the junior high, 

senior high, and college levels; 

3. attitudes towards personal use became more conservative 

at the junior high level and did not change at the 

senior high level; and 

4. self-reported use of drugs did not change at any level. 

Additionally, Fejer and Smart (1974) have concluded 

that most programs have not measured the actual effects that 

the program has had on behavior, and that this aspect of 

program effectiveness is necessary and essential. In her 

summary of alcohol- and drug-education programs, Milgram 

(1987) was more positive, especially concerning those 

strategies that combine intensive service programs and 
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rigorous evaluations. As she pointed out, a hopeful long-

term goal is that drug education will minimize high-risk 

drug use. 

Most observers of society have agreed that drugs and 

alcohol are a major part of American society. Our youth are 

often introduced to drug use through parental or peer 

influence. Some youngsters may initially have access to 

drugs or alcohol through one of the parents and, as 

individuals enter into adolescence, they find that drinking 

and experimenting with other substances is a part of growing 

up with their peers. Unfortunately, many cannot distinguish 

between the social use and abuse of alcohol or drugs. 

The abuse of drugs is such a critical problem that 

concerned educators, parents, students, and others have 

taken steps to help individuals with their failure to 

control the use of something that is a major threat to both 

their mental and physical health. Therefore, school-based 

drug-education programs have received wide societal support, 

resulting in the development of many types of drug-education 

programs. However, it is important to recall the 

observation reported by Milgram (1987) that the major flaw 

of many of these programs has been that they lack a 

philosophical base and supportive policy statements. 

Further, a vast number of programs lack goals and objectives 

which results in uneven content and ineffective methodology. 
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In summary, the vast majority of drug-education 

evaluations recognize that Americans are a drug-using 

society. In order for drug-education programs to be 

effective, the format must view historical, social, and 

psychological determinants as factors contributing to the 

use and abuse of drugs. The individuals' attitudes, values, 

internal and external support systems, and assessments of 

the consequences of drug use are the major deterrents to 

drug involvement. 

The nature of the drug problem is such that all 

resources, including parents, community, private and public 

agencies must stand together with students in their efforts 

to control drug abuse in contemporary society. School 

administrators must assume a leadership role that reflects 

their students' needs, interests, and aspirations. In 

essence, school policies must support rather than punish, 

and enlist rather than alienate. At the same time, parents 

and the community must be made aware of their roles in 

preparing youths for the war against drugs. 

Most experts have agreed that drug-prevention 

strategies for students should begin early because concepts, 

attitudes, and behaviors develop during the elementary 

years. Educational systems must capitalize on the 

opportunity to provide drug-education when such training 

presents the maximum likelihood for success. Program 

objectives must focus on the societal conditions that are 
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known to be conducive to drug use and abuse, as well as the 

reasons why individuals use drugs. Finally, the entire 

community must promote and maintain an open environment 

where students feel secure, wanted, loved, and free to 

express their innermost feelings. 
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CHAPTER III 

METHODS AND PROCEDURES 

The specific methods and procedures utilized to test 

the study's hypotheses are presented in this chapter. 

Moreover, the setting, participant selection procedures, 

participant characteristics, instrumentation, dependent and 

independent variables, data collection procedures, research 

design, and procedures for analyzing and interpreting the 

study data are also described. 

Setting 

This study was conducted at twenty elementary schools 

in San Angelo, Texas, a city of approximately 100,000 

people, in Tom Green County in the heart of West Texas. 

Eighteen of the twenty elementary schools offered either the 

Be Smart, Don't Start, Character Education, or Drug Abuse 

Resistance Education program to fifth-grade students during 

the 1987-88 school year. 

The socioeconomic status of each campus was determined 

by comparing the demographic data of the fifth-grade 

students at each campus, as reported in the May 1988 Texas 

Educational Assessment of Minimum Skills Summary Report, 

using the formula for ascertaining if campuses are 

advantaged or disadvantaged given to the school district by 

the Texas Education Agency. Employing this formula, the 
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number of elementary students in the San Angelo schools 

receiving free or reduced lunches is divided by the total 

number of elementary students in the district to obtain a 

district-wide percentage. The status of each campus is 

established by comparing the percentage for that campus with 

the district-wide percentage. All of the campuses with 

percentages greater than the overall percentage are 

considered to be disadvantaged and qualify for Migrant and 

Chapter One classes. Nine of the twenty elementary schools 

involved in this study fall into the disadvantaged category 

leaving eleven nondisadvantaged campuses (Table 3.1). 

Participants 

Participant Selection Procedures 

Subject selection for each subgroup was conducted via 

random sampling for the subject pool of fifth-grade 

students. An equal number of students constituted each 

economic and treatment group cluster. Since all of the 

fifth-grade students at the eighteen campuses had access to 

a drug-education program, the subjects for each treatment 

group were randomly selected from the subject pool of all 

fifth-grade students at campuses participating in that drug-

education program. A total of 240 students (30 students in 

each of 8 experimental groups) were selected for 

participation in the study via the randomization process. 
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Table 3.1: Participating San Angelo Independent School 
District Elementary Schools by Economic 
Classification with Percentages of Students 
on School Lunch Program and Assigned 
Drug-Education Program 

Nondisadvantaged 

School Percentage Drug-Education Program 

Bonham 
Bowie 

2 
6 

Character Education 
Character Education 

Crockett 
Travis 

14 
15 

Character Education 
Control 

Day 
Fannin 

Goliad 
McGill 

Austin 
Glenmore 

21 Be Smart, Don't Start 
25 Drug Abuse Resistance Education 

25 Be Smart, Don't Start 
26 Drug Abuse Resistance Education 

27 Drug Abuse Resistance Education 
27 Be Smart, Don't Start 

Santa Rita 29 Character Education 

Alta Loma 
Belaire 

Bradford 
Rio Vista 

San Jacinto 
Ft. Concho 

Holiman 
Reagan 

Blackshear 

Disadvantaged 

30 Drug Abuse Resistance Education 
42 Be Smart, Don't Start 

64 
58 

Be Smart, Don't Start 
Character Education 

57 Control 
69 Be Smart, Don't Start 

71 Be Smart, Don't Start 
79 Be Smart, Don't Start 

88 Drug Abuse Resistance Education 
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Subject identification numbers were determined using 

their assigned student identification number and the code 

number of the campus. Each subject identification number 

was maintained in a master list in offices of the Department 

of Data Services at the San Angelo Independent School 

District central office. Therefore, a subject can only be 

identified by comparing his or her identification number 

with the master list in the central office. The randomized 

selection of study subjects was accomplished anonymously 

using these student identification numbers. 

The investigator then labeled each student inventory 

for data collection. Each student's attitude measures was 

coded with the identification number, one initial for the 

campus name, and one letter for the name of the drug 

program. For example, a student at the Alta Loma Campus, a 

DARE identified school, was identified as 452123-AD, and a 

student at the Day Campus, a BSDS group, was identified as 

441358-DB. Thus, students' names did not appear on any of 

the data-collection materials. 

Participant Characteristics 

Participants in this study were 240 fifth-grade 

students in twenty elementary schools in San Angelo, Texas. 

As Table C.l in Appendix C shows, the overall mean age of 

the participants was 11.921 years. Specifically, there were 

54 students 11 years of age (29 in the nondisadvantaged 
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schools and 25 in the disadvantaged schools), 151 students 

12 years of age (83 in the nondisadvantaged schools and 68 

in the disadvantaged schools), 33 students 13 years of age 

(7 in the nondisadvantaged schools and 26 in the 

disadvantaged schools), and 1 student 14 years of age 

(nondisadvantaged school). The age of one study participant 

was not reported. 

Table C.2 in Appendix C shows that 127 male and 113 

female students participated in the study. Sixty-two of the 

male participants attended nondisadvantaged schools and 65 

were enrolled in disadvantaged schools. Of the females, 58 

attended nondisadvantaged schools and 55 attended 

disadvantaged schools. 

The ethnic composition of the study sample is depicted 

in Table C.3 in Appendix C. From that table it can also be 

seen that the sample population consisted of 17 Black, 112 

Hispanic, 109 White, and 2 Asian students. Table C.3 also 

reveals that the nondisadvantaged sample component was 

composed of 3 Black, 28 Hispanic, 87 White, and 2 Asian 

participants. The disadvantaged component contained 14 

Black, 84 Hispanic, and 22 White participants. In summary, 

these data clearly show that the students in the 

disadvantaged schools tended to be slightly older. Black or 

Hispanic males. 

The disparate nature of the groups is further evident 

when the academic abilities and achievements, as measured by 
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the CAT IQ and CTBS scores, are compared. As Tables C.4 and 

C.5 in Appendix C reveal, the mean CAT IQ and CTBS scores 

were higher for the nondisadvantaged participant groups in 

every case. The further analysis of these differences was 

warranted, and the results of these studies are presented in 

Tables C.6 and C.7 in Appendix C. 

As Table C.6 indicates, the differences in CAT IQ 

scores by treatment group, economic group, and experimental 

group are all significant at F(7, 232) = 8.92, p>0-0001. 

The Tukey HSD comparisons for the treatment groups show that 

the mean CAT IQ scores for the Control components were 

higher than for all other treatment groupings, that the 

Control and CE components were significantly higher than 

those of the DARE and BSDS groupings. Likewise, the mean 

scores of the nondisadvantaged groups were significantly 

higher than those of the disadvantaged groups. As the final 

pairwise comparison in Table C.6 depicts, the means of the 

CAT IQ scores are significantly higher for the Control-N and 

CE-N experimental groups than for the other six groups. 

These comparisons also show that the means of the 

nondisadvantaged groups are higher than the means for the 

disadvantaged groups in every case. 

As Table C.7 in Appendix C indicates, the differences 

in CTBS score means by treatment group, economic group, and 

experimental group was significant at F(7, 232) = 2.78, 

p>0.0085. The Tukey HSD comparisons in that table show that 
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the most significant difference was between the 

nondisadvantaged and disadvantaged components. The final 

pairwise comparisons of experimental group means reveals 

that the CE-N and Control-N group means were significantly 

higher than the CE-D group. However, the means of the 

nondisadvantaged components were again higher than those of 

the disadvantaged components in every case. 

From these analyses, it is apparent that the eight 

groups in this study were disparate along the economic lines 

defining the study. The participants from the disadvantaged 

schools tended to be older, minority students who 

demonstrated less ability and lower achievement levels than 

the students from the nondisadvantaged schools. 

Methodology 

Design and Procedures 

The design is quasi-experimental and non-equivalent 

(Campbell & Stanley, 1963) because of two limitations. 

First, the subjects were not randomly assigned to the 

treatments, nor did the investigator have full control over 

the scheduling of treatments. Three of the four treatment 

groups received a type of drug-education program and the 

fourth group, the control group, did not receive a 

treatment. Each of the four groups received a post-test 

measure following the randomized selection to the study from 

the subject pool of fifth-grade students. 

48 



The independent variables in this 4 X 2 factorial 

design were the 4 levels of treatment (3 types of drug-

education programs and 1 control) and the 2 levels of 

socioeconomic status (see Figure 3.1). The dependent 

variables were the subjects' attitudes about self, others, 

and drugs as measured by the Student Attitude Measure. 

Treatment Groups 

Economic 
Groups 

Nondi sadvantaged 

Disadvantaged 

Control 

Control-N 
n=30 

Control-D 
n=30 

DARE 

DARE-N 
n=30 

DARE-D 
n=30 

BSDS 

BSDS-N 
n=30 

BSDS-D 
n=30 

CE 

CE-N 
n=30 

CE-D 
n=30 

Figure 3.1: 

N = 240 

The Research Design 

Following the identification of the study participants, 

the campus counselors at each school were provided with a 

copy of the Student Attitude Measure (SAM) for each 

participating student, and given inservice training by the 

investigator that consisted of administration procedures for 

the SAM, and the standards for safeguarding subject 

confidentiality. Each counselor was instructed to: 
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1. safeguard the confidentiality of each student's test 

results by assigning a unique identification number to 

each answer sheet. 

2. give students only the SAM that is identified by their 

unique identification number and name on a cover sheet, 

3. instruct students to remove and dispose of the cover 

page that bears their name. 

4. read the instructions aloud to the students, and ask 

for questions in order to ensure that all participants 

understand how to complete the survey. 

5. collect the completed the attitude measure at the end 

of the class period. 

The names of alternate subjects were provided to the school 

counselors in case primary subjects were not able to 

participate as planned. 

Data Gathering Instruments 

An attitude measure developed by the investigator, the 

Student Attitude Measure or SAM, was administered to the 

students. The inventory consists of subscales that measure 

attitudes about self, others, and drugs. The SAM was 

developed from an original pool of 138 items. To validate 

the SAM, the relationship between agreement ratings on each 

item and total score on the scale was evaluated, and only 

those items that showed strong correlations with total 

scores were retained. Criterion scaling using twenty 
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fifth-grade students resulted in the final selection of 

forty statements. 

The format of the SAM is a Likert-type using the 

following response categories: (1) strongly agree; (2) 

agree; (3) not sure; (4) disagree; and (5) strongly 

disagree. Each item on the SAM measures the extent to which 

a student holds an affective disposition that is favorable 

toward, tolerant of, or negative toward self, others, and 

drugs. This scale is designed to measure an attitudinal 

makeup that is amiable toward drug use rather than actual 

drug-use behavior. For example, the statement "If a friend 

or someone I like offers me a beer or a cigarette, I should 

refuse it" could yield one of five different responses. A 

strongly agree (SA) or agree (A) choice on this item would 

be a negative attitude towards drugs, whereas a disagree (D) 

or strongly disagree (SD) choice would express a favorable 

attitude towards drug usage. Each of the forty items falls 

into one of three subscales. Nine of the items are related 

to attitudes about self, seven to attitudes about others, 

and twenty-four to attitudes about drugs. 

Reliability 

During the spring of 1987, a split-half reliability 

analysis of the SAM was conducted using sixteen fifth-grade 

students. That study resulted in a reliability coefficient 

of r=.65, and split-half reliability coefficients were also 
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computed for each of the subscales and resulted in moderate 

to relatively strong reliability coefficients. The 

reliability coefficient of the SELF subscale was found to be 

r=.46. The reliability coefficients of the OTHERS and DRUGS 

subscales were r=.43 and r=.77, respectively. Therefore, 

the forty items of SAM are judged to be unambiguous, and 

moderately to strongly related to the overall SAM score. 

Content Validity 

Validity is established through both informal and 

psychometric measures. From a thorough review of the 

objectives in each of the drug programs, content validity is 

established. Project DARE is a seven-topic curriculum 

designed to help students recognize and resist the peer 

pressure that often leads to experimentation with drugs 

(Appendix B). Some lessons are intended to build students' 

self-esteem, stressing that children who feel positive about 

themselves will be more capable of asserting themselves in 

the face of peer pressure. Other sessions emphasize the 

consequences of using alcohol and drugs and identify 

alternative means of coping with stress, gaining peer 

acceptance, and having fun. Most importantly, students 

practice specific strategies for responding to peers who 

offer them alcohol, tobacco, or drugs (DeLong, 1987). 

Character Education is a ten-unit format that covers 

objectives similar to those of the DARE program. These 
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include demonstrating the importance of becoming responsible 

citizens, showing students how to think positively about 

themselves, resisting negative peer pressure, determining 

the consequences of their behavior, and developing self-

discipline (Appendix B). 

Be Smart, Don't Start is a six-goal model designed to 

affect youngsters' attitudes (see Appendix B). The goals 

include knowing the basic facts about alcohol and drugs, 

making a commitment to drug-free lifestyles and activities, 

resisting peer pressure to use alcohol and other drugs, 

developing positive relationships with others, engaging in 

activities that challenge minds and bodies, critiquing 

alcohol and other product advertising, and enhancing 

students' self-esteem (Department of Health and Human 

Services, 1987). 

Concurrent Validity 

Concurrent validity was demonstrated by a simultaneous 

administration of the SAM with the Student Attitudinal 

Inventory (Kim, 1988) to a sample of ninth-grade students 

(Kim, 1988). Subsequent correlational analyses revealed a 

moderate, positive correlation (r=.56) between the 

instruments. To better understand this relationship, the 

student Attitudinal Inventory (SAI)© is 72-item measure used 

for evaluating the effectiveness of drug-abuse prevention 

programs aimed at deterring adolescent substance abuse (Kim, 
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1988). Kim defines 7 high-risk attitudinal constructs that 

are, theoretically at least, closely related to student drug 

involvement. The following 4 of those 7 constructs are 

comparable to the factors measured by subscales of the 

Student Attitude Measure: 

1. Drug attitude (DAT) measures the extent to which a 

child is affectively disposed toward, or tolerant of, 

drug use in general. This scale addresses the 

attitudinal makeup favoring drug use or drug 

experimentation rather than actual drug-using 

behaviors. 

2. Family cohesiveness (FCO) measures the respondent's 

perception of the degree to which his/her parents or 

family members demonstrate an understanding of and 

personal interest in nurturing and supporting them. 

3. Self-esteem (EST) is the perceptions of self-

confidence, self-worth, strength, capability, adequacy, 

and of being useful and necessary in the world as 

reported by the respondent. 

4. Student-teacher affinity (AFF) measures respondent's 

perception of the extent to which his/her teachers in 

the school are friendly, show understanding, and take 

personal interest in students and their problems (Kim, 

1988). 

In addition, the apparent predictive validity of the 

SAM was demonstrated by a comparison of the scores of twelve 
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ninth-grade students from the Student Adjustment Center to 

the scores of twelve ninth graders' from Sacred Heart. The 

assumption underlying this study was that students 

exhibiting delinquent or drug-use behaviors would report 

significantly higher pro-drug attitudes and lower scores on 

self-esteem and attitudes about others than students from a 

religious campus. A result of t=12.15, p<-01 appears to 

confirm this notion. 

Data Analyses 

A modified single-setting, one-time-period case-study 

design (Cook & Campbell, 1979), the data analyses for this 

correlation study was designed to be conducted in two 

phases. The first phase employed correlation analysis 

techniques to determine the direction and magnitude of the 

relationships among treatment group, economic group, 

experimental group, and the attitudes about self, others, 

and drugs. Also in this phase, scores on the Student 

Attitude Measure were analyzed for the magnitude and 

direction of the variance attributable to treatment group, 

economic group, and experimental group using multivariate 

analysis of variance procedures. In the second phase of the 

study, the scores on the SAM were analyzed using analysis of 

covariance techniques to evaluate the unique adjustment, if 

any, attributable to the covariates: CAT IQ score and CTBS 

score. 
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The data collected for this study were managed and 

analyzed in accordance with the following steps as described 

by Stevens (1992) and Tabachnick and Fidell (1989): 

1. The accuracy of the raw data was verified visually 

followed by examination of the descriptive statistics 

through the SAS® MEANS, UNIVARIATE, and FREQ 

statistical programs. 

2. The descriptive and preliminary correlation statistics 

were examined for the presence of outliers using the 

SAS® MEANS, UNIVARIATE, FREQ, CORR, and PLOT 

Statistical programs, and the Cook's distance statistic 

in SAS® COV. 

3. The assumptions of normality, linearity, 

homoscedasticity, and the independence of residuals 

were tested using SAS® MEANS, UNIVARIATE, FREQ, CORR, 

PLOT, and COV. 

4. The reliability of this administration of each 

instrument was assessed using the Cronbach coefficient 

alpha statistic in the SAS® CORR statistical program. 

5. The variables were evaluated for multicollinearity and 

singularity by examining the squared multiple 

correlations in the SAS® MANOVA statistical program. 

6. The patterns, magnitude, and direction of correlations 

among variables were analyzed using the SAS® CORR 

statistical program, and goodness of fit was tested by 
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examining the Mallows' C^ statistic using the SAS® 

MANOVA statistical program. 

7. The statistical procedures were adjusted or the data 

transformed, as called for, to accommodate anomalous 

results. 

8. The data were analyzed and the hypotheses tested by 

examining the R- and F ratio statistics in the SAS® GLM 

COV statistical program. 
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CHAPTER IV 

RESULTS 

Descriptive Statistics 

After examining the data for response patterning and 

missing values, the descriptive statistics for the SELF, 

OTHERS, and DRUGS subscale scores of the SAM by treatment 

and economic group were computed using the SAS® MEANS 

procedures. These results are presented in Tables 4.1 

through 4.6- A total of 240 subjects were administered the 

SAM with a resultant Cronbach coefficient alpha of 0.829423. 

As Tables 4.1 and 4.2 reveal, the overall mean of the SELF 

subscale was 25.050, with means of 23.975 for the 

nondisadvantaged component and 26.125 for the disadvantaged 

component. The highest mean for the SELF subscale was 

attained by the Control group (25-817), followed by the BSDS 

group (25.750), the CE group (24.950), and the DARE group 

(23.683). The overall mean for the OTHERS subscale was 

15.921, and the means for the nondisadvantaged and 

disadvantaged groups were 15.167 and 16.675, respectively. 

The highest mean on the OTHERS subscale was the BSDS group 

at 16.333, followed by the Control group at 16.150, the DARE 

group at 15.883, and the CE group at 15.317. The overall 

mean for the DRUG subscale was 51.846, the mean for the 

nondisadvantaged group was 51.008, and the mean for the 

disadvantaged group was 52.683. The means for the DRUGS 
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subscale, ranked from highest to lowest, were Control 

(54.267), DARE (51.383), BSDS (50.967), and CE (50.767). 

These data clearly show that the means for the disadvantaged 

groups were higher than those for the nondisadvantaged 

groups across all treatment groups. Concomitantly, the 

means for the Control group were higher than the means for 

the other treatment groups on both the SELF and DRUGS 

subscales. 

The means for the SELF, OTHERS, and DRUGS subscales by 

experimental condition are also presented in Tables 4.1 

through 4-6. Again, except for the SELF and DRUGS subscales 

for the DARE treatment group, the means obtained by the 

disadvantaged groups were higher than those for the 

nondisadvantaged groups, and the Control-D groups recorded 

the highest mean on all three subscales. 

Correlational Analyses and Multivariate 
Analyses of Variance 

Following the examination of the descriptive statistics 

for the SAM scores, the assumptions of distribution 

normalcy, sphericity, and homogeneity of variance were 

tested and satisfied. Furthermore, correlational analyses 

of the SAM total scores with the SELF, OTHERS, and DRUGS 

subscales (Table 4.7) indicated relatively strong, positive 

relationships between the subscale and total scores on the 

SAM. Based on the overall results of these correlation 

studies, multivariate analysis of variance (MANOVA) 
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techniques were deemed to be the most appropriate for 

investigating the specific sources of variance among the 

dependent variables. 

The results of the MANOVA, presented in Tables 4.8 

through 4.10, indicate that only the SELF subscale by 

treatment group, economic group, and treatment group with 

economic group interaction effects model was significant 

(F(7, 232) = 2.75, p>0-0093). However, the relationship 

between SELF subscale scores treatment group, economic 

group, and treatment group with economic group interaction 

effects was low (R- = 0.076506) meaning that only 7.6% of 

the variance in SELF subscale scores can be explained by 

variations in treatment group, economic group, and treatment 

group with economic group interaction effects. Although 

treatment-economic-group interaction effects on the SELF 

subscale scores approached significance at F(3, 232) = 2.19, 

p>0.0896, all interaction effects were deemed 

noncontributory. Furthermore, as Table 4.10 reveals, both 

treatment group and treatment-economic-group interaction 

effects were nonsignificant for the overall model by any of 

the four MANOVA test criteria. These results suggested that 

further analyses focus primarily on the effects of economic 

grouping on the SELF and OTHERS subscales. 
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One-way Analyses of Variance 

The results of one-way analysis of variance procedures 

on the subscales of the SAM produced essentially the same 

results as the MANOVA techniques. Specifically, the 

difference in means of the SELF subscale scores by economic 

group shown in Table 4.11 was clearly significant (F(l, 238) 

= 7.54, p>0.0065) for the overall model, and an R^ of 

0.030696 meaning that less than 3.1% of the variance in SELF 

subscale scores can be explained by variations in the 

economic groups. The Tukey HSD pairwise comparisons show 

that the scores of the disadvantaged component were 

significantly higher than those of the nondisadvantaged 

component. Likewise, as Table 4.12 shows, the students in 

the disadvantaged schools scored significantly higher than 

the students in the nondisadvantaged schools on both the 

OTHERS subscale (F(l, 238) = 7.43, p>0.0069). An R^ of 

0.030257 indicates that slightly more than 3.0% of the 

variance in OTHERS subscale scores can be explained by 

variations in the economic groups. The Tukey HSD pairwise 

comparisons show that the scores of the disadvantaged 

component were significantly higher than those of the 

nondisadvantaged component. 

Analyses of Covariance 

A between-groups analysis of covariance was performed 

on the subscale and total scores of the SAM. The 
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independent variables were the eight experimental groups 

(Control-N, Control-D, DARE-N, DARE-D, BSDS-N, BSDS-D, CE-N, 

and CE-D). Covariates were CAT IQ and CTBS scores. 

No statistical significance was found for the OTHERS 

and DRUGS subscales and, furthermore, the covariates 

provided no reliable unique adjustment to the overall model. 

However, the covariates did provide a slight adjustment to 

the means of the SELF subscale scores. Table 4.13 shows 

that the patterns of variance observed in the earlier 

analyses were also evident at approximately the same levels 

of significance (F(13, 224) = 2.77, p>0.0011) for the SELF 

subscale score following adjustment by the covariates. 

Despite the observed increase in R- from the ANOVA (R- = 

0.030696) to the MANCOVA (R^ = 0.138317), the relationship 

between adjusted SELF subscale scores and experimental group 

still must be considered low, meaning that approximately 

13.8% of the variation in SELF subscale score can be 

attributed to variations in the experimental groups. The 

adjusted least-squares means (Table 4.14) show that the 

highest mean scores on the SELF subscale were attained by 

the Control-D group and the lowest were obtained by the 

DARE-D group. The relationship between adjusted SAM total 

scores and experimental group was also very low (R- = 

0.093214). The adjusted marginal means show that the 

highest mean scores on the SAM were attained by the Control-

D group and the lowest were obtained by the DARE-N group. 
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These means differ only slightly from the unadjusted means 

depicted in Tables 4-1 and 4.2. 
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Table 4.1: Descriptive Statistics: 
Total SELF Subscale Score Means by 
Experimental Group. 

Group Obs N Mean 

Control-N 30 30 23.600 

Control-D 30 30 28.033 

Std Dev 

6.015 

6.830 

T Prob>!TI 

21.490 

22.480 

0-0001 

0.0001 

Total 
Control 60 60 25.817 6.761 29.578 0.0001 

DARE-N 

DARE-D 

30 30 

30 30 

24.033 

23.333 

5.654 

3.889 

23.283 

32.860 

0.0001 

0.0001 

Total 
DARE 60 60 23.683 4.824 38.029 0.0001 

BSDS-N 

BSDS-D 

Total 
BSDS 

CE-N 

CE-D 

Total 
CE 

Overall 
Mean 

30 

30 

60 

30 

30 

60 

30 

30 

60 

30 

30 

60 

240 

24.000 

27.500 

25.750 

24.267 

25.633 

24.950 

25.050 

6.000 

7.333 

6.873 

4.828 

6.688 

5.823 

6.149 

21.909 

20.540 

29.020 

27.532 

20.994 

33.187 

0.0001 

0.0001 

0.0001 

0.0001 

0.0001 

0.0001 
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Table 4.2: Descriptive Statistics: 
Total SELF Subscale Score Means 
by Economic Group. 

Group 

Nondisad. 

Disad. 

Obs 

120 

120 

N 

120 

120 

Mean 

23.975 

26.125 

Std Dev 

5.578 

6.518 

T 

47.081 

43.909 

Prob>IT1 

0.0001 

0.0001 
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Table 4.3: Descriptive Statistics: 
Total OTHERS Subscale Score Means by 
Experimental Group. 

Group 

Control-

Control-

Total 
Control 

DARE-N 

DARE-D 

Total 
DARE 

BSDS-N 

BSDS-D 

Total 
BSDS 

CE-N 

CE-D 

-N 

-D 

Obs 

30 

30 

60 

30 

30 

60 

30 

30 

60 

30 

30 

N 

30 

30 

60 

30 

30 

60 

30 

30 

60 

30 

30 

Mean 

14.800 

17.500 

16.150 

15.067 

16.700 

15.883 

15.500 

17.167 

16.333 

15.300 

15.333 

Std Dev 

4.656 

4.455 

4.719 

4-608 

4-595 

4.636 

4.092 

4.647 

4.421 

3.303 

3.827 

T 

17.409 

21.517 

26.512 

17.907 

19.906 

26.537 

20.749 

20.235 

28.615 

25.375 

21.947 

Prob>1T1 

0.0001 

0.0001 

0.0001 

0-0001 

0-0001 

0.0001 

0.0001 

0.0001 

0.0001 

0.0001 

0.0001 

Total 
CE 60 60 15-317 3.544 33.478 0.0001 

Overall 
Mean 240 15.921 4.345 
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Table 4.4: Descriptive Statistics: 
Total OTHERS Subscale Score Means 
by Economic Group. 

Group Obs N Mean Std Dev T Prob>[T| 

Nondisad. 120 120 15.167 4.155 39.984 0.0001 

Disad. 120 120 16.675 4.416 41.367 0.0001 
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Table 4.5: Descriptive Statistics: 
Total DRUGS Subscale Score Means by 
Experimental Group. 

Group 

Control-

Control-

Total 
Control 

DARE-N 

DARE-D 

Total 
DARE 

BSDS-N 

BSDS-D 

Total 
BSDS 

-N 

-D 

Obs 

30 

30 

60 

30 

30 

60 

30 

30 

60 

N 

30 

30 

60 

30 

30 

60 

30 

30 

60 

Mean 

53.533 

55.000 

54.267 

51.600 

51.167 

51.383 

48.200 

53.733 

50-967 

Std Dev 

9.843 

9.071 

9.413 

9.947 

9.281 

9.540 

8.471 

11.994 

10.666 

T 

29.790 

33.211 

44.656 

28.414 

30.195 

41.719 

31.167 

24.538 

37.014 

Prob>1T1 

0.0001 

0.0001 

0.0001 

0.0001 

0.0001 

0.0001 

0-0001 

0.0001 

0.0001 

CE-N 

CE-D 

Total 
CE 

30 

30 

30 

30 

50-700 

50.833 

7.042 

9.574 

39.431 

29.082 

0.0001 

0-0001 

60 60 50.767 8.333 47.191 0.0001 

Overall 
Mean 240 51.846 9.570 
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Table 4.6: Descriptive Statistics: 
Total DRUGS Subscale Score Means 
by Economic Group. 

Group 

Nondisad. 

Disad. 

Obs 

120 

120 

N 

120 

120 

Mean 

51.008 

52.683 

Std Dev 

9.000 

10.075 

T 

62.085 

57.280 

Prob>1TI 

0.0001 

0.0001 
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Table 4.7: Correlation Analyses: SELF, OTHERS, and 
DRUGS Subscale Scores with SAM Total Scores 

Pearson Correlation Coefficients/Prob > jR| under Ho: Rho=0 
/ N = 240 

SELF 
Subscale 

OTHERS 
Subscale 

DRUGS 
Subscale 

Total 
SAM Score 

SELF 
Subscale 

OTHERS 
Subscale 

DRUGS 
Subscale 

Total 
SAM Score 

1.00000 
0.0 

0.59791 
0.0001 

0.60872 
0.0001 

0.83772 
0.0001 

0.59791 
0.0001 

1-00000 
0.0 

0.55927 
0.0001 

0.77684 
0.0001 

0.60872 
0.0001 

0.55927 
0-0001 

1.00000 
0.0 

0.91390 
0.0001 

0.83772 
0.0001 

0.77684 
0.0001 

0.91390 
0.0001 

1.00000 
0.0 

Cronbach Coefficient Alpha: 0.829423 
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Table 4.8: Multivariate Analyses of Variance: 
SELF Subscale Scores by Treatment Group, 
Economic Group, and Treatment Group and 
Economic Group Interaction. 

Source DF 

Model 7 

Error 232 

Corrected Total 239 

R-Square 

0.076506 

Source DF 

TGRP 3 
EGRP 1 
TGRP*EGRP 3 

Sum of Squares 

691.26666667 

8344.13333333 

9035.40000000 

C.V. 

23.94081 

Type I SS 

177.33333333 
277.35000000 
236.58333333 

F 

F 

Value Pr > F 

2.75 0.0093 

TOTAS Mean 

25.0500000 

Value Pr > F 

1.64 0.1801 
7.71 0.0059 
2.19 0.0896 
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Table 4.9: Multivariate Analyses of Variance: 
OTHERS Subscale Scores by Treatment Group 
Economic Group, and Treatment Group and 
Economic Group Interaction. 

Source DF Sum of Squares F Value Pr > F 

Model 

Error 

Corrected Total 

7 

232 

239 

226.39583333 

4285.10000000 

4511.49583333 

1.75 0.0982 

Source 

TGRP 
EGRP 
TGRP*EGRP 

R-Square 

0.050182 

DF 

3 
1 
3 

C.V. 

26.99421 

Type I SS 

35.34583333 
136.50416667 
54.54583333 

TOTAO Mean 

15. 

F Value 

0.64 
7.39 
0.98 

.9208333 

Pr > F 

0.5913 
0.0071 
0.4008 
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Table 4.10: Multivariate Analyses of Variance: 
Total Model by Economic Group. 

MANOVA Test Criteria and Exact F Statistics for 
the Hypothesis of no Overall EGRP Effect 

H = Type III SS&CP Matrix for EGRP E = Error SS&CP Matrix 

S=l M=0.5 N=114 

Statistic Value F Num DF Den DF Pr > F 

Wilks' Lambda 0.957835 3.375 3 2^0 0.0192 

Pillai's Trace 0.042165 3.375 3 230 0-0192 

Hotelling-Lawley 
Trace 0-044022 3.375 3 230 0.0192 

Roy's Greatest 
Root 0-044022 3.375 3 230 0.0192 
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Table 4.11: Analyses of Variance: 
SELF Subscale Scores by Economic Group 

Source DF Sum of Squares F Value Pr > F 

Model 

Error 

Corrected Total 

1 

238 

239 

277.35000000 

8758.05000000 

9035.40000000 

7.54 0.0065 

R-Square C.V. TOTAS Mean 

0.030696 24.21628 25.0500000 

Tukey's HSD Test of Significance: SELF Subscale Score by 
Economic Group 

Alpha= 0.05 df= 238 MSE= 36.79853 
Critical Value of Studentized Range= 2.786 

Minimum Significant Difference= 1.5428 
Means with the same letter are not significantly different. 

Tukey Grouping Mean N 

26.1250 120 

Group 

Disad 

B 23.9750 120 Nondisad 

74 



Table 4.12: Analyses of Variance: 
OTHERS Subscale Scores by Economic Group 

Source DF Sum of Squares F Value Pr > F 

Model 

Error 

Corrected Total 

1 

238 

239 

136.50416667 

4374.99166667 

4511.49583333 

7.43 0-0069 

R-Square C.V. TOTAO Mean 

0.030257 26.92988 15.9208333 

Tukey's HSD Test of Significance: OTHERS Subscale Score by 
Economic Group 

Alpha= 0.05 df= 238 MSE= 18.38232 
Critical Value of Studentized Range= 2.786 
Minimum Significant Difference= 1.0904 

Means with the same letter are not significantly different. 

Tukey Grouping Mean N Group 

B 

16.6750 

15.1667 

120 Disad. 

120 Nondisad. 
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Table 4.13: Analyses of Covariance: 
SELF Subscale Scores by Experimental Group, 
CAT IQ Score Grouping, and CTBS Score 
Grouping. 

Dependent Variable: SELF Subscale Scores 

Source DF Sum of Squares F Value Pr > F 

Model 

Error 

Corrected Total 

13 

224 

237 

1247.31963514 

7770.52910436 

9017.84873950 

2.77 0.0011 

Source 

GRP 
CATGRP 
CTBSGRP 

R-

0, 

-Square 

.138317 

DF 

7 
3 
3 

C.V. 

23.53551 

Type I SS 

674.25112045 
373.95871296 
199.10980173 

TOTAS Mean 

25. 

F Value 

2.78 
3.59 
1.91 

.0252101 

Pr > F 

0.0087 
0.0144 
0.1283 

Group 

BSDS-D 

BSDS-N 

CE-D 

CE-N 

2.78725365 B 

0.24684552 B 

0.60402725 B 

0.90175614 B 

Control-D 3.45936883 B 

Control-N 0.16950770 B 

DARE-D -0.99668955 B 

1. 

0. 

0. 

0, 

2, 

0. 

0. 

.77 

.16 

.39 

.56 

.24 

,11 

,65 

0. 

0. 

0. 

0. 

0. 

0. 

0. 

.0781 

.8724 

.6984 

.5745 

.0262 

.9155 

.5163 

1. 

1. 

1. 

1. 

1. 

1. 

1. 

.57471813 

.53544301 

.55701310 

.60400225 

.54552850 

.59547647 

.53298703 

DARE-N 0.00000000 B 
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Table 4.14: 

Group 

BSDS-D 
BSDS-N 

CE-D 
CE-N 

Control-D 
Control-N 

DARE-D 
DARE-N 

Least-Squares Means by 

SELF 
Subscale 

LSMEAN 

27.2439559 
24.7035478 
25.0607295 
25.3584584 
27.9160711 
24.6262100 
23.4600127 
24.4567023 

Std Err 
LSMEAN 

1.1597262 
1.1680812 
1.1414595 
1.1217562 
1.1475430 
1.1404212 
1.1281056 
1.1473848 

Experimental 

HO; 
Pr > jT| 
:LSMEAN=0 

0.0001 
0.0001 
0.0001 
0.0001 
0.0001 
0.0001 
0-0001 
0.0001 

Group 

LSMEAN 
Number 

1 
2 
3 
4 
5 
6 
7 
8 
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CHAPTER V 

DISCUSSION 

Summary 

This study evolved from the national concern about the 

dangers of drugs, the need to implement drug-education 

programs within the schools to effectively combat the 

escalating drug problem. Myriad questions have been raised 

concerning the effectiveness of these programs relative to 

the prevention of drug use and abuse. Recent studies reveal 

that programs aimed only at improving self-concept or 

increasing knowledge about drugs have had virtually no 

impact on such problem behaviors as drug use. On the other 

hand, others have found that attitudes, rather than parental 

or peer norms, are more important in the influence of 

marijuana initiation or other drug use. Furthermore, the 

adolescent's personal attitudes and beliefs about alcohol 

and drugs may be a significant factor in whether or not 

alcohol and drugs will be used. 

Participants in this study were 240 fifth-grade 

students in twenty elementary schools in San Angelo, Texas. 

The data were analyzed in accordance with the specifications 

of the quasi-experimental, nonequivalent design described by 

Campbell and Stanley (1963). In this factorial design, 

three of the four treatment groups received a type of drug-

education program and the fourth group, the control group, 
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did not receive a treatment. Each of the four groups 

received a post-test measure following randomized selection 

to the study from the subject pool of fifth-grade students. 

The independent variables were drug-education programs 

and socioeconomic status, and the dependent variables were 

the subjects' attitudes about self, others, and drugs as 

measured by the SAM. The socioeconomic grouping of subjects 

was determined by the disadvantaged or nondisadvantaged 

classification (as defined by Texas Education Agency 

guidelines) of the campus attended. The SAM is a data-

gathering instrument developed for the purposes of this 

study by the investigator. 

The descriptive statistics showed that the ethnicity of 

the sample was skewed, and that a disparity existed in the 

ages of the nondisadvantaged and disadvantaged groups. 

Thus, the source of any variance found in this study was 

deemed to be most likely attributable to the 

nondisadvantaged-disadvantaged groupings with the 

disadvantaged components tending to be older, minority 

students. 

The mean CAT IQ (aptitude) and CTBS (achievement) 

scores were higher for the nondisadvantaged participant 

groups in every case. Again, further analysis of these 

differences was warranted, and the comparisons for the 

treatment groups show that the mean CAT IQ scores for the 

Control components were higher than for all other treatment 
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groupings, and that the Control and CE components were 

significantly higher than those of the DARE and BSDS 

groupings. Likewise, the mean scores of the 

nondisadvantaged groups were significantly higher than those 

of the disadvantaged groups. These comparisons also showed 

that the means of the nondisadvantaged groups are higher 

than the means for the disadvantaged groups in every case. 

The differences in CTBS score means by treatment group, 

economic group, and experimental group were also 

significant. The most significant difference was found 

between the nondisadvantaged and disadvantaged components. 

Also, the CE-N and Control-N group means were significantly 

higher than the CE-D group. However, the means of the 

nondisadvantaged components were again higher than those of 

the disadvantaged components in every case. 

From these analyses, it is apparent that the eight 

groups in this study were disparate along the economic lines 

defining the study. The participants from the disadvantaged 

schools tended to be older, minority students who 

demonstrated less ability and lower achievement levels than 

the students from the nondisadvantaged schools. 

The data analyses for this study were designed to be 

conducted in two phases. The first phase employed 

correlation analysis techniques to determine the direction 

and magnitude of the relationships among treatment group, 

economic group, experimental group, and the attitudes about 
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self, others, and drugs. Also in this phase, scores on the 

Student Attitude Measure were analyzed for the magnitude and 

direction of the variance attributable to treatment group, 

economic group, and experimental group using multivariate 

analysis of variance procedures. In the second phase of the 

study, the scores on the SAM were analyzed using analysis of 

covariance techniques to evaluate the unique adjustment, if 

any, attributable to the covariates: CAT IQ score and CTBS 

score. 

Two-way analysis of covariance techniques were used to 

test the research hypotheses in a two-by-four factorial 

design. CAT IQ scores and CTBS scores were introduced as 

covariates to test the assumption that the study groups were 

homogeneous prior to treatment. 

Except for SELF and DRUGS subscales for the DARE 

treatment group, the means for all of the subscales for the 

disadvantaged components were higher than those for the 

nondisadvantaged components. As Tables 4.1 and 4.2 

revealed, the overall mean of the SELF subscale was 25.050, 

with means of 23.975 for the nondisadvantaged component and 

26.125 for the disadvantaged component. The highest mean 

for the SELF subscale was attained by the Control group 

(25.817), followed by the BSDS group (25.750), the CE group 

(24.950), and the DARE group (23.683). The overall mean for 

the OTHERS subscale was 15.921, and the means for the 

nondisadvantaged and disadvantaged groups were 15.167 and 
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16.675, respectively. The highest mean on the OTHERS 

subscale was the BSDS group at 16.333, followed by the 

Control group at 16.150, the DARE group at 15.883, and the 

CE group at 15.317. The overall mean for the DRUG subscale 

was 51.846, the mean for the nondisadvantaged group was 

51.008, and the mean for the disadvantaged group was 52.683. 

The means for the DRUGS subscale, ranked from highest to 

lowest, were Control (54.267), DARE (51.383), BSDS (50.967), 

and CE (50.767). These data clearly showed that the means 

for the disadvantaged groups were higher than those for the 

nondisadvantaged groups across all treatment groups. 

Concomitantly, the means for the Control group were higher 

than the means for the other treatment groups on both the 

SELF and DRUGS subscales. 

The means for the SELF, OTHERS, and DRUGS subscales by 

experimental condition were also presented in Tables 4.1 

through 4.6. Again, except for the SELF and DRUGS subscales 

for the DARE treatment group, the means obtained by the 

disadvantaged groups were higher than those for the 

nondisadvantaged groups, and the Control-D groups recorded 

the highest mean on all three subscales. 

Correlational analyses of the SAM total scores with the 

SELF, OTHERS, and DRUGS subscales indicated relatively 

strong, positive relationships between the subscale and 

total scores on the SAM. Multivariate analysis of variance 

(MANOVA) techniques were deemed to be the most appropriate 
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for investigating the specific sources of variance among the 

dependent variables. These results suggested that further 

investigations explore the effects of economic grouping on 

the SELF and OTHERS subscales. 

One-way analyses of variance showed that the difference 

in the means of the SELF subscale scores by economic group 

are significant (F(l, 238) = 7.54, p>0.0065). An R^ of 

0.030696 indicates that less than 3.1% of the variance in 

SELF subscale scores can be explained by variations in the 

economic groups. The Tukey HSD pairwise comparisons show 

that the scores of the disadvantaged component were 

significantly higher than those of the nondisadvantaged 

component. The students in the disadvantaged schools also 

scored significantly higher than the students in the 

nondisadvantaged schools on both the OTHERS subscale (F(l, 

238) = 7.43, p>0.0069) with slightly more than 3.0% of the 

variance in OTHERS subscale scores attributable to 

variations in the economic groups (R- = 0.030257). 

A between-groups analysis of covariance was performed 

on the subscale and total scores of the SAM. The 

independent variables were the eight experimental groups 

(Control-N, Control-D, DARE-N, DARE-D, BSDS-N, BSDS-D, CE-N, 

and CE-D). Covariates were CAT IQ and CTBS scores. 

No statistical significance was found for the OTHERS 

and DRUGS subscales, and no significant interaction effects 

were found. Furthermore, the covariates provided no 
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reliable unique adjustment to the model. The patterns of 

variance observed in the earlier analyses were also evident 

at approximately the same levels of significance (F(13, 224) 

= 2.77, p>0.0011 for the SELF subscale score following 

adjustment by the covariates. However, the relationship 

between adjusted SELF subscale scores and experimental group 

was low (R̂  = 0.138317). The adjusted least-squares means 

showed that the highest mean scores on the SELF subscale 

were attained by the Control-D group and the lowest were 

obtained by the DARE-D group. These means differ only 

slightly from the unadjusted means depicted in Tables 4-1 

and 4.2. 

Discussion 

This study focused on four basic questions concerning 

the magnitude and direction of any differences that might 

exist between the Control, DARE, BSDS, and CE groups on 

attitudes about self, others, and drugs as measured by the 

SAM. Very early in the analysis of data it became apparent 

that the data varied significantly along the socioeconomic 

parameters defining the study. On the other hand, neither 

the sample demographics nor the treatments appeared to be 

related in a substantial, significant way to scores on the 

attitudinal measure. Given the overwhelming advantages in 

ability and achievement that the students at the 

nondisadvantaged campuses had demonstrated, it was expected 
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that the nondisadvantaged students would reveal more 

favorable attitudes toward themselves and others, and more 

negative attitudes toward drugs than the disadvantaged 

students. However, just the opposite was found to be true. 

In only two cases were the means for the nondisadvantaged 

students higher than the means for disadvantaged students. 

In the first instance, the DARE-N mean was somewhat higher 

than the DARE-D mean on the SELF subscale. In the second, 

the DARE-N mean was slightly higher than the DARE-D mean on 

the DRUGS subscale. 

The descriptive statistics (Tables 4.1 through 4.6) 

clearly indicate that the means for the Control-D group were 

higher on all three subscales than the means for the drug-

education groups. Concomitantly, the Control-N mean was the 

lowest of the four groups on the OTHERS subscale and the 

second lowest on the SELF subscale behind the DARE-D group. 

However, the Control-N group attained the third highest mean 

on the DRUGS subscale. The disparate performance of the 

Control groups is most likely attributable to ongoing 

programs on the respective campuses--Travis and San Jacinto. 

Travis Elementary (the nondisadvantaged campus) houses the 

gifted and accelerated elementary-level programs for the San 

Angelo Independent School District, and San Jacinto offers 

modified academic programming, as well as ongoing mental and 

physical health programming designed to promote the 

protective factors described in current research and theory. 
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In light of these campus-specific programs, it is not 

unreasonable to expect that the more affluent and capable 

students would respond more appropriately to the items on 

the DRUGS subscale, and the students involved in programming 

to enhance protective factors would respond more 

appropriately to the items on the SELF and OTHERS subscales. 

In the analyses of variance, the only subscale that 

showed significant experimental group effects was the SELF. 

The OTHERS subscale scores by experimental group approached 

significance at F(7, 232) = 1.75, p>0.0982. The 

disadvantaged students scored significantly higher on the 

SELF and OTHERS subscales. These same results were observed 

in the analyses of covariance. However, since pretest 

procedures were not employed, it cannot be argued with any 

degree of confidence that these attitudes about self are 

attributable to drug-education programming. 

In light of these results, it must be concluded that 

this study failed to demonstrate that the nondisadvantaged 

students in any of the treatment groups showed more positive 

attitudes toward themselves and others, and more negative 

attitudes toward drugs than students in the other treatment 

groups. It must also be concluded that this study failed to 

demonstrate that, independent of one another or of economic 

grouping, the three educational approaches result in a 

significant effect on students' attitudes towards self, 

others, or drugs. 
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That the three drug-education programs had little 

effect on students' attitudes about drugs is further 

evidenced by the results of a study conducted by the San 

Angelo Independent School District in 1993 (five years after 

the completion of this project) and reported by Hargrave in 

1994 (see Appendix D). Although that study found that more 

San Angelo Independent School District students use 

marijuana and illicit drugs than students statewide, 

Hargrave noted that these results are roughly comparable to 

those reported in a 1990 study of drug use in the State of 

Texas by Texas A&M and a national study by the University of 

Michigan in 1994. What Hargrave failed to report, however, 

was that each of the three studies conducted in San Angelo 

since 1986 used different methodologies and instrumentation. 

Thus, the results of the 1986, 1990, and 1993 studies are 

not entirely comparable. 

The results of this study are likely attributable to a 

number of complex, interrelated factors such as 

instructional approach, instructional environment, and 

instructor competence, as well as action control, volitional 

styles, metamotivation, and metacognitive monitoring (Corno, 

1994). However, they must, in part at least, be due to the 

disparity between the disadvantaged and nondisadvantaged 

groups described in Chapter III. The disadvantaged groups 

tended to be composed of older, minority students while the 

nondisadvantaged groups tended to have significantly greater 
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ability and higher achievement levels. It must be 

concluded, therefore, that between-group heterogeneity 

contributed, perhaps significantly, to the failure of this 

study. 

Since the disadvantaged groups were predominantly 

Hispanic (70.0%), another, possibly related, factor that 

could help explain these results may be the tendency of 

Hispanic adolescents to develop a sense of "machismo" that 

promotes a strong, positive concept of self that includes 

enhanced self-assurance, self-reliance, and self-respect 

(Paz, 1961). In that case, the students in the 

disadvantaged groups were merely reporting pre-existing 

attitudes about self rather than any changes in attitudes 

about self attributable to drug-education programming. 

The tendency of many children from disadvantaged 

families to respond in socially desirable ways to the items 

on attitude surveys must also be considered. In this 

instance, the attitudes about self expressed by the students 

in the disadvantaged groups may be exaggerated producing the 

results described above. Therefore, this study would very 

likely have been improved by the use of a social-

desirability measure such as the Marlowe-Crowne Social 

Desirability Scale (Crowne & Marlowe, 1964). In addition, 

it could be argued that these results, despite a Cronbach 

coefficient alpha of 0.82943, indicate that the Student 

Attitude Measure may not be an appropriate measure of 
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student attitudes about self, others, and drugs. A more 

appropriate instrument would measure each construct 

reliably, and provide the necessary evaluation information 

in a format that is both meaningful and useful. 

Furthermore, a more suitable design would allow for 

pretesting the subjects prior to the treatment and 

posttesting the subjects immediately following the treatment 

using instruments designed to assess the specific content 

areas of the BSDS, DARE, and CE curricula. The information 

gained from pretesting and posttesting procedures using such 

instruments would enable the investigator to measure the 

attitudinal gains, changes in drug-using behaviors, and 

other types of information necessary to properly evaluate 

growth. The use of pretest and posttest procedures would 

also lend support to any arguments attributing observed 

growth to drug-education programming. 

A final factor contributing to the failure of this 

study has to be limitations inherent in the design. Many 

factors, such as subject selection, program scheduling, and 

program content and presentation, were beyond the control of 

the investigator. Better coordination between the 

investigator and the school district would most likely have 

resulted in a substantially improved methodology and, 

thereby, a vastly improved study. 
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Implications 

In light of the literature reviewed for this 

investigation and, to a lesser degree, the results of this 

study, the single most important implication of the study 

seems to be that current drug-education programming does not 

appear to be effective. Furthermore, none of the drug-

education programs examined in this study was found to be 

superior to the others. Indeed, the Control groups tended 

to obtain the highest means on each of the subscales. 

Specifically, the disadvantaged control group had higher 

means on the subscales and total scores in every case. 

This study also indicated that drug-education program 

evaluation should be formalized and ongoing using evaluation 

instruments that are content-specific, that consider 

metacognitive and metamotivational factors, and that can 

easily be administered by program instructors. To better 

satisfy the requirements of a formative-summative evaluation 

program, evaluation plans should also include pretest and 

posttest procedures in order to more accurately measure 

individual and group growth that can be attributed directly 

to drug-education programming, and determine which program 

components are effective and which components need to be 

modified to improve efficacy. In this way, drug-education 

programs can be regularly and uniformly updated and 

improved. 
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A final implication of this study may be, as Werner 

(1991) concluded, that the use and abuse of alcohol and 

drugs is not an educational issue, but a behavioral problem. 

Ultimately, this means that the youth of the nation are 

becoming knowledgeable abusers, and that prevention efforts 

must extend beyond the schools. Rather, schools, 

neighborhoods, children, families, and communities must all 

be involved in comprehensive drug-education and prevention 

efforts. 

Recommendations for Future 
Research and Practice 

This study suggests several directions for future 

investigations into the efficacy of drug-education programs 

and the effects of certain demographic variables on those 

programs. First, evaluation programs should provide for the 

pretesting and posttesting of students in order to properly 

assess individual and group gains attributable to drug-

education programming. Further, drug-education program 

evaluation should be formalized and ongoing using evaluation 

instruments that are content-specific, provide meaningful, 

useful evaluation information, and can easily be 

administered by program instructors. Drug-education program 

evaluation should also include measures for evaluating the 

influence of metacognitive and metamotivational processes, 

as well as the effect of physiological, psychological, and 

socioeconomic factors. 
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Second, future investigations should continue to 

explore the causes of drug-using and abusing behaviors. As 

if to provide a starting place, Hawkins, Catalano, and 

Miller (1991) identified fifteen factors that place children 

at risk of drug-using and other destructive behaviors: 

1. economic and social deprivation; 

2. low neighborhood attachment and community 

disorganization; 

3. transition and mobility; 

4. community laws and norms favorable to drug use; 

5. family history of alcoholism; 

6. family management problems; 

7. early anti-social behavior; 

8. parental drug use and positive attitudes toward use; 

9. academic failure; 

10. little commitment to school; 

11. alienation, rebelliousness, lack of social bonding; 

12. anti-social behavior in early adolescence; 

13. friends who use drugs; 

14. favorable attitudes toward drug use; and 

15. early first use. 

In addition to these common factors, such studies should 

examine individual rather than group differences in such 

areas as emotion, impulse-control, self-efficacy, 

motivation, values, goal-setting, volition, and 

environmental and family determinants. Future research 
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efforts should also be concerned with the development of 

appropriate, meaningful instruments and techniques for the 

early detection of drug-using and abusing behaviors. 

According to London (1987), "the kinds of training 

programs that are needed to combat these psychosocial 

epidemics do not exist" (p. 673). He adds that it is 

incumbent on schools to protect children from the ravages of 

social disorganization and family collapse. "Schools must 

lead the battle against the worst psychosocial epidemics 

that have ever plagued our children" (p. 668). Rosenbaum et 

al. (1994) recommended undertaking efforts to change 

students' generally inaccurate perceptions about the degree 

to which peers use and sanction the use of drugs. They 

argued that the use of such a normative approach, as well as 

other protective factors described in current theory and 

research, would likely result in a substantial improvement 

in drug-education efficacy. They further contend that 

concentrating on a few protective factors might yield more 

desirable results than attempting to cover a wide range of 

factors that lack adequate theoretical and research support. 

The changes in perception described by Rosenbaum et al. are 

especially critical in light of the extensiveness and 

potency of peer influence, particularly where parental 

influence has been weakened. Therefore, future prevention-

education efforts should consist of peer-based instructional 

and support components. 
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According to Werner (1990), the focus of all prevention 

programs should be to develop a resilient child who 

possesses problem-solving skills, social skills, autonomy, 

and a sense of purpose and future. Children are able to 

develop resiliency through the complex interaction of four 

protective factors found within their world: (1) factors 

within the child and his peers; (2) factors within the 

family; (3) factors within the school; and (4) factors 

within the community. 

Therefore, drug-education programming must be 

approached from a multi-dimensional but unified, holistic 

perspective and must: 

1. promote the well being of all young people, beginning 

before birth; 

2. endeavor to develop resilient children; 

3. reduce risk factors and enhance protective factors in 

the individual, school, family, and community; 

4. teach and reinforce life skills such as decision

making, problem-solving, and resistance to peer 

pressure; 

5. provide the mechanisms and vehicles to achieve skills 

mastery in a variety of contexts; 

6. involve children and youth in the development of 

programming, program decision-making, and program 

evaluation in order to promote greater participation 

and feelings of ownership; 
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7. be age, developmentally, and culturally appropriate; 

8. provide accurate information at all levels to 

facilitate the establishment of positive, normative 

expectations among youth; 

9. include early-intervention activities that inhibit 

risk-taking and destructive behaviors; and 

10. address the needs of youth from high-risk environments, 

including children exposed to tobacco, alcohol, and 

other drug use prenatally or after birth. 

Finally, future studies in drug-education programming 

should also, as Rosenbaum et al. (1994) have asserted, 

explore the 

processes involved in the delivery of school-based drug 
education programs. In addition to the messages that 
are being communicated, little is known about the 
impact of differences in teacher characteristics, 
teaching style, characteristics of the student 
population, or the educational environment. There is 
some debate, for example, about whether DARE is 
sufficiently interactive and involves peers enough in 
the curriculum compared to other social influence 
programs. In any event, most teachers would agree that 
the method of teaching is often as important as the 
content, (p. 27) 
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STUDENT ATTITUDE MEASURE 

The following list of statements represent attitudes, 
values, and opinions held by young people. Your answers 
should honestly reflect your feelings about drugs, society, 
and the world around you. They will not be known by anyone, 
since your name will not appear anywhere on this survey. 
Please read each statement. Then circle whether you 
strongly agree (SA/1), agree (A/2), not sure (N/3), disagree 
(D/4), or strongly disagree (SD/5). 

1. Beer and marijuana is only for boys. 

2. Persons should not have the right to try new things, 
especially if it means experimenting with dangerous 
things. 

3. I am as smart as the others. 

4- In order to fit in with a group, one doesn't have to do 
some things that one wouldn't usually do. 

5. The increase in drug use by young people is the result 
of poor communication between the parents and their 
children. 

6. I like the way I look. 

7. Controlling drugs is the business of both the police 
and school. 

8. Many young people turn to groups involved with drugs 
because they are looking for someone to be close to, 
can understand them, and provides something that they 
miss at home. 

9. Most adults are nice and fair. 

10. Drug users are all sick. 

11. I would rather solve a difficult problem than have 
someone tell me the answers. 

12. If a friend spending the night with me brings 
marijuana, I should tell my parents about it. 

13. Alcohol, snuff, cigarettes, and marijuana are sometimes 
a first step to going on to hard drugs like cocaine or 
heroin. 

14. Youthful drug users mean that society has grown used to 
getting high on artificial things. 
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15. There appears to be an increase in people's view about 
drugs as being harmful. 

16. Students who feel good about themselves know how to 
make their own decisions, and learn about the dangers 
of drug are not likely to do drugs. 

17. There should be drug laws, however, they should be more 
severe than they are now. 

18. Adults use alcohol to forget something they already 
have. The young turn to drugs to find something they 
do not have. 

19. For young people, drugs represent a kind of withdrawal 
from society. 

20. Young people who take drugs are all alike. 

21. Students taking drugs means that they are turning to 
objects and things rather than people for their real 
needs. 

22. The greater the involvement with drugs, the lesser the 
involvement with people. 

23. It is just as important to me what my parents think, as 
what my friends think. 

24. When I run into a situation which I can't handle, I ask 
for help. 

25. Students have all the freedom they need in school. 

26. If a friend or someone I like offers me a beer or 
cigarette, I should refuse it. 

27. I care what others think of me. 

28. If I find myself at a party where they are serving beer 
or trying drugs, I should leave even if I am called a 
chicken. 

29. Partying with my friends while they are doing drugs is 
not for me. 

30. Going to school is one of the most important things in 
my life. 

31. The main reason people should not use drugs such as 
marijuana is because it's against the law. 
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32. It is not okay if someone gets drunk or high at a 
birthday a wedding, or a promotion party. 

33. I seem to do things as easy as others do. 

34. Drugs are especially bad because of the way in which 
they are used. 

35. Parents usually spend time listening to and 
understanding their children. 

36. Drugs and driving do not mix well. 

37. I don't like to work alone. 

38. School is very interesting. 

39. People who take cocaine soon become addicted to it. 

40- I can do just about anything anyone my age can do. 
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STUDENT ATTITUDE MEASURE 

Answer Sheet 

Age: Sex: Ethnicity: C.A.T: C.T.B.S. Total Battery; 

SA A N D SD SA A N D SD 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 

19. 

20. 

2 3 

2 3 4 5 

2 3 

3 4 

2 3 

3 4 

2 3 4 

21. 

22. 

23. 

24. 

25. 

26. 

27. 

28. 

29. 

30. 

31. 

32. 

33. 

34. 

35. 

36. 

37. 

38. 

39. 

40. 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 4 
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DRUG ABUSE RESISTANCE EDUCATION OBJECTIVES 

Lessons include: 

Practices for personal safety: The DARE officer and the 
students review common safety practices to protect them from 
harm at home, on the way to and from school, and in the 
neighborhood. 

Drug use and misuse: Students learn the harmful effects of 
drugs if they are missed, as depicted in a commercially 
distributed film, "Drugs and Your Amazing Mind." 

Consequences: The focus of this lesson is the consequences 
of using or choosing not to use alcohol, marijuana, and 
other drugs. 

Resistance techniques: Ways to say "no" - Students rehearse 
the many ways of refusing offers to try alcohol or drugs -
simply saying "no" and repeating it as often as necessary; 
changing the subject; walking away or ignoring the person. 
They learn that they can avoid situations where they might 
be subjected to such pressure. 

Assertiveness: A response style - Students have certain 
rights - to be themselves, to say what they think, to say 
"no" to offers of drugs. 

Media influences on drug use: The DARE officer and the 
students review strategies used in the media to encourage 
tobacco and alcohol use, including testimonials from 
celebrities and normative pressure. 

Decision-making and risk-taking: Students learn the 
difference between bad and reasonable risks; how to 
recognize the choices they have, and how to make decisions 
that promote their self-interest. 

Taking a stand: Students compose and read aloud essays on 
how they can respond when they are pressured to use drugs 
and alcohol. The essay represents each student's "DARE 
PLEDGE." 
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CHARACTER EDUCATION OBJECTIVES 

At the conclusion of these lessons, the students should be 
able to: 

Courage and Convictions: 

describe courage as a quality that may develop as a 
result of both encouraging and discouraging 
experiences; 

utilize library materials to acquire information about 
how nationally recognized persons exhibit courage; 

identify common and uncommon experiences of courageous 
Americans; 

identify examples of commonly held convictions and 
state reasons why individuals hold such convictions; 

explain how to identify one's fears which may be 
necessary in order to defend one's convictions; 

compare and contrast their convictions with those of 
other students in the classroom; 

Generosity, Kindness and Helpfulness: 

define generosity and describe acts of generosity that 
occur in life; 

describe the personal feelings acquired through an act 
of generosity and the reaction of the person to whom 
the generous act was directed; 

describe the generosity of several philanthropists; 

describe kindness in their own words and identify the 
meaning of kindness as expressed through the words of 
famous persons; 

identify ways in which individuals and groups of people 
exhibit kindness toward others; 

explain the importance of individual effort in 
accomplishing a group objective and how to recognize 
and respond to the needs of others; 

Honesty and Truthfulness: 

describe what is meant by the phrase, "the truth, the 
whole truth, and nothing but the truth;" 
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identify persons whom citizens depend upon to be 
honest, and state why this dependence is necessary; 

cite examples of honesty and dishonesty, and the 
effects of each on others; 

identify and describe how countries of the world engage 
in both honest and dishonest activities with each 
other; 

Honor: 

identify and describe honorable character traits of 
adults; 

give examples of using the term honor to denote the 
excellence of individuals or organizations; 

Justice and Tolerance: 

demonstrate and understand the concept of justice by 
identifying and describing examples of just and unjust 
acts in the school; 

demonstrate an understanding of tolerance by giving 
examples of how some people are intolerant of others; 

describe ways in which individuals can work to become 
more tolerant; 

describe how personal judgement can influence tolerance 
of others; 

Use of Time and Talents: 

identify perseverance as an important character trait 
contributing to an individual's success; 

describe how giving and receiving encouragement can 
contribute to a person's success; 

identify how a person's positive character traits can 
lead to personal success; 

state some personal goals and identify character traits 
helpful in achieving these goals; 

Freedom of Choice: 

list and define the steps of decision-making process; 
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solve a specific problem by using and applying the 
steps of the decision-making process, and distinguish 
between "fact" and "opinion" when making decisions; 

explain how choices they make today will determine the 
persons they will be in the future; 

Freedom of Speech, Citizenship: 

explain in their own words the parts of the First and 
Fifth Amendments that pertain to freedom of speech, and 
state the importance of the amendments in their daily 
lives; 

list the civil rights each individual has now and will 
have in the future as a citizen, and describe the 
responsibilities that accompany each of these rights; 

give examples of ways in which their ideas can be 
influenced by other people's words and actions; 

state the steps or procedures followed in nominating a 
person for office, voting, representation and election; 

define in their own words the terms freedom and human 
rights and give examples of each from personal 
experience; 

explain how rules and regulations contribute to good 
citizenship; 

identify the individual rights that people have under 
different forms of government; 

identify ways in which group activity affects the 
rights of the individual; 

Right to be an Individual: 

describe some ways that famous people express their 
individuality; 

identify and describe how their individual talents and 
abilities contribute to the effort or product of a 
group with which they are working; 

identify negative peer pressure and its harmful 
effects, and describe some positive ways of expressing 
their individuality; 
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Right to Equal Opportunity, Economic Security: 

describe the effects of discrimination on individuals; 

describe how local and national governments implement 
laws designed to promote equal opportunity; 

list the things that individuals can do as they grow up 
which could provide economic security in later life; 

describe the effects of inflation and unemployment on 
the economic security of family; 

describe the steps that follow in establishing an 
economically secure business. 
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BE SMART, DON'T START OBJECTIVES 

Concepts: 

Students will be able to understand that: 

there are several reasons for not starting to drink or 
use other drugs after being provided with accurate 
information about alcohol and other drugs; 

alcohol and other drugs affect the body and the brain 
of a child in serious ways; 

drinking and other drug use interferes with being 
healthy, with achieving your goals, and with doing your 
best; 

a lot of people don't think it's cool to drink or use 
other drugs; 

there are many ways to have fun without drinking or 
using other drugs; 

at one time or another, everyone needs help. Students 
should realize that it is a sign of strength to 
recognize they have a problem, and a sign of strength 
to deal with in a healthy and positive way; 

it's okay to refuse to drink or use other drugs, even 
if your friends do not. Sometimes it's necessary to 
make a decision that someone else doesn't agree with; 

the purpose of an ad is to get you to buy something. 
Advertisers use many techniques to get you to buy their 
products. You should be able to figure out the message 
an ad is sending you by analyzing it carefully; 

alcohol affects your body and it affects the way you 
feel and act. There are lots of activities you can do 
instead of drinking; 

effort and accomplishments will be rewarded with praise 
and encouragement from others. This in turn will help 
individuals feel good about themselves. 

a person's low self-esteem is directly related to 
alcohol and other drug use. 
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Table C.l: Participant Age Distribution and Means by 
Experimental Group. 

Control-N (5?=11.933) 
Age Frequency Percent 

Control-D (5?=12.033) 
Age Frequency Percent 

11 
12 
13 

3 
26 
1 

10.0 
86.7 
3.3 

11 
12 
13 

7 
15 
8 

23.3 
50.0 
26.7 

Total 30 100.0 

Total Control Group Mean = 

DARE-N 

11 
12 
13 

Total 

Total DARE 

BSDS-N 

(5?=11.933) 

4 13.3 
24 80.0 
2 6.7 

30 100.0 

Group Mean = 11, 

(5?=11.667) 

11. 

.932 

Total 

983 

11 
12 
13 

Total 

30 

DARE-D (5?=11. 

5 
21 
3 

29 

BSDS-D (5?=12 

100.0 

931) 

17.2 
72.4 
10.3 

99.9 

.000) 

11 
12 
13 
14 

14 
13 
2 
1 

46.7 
43.3 
6.7 
3.3 

11 
12 
13 

6 
18 
6 

20.0 
60.0 
20.0 

Total 30 100.0 Total 30 100.0 

Total BSDS Group Mean = 11.833 

CE-N (5?=11.800) CE-D (5?=12.067) 

11 
12 
13 

8 
20 
2 

26.7 
66.7 
6.7 

11 
12 
13 

7 
14 
9 

23.3 
46.7 
30.0 

Total 30 100.0 Total 30 100.0 

Total CE Group Mean = 11.933 
Overall Mean = 11.921 
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Table C.2: Participant Gender Distribution by 
Experimental Group. 

Control-N 
Gender Frequency 

Male 
Female 

13 
17 

Percent 

43.3 
56.7 

Control-D 
Gender Frequency 

Male 
Female 

12 
18 

Percent 

40.0 
60.0 

Total 30 100.0 Total 30 100.0 

DARE-N DARE-D 

Male 
Female 

Total 

Male 
Female 

Total 

Male 
Female 

Total 

BSDS-

CE--N 

17 
13 

30 

-N 

16 
14 

30 

16 
14 

30 

56.7 
43.3 

100.0 

53.3 
46.7 

100.0 

53.3 
46.7 

100.0 

Male 
Female 

Total 

Male 
Female 

Total 

Male 
Female 

Total 

BSDS-D 

CE--D 

22 
8 

30 

17 
13 

30 

14 
16 

30 

73.3 
26.7 

100.0 

56.7 
43.3 

100.0 

46.7 
53.3 

100.0 
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Table C.3 Participant Ethnicity Distribution by 
Experimental Group. 

Control-N 
Ethnic. Frequency 

Black 
Hispanic 

White 

2 
4 

24 

Percent 
Control-D 

Ethnic. Frequency 

6.7 
13.3 
80.0 

Black 
Hispanic 

White 

1 
23 
6 

Percent 

3.3 
76.7 
20.0 

Total 30 100.0 Total 30 100.0 

DARE-N DARE-D 

Black 
Hispanic 

White 

1 
10 
19 

3.3 
33.3 
63.3 

Black 
Hispanic 

White 

10 
12 
8 

33.3 
40.0 
26.7 

Total 30 100.0 Total 30 100.0 

BSDS-N BSDS-D 

Asian 3.3 

Hispanic 
White 

10 
19 

33.3 
63.3 

Black 
Hispanic 

White 

3 
22 
5 

10-0 
73.3 
16.7 

Total 

Asian 
Hispanic 

White 

Total 

CE--N 

30 

1 
4 

25 

30 

100.0 

3.3 
13.3 
83.3 

100.0 

Total 

Hispanic 
White 

Total 

CE-D 

30 

27 
3 

30 

100.0 

90-0 
10.0 

100.0 
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Table C.4: Descriptive Statistics: 
CAT IQ Score Means by Experimental Group 

Group Obs 

Control-N 30 

Control-D 30 

N Mean 

30 108.067 

30 97.067 

Std Dev 

10.305 

11.632 

T Prob>ITI 

57.436 

45.706 

0.0001 

0.0001 

Total 
Control 60 60 102.567 12.226 64.984 0-0001 

DARE-N 

DARE-D 

Total 
DARE 

BSDS-N 

BSDS-D 

Total 
BSDS 

CE-N 

CE-D 

Total 
CE 

Overall 
Mean 

30 

30 

60 

30 

30 

60 

30 

30 

60 

30 

30 

60 

30 

30 

60 

30 

30 

60 

240 

97.300 

94.467 

95.883 

98.267 

89.667 

93.967 

107.000 

91.467 

99.233 

97.913 

10.346 

10.994 

10.680 

11.160 

15.668 

14.166 

15.556 

10.167 

15.202 

13.508 

51.510 

47.061 

69.539 

48.228 

31.347 

51.381 

37.674 

49.277 

50.563 

0-0001 

0.0001 

0.0001 

0.0001 

0.0001 

0-0001 

0.0001 

0-0001 

0.0001 
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Table C.5: Descriptive Statistics: 
CTBS Score Means by Experimental Group 

Group Obs N Mean 

Control-N 30 30 

Control-D 30 30 

69.933 

58.000 

Std Dev 

19.237 

17.160 

T Prob>ITI 

19.912 

18.512 

0.0001 

0.0001 

Total 
Control 60 60 63.967 19.049 26.012 0.0001 

DARE-N 

DARE-D 

Total 
DARE 

30 

30 

60 

30 

30 

60 

63.867 

56.867 

60.367 

22.551 

23.205 

22.958 

15.512 

13.423 

20.367 

0.0001 

0.0001 

0.0001 

BSDS-N 

BSDS-D 

Total 
BSDS 

CE-N 

CE-D 

Total 
CE 

Overall 
Mean 

30 

30 

60 

30 

30 

60 

30 

30 

60 

30 

30 

60 

240 

65.500 

55.900 

60.700 

70.267 

52.433 

61.350 

61.596 

22.835 

23.625 

23.539 

26.083 

20.731 

25.030 

22.653 

15.711 

12.960 

19.975 

14.755 

13.853 

18.986 

0.0001 

0.0001 

0.0001 

0-0001 

0.0001 

0.0001 
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Table C.6: Analyses of Variance: 
CAT IQ Scores by Treatment Group, Economic 
Group, and Experimental Group. 

Source DF Sum of Squares F Value Pr > F 

Model 9249.66250000 8.92 0.0001 

Error 232 34359.50000000 

Corrected Total 239 43609.16250000 

R-Square 

0.212104 

Source DF 

TGRP 3 
EGRP 1 
GRP 3 

Tukey's HSD Test of Signif 

C.V. 

12.42915 

Type I SS 

2585.57916667 
5405.50416667 
1258.57916667 

97 

F Value 

5.82 
36.50 
2.83 

icance: CAT IQ Scores by 
Treatment Group. 

CAT Mean 

.9125000 

Pr > F 

0.0008 
0.0001 
0.0391 

Alpha= 0.05 df= 232 MSE= 148.1013 
Critical Value of Studentized Range= 3.660 
Minimum Significant Difference= 5.7497 

Means with the same letter are not significantly different. 

Tukey Grouping 

B 
B 
B 
B 
B 

A 
A 
A 

Mean N 

102.567 

99.233 

95.883 

93.967 

60 

60 

60 

60 

Treatment 
Group 

Control 

CE 

DARE 

BSDS 
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Table C.6: Continued 

Tukey's HSD Test of Significance: CAT IQ Scores by 
Economic Group. 

Alpha= 0.05 df= 232 MSE= 148.1013 
Critical Value of Studentized Range= 2.786 

Minimum Significant Difference= 3.0954 
Means with the same letter are not significantly different 

Tukey Grouping 

A 

B 

Tukey's HSD Test of Signi ficance: 

Mean 

102.658 

93.167 

N 

120 

120 

Economic 
Group 

Nondisad. 

Disad. 

CAT IQ Scores by 
Experimental Group. 

Alpha= 0.05 df= 232 MSE= 148.1013 
Critical Value of Studentized Range= 4.326 
Minimum Significant Difference= 9.6114 

Means with the same letter are not significantly different. 

Tukey Grouping 

B 
B 
B 

A 
A 
A 

C 
C 
C 
C 
C 
C 
C 
C 
C 
C 
C 

Mean 

108.067 

107.000 

98.267 

97.300 

97.067 

94.467 

91.467 

89.667 

N 

30 

30 

30 

30 

30 

30 

30 

30 

Experimental 
Group 

Control-N 

CE-N 

BSDS-N 

DARE-N 

Control-D 

DARE-D 

CE-D 

BSDS-D 
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Table C.7: Analyses of Variance: 
CTBS Scores by Treatment Group, Economic 
Group, and Experimental Group. 

Source DF Sum of Squares F Value Pr > F 

Model 9503.56250000 2.78 0.0085 

Error 232 113136.23333333 

Corrected Total 239 122639.79583333 

Source 

TGRP 
EGRP 
GRP 

R-Square 

0.077492 

DF 

3 
1 
3 

C.V. 

35.85135 

Type I SS 

479.67916667 
8062.00416667 
961.87916667 

CTBS Mean 

61.5958333 

F Value 

0.33 
16.53 
0.66 

Pr > F 

0.8052 
0.0001 
0.5790 

Tukey's HSD Test of Significance: CTBS Scores by Economic 
Group 

Alpha= 0.05 df= 232 MSE= 487.6562 
Critical Value of Studentized Range= 2.786 
Minimum Significant Difference= 5.617 

Means with the same letter are not significantly different. 

Tukey Grouping Mean 
Economic 

N Group 

67.392 120 Nondisad. 

B 55.800 120 Disad. 
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Table C.7: Continued 

Tukey's HSD Test of Significance: CTBS Scores by 
Experimental Group 

Alpha= 0.05 df= 232 MSE= 487.6562 
Critical Value of Studentized Range= 4.326 
Minimum Significant Difference= 17-441 

Means with the same letter are not significantly different. 

Tukey Grouping 

B 
B 
B 
B 
B 
B 
B 
B 
B 
B 
B 

A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 
A 

Mean 

70.267 

69.933 

65.500 

63.867 

58.000 

56.867 

55.900 

52.433 

N 

30 

30 

30 

30 

30 

30 

30 

30 

Experimental 
Group 

CE-N 

Control-N 

BSDS-N 

DARE-N 

Control-D 

DARE-D 

BSDS-D 

CE-D 
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APPENDIX D: 1993 SAN ANGELO 

INDEPENDENT SCHOOL DISTRICT DRUG STUDY 
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1993 San Angelo Independent School District 
Drug Study 

1. 37% of SAISD sixth-grade students had used alcohol at 
least once; 

2. 15% of SAISD sixth-grade students had consumed two or 
more beers in a row; 

3. 3% of SAISD elementary students said that their parents 
did not care if kids their age used alcohol; 

4. 14% of SAISD sixth-grade students had used inhalants; 

5. the inhalants used most frequently by SAISD elementary 
students are glue and white-out; 

6. 5% of SAISD elementary students had used two or more 
kinds of inhalants; 

7. elementary students in San Angelo use marijuana 
slightly more than elementary students statewide; 

8. 6% of SAISD fifth-grade students had used marijuana; 

9. 88% of the San Angelo elementary students said that 
their parents did not like kids their age using 
marijuana; 

10. 84% of SAISD elementary students think that marijuana 
use is very dangerous; 

11. 74% of SAISD elementary students think that inhalant 
use is very dangerous; 

12. 70% of SAISD elementary students think that alcohol use 
is very dangerous; 

13. 38% of SAISD secondary students say they drink beer on 
a monthly basis; 

14. 53% of SAISD eleventh-grade students had consumed 
alcohol within the past month; 

15. 25% of SAISD secondary students say that they had 
consumed five or more beers at a time; 

16. 79% of SAISD secondary students say that alcohol was 
easy to obtain; 

17. 74% of SAISD secondary students said that their parents 
disapproved of them drinking beer; 
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18. 31% of SAISD ninth-grade students had used inhalants; 

19. the inhalants used most frequently by SAISD secondary 
students are white-out, paint, gasoline, and paint 
thinner; 

20. 7% of SAISD secondary students had used four or more 
kinds of inhalants; 

21. 27% of SAISD secondary students had used illicit drugs; 

22. more secondary students in San Angelo use illicit drugs 
than secondary students statewide; 

23. 14% of SAISD ninth-grade students had used marijuana in 
the past month; 

24. 8% of SAISD secondary students had attended class while 
stoned; 

25. 46% of SAISD secondary students said that marijuana was 
easy to obtain; 

26. 90% of SAISD secondary students believe that crack is 
very dangerous; 

27. 74% of SAISD secondary students believe that marijuana 
is very dangerous; and 

28. 46% of SAISD secondary students believe that alcohol is 
very dangerous. 
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