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Until recently, we have known relatively lit-
tle about the health status of youths resid-
ing in the Caribbean. Isolated reports, often
in unpublished manuscripts, give glimpses
of reproductive health concerns in one
country or of substance abuse issues in an-
other. From these snapshots, there is a
cause for concern. In a study of a clinical
population of young people in Jamaica,
Smikle et al.' found that the mean age at
onset of sexual intercourse among males
was 12.5 years; 4% of sexually active males
reported using condoms consistently, and
60% reported marijuana use. Soyibo and
Lee*? reported, among a general popula-
tion of Jamaican school-attending adoles-
cents, rates of marijuana, cocaine, and her-
oin use of 10.2%, 2.2%, and 1.13%,
respectively; the alcohol use rate was
50.2%, and the tobacco use rate was
16.6%.

In addition, violence is on the rise among
youths throughout the Caribbean.* Soyibo
and Lee, in another study involving their
sample of Jamaican youths, found that
78.5% of these young people had wit-
nessed violence in their communities;
60.8%, in their schools; and 44.7%, in
their homes.® Also, 29% reported that they
had injured someone else. Suicide appears
to be of increasing concern in the Carib-
bean as well; for example, Hutchinson and
Simeon® reported a 319% increase in the
male suicide rate in Trinidad and Tobago
between 1978 and 1992 (4.96 to 20.76
per 100 000).

The data just described present a very lim-
ited portrait of youth health in the Caribbean,
and none of these studies have provided an
understanding of the factors that protect
Caribbean youths and those that predispose
them to poor health and health risk behav-
iors. We focused on these issues in the pres-
ent study.
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compromising behaviors.

9 Caribbean countries.

METHODS

Instrument Development

The survey instrument used in the present
study contained 87 multiple-choice questions
with a total of 246 options. The items cov-
ered the following areas: school, substance
use, sexual and reproductive health, physical
and sexual abuse, honesty, violence, mental
health, family, general health, health care and
nutrition, and relationships. The initial ques-
tionnaire was primarily based on the Min-
nesota Adolescent Health Survey7; however,
Youth Risk Behavior Survey® provided further
questions.

An initial instrument draft was developed
after a meeting of maternal and child health
directors from the 19 target countries of the
Anglophone Caribbean. Each of these individ-
uals reviewed the draft, and a revised version
was tested among 105 school-attending ado-
lescents in Barbados, St. Lucia, and Antigua.
The instrument was subsequently revised,
and the revised version was once again re-
viewed by the maternal and child health di-
rectors before finalization.

Sampling
We used a random sampling procedure in-
volving school classrooms. We based our pro-

Objectives. This study sought to identify, among youths, factors associated with
characteristics such as poor health status, substance use, and suicide risk and to ex-
plore the extent to which the risk and protective factors identified cut across health-

Methods. A survey was administered to representative samples of young people from

Results. Physical/sexual abuse and having a friend or relative who had attempted
suicide were associated with an increased prevalence of health-compromising behav-
iors. Connectedness with parents and school and attendance at religious services were
associated with fewer health risk behaviors.

Conclusions. When the identified risk and protective factors were compared with those
seen among young people in the United States, similarities as well as important dif-
ferences were found. (Am J Public Health. 2003;93:456-460)

cedure on Ministry of Education rosters
within each country so as to identify repre-
sentative national samples of young people
aged 10 to 18 years. Average classroom size
was estimated at 30 pupils. In determining
sample sizes, we used a power of 0.80 and
20% oversampling within each country so
that we would have sufficient numbers of re-
spondents to allow within-country compar-
isons by age and sex as well as aggregate
analyses (Table 1).

The study required approval of multiple
ministries within each participating country,
as well as personnel commitment in the areas
of sample design, sample selection, data col-
lection, and data entry. Of the 19 Caribbean
countries eligible for participation, 9 chose to
take part. No differences were noted between
participating and nonparticipating countries
according to either population size or school
enrollment percentage. As a result of the sub-
stantial between-country variations in popula-
tion size, samples of comparable size were
used to obtain better overall regional
representation.

More than 16 000 youths aged 10 to 18
years participated in the survey, which took
place during 1997-1998. Questionnaires
missing more than one third of responses
were excluded from the final sample, as were
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TABLE 1—Unweighted and Weighted
Sample Sizes: Caribbean Youth Health
Survey, 1998.
Final
Sample, Weighted

Country No. (%) % of Total
Antigua 2158 (13.7) 15
Bahamas 1787 (11.4) 5.6
Barbados 1819 (11.6) 6.5
British Virgin Islands 400 (2.5) 0.4
Dominica 2719 (17.3) 19
Grenada 1255 (8.0) 24
Guyana 1396 (8.9) 17.6
Jamaica 2635 (16.8) 60.7
St. Lucia 1526 (9.7) 35

Total 15695 (100) 100

questionnaires with more than 3 inconsistent
responses, 2 or more clearly invalid re-
sponses, or endorsement of the use of bogus
drugs. Two percent of all questionnaires were
removed from the analysis, leaving a final us-
able sample of 15 695.

Data Analysis

Data were coded and entered either
within each country or through a central
data processing firm in Barbados, based
upon a protocol book developed by the
World Health Organization Collaborating
Center on Adolescent Health at the Univer-
sity of Minnesota. Once data were entered, a
data tape was sent to the University of Min-
nesota for cleaning, merging, and analysis.

The study involved 9 predictor variables.
Six were based on single variables: how
hard the young person tries at schoolwork,
attendance at religious services, thinking
about hurting or killing someone, parents’
problems with violence, parents’ history of
mental health problems, and having family
members or friends who had attempted sui-
cide. Three predictors included multiple
items: connection to parents and family,
physical and sexual abuse, and substance
abuse.

The scale assessing parent and family con-
nectedness (Cronbach a=0.80) included the
following items: feels parents care, can tell
parents about problems, feels other family
members care, feels people in the family un-
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derstand, and family pays attention to you.
As a result of their high intercorrelation (r=
0.32), physical abuse and sexual abuse were
combined into a single scale. The combined
variable had a stronger relationship with the
outcomes studied than did either physical or
sexual abuse alone (Cronbach .=0.76). The
parent substance abuse scale included items
focusing on parental drinking problems and
drug problems.

Five outcome variables were included, 3 of
which were based on single items: general
health, ever had sexual intercourse, and ever
attempted suicide. Two variables were based
on multiple items: violence was composed of
4 items (Cronbach a=0.79), and problems
due to alcohol or drugs was composed of 10
items (Cronbach a.=0.80).

In conducting the analyses for this study,
we used multivariate methods, primarily logis-
tic and linear regression, depending on
whether the variable was categorical or con-
tinuous. A conservative significance level of
P<.01 was used to compensate for the large
sample size.

To ensure the validity of the results, we re-
viewed each survey in regard to complete-
ness, internal consistency, and invalid re-
sponses (e.g., endorsing use of bogus drugs).
Thirteen percent of the sample was deleted
owing to incomplete responses (i.e., more
than a third of responses left blank), and 2%
was deleted as a result of inconsistent re-
sponses. Those failing to complete the survey
were disproportionately at the young end of
the age spectrum (10—12 years).

RESULTS

General Health

Nearly 20% of our Caribbean youth partic-
ipants reported fair or poor health. Examina-
tion of the factors associated with poor self-
assessed health status showed that the most
consistent factor was having experienced
physical or sexual abuse. Parental mental
health problems were associated with poorer
self-assessed health status among the youn-
gest adolescents, and parental problems with
violence were associated with poorer health
status among those aged 13 to 15 years. By
the older teen years, parental factors seemed
to have a diminished influence; none were

significant correlates of poor self-assessed
health status.

Conversely, connectedness with parents
was strongly associated with a lower likeli-
hood of rating one’s health as fair or poor.
Two other factors that were protective against
poor self-rated health were connectedness
with other adults and trying hard in school
(Table 2).

Tobacco, Alcohol, and Other
Substance Use

As do their peers elsewhere, teens in the
Caribbean live in cultures that often celebrate
the use of tobacco, alcohol, marijuana, and
other substances. When we examined the fac-
tors associated with increased use of sub-
stances and those associated with diminished
involvement, a few factors stood out. Across
all age groups, both parental substance abuse
and parental mental health problems were as-
sociated with increased substance use. In ad-
dition, rage, abuse, parental violence, and
having a family member or friend who had
attempted suicide were found to correlate
with higher levels of substance use among
teens in most of the age groups studied
(Table 2).

Emotional Well-Being

Suicide attempts. Although generally
happy, approximately 15% of our respon-
dents reported significant emotional dis-
tress, and about 12% reported ever having
attempted suicide. Among the risk factors
associated with ever having attempted sui-
cide, history of a friend or family member’s
suicide was the strongest across all age
groups, followed by rage and history of
physical abuse, sexual abuse, or both.
Across all age groups, girls were consis-
tently more likely than boys to report sui-
cide attempts. Conversely, parental connect-
edness was strongly protective against
suicide attempts in all of the age groups
(odds ratios between 0.33 and 0.42). No
other factors were found to be protective
(Table 2).

Rage. The rage variable was based on an
item in which respondents were asked
whether they were sufficiently angry some
or most of the time that they “could kill
someone.” This feeling was shown to be rel-
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atively common, with 40.1% of the partici-
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among those older than 16 years, self-
reported attendance at religious services was
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TABLE 3—Relationships Between Experiences of Abuse and Emotional Distress: Caribbean

Type of Emotional Distress No Abuse, % Physical Abuse, % Sexual Abuse, % Both Types of Abuse, %
Depression (50.4%°) 45.7 65.4 61.9 69.7
Rage (40.1%°) 37.8 54.7 53.5 51.2
Suicide attempt (12.1%") 9.1 20.1 23.1 28.9

*Percentage of total sample reporting.

associated with lower rates of violence
(Table 2).

Sexual Intercourse

Early initiation of sexual intercourse is of
mounting concern in the Caribbean because
of pregnancy risks as well as the rising preva-
lence of HIV among young people. Male re-
spondents were more than twice as likely as
their female counterparts to report having
had sexual intercourse. Both rage and physi-
cal or sexual abuse experiences were associ-
ated with early sexual intercourse among all
of the age groups. As was true for violence
and substance abuse, there was a strong asso-
ciation between early initiation of sexual ac-
tivity and skipping school.

Regarding factors associated with delay of
sexual activity, connectedness to parents was
strongly protective among teenagers younger
than 16 years. Among respondents who were
13 years or older, attendance at religious ser-
vices was associated with a lower rate of re-
porting ever having had intercourse than the
rate among those who did not attend services
(Table 2).

DISCUSSION

When we look across risk behaviors—
whether in the form of violence, substance
use, or early sexual intercourse—certain fac-
tors are associated with much lower rates of
involvement, whereas other factors are associ-
ated with significantly higher rates. Specifi-
cally, youths who report rage, having experi-
enced physical or sexual abuse, or having a
friend or family member who has attempted
or completed suicide are at significantly
greater risk than their peers of reporting in-
volvement in health risk behaviors and expe-
riences of emotional distress. In addition,
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many of these same young people report skip-
ping school more frequently than their peers.

Conversely, young people who report con-
nectedness to their parents are much less
likely than others to report involvement in or
experiencing of these negative health out-
comes. Likewise, attendance at religious ser-
vices is associated with less involvement in a
range of risk behaviors. The same is true for
school connectedness (as measured via “try-
ing hard in school”), which we found to be as-
sociated with better self-assessed health status
and less sexual intercourse among youths
aged 13 to 15 years. When these risk and
protective factors are compared with those
seen among young people in the United
States, a number of similarities as well as im-
portant differences arise.

For example, in the Caribbean, as in the
United States, family is central to the health
and well-being of young people. Specifically,
in both the Caribbean and the United States,
young people are at increased risk for nega-
tive health outcomes and emotional distress
when they have a family history of suicidal
thoughts and attempts. In addition, in both re-
gions violence has been found to be associ-
ated with a history of family suicide, as have
adolescent emotional distress and suicidality.”

Conversely, family connectedness has been
shown to be associated with lower risk in-
volvement, better self-assessed health status,
and fewer reported suicidal attempts.
Borowsky et al,'” in their study of US adoles-
cents, found that parent/family connected-
ness was protective against suicidality across
both sexes and across all ethnic groups exam-
ined. This result was consistent with
Borowsky et al's™ findings among Native
American youths and Guiao and Esparza’s”
findings for Mexican American teenagers. In
terms of violence involvement, Blum and

Rinehart"™ reported positive parent/family re-
lationships to be associated with lower rates
of violence among all of the groups of adoles-
cents they studied except White females. Al-
though important differences in family struc-
ture can be found between the Caribbean
and the United States, it is clear that, in both
contexts, family matters.

School matters in both settings as well. Spe-
cifically, in both the United States™ and the
Caribbean, school connectedness is associated
with significantly fewer reported instances of
emotional distress, suicidality, and early sex-
ual intercourse. Resnick et al.”® found such as-
sociations in a population of youths residing
in Minnesota, and Steinberg'® and Hawkins et
al.” suggested that creating bonds with the
school is critically important to positive youth
outcomes. The current findings suggest that
this North American association is not
unique.

Finally, in terms of factors specific to indi-
viduals, physical abuse and sexual abuse have
consistently been found to produce devastat-
ing effects in both the Caribbean and US con-
texts. In the United States, abuse has been as-
sociated with increased rates of tobacco use,
interpersonal violence, and emotional distress
and suicidality among almost all groups of
adolescents.”® Similar associations have been
revealed in the Caribbean.

A characteristic that seems to be less con-
sistent between the 2 settings is rage. In our
study, 2 of every 5 respondents endorsed an
item related to feeling homicidal rage some or
nearly all of the time. There was a clear sex
bias, with males more likely to report experi-
encing such rage; however, there was a com-
parable sex bias in regard to interpersonal vi-
olence. Few data are available on the
prevalence of rage among US adolescents.
However, the factors shown to be associated
with lower rates of reported rage in the
Caribbean context (e.g., parent connected-
ness) and those that seem to exacerbate such
emotions (parental violence, physical/sexual
abuse) would presumably be similar in the
United States.

CONCLUSIONS

A number of serious health issues are
faced by young people in the Caribbean.
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What is clear, however, is that many of the
factors associated with lower rates of partici-
pation in risk behaviors in the United States
are the same in the Caribbean. This similarity
is not surprising, in that many of the factors
identified relate to the establishment of
human bonds. What this finding does suggest,
however—if US experiences provide any
guide—is that interventions that strengthen
the protective factors present in the lives of
young people tend to be more effective than
those focused on risk reduction alone.® We
must apply our understanding of risk and
protective factors to developing interventions
that improve the outcomes experienced by all
young people. ®
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