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Abstract
This paper describes the targeted intervention component of GREAT Schools and Families. The
intervention—GREAT Families—is composed of 15 weekly multiple family group meetings (e.g.,
4–6 families per group) and addresses parenting practices (discipline, monitoring), family
relationship characteristics (communication, support, cohesion), parental involvement and
investment in their child's schooling, parent and school relationship building, and planning for the
future. High-risk youth and their families—students identified by teachers as aggressive and socially
influential among their peers—were targeted for inclusion in the intervention. The paper describes
the theoretical model and development of the intervention. Approaches to recruitment, engagement,
staff training, and sociocultural sensitivity in work with families in predominantly poor and
challenging settings are described. The data being collected throughout the program will aid in
examining the theoretical and program processes that can potentially mediate and moderate effects
on families. This work can inform us about necessary approaches and procedures to engage and
support families in efforts to reduce individual and school grade-level violence and aggression.

Introduction
As outlined in the overview paper in this supplement,1 the Multisite Violence Prevention
Project was conceptualized and funded to increase knowledge on what reduces school violence
among young adolescents. We relied on research on epidemiologic and developmental risk of
aggression and violence, as well as prior findings from violence prevention studies, to guide
decisions regarding design, program development, and implementation. Two sets of findings
helped organize the final intervention and its design. The first related to the development of
aggressive and violent behavior during early adolescence findings that (1) group norms that
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tolerate and even support aggression and violence in response to interpersonal conflict can
increase the risk of violence among the overall population, and (2) there are a small number
of youth—those commonly referred to as high-risk—who are responsible for a large proportion
of adolescent violence.2 In response to these findings, two groups of intervention strategies
have dominated the field: those strategies that focus on the whole school or population in
changing norms related to aggression and violence and those that focus on high-risk youth,
typically including multiple components and focused at multiple levels of risk. Although both
types of interventions have been implemented across the country and each has demonstrably
reduced aggression and violence, it is still unclear which approach is more effective in reducing
school violence. Until this project, no study had compared the relative effect of each approach.
Thus, the multisite project is designed to determine whether school violence is reduced more
by implementing a general violence prevention program for all students in a given grade that
changes norms that support aggression, or whether an intervention targeted to at-risk youth is
more effective in lowering violence.

Previous papers have outlined the design and universal intervention implemented in this study.
This paper describes the development and implementation of the intervention targeting high-
risk youth—the GREAT (Guiding Responsibility and Expectations for Adolescents for Today
and Tomorrow) Families Program. First, we define “high-risk” youth and the specific
population targeted for this study. We then describe the theoretical model guiding the
intervention and the development of the program. Finally, we outline the intervention and
implementation procedures, including hiring and training of staff members and participant
recruitment and retention.

Targeting High-Risk Youth
The focus on high-risk youth is based on the finding that a small minority of youth perpetrate
the overwhelming majority of violence, both in and around school. Longitudinal surveys
indicate that 20% of serious offenders account for between 75% and 90% of violent crimes.
3,4 Reducing violence among this group, therefore, should significantly decrease the amount
of violence in the school. The intent, however, was also to extend the reductions in aggression
and violence beyond the specific high-risk students to other students, indirectly, by changing
the beliefs and behavior of the high-risk students. For this reason, we chose to focus on students
both who were considered at risk because of a pattern of aggressive and disruptive behavior
in the school and classroom and who also wielded a relatively high level of influence on other
students. Lowering aggressive behavior among influential students would, we believed, lessen
support for violence and aggression among their peer groups.5

A Family-Focused Intervention
Numerous reviews have shown that family is the most immediate and influential social system
for children's risk for aggression and violence.2,6–10 Because of the importance of family, many
intervention studies have focused on improving parenting skills and family relationships to
mitigate risk of violence and related behaviors.7,11 Results of such interventions suggest that
they can have significant effects on aggression.12–19 There is also considerable evidence of
the effectiveness of programs that focus on both parents and youth over those programs that
focus solely on youth.20 Thus, it was clear that a family-focused intervention would likely be
more effective in lowering aggression and violence than one that did not include the family.

Our intervention—GREAT Families—is composed of 15 weekly multiple family group
meetings (e.g., 4–6 families per group) and addresses parenting practices (discipline,
monitoring), family relationship characteristics (communication, support, cohesion), parental
involvement and investment in their child's schooling, parent and school relationship building,
and planning for the future. We chose multiple family groups because previous research
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suggested that they are efficient forms for service delivery, building social support among
participants, and improving parent–child interactions directly.21,22 The families varied both
across sites and within sites, although they shared some common characteristics (Table 1).
Overall, the families were disproportionately poor. They represented a diversity of racial/ethnic
backgrounds (although predominantly African American), family structures, and geographic
locales. Some families reside in urban Midwest areas, whereas others reside in more rural
southeastern settings. Even within a site, some families reside in more suburban
neighborhoods, whereas others reside in urban neighborhoods. Implementing the multifamily
program across these sites is a step toward examining the implementation and generalizability
of this approach in widely varying settings and demands. Additional details of the program are
described in a later section of this paper.

Our approach builds on several prior prevention and intervention studies conducted by the
investigators collaborating in the program. The same principles and multiple family group
format, for example, were tested in the SAFE Children Program run by the University of
Illinois, Chicago (UIC) team.23 Also, these approaches were used in the earlier 10-year
Metropolitan Area Child Study (MACS).21 Quinn and colleagues24–27 of The University of
Georgia team had developed a family intervention for youth involved with drug abuse and the
juvenile court. They also developed a family–school intervention designed to work in schools
with students who were experiencing personal or school problems.25 Investigators at Virginia
Commonwealth University had implemented Project IMPACT, a substance abuse prevention
program for families.28,29 Likewise, investigators at Duke had implemented parent training
and family intervention with the Fast Track project.30–32 The collaborative team also included
an investigator from the Early Alliance prevention trial that provided family support in addition
to the peer, classroom, and reading-mentoring components.33 Each of these interventions
builds on established principles that seek to improve monitoring and discipline practices. Each
has also been extended to address ecologic and parental characteristics critical to successful
parenting interventions. The GREAT Families combined aspects of each of these prior
interventions.

Theoretical and Empirical Basis of the Intervention
The intervention uses concepts of psychoeducational, functional, sequential, and structural-
strategic approaches to family intervention.34–38 It is grounded in “developmental-ecologic”
theory39,40 and focuses on helping families manage child-rearing within the constraints and
opportunities of their social contexts and on developing parenting practices that can reduce
antisocial behavior.41,42 The developmental–ecologic model of child and family functioning
assumes that (1) the family serves as the primary support and socializing force for children;
(2) the challenges families face and often the ways they attempt to address them depend on the
age of the children; (3) children and families live in communities and are also influenced by
larger social, cultural, and policy realities; and (4) strengthening families and family-focused
interventions are among the more powerful ways to effect positive child outcomes and prevent
violent and antisocial behavior.

A major tenet of developmental–ecologic theory is that individual development is influenced
by the qualities of the social systems in which the family lives or participates.10,41,43,44

Individual development is nested within a series of social structures,43,45 beginning with family
and peer systems, and, in turn, families and peers are nested within larger social contexts, such
as schools and neighborhoods. Potential risk factors include not only individual child
behavioral problems but also potential problems in family functioning and increased risk owing
to social settings. However, there are also strengths of the individual child, family, and social
setting that could bolster youth and families. Thus, this intervention focuses not only on risk
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but also on current and potential assets and strengths in the family, peer, school, and
neighborhood settings and the interactions among these social contexts.

Developmental–ecologic theory also considers the effect of these systems across youth
development. On the basis of prior work on developmental trajectories in violence and
aggression,3,4,46,47 the goal of the GREAT Families intervention is to interrupt a progression
from early, socially unacceptable behavior to serious delinquency and violence by eliminating
the function of problem behaviors in families and the reinforcers of such behavior. The idea
of developmental ecology also attends to multiple risk and protective factors in the lives of
young people and potential changes in the relative influence of family, peers, and
neighborhoods as young people grow and mature. Whereas parents are among the earliest
influences on children, as children grow and develop, school, peers, and community become
increasingly important influences.3

Overlaying developmental–ecologic theory is the importance of context, which includes the
interaction of race, ethnicity, and social status of the individual with the prevailing group
cultural norms and those of the larger social–cultural systems.48,49 Research has found that
some parenting practices are more uniquely effective among particular racial/ethnic groups.
For example, for Asian-American and African-American parents, stricter and more parent-
directed approaches, approaches referred to as more “authoritarian,” are linked to positive child
and adolescent adjustment, whereas these practices are linked to more negative outcomes
among European American children and youth.21,50–53 Understanding parenting approaches
across and within particular racial/ethnic contexts has very important implications for future
prevention efforts.

We integrate six core elements into the program based on empirical data regarding their relation
to risk of antisocial behavior and violence, as well as their theoretical and clinical significance
to family functioning. These elements include (1) promoting home–school partnerships26,54,
55; (2) enhancing parental monitoring and supervision7; (3) promoting care and respect through
discipline and rules21; (4) increasing parent and child coping, self-control, and management
skills28; (5) developing healthy, respectful, and effective family communication and problem-
solving skills56; and (6) planning for the future.31

We use the six elements to express the intent and to guide the activities in the intervention.
Sometimes a given step is addressed specifically and separately. However, because all are seen
as aspects of family life, more than one element may be the focus of an activity or session. To
have an effect on family functioning and child behavior, the intervention should encompass
all of these aspects of the family (Figure 1). The goals of the intervention according to the six
elements include helping families to:

• develop and maintain an organizational structure conducive to their children's social,
academic, and vocational success;

• improve or maintain positive aspects of parenting and family relationship
characteristics that have been empirically linked to decreased risk of antisocial
behavior (such as consistent rules and discipline, adequate monitoring, emotional
cohesion, clear communication, as well as applying problem-solving skills to achieve
goals);

• marshal interpersonal resources that are likely to protect families from stressful
environmental influences and meet developmental and social–ecologic challenges;

• use strengths to manage family members’ needs and challenges; and

• develop networks of support to aid in understanding and managing their children and
any developmental and environmental challenges.
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The GREAT Families Program
The GREAT Families Program is composed of 15 weekly 2-hour sessions with groups of
approximately four to six families. The program covers each of the six elements in two to three
sessions. Topics of the family sessions include establishing family rules and roles, home and
school partnerships, communication within and outside the family, handling emotions and
anger, choosing friends, finding support, and connecting to the community. All family
members are invited to attend these meetings—all caregivers (including grandparents, aunts,
and uncles) and all children. The focus is on caregivers living in the home, but caregivers living
outside the home but heavily involved in caretaking (e.g., grandmothers) are also invited. Child
care is provided for children younger than age 5. Families are offered transportation to sessions
as needed. The Duke site, for example, offered a van service to transport families to and from
each session. At UIC, families were often able to walk to sessions, which were held in their
neighborhood. In rare cases, we provided a cab or other car service to a family. Families are
paid for each session attended, with slightly increasing amounts paid over the course of the
intervention ($10 for sessions 1–5, $15 for sessions 6–10, $25 for sessions 11–15). We also
provide food, often dinner, during each session.

Each session had the same basic format, including a review of the previous week's homework
assignment, discussion around a focused topic, in-session role-plays and activities, and
assignment of homework. This format serves three primary functions.

1. Behavioral practice and skill use. Each session offers opportunities for families to
practice, or observe others practicing, family skills and effective modes of interaction.
This activity is seen as the primary vehicle for promoting needed family skills and
builds from the other two functions.

2. Education. By helping families understand “risk factors” for antisocial and problem
behavior, the group leader encourages the recognition of family strengths and the need
to change problematic patterns of family interaction.

3. Social support. By facilitating family group coherence and an atmosphere of mutual
interest and concern, the group leader helps to provide families with a source of social
support and the opportunity to make normative social comparisons.

In addition to the work completed in sessions, families are given specific tasks to work on and
practice at home. Each task is intended to do the following:

• Help families practice what they have learned and to work toward independent
responsibility for addressing family issues.

• Provide a sense of continuity between what happens in the group meetings and what
happens at home. This continuity is important if families are to believe that what they
learn in each session has relevance to their everyday lives.

• Maintain an awareness of session activities and related family needs throughout the
week.

Home and School Partnership Plan
In addition to the focus on family functioning, the family intervention focuses on building and
supporting family–school relationships. Thus, we incorporated the Home–School
Communication Plan (HSCP), which is similar to the Daily Report Card Programs,57 into the
program. This part of the intervention promotes regular communication between the child's
teacher(s) and parents, focused particularly on the child's progress and success in achieving
important academic and behavioral goals at school. The program provides a uniform set of
academic and behavioral goals for each student to work on during the school year. These goals
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are (1) talking to teachers with respect, (2) behaving respectfully with peers, and (3) completing
assigned work. Families are asked to identify teachers to help them monitor their child's
progress and success in achieving these goals. The teacher is asked to complete a daily goal
sheet, indicating whether the child has succeeded in meeting the goals. The goal sheet with the
daily teacher report is sent home at the end of the week for parents to review. Families are
asked to bring their child's goal sheet to the group meetings for a brief review and discussion.
The primary purpose of this part of the intervention is to increase and support regular
communication between the family and school regarding the child's behavior.

Staff Recruitment, Training, and Supervision
Groups are led by a single family group leader. The role of the family group leader is critical
to the success of the program. We use the term family group leader, not therapist, to highlight
the prevention orientation of the intervention. In addition, a child care worker is assigned to
each group to provide care for children younger than age 5. Although families are welcome to
bring young children to the session, the format of the sessions and activities are not necessarily
designed for young children. Childcare affords families with young children the opportunity
to attend sessions and focus on activities with their school-aged children.

Characteristics of group leaders
Family group leaders have had prior experience in family intervention and experience working
with the populations at each site. Most have a master's degree in psychology, social work,
public health, or a related field and have had formal training in family systems theory. A priority
is to match families and group leaders by race or ethnic background, although this match was
not always possible. In Chicago, approximately half of the participating families spoke only
Spanish, so it was necessary to hire Spanish-speaking leaders.

Tasks of the family group leader
An initial task for the family group leader is to help families feel understood and respected so
that they can employ strengths and use information effectively to reduce their children's risk.
Without such respect, families are unlikely to continue to participate in the program. Thus, in
addition to providing information that is useful to families, the group leader must also provide
the family with emotional support, empathy, and concern. Further, the group leader works to
bolster and recognize each family member's competence and sense of self-worth. By
highlighting a family member's strengths, behaving in a respectful manner, and helping that
person define his or her goals, the group leader is able to motivate the family's investment in
the tasks. Beyond establishing a warm bond with the family, the group leader must possess the
necessary technical skills to help family members develop new problem-solving skills and to
enhance existing skills. The family group leader takes an active, direct approach in helping the
family to work on solvable problems. Specific ways that the group leader provides practical
help to families are:

• by helping families work on the critical aspects of family functioning;

• by establishing a relational focus to help families see the broad, systemic nature of
their difficulties and thus lessen blaming;

• by demonstrating how the positive relabeling of problems can help families approach
problems from a fresh perspective;

• by encouraging and showing families how to practice new behavioral patterns both
in the session and at home;

• by helping families to develop skills that enable them to deal more effectively with
the community, especially the school system; and
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• by facilitating group cohesion (among families participating in the intervention
program) and an atmosphere of mutual interest and concern to provide each family
with a source of social support that will continue after the formal meetings are
finished.

Training and supervision of group leaders
The investigators and program coordinators at each site participate in a “train the trainer's
meeting” and then provide training to the group leaders at their site. Group leaders receive
approximately 20 hours of training. Training includes lectures and readings in risk and
prevention of aggression and violence, family systems and developmental-ecologic models,
prevention (as distinct from treatment), issues of treatment fidelity, and group process. It also
includes an exploration of their own racial-ethnic-social backgrounds and the implications for
their work with diverse children and families.58 Training emphasizes conceptual
understanding, skill practice, and clinical preparation. Leaders also receive 1 hour of individual
supervision per week and attend a weekly staff meeting. The goal is to ensure quality service
delivery and standardization across leaders. In each weekly group supervision session,
members review the goals of each program session to ensure that program leaders are working
on the same tasks and approaching common issues in a similar manner. Coordinators also
observe family sessions for training and to ensure fidelity to the program. Weekly conference
calls among the coordinators and investigators facilitate cross-site consistency in program
implementation.

Although manualized, the intervention is not scripted nor are family members merely taught
skills. Therefore, supervision focuses on helping to maintain consistency in activities, goals,
and intervention strategies rather than specific presentations. The program uses self-ratings
and supervisor ratings of group leaders’ session management to assess fidelity and to guide
supervision. Increased supervision accompanies any indication of inadequate adherence.

Selecting, Recruiting, and Engaging Families
Selecting Families

We selected specific youth for the targeted intervention on the basis of teacher nominations.
Teachers are asked to nominate students on the basis of two criteria: a history of aggressive
and disruptive behavior in the classroom, and the student's relative level of influence on other
students. In the fall of each year (5 or 6 weeks into the school year), teachers are asked to
complete nomination forms. Specifically, they are asked to read a list of behaviors (encourages
other students to fight, frequently intimidates other students, has a short fuse/gets angry very
easily, gets into frequent physical fightsa) and to list students in their classroom who exhibit
the behaviors most often, On the basis of that list, teachers are asked to rate each student on
their level of influence using a five-point scale with 1 being “not influential at all” and 5 being
“very influential.” We choose students with the highest influence rating for participation (with
a score of 3 or higher as the cutoff).

Recruitment
In addition to securing agreement to participate in the intervention, the recruitment and consent
process was important because it was the initial phase of the engagement process. This phase
of the program set the stage for families to make a commitment to participate and begin to
frame the program as being supportive of them and their child's performance in school, in peer
relations, and in other aspects of their life.

aIn Year 2, “relationally aggressive behaviors, i.e. deliberately excludes other students from peer activities, and is verbally abusive,”
were added the list.
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There were several steps in the recruitment process. First, we sent families a letter outlining
the program. Soon after letters were sent (within 3–4 days), the group leaders followed up by
telephone or with a home visit. Multiple phone calls or home visits were very likely for many
families. Group leaders received extensive training on recruitment and followed a basic “script”
as approved by the Institutional Review Boards of the Centers for Disease Control and
Prevention (CDC) and individual sites. Although it was essential that the basic information
outlined in the script be followed and presented in the order approved, group leaders were
encouraged to use their individual style, with a focus on developing a comfortable and
supportive relationship with families.

During attempts to engage the family either by telephone or during a home visit, group leaders
were trained to keep the following key issues in mind.

• Begin contact with the parents by helping them to identify the program as one that
will be helpful to their child's school performance and functioning with other children.

• Realize that, although a primary goal is to establish rapport with the caregiver, all
family members should be encouraged to participate. (If one parent describes the other
as unwilling to participate, group leaders should problem solve around how to address
this issue by, for example, offering to talk with the other parent directly, having the
willing parent discuss the program with his or her partner, or sending written
information directly to the other parent.)

• Recognize immediately that the 15-week time commitment might prove difficult to
secure. Group leaders should emphasize their willingness to help families attend the
sessions regularly and work with the family to address any barriers to participation
along the way.

Engaging Families in the Intervention Program
Engaging and keeping families in the intervention program is one of the most challenging
aspects in prevention interventions.29,59,60 To confidently evaluate program effects requires
that a large proportion of those families solicited participate. in addition, families may differ
in perceived need or in their perception of the value of the intervention activities. Because they
may not believe their child has problems with the behaviors targeted and because they have
not sought intervention themselves, they may not see the immediate value of spending time in
such activities. In addition, many families with at-risk youth, particularly those from lower
socioeconomic backgrounds, may justifiably mistrust social service or educational institutions
and professionals. They may be suspicious about the reason for interest in the family and
whether the requests to participate are trustworthy; in other words, that it is not just another
misleading, condescending, or insensitive request. Even among families interested in
participating, other demands may compete for their time and energy.

Nonetheless, it is critical to engage families and help them stay engaged. In some cases,
numerous phone calls or home visits with a family before and even after attending the initial
meeting are necessary to keep families engaged. Cancellations and missed initial appointments
and early group meetings, although common, should not be considered indications that families
are uninterested or will not eventually participate more fully. A study to identify patterns of
involvement in a similar family-focused preventive intervention identified two different
patterns among participating families.59 One group of families was immediately responsive,
enthusiastic, and participated fully in the intervention. Recruitment was relatively
straightforward and families attended regularly. A second group of families attended the
intervention fully, but only after extensive effort to recruit and retain them in the intervention.
As in that study, in our program, approximately half of all participating families responded
enthusiastically to the initial invitation. They immediately understood the nature of the program
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and attended regularly. The other half required much more time and effort to recruit, with
approximately 30 of these families requiring extra support to stay in the program after starting.
However, once engaged in GREAT Families, the initially reluctant families attended fully and
participated with enthusiasm. The importance of persistence and working with families to
problem solve around barriers to participation cannot be underestimated.

The experience and skill of the group leader are critical to family participation in the program.
Families are more likely to stay engaged when group leaders (1) are assertive, positive, and
empathic when contacting families and easily accessible after contact, (2) directly address
barriers to participation, (3) can frame difficulties as understandable but also expect families
to participate fully in the program, (4) stay focused on the practical in resolving participation
dilemmas, and (5) foster a collaborative, mutually respectful atmosphere.

All families have the option to decline to participate. However, it is the job of the family group
leader to ensure that issues and barriers are addressed and removed if possible. In the GREAT
Families Program, this task often required careful review of the family's needs and appropriate
strategies to address family concerns. For example, some families were offered initial sessions
in the home or individually to help them see the value of the program. In addition, make-up
sessions were offered for some families. When a family missed a session, immediate follow-
up was put in place to help minimize dropout. Throughout the process, a primary task of the
group leader is to help families feel understood and respected so that they can employ strengths
and use information to reduce their children's risk. Without these elements, families are unlikely
to continue to participate in the program.

Sensitivity to Family Diversity in Prevention Programming
The GREAT Families Program includes families from diverse racial, ethnic, social,
geographic, and cultural backgrounds. The project screens staff members for their experience
and sensitivity in dealing with families similar to participants. It is critical for potential staff
members to demonstrate their ability to recognize and discuss ways that cultural backgrounds
relate to their own and the participants’ values and beliefs about families and to perceptions
about the program.

Once hired, staff members participate in training conducted by the project to help them further
explore their own ability to interact effectively with families. They also discuss background
readings about family functioning and prevention approaches with African-American and
Latino families.10,53,61–64 These discussions are an important part of training, supervision,
and the intervention. To supplement the reading materials, we conduct exercises during training
in which group leaders are asked to reflect on how they might be perceived by families (i.e.,
aspects of their presentation and style that may help or hinder program participation) and to
role-play a variety of scenarios to help staff members practice and feel comfortable in handling
the many ways that families may raise issues of race and culture (i.e., accusations that the
school personnel are racist, not engaging in practices because they conflict with their religious
teachings or cultural values about families). The exploration of cultural issues presents a
potentially valuable activity for group leaders. In addition, the program integrates a Cultural
Considerations Section into the sessions to help the group leaders think about the ways that
race, culture, and social status might interact with the material in the manuals during the family
sessions. This section might include thinking about gender and family roles in Latino families
or views of institutions and racism among African-American families. Group leaders who are
conscious of these influences will be better equipped to help families find effective, realistic,
and culturally consonant ways of handling challenges. It will also help facilitate for families
the distinction of cultural practices that represent strength and health promotion from those
that are problematic. In turn, group leaders will be better equipped to foster problem resolution
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and to recognize potential areas of strength and protective factors that they can help promote
among families.

Summary
The GREAT Families Program is designed to bolster the family to interact more positively in
various environments in an effort to improve youth behavioral and academic outcomes. The
program stresses the sociocultural contexts in which families, youth, peers, and schools
develop. The family program has already been pilot tested and is being implemented with two
successive year cohorts of youth and families in the four collaborating sites. Future work will
examine data from this portion of the GREAT Families Program in an effort to share what we
have learned about approaches and efforts to promote positive outcomes for children and
families.
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Figure 1.
Aspects of family life.
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Table 1
Description of participating families

Frequency Percentage

Respondent/caregiver

    Mother 450 82

    Father 29 5

    Stepparent 6 1

    Foster parent 5 1

    Grandparent 41 8

    Aunt/uncle 11 2

    Other 6 1

Marital status

    Never married 198 36

    Married 175 32

    Divorced 61 11

    Separated 51 11

    Cohabitating 31 5

    Widowed 24 4

Race/ethnicity

    African American/Black 387 83

    American Indian/Native American 3 0.65

    European American/White 60 13

    Hispanic/Latino (regardless of race) 82 15

Highest educational level completed

    Some high school 181 32

    High school graduate 208 38

    Some post–high school 93 17

    College graduate 45 8

    Postgraduate education 11 2

Income ($)

    Less than 10,000 131 25

    10,000–19,999 141 26

    20,000–29,999 93 17

    30,000–39,999 69 13

    40,000–49,999 34 6

    50,000–59,999 19 4

    60,000–69,999 14 3

    >70,000 34 6

Am J Prev Med. Author manuscript; available in PMC 2009 September 25.


