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ABSTRACT. Objective: Youth substance use exacts costly conse-
quences for a variety of important health outcomes. We examined and
compared prevalence rates and a common set of psychosocial factors
of lifetime and current substance use among child welfare—involved
youths and community youths from two nationally representative data
sets. Method: Using the National Survey of Child and Adolescent Well-
Being and the National Longitudinal Study of Adolescent Health, we
compared prevalence rates and conducted logistic regression models for
eight binary outcome measures of substance use: lifetime and current
use of alcohol, inhalant, marijuana, and other illicit drugs to examine
predictors of substance involvement in the two samples. Results: Sub-
stance use prevalence was higher among child welfare—involved youths
than community youths for lifetime marijuana use, lifetime and current
inhalant use, and lifetime and current other illicit drug use. Among both

child welfare—involved and community youths, delinquency was the fac-
tor most strongly associated with all lifetime substance use outcomes.
Notably, family structure and parental closeness were important protec-
tive factors against current substance use among child welfare—involved
youths. For community youths, poorer emotional health was the strongest
indicator of current substance use. Conclusions: Substance use among
all adolescents is a critical public health concern. Given the heightened
vulnerability of child welfare—involved youths, it is particularly impor-
tant to focus prevention and early intervention efforts on this popula-
tion. Further research should explore additional factors associated with
substance use among these youths so that child welfare and behavioral
health systems may jointly target prevention and intervention efforts. (J.
Stud. Alcohol Drugs, 74, 825-834,2013)

DOLESCENT SUBSTANCE USE is a leading public

health concern in the United States (Center on Addic-
tion and Substance Abuse, 2011; Fettes and Aarons, 2011).
Adolescence is a crucial period for the initiation of alcohol
and other drug use, setting the stage for a range of harmful
consequences. Ninety percent of U.S. adults who suffer from
chronic problematic use started smoking, drinking, or using
other drugs before age 18 (Center on Addiction and Sub-
stance Abuse, 2011). The consequences of youth substance
use are staggering in both financial and human terms. The
financial costs of adolescent substance use include an esti-
mated $68 billion annually associated with underage drink-
ing alone (Center on Addiction and Substance Abuse, 2011).
Immediate health consequences of adolescent substance
use include injuries (Spirito et al., 1997); sexual risk taking
(Tapert et al., 2001); unintended pregnancies (Silverman et
al., 2001); medical conditions such as asthma (Band et al.,
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2002), depression (Brook et al., 2002), and anxiety (King et
al., 2004); and impaired brain function (Tapert et al., 2002).
Substance use also is a major contributor to three leading
causes of death among adolescents—accidents, homicides,
and suicides (Centers for Disease Control and Prevention,
2010). Substance use is linked to poor academic perfor-
mance and educational achievement (Martins and Alexandre,
2009) and delinquency (Eklund and af Klinteberg, 2009).
Youths with public sector service involvement, such as
those involved with the child welfare system, are at elevated
risk for alcohol and drug use (Aarons et al., 2001, 2008).
The lives of child welfare—involved youths are characterized
by problems such as child abuse, neglect, poverty, domestic
violence, and parental substance use problems (Burns et al.,
2004). In 2011, more than 685,000 children and youths were
victims of substantiated cases of child maltreatment (U.S.
Department of Health and Human Services, 2012). Although
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most existing research on youth substance use is conducted
with community samples, some evidence links child mal-
treatment to substance use problems (Dembo et al., 1988),
including the development of substance use disorders (Clark
et al., 1997) and the use of illicit drugs (Dube et al., 2003).
Childhood maltreatment also is associated with a greater
likelihood of having an alcohol use disorder (Goldstein et al,
2013) as well as illicit drug use (Huang et al., 2011) in early
adulthood.

Previous studies have identified demographic, psychoso-
cial, and contextual risk factors for substance use specifically
among youths in child welfare, including gender, age, history
of abuse, and mental health difficulties (Aarons et al., 2008;
Vaughn et al., 2007). Although youths in the child welfare
system are subject to unique experiences that may put them
at high risk for substance use problems, research specific to
substance involvement in this population is scarce (Ruffolo
et al., 2003) and is virtually absent when aiming to under-
stand substance use compared with nationally representative
samples of youths. Most often, this research has been limited
to specific populations (e.g., foster care) or regional data. In
the current study, we compared national samples of child
welfare—involved youths and community youths to address
the public health concern over youth substance use, espe-
cially among vulnerable populations. To our knowledge, no
other research has compared the prevalence of and risk fac-
tors for substance use between child welfare—involved youths
and a normative population of U.S. community youths.

Multiple theoretical models highlight important factors
associated with youth substance use, including socialization,
stress/strain, disaffiliation, and transactional models, among
others. In this study, we drew from the framework proposed
by Wills and Yaeger (2003) that focuses on family factors
and youth substance use. Consistent with this framework,
we included background characteristics of youths and em-
phasized family characteristics and emotional and behavioral
health as critical components to understanding youth sub-
stance use. We examined how these factors may differ for
a vulnerable population of youths—those involved in child
welfare—when compared with the general population of
U.S. youths.

Among community youths, a number of factors such as
demographics, individual characteristics, and environmental
variables accentuate youth substance involvement. Previous
research on demographic patterns associated with substance
use has found increasingly similar patterns among males
and females (Johnston et al., 2006; Wallace et al., 2003).
White, American Indian, Cuban American, and biracial
youths exhibit the highest rates of both lifetime and current
prevalence of alcohol and illicit drug use, including the use
of marijuana and inhalants (Wallace et al., 2003), whereas
Black and Asian youths are less likely to initiate use com-
pared with White and Hispanic youths (Donovan, 2004; Shih
et al., 2010). Youths with lower socioeconomic status are

more likely to develop substance use disorders (Reinherz et
al., 2000). Nonetheless, demographics alone account for a
limited amount of variance in explaining the overall severity
of youth substance involvement (Blum et al., 2000).

Family characteristics such as household structure and
parental closeness are linked to the presence or absence
of adolescent substance use. Youths whose families have
experienced disruption are more likely to have ever used
alcohol and marijuana (Flewelling and Bauman, 1990), with
two-parent families being protective against drinking in the
last year (Blum et al., 2000). Parental support is linked to
overall lower substance use (Wills and Cleary, 1996). And,
higher perceived emotional warmth and support are related
to lower adolescent alcohol and illicit drug use (Zhang et al.,
1999), whereas family connectedness is protective against
both alcohol and marijuana use (Windle et al., 2008).

Additionally, certain psychosocial problems elevate the
risk for youth alcohol and other drug involvement. External-
izing problems are consistent predictors of adolescent sub-
stance use (Helstrom et al., 2004), with delinquent behavior
one of the most consistent risk factors for drinking initia-
tion (Donovan, 2004). The relationship between substance
involvement and internalizing problems such as depression
or anxiety is less established, although several studies have
found internalizing symptoms to be associated with adoles-
cent substance use (Lewinsohn et al., 1995; McCarty et al.,
2012).

Early substance use initiation has consistently been found
to increase the risk of developing an addictive disorder
(Brook et al., 2004; DeWit et al., 2000). For example, first
use of alcohol at ages 11-14 years greatly heightens the risk
of progression to the development of alcohol disorders and
therefore is a reasonable target for intervention strategies that
seek to delay first use as a means of averting problems later
in life (DeWit et al., 2000). In addition, those who begin us-
ing any addictive substance before age 15 are six and a half
times as likely to develop a substance use disorder as those
who delay use until age 21 or older (Center on Addiction and
Substance Abuse, 2011).

The purpose of the current study was to use parallel,
national data sources to investigate whether child welfare—in-
volved youths are at greater risk for substance use than com-
munity youths and to determine whether factors associated
with substance involvement are similar between both popula-
tions. We focused explicitly on early adolescence because of
the elevated risk of developing disorders among those first
using alcohol and other substances at ages 11-14. We exam-
ined both lifetime and current use for four categories of sub-
stances: alcohol, marijuana, inhalants, and other hard drugs.
Based on previous research using nonrepresentative samples
of youths, we expected lifetime and current substance use
to be higher for child welfare—involved than community
youths. And, although prior work is limited, we anticipated
that factors associated with adolescent substance use—such
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as family features and emotional and behavioral health—also
would be influential among child welfare—involved youths,
although to what degree of similarity we could not foresee.

Method
Participants

Data were drawn from two U.S. national samples of
youths: a child welfare sample—the National Survey of
Child and Adolescent Well-Being (NSCAW), and a commu-
nity sample—the National Longitudinal Study of Adolescent
Health (Add Health). NSCAW examined the experiences of
children and families involved in the child welfare system,
with baseline data collected from 2000 to 2001. NSCAW
used stratified, two-stage cluster sampling to select sampling
units from a national sampling frame. This design resulted
in child-level data collected in 96 counties from 36 states.
A detailed NSCAW description can be found elsewhere
(NSCAW Research Group, 2002). The present study used
baseline data.

Add Health is a nationally representative, school-based
sample of adolescents in the 7th through 12th grades, with
baseline data collected during the 1994-1995 academic year
(Harris, 2009). The Add Health primary sampling frame
included all high schools in the United States that had an
11th grade and a minimum of 30 students. The final sample
included 134 schools varying in size from fewer than 100 to
more than 2,000 students. Data used for the present study
were from the Wave 1 survey. This study was approved by
the Institutional Review Boards at the University of Califor-
nia, San Diego, and Rady Children’s Hospital.

Concern with the 6-year difference between baseline data
collections is mitigated by the pattern that both lifetime and
current alcohol and illicit drug use had lower rates of usage
among early adolescents in 2000 than in 1994 (Johnston
et al., 2011). Therefore, we expected that rates in NSCAW
would be lower in 2000 than in 1994, making our approach
conservative regarding child welfare risk.

The studies generate national estimates for child welfare—
involved (NSCAW) and community (Add Health) youths.
The current study samples included youths ages 12—14 at the
time of the first interview, whose caregiver also participated,
and for whom sample weights were available. The NSCAW
sample size was 730 and the Add Health sample size was
4,445. No significant differences were found between those
with missing data and those with complete data; thus, only
cases with complete data were included.

Measures
Substance use involvement. We examined lifetime and

current substance use in four categories: alcohol, marijuana,
inhalants, and other illicit/hard drugs. Each variable was

based on youth report and was coded as binary. Because
of slight differences in item wording, NSCAW items were
categorized as substance use present for at least 1 day of use.
For Add Health, substance use was categorized as present
for at least one occurrence. Questions for both NSCAW and
Add Health are included in Table 1. One notable difference
occurred for current alcohol use. For the NSCAW data, cur-
rent alcohol use was measured as past 30 days; Add Health
asked about past 12 months use. Interpretation of differences
between the samples regarding current alcohol use should be
made with caution.

Demographics. Gender, age, and race/ethnicity were
included in the analyses. Parental/caregiver education was
coded in years of completed schooling based on the highest
education level obtained. (Hereafter, parent and caregiver
are referred to as parent.) Household structure was a binary
measure indicating the presence of two parents.

Emotional and behavioral health. Three indices of emo-
tional/behavioral health were used: perceived parental close-
ness, depression, and delinquency. For parental closeness,
each youth was asked two questions about their relationship
with their parent: (a) “How close do you feel to your (moth-
er/father/caregiver/etc.)?”” and (b) “How much do you think
he/she cares about you?” The items were scored on a 5-point
Likert scale (not at all to a lof). Items were combined and
averaged, with the measure of closeness ranging from not at
all close to very close. If the youth reported that one parent
was not an active part of his or her life, only one parent was
included (Harker, 2001).

Depression was measured with clinical scales. In
NSCAW, depression was measured with the Children’s De-
pression Inventory (CDI) long form, consisting of 27 items
(Kovacs, 1992) (Cronbach’s o. = .87 in this study). In Add
Health, depression was measured with the 19-item, modified
version of the Center for Epidemiologic Studies Depression
Scale (CES-D; Radloff, 1977). The full CES-D consists of
20 items that assess depression symptoms for the previous
week. Add Health used 16 of the 20 items as originally
worded, plus 2 items whose wording is slightly altered from
the original CES-D, and 1 item added by Garrison et al.
(1991) for an adolescent adaptation. The modifications do
not meaningfully affect the internal structure of the measure
(Crockett et al., 2005) (Cronbach’s o = .87 in this study).
Both the CDI and the CES-D are psychometrically sound
instruments for the measurement of adolescent depressive
symptoms (Kovacs, 1992; Radloff, 1991; Saylor et al.,
1984). Because the measures were not identical, we used
clinical cutoffs for depression. The clinical cutoff score for
depression on the CES-D was 16 (Radloff, 1991); the clini-
cal cutoff for depression on the CDI was T > 65 (Kovacs,
1992). Thus, depression was considered a dichotomous vari-
able indicating not depressed or depressed.

Last, delinquency was assessed with 11 questions identi-
cal across the studies. Youths reported how often during the
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TaBLE 1. Survey items used to create substance use outcome measures for child welfare—involved (NSCAW) and community
(Add Health) youths
Variable NSCAW Add Health
Lifetime “In your whole life, on how many “Have you had a drink of beer, wine, or
alcohol use days did you drink an alcoholic distilled spirits—not just a sip or taste of
beverage, including beer, wine, someone else’s drink—more than two or
wine coolers, and distilled spirits? three times in your life?”
Please do not include any sips
you may have had from another
person’s drink.”
Current “In the last 30 days, on how many “During the past 12 months, on how many

alcohol use

Lifetime
marijuana use

Current
marijuana use

Lifetime

inhalant use

Current
inhalant use

Lifetime
illicit drug use

days did you drink an alcoholic
beverage?”

“In your whole life, on how many
days have you used marijuana
(pot, grass) or hashish (hash)?”

“In the last 30 days, on how many
days did you use marijuana
or hashish?”

“In your whole life, on how many
days have you sniffed glue,
gasoline, or other liquids and gases
to get high?”

“In the last 30 days, on how many

days did you sniff glue, gasoline,

or other liquids and gases to get high?”
“In your whole life, on how many

days have you used hard drugs such

as cocaine, crack, or heroin?”

Current
illicit drug use

“In the last 30 days, on how many

cocaine, crack, or heroin?”

days did you use hard drugs such as

days did you drink alcohol?”“

“During your life, how many times have
you used marijuana?”’

“During the past 30 days, how many
times did you use marijuana?”

“During your life, how many times
have you used inhalants, such as
glue or solvents?”

“During the past 30 days, how many times
did you use inhalants?”

“During your life, how many times
have you used cocaine and/or tried any
other type of illegal drug, such as LSD, PCP,
Ecstasy, mushrooms, speed, ice, heroin,
or pills, without a doctor’s prescription?”
“During the past 30 days, how many
times did you use cocaine and/or how
many times did you use any of these types
of illegal drugs?”

Notes: NSCAW = National Survey of Child and Adolescent Well-Being; Add Health = National Longitudinal Study of Adoles-
cent Health; LSD = lysergic acid diethylamide; PCP = phencyclidine; Ecstasy = 3,4-methylenedioxymethamphetamine. “Current
alcohol use among community youths (Add Health) is coded as “yes” if youths responded that they had drunk “once a month
or less, or between 3 and 12 times” or more in the past 12 months and were coded as “no” if they had drunk “1 or 2 days” or

less in the past 12 months.

past 6 months (NSCAW) or past 12 months (Add Health)
they had participated in the following activities: damaged
property, shoplifted, ran away, stole something worth less
than $50, stole something worth $50 or more, burglarized,
stole a car, used/threatened to use a weapon, sold drugs, or
participated in a group fight. Each delinquent act was coded
as 0 = did not participate or 1 = participated, and the final
delinquency measure was a summated scale. For more direct
comparability, the Add Health scale was halved to represent
a 6-month delinquency score. The Cronbach’s . for the de-
linquency scale was .81 in the present NSCAW sample and
.76 in the present Add Health sample.

Statistical analysis

Both NSCAW and Add Health have complex survey data,
and both include adjustments for the stratification and clus-
tering design, as well as individual grand sample weights.
Accounting for the complex designs allows for generaliza-
tion back to the national populations of youths in child

welfare (NSCAW) and U.S. adolescents (Add Health). First,
we assessed the difference in proportions of alcohol use and
the use of other substances for child welfare and community
youths. 7-tests were used to compare prevalence rates across
the groups. We then examined factors associated with each
substance use outcome via a series of logistic regressions.
Data were analyzed separately for each data set using Stata
Version 10 (StataCorp LP, College Station, TX), account-
ing for the complex designs and using appropriate sample
weights.

Results
Descriptive information

As shown in Table 2, the NSCAW (N = 730) and Add
Health (N = 4,445) samples had both similarities and dif-
ferences. For example, the gender and age distributions of
the group were similar, as were depression and delinquency.
Both samples were racially/ethnically diverse, with NSCAW
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TaBLE 2. Youths’ demographic characteristics and emotional and behavioral health: Child welfare

(NSCAW) versus community (Add Health) youths

NSCAW Add Health Sig.
Independent variables (N=1730) (N =4,445) Range p
Female .56 [.48, .65] .51 [.49, .53] 0-1 N.S.
Age, in years 13.02 (0.78) 13.38 (0.66) 12-14 N.S.
White 51 [.42,.59] 70 [.63, .77] 0-1 <.001
Black 28 [.19, .36] 13 [.08, .19] 0-1 <.001
Hispanic 15,08, .21] 11 [.08, .15] 0-1 <.01
Another race .07 [.04, .10] .05 [.03, .07] 0-1 <.05
Parent/caregiver education, years 11.56 (2.47) 13.94 (2.45) 0-20 <.001
Two-parent/caregiver household .32 [.25, 39] 73 [.69, .76] 0-1 <.001
Parental closeness 4.27 (0.97) 4.72 (0.49) 1-5 <.001
Depression .151.09, .20] 14 .13, .16] 0-1 N.S.
Delinquency 0.93 (1.91) 0.81 (0.96) 0-11 N.S.

Notes: Continuous measures include standard error in parentheses. Categorical measures include 95%
confidence interval in brackets. NSCAW = National Survey of Child and Adolescent Well-Being; Add
Health = National Longitudinal Study of Adolescent Health; sig. = significance; N.s. = not significant;

weighted means are presented.

having lower proportions of Whites and higher proportions
of Blacks, Hispanics, and other minorities. Household char-
acteristics—education and structure—were significantly
different for child welfare—involved youths compared with
community youths. Only 32% of child welfare—involved
youths resided in two-parent households compared with 73%
in the community, and the average household education was
just under 12 years for child welfare—involved youths com-
pared with almost 14 years for the community sample.

Prevalence of substance use

As shown in Table 3, with the exception of alcohol use,
the rates of substance use differed significantly in most
cases when comparing the two samples. Child welfare—in-
volved youths reported significantly higher rates of lifetime
marijuana use (18%) than did community youths (14%);
however, no substantial difference was found in current use
between the two groups. Inhalant use was markedly higher
among child welfare—involved youths. Twice as many child
welfare—involved as community youths reported lifetime
inhalant use (12% vs. 6%) and current inhalant use (5% vs.
2%). Although a relatively small proportion of youths used
other illicit drugs such as cocaine and heroin, those in child
welfare did so more often than community youths. Six per-
cent of child welfare—involved youths reported lifetime hard
drug use compared with 4% of community youths. Last, 3%
of child welfare—involved youths reported current use com-
pared with 2% of community youths, which is a statistically
significant and meaningful 50% greater amount of reported
hard drug use among child welfare—involved youths.

Indicators of substance use

To explain substance use for the two groups, a common
set of factors was examined for their association with each

of the substance use outcomes. Table 4 presents odds ratios
from the multivariate analyses for child welfare—involved
and community youths, for each of the eight outcomes.

Alcohol use

Among child welfare—involved youths, delinquency was
the primary factor associated with lifetime alcohol use, with
youths who engaged in more delinquent acts significantly
more likely to have ever had a drink. Delinquency also was
strongly associated with lifetime alcohol use for commu-
nity youths, as were age and ethnicity. Family structure was
related to drinking among community youths, with those
in dual-parent homes less likely to drink than peers from
single-parent or other household arrangements.

The patterns for current alcohol use differed. For child
welfare—involved youths, delinquency remained associated
with drinking. Additionally, household structure and paren-
tal closeness were both strongly associated with drinking

TaBLE 3. Substance use prevalence: Child welfare (NSCAW) versus com-
munity (Add Health) youths

NSCAW Add Health Sig.

Variable (N=1730) (N =4,445) p
Alcohol

Lifetime 43% 40% N.S.

Current 16% 15% N.S.
Marijuana

Lifetime 18% 14% <.01

Current 8% 7% N.S.
Inhalant

Lifetime 12% 6% <.001

Current 5% 2% <.001
Hard drug

Lifetime 6% 4% <.05

Current 3% 2% <.10

Notes: NSCAW = National Survey of Child and Adolescent Well-Being;
Add Health = National Longitudinal Study of Adolescent Health; sig. =
significance; N.s. = not significant.
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TaBLE 4. Odds ratios from the logistic regressions of alcohol and other drug use for child welfare (NSCAW) and community (Add Health) youths

Parent education
Two-parent household
Parental closeness
Depression
Delinquency

Marijuana use

Female

Age

Black

Hispanic

Other race

Parent education
Two-parent household
Parental closeness
Depression
Delinquency

Inhalant use

Female

Age

Black

Hispanic

Other race

Parent education
Two-parent household
Parental closeness
Depression
Delinquency

Other illicit drug use

Female

Age

Black

Hispanic

Other race

Parent education
Two-parent household
Parental closeness
Depression
Delinquency

1.10 [0.93, 1.29]
0.52 [0.26, 1.03]
1.02 [0.69, 1.51]
0.99 [0.24, 4.10]
1.86 [1.17, 2.96] **

2.51[0.82, 7.67]
1.51 [0.81, 2.84]
1.08 [0.42, 2.81]
0.42 [0.17, 1.04]
1.52 [0.48, 4.79]
1.04 [0.88, 1.24]
0.52 [0.20, 1.39]
0.79 [0.49, 1.25]
0.89 [0.30, 2.61]
1.66 [1.26, 2.20]%**

1.22 [0.37, 4.03]
0.78 [0.46, 1.31]
0.80 [0.14, 4.51]
1.03 [0.22, 4.80]
0.52 [0.13, 2.04]
1.10 [0.85, 1.43]
0.49 [0.18, 1.35]
0.90 [0.34, 2.38]
2.14[0.45, 10.11]
1.83 [1.44, 2.33]#**

1.60 [0.46, 5.57]
1.17 [0.67, 2.07]
2.70 [0.58, 12.71]
0.07 [0.01, 0.77]*
2.92[0.37, 22.91]
1.19 [0.83, 1.70]
1.89 [0.70, 5.07]
0.51 [0.19, 1.36]
0.86 [0.20, 3.68]
1.81 [1.48, 2.22]**

0.90 [0.75, 1.07]
0.35 [0.16, 0.77]*
0.51 [0.32, 0.81]**
2.04 [0.53, 7.82]
1.78 [1.35, 2.36]***

2.17[0.84, 5.64]
242 [1.37, 4.28]**
3.27[1.00, 10.67]
0.11 [0.01, 0.76]*
6.07 [1.36, 27.21]*
0.81 [0.70, 0.93]%*
0.38 [0.13, 1.12]
0.47 [0.28, 0.79]**
1.11 [0.22, 5.64]
1.74 [1.38, 2.19]#**

0.43[0.11, 1.63]
0.68 [0.38, 1.21]
8.09 [1.01, 64.58]*
0.01 [0.00, 0.16]**
2.87[0.54, 15.23]
0.84 [0.65, 1.09]
0.64 [0.18, 2.31]
0.31[0.15, 0.66]**
1.76 [0.36, 8.54]
1.86 [1.50, 2.20]#**

0.06 [0.01, 0.56]*
1.22 [0.56, 2.66]
9.85 [1.14, 84.94]*

1.13 [0.87, 1.47]
0.87 [0.17, 4.52]
0.81 [0.27, 2.42]
1.57[0.17, 14.51]
2.40 [1.45, 3.97]%*

0.98 [0.94, 1.02]
0.80 [0.65, 0.99]*
0.86 [0.73, 1.02]
1.41 [0.98, 2.05]
2.52[2.22, 2.86]%**

1.11 [0.82, 1.50]
1.73 [1.40, 2.13]#**
1.08 [0.67, 1.76]
0.97 [0.64, 1.47]
1.48 [0.79, 2.75]
0.98 [0.93, 1.03]
0.53 [0.40, 0.70]***
0.79 [0.61, 1.01]
1.41 [0.93, 2.13]
2.90 [2.53, 3.34]%*x

1.15 [0.80, 1.67]
0.71 [0.56, 0.89]**
0.34 [0.18, 0.65]**
0.69 [0.36, 1.31]
1.10 [0.57, 2.11]
1.03 [0.96, 1.11]
0.98 [0.62, 1.54]
0.86 [0.64, 1.15]
1.95 [1.20, 3.17]**
2.56 [2.24, 2.93]#**

1.49 [0.91, 2.44]
1.02 [0.76, 1.36]
0.26 [0.11, 0.58]**
0.51 [0.25, 1.04]
0.99 [0.42, 2.36]
0.99 [0.91, 1.07]
0.81 [0.50, 1.31]
0.77 [0.57, 1.04]
2.30 [1.45, 3.63]%**
3.14 [2.62, 3.75]%**

NSCAW Add Health
Lifetime Current Lifetime Current

Variable OR [95% CI] OR [95% CI] OR [95% CI] OR [95% CI]
Alcohol use

Female 1.420.71, 2.83] 1.12 [0.41, 3.04] 1.05[0.89, 1.23] 1.39 [1.12, 1.74]**

Age 1.45[0.98, 2.14] 1.32[0.80, 2.17] 1.59 [1.41, 1.80]*** 1.84 [1.49, 2.26]***

Black 1.14 [0.52, 2.50] 1.63 [0.61, 4.41] 0.60 [0.46, 0.76]*** 0.47 [0.32, 0.69]***

Hispanic 1.00 [0.34, 2.92] 1.66 [0.37, 7.42] 0.89 [0.65, 1.22]*** 0.60 [0.37, 0.977*

Other race 1.68 [0.45, 6.25] 0.40 [0.08, 2.13] 0.83 [0.60, 1.16] 0.46 [0.30, 0.70]*%**

1.01 [0.96, 1.06]
0.64 [0.49, 0.82]***
0.91 [0.76, 1.10]
1.53 [1.05, 2.22]*
2.69 [2.40, 3.01]#**

1.05 [0.75, 1.46]
1.61 [1.13, 2.28]**
1.02 [0.65, 1.61]
0.55 [0.32, 0.94]*
0.99 [0.47, 2.10]
1.05 [0.98, 1.13]
0.47 [0.33, 0.66]***
0.80 [0.61, 1.04]
2.19[1.31, 3.66]**
2.82 [2.42, 3.29]%**

1.09 [0.62, 1.91]
0.47 [0.28, 0.78]**
0.47 [0.22, 1.00]*
0.37 [0.14, 0.97]*
0.50 [0.15, 1.70]
0.97 [0.85, 1.10]
0.87 [0.47, 1.60]
1.05 [0.71, 1.57]
2.03 [1.02, 4.06]*
2.76 [2.26, 3.37]%**

1.30 [0.65, 2.60]
1.00 [0.62, 1.60]
0.21 [0.09, 0.50]***
0.43 [0.14, 1.30]
0.54 [0.23, 1.27]
1.03 [0.92, 1.15]
0.54 [0.28, 1.02]
0.78 [0.55, 1.12]
2.99 [1.65, 5.40]%**
3.31 [2.56, 4.29]%**

Notes: NSCAW = National Survey of Child and Adolescent Well-Being; Add Health = National Longitudinal Study of Adolescent Health; OR = odds ratio; CI
= 95% confidence interval. Non-Hispanic White is the reference group; parent/caregiver education is in years; parental closeness is continuous; depression is
binary—clinical cutoff for Center for Epidemiologic Studies Depression Scale [Add Health] and Children’s Depression Inventory [NSCAW] used; delinquency

is continuous and measured in 6-month increments.
*p <.05; **p < .01; ***p < .001.

behavior, with youths living with two parents and youths
who felt closer to their parents having significantly lower
odds of current drinking. For community youths, many fac-
tors—age, gender, ethnicity, household structure, depression,
and delinquency—were all significantly associated with cur-
rent drinking. We found that girls, older youths, those with
depressive symptoms, and those who engaged in delinquent
behaviors drank more often. Additionally, ethnic minorities
had significantly reduced odds of current drinking among
community youths, as did youths living with two parents.

Marijuana use

The patterns for lifetime marijuana use were comparable
to those for lifetime alcohol use. Among child welfare—in-
volved youths, delinquency was the primary factor associ-
ated with lifetime marijuana use, with youths who engaged
in more delinquent acts significantly more likely to have
ever used marijuana. Older age, single-parent households,
and delinquency were significantly associated with increased
lifetime marijuana use among community youths.
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Several factors were associated with current marijuana
use among child welfare—involved youths, including age,
ethnicity, parental education, and delinquency. In addition,
parental closeness was found to be protective against cur-
rent marijuana use, with child welfare—involved youths
who reported higher perceived parental closeness being
significantly less likely to have used marijuana in the last
month. Among community youths, age and household
structure were associated with current marijuana use, as was
emotional health, with both youths who were depressed and
those who engaged in more delinquent acts more likely to
have recently used marijuana.

Inhalant use

Among child welfare—involved youths, delinquency was
the sole factor associated with higher rates of lifetime inhal-
ant use. Among community youths, older youths were less
likely to have ever used inhalants, and Black youths were
less likely than White youths to have done so. Depression
and delinquency were both positively associated with life-
time inhalant use among community youths.

Several factors were significantly associated with current
inhalant use among child welfare—involved youths. Blacks
were significantly more likely and Hispanic youths less
likely to have currently used inhalants than their White peers.
Child welfare—involved youths who reported more parental
closeness were less likely to have engaged in current inhal-
ant use, and those who participated in more delinquent acts
were more likely to have used inhalants in the last month.
Among community youths, Black and Hispanic youths were
less likely to have currently used inhalants than their White
peers. Depression and delinquency were positively associated
with current use among community youths.

Other illicit drug use

In the child welfare population, Hispanic youths were
significantly less likely than Whites to have any lifetime hard
drug use. Engaging in delinquent acts is again significantly
associated with illicit drug use among child welfare—in-
volved youths. Among community youths, Blacks were
significantly less likely than Whites to have used hard drugs.
Depression and delinquency also were positively associated
with lifetime hard drug use among community youths.

Among those in the child welfare population, girls were
less likely than boys and Black youths were significantly
more likely than Whites to have used hard drugs in the last
month. Delinquency remained a significant factor for cur-
rent drug use among child welfare—involved youths. Among
community youths, Blacks were significantly less likely than
Whites to have used hard drugs, and both depression and
delinquency were positively associated with current hard
drug use.

Discussion

A main finding of the current study is that child welfare—
involved youths are at higher risk for substance involvement
relative to community youths. Except for alcohol, prevalence
rates were higher among child welfare—involved youths for
all but one lifetime and current substance use outcome. It
is not overly remarkable that no significant difference was
revealed for alcohol use. As was noted, the measures differed
slightly in their wording, with community youths responding
to a more liberal measure of current use. In addition, alcohol
is legally obtained and more accessible, and experimentation
with alcohol is normative across adolescence (Jessor, 1987).
The higher occurrence of illicit substance use among child
welfare—involved youths is consistent with prior research
demonstrating higher rates of substance use disorders among
youths who had experienced child maltreatment (Aarons et
al., 2010; Clark et al., 1997). Of note, child welfare—involved
youths reported a significantly higher rate of hard drug use
than did their community counterparts, although using a
more conservative category of hard drugs. The proportion
of users would likely be much higher when substances such
as prescription drugs were included (as was the case for
community youths). Taken together, our findings add to the
evidence that child welfare—involved youths are a high-risk
population for substance involvement. These findings high-
light the need for prevention and early intervention efforts
to improve adolescent and early adulthood health outcomes
in this population.

Although our analyses cannot speak to temporal link-
ages, we reveal several compelling associations among
youth factors and substance use. In particular, delinquency
was the sole significant factor associated with lifetime
alcohol, marijuana, inhalant, and hard drug use for child
welfare—involved youths. This result suggests that, although
these youths are more likely to experiment with substances,
delinquency is an important factor to consider in preven-
tion and intervention efforts. During early adolescence,
child welfare case-management practices may attend not
only to parental behavior (a primary focus of child welfare
systems) but also to youth risk behaviors such as delin-
quency. Prevention efforts targeting delinquency within
child welfare services may forestall negative health behav-
ior outcomes for child welfare—involved youths (Babor et
al., 2007). In addition, delinquent activity may reflect such
features as a lack of parental monitoring (e.g., Barnes et al.,
20006), identification with like-minded peers (e.g., Haynie
and Osgood, 2005), or lack of involvement in structured
activities (e.g., Persson et al., 2007), which also serve as
shared risk factors for adolescent substance use. Future
research should consider examining how delinquency may
act as a marker for a latent, malleable attribute, potentially
revealing an additional means by which to better direct pre-
vention efforts.
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Of note, both two-parent families and high levels of per-
ceived parental closeness were strongly, negatively related
to current substance use for child welfare—involved youths,
indicating a protective effect of family factors in youth
substance use among this population. Raising awareness of
the role of parental support among this high-risk population
is central, as prevention programs could identify high-risk
families and enhance these potentially protective features
in order to buffer other risk factors (Hawkins et al., 2002).
Where applicable, a family-centered treatment approach may
be preferred, especially if it may strengthen youth—parental
bonding. In addition, boosting emotional ties with significant
family members deemed supportive by the youths and/or
parents not directly involved in substantiated maltreatment
may afford some protection for youths not in kinship care.

Also of importance, race/ethnicity was a significant fac-
tor for substance use in both the child welfare and the com-
munity populations. Among community youths and with
the exception of marijuana use, racial and ethnic minority
youths, and especially Black youths, were less likely than
their White peers to engage in substance use—lifetime or
current. However, among child welfare—involved youths,
Blacks had a much greater tendency than their White peers
to currently use inhalants or other illicit drugs. Important
differences among racial/ethnic minority youths should be
explored in future research regarding substance use in order
to effectively address prevention and early intervention needs
of these youths.

Some limitations of this study warrant consideration.
First, some estimates must be interpreted with caution be-
cause of the very small number of youths in some of the
categories (e.g., child welfare—involved racial/ethnic minor-
ity youths who have used inhalants or hard drugs). Second,
the cross-sectional nature of the analyses hinders the abil-
ity to make causal inferences or to conduct a longitudinal
examination of the factors associated with youth substance
use. Similarly, the calculation of social support varied as a
function of family structure, and family structure differed
across groups. Future research using more comprehensive
measurement tools is warranted. Finally, not all variables in
the two data sources were identical. However, both included
empirically sound assessments of the constructs of interest,
and we carefully considered comparability in our formula-
tion and analyses.

Conclusion

The use of alcohol and illicit substances by youths leads
to adverse health outcomes, and, as is illustrated in the cur-
rent study, youths involved with the child welfare system
are at high risk for substance involvement. Youths who use
substances are more likely to become dependent than those
who initiate use as adults, and the increased personal and
societal costs follow them for a lifetime (Center on Addic-

tion and Substance Abuse, 2011). Given the strong influence
that youth substance use has on both adolescent and adult
physical and emotional health, the increased rates of use
among child welfare—involved youths appear particularly
distressing. Screening, brief intervention, referral, and treat-
ment for substance involvement should be a regular part of
case management and clinical activities.

The risk of substance use involves the confluence of a
number of risk factors (e.g., deviant attitudes and behaviors)
and protective factors (e.g., parental support). The child wel-
fare system may be an ideal venue within which to dissemi-
nate and implement evidence-based alcohol and other drug
prevention programs (Aarons et al., 2011). The results of the
current study illustrate the vulnerability of child welfare—in-
volved youths concerning problematic substance use. Child
welfare and behavioral health systems and professionals
should work together to recognize and respond appropriately
to risk factors present for a given youth (Aarons et al., 2001).
Addressing risk factors, and substance involvement itself,
should give child welfare—involved youths the best chance
at positive health outcomes.
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