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Dr. Michael Kogan: Good afternoon everybody. My name is Dr. Michael Kogan. I am the director of the Office and Data and Information Management in the Maternal and Child Healthcare Office. The Dataspeak series is sponsored through the offices of MCH Information Resource Center. Today we are pleased to present the first program in the 2004 Dataspeak Series. The second program for 2004 will focus on HIV screening for pregnant women and is currently being planned for the spring. Information about this, as well as other upcoming programs, will be shared as it becomes available and also posted on the Dataspeak website. 
Our topic today focuses on the need to understand adolescent health and health-related behavior in the context of family, school and peers to improve programs for use. During today’s program, we will have a unique opportunity to hear about survey and research findings from the International Health Behaviors and School-Aged Children Study. 
We are fortunate to have with us today several esteemed presenters. The Chief of MCHB’s Office of Adolescent Health, Dr. Trina Anglin, will begin our program by discussing the role of the Maternal and Child Health Bureau in the promotion of adolescent health. She will be followed by Dr. Mary Overpeck from the MCHB’s Office of Data and Information Management, who will present an overview of survey and research findings. And Dr. Claire Brindis, executive director of the National Adolescent Health Information Center, the University of California, San Francisco, will discuss how to apply research findings to promote adolescent health. 
It is my pleasure to now introduce Beth Zimmerman, the coordinator of Dataspeak and the moderator for today’s program. Beth, the floor is all yours.
Beth Zimmerman: Thank you so much, Dr. Kogan. Welcome to all of our participants. We are delighted to have all of you with us. Before we begin our presentation, I have just a few housekeeping items to take care of. First, those of you who are logged into the Internet broadcast will be seeing an ongoing slide show throughout the next hour. At the end of the program, you will also see a short evaluation form appear on your screen and we greatly appreciate you taking a moment to respond. 
If you are on the phone and you wish to see the slides as they are broadcast over the Internet, go to www.eventcenterlive.com and enter the information that they ask you and the room number 114748. Just be aware that people who are listening by phone, if you are watching the slides on the Internet, you will notice a delay in the slide change because they are timed to match the Internet broadcast. 
While we don’t anticipate that you will experience any technical problems, I’d like to give you a few tips on dealing with them just in cast they come up. If you are on the web and experience any problems viewing your slides, click the "Help" button on the bottom right hand corner of your screen to troubleshoot your web connection. If it appears that the slides are not advancing, you may need to restart your browser and log on again. If you experience any difficulty with the audio stream, you may access the audio by phone by dialing 1-888-840-0794 and use the password "adolescent health". These dial-in instructions are posted on the right hand side of your screen in the black box. If you are on the phone and you need technical assistance, simply dial "*0". 
You can also download the presenter’s PowerPoint slides and obtain additional information on our presenters on the Dataspeak website. The address for this site is www.mchirc.net/dataspeak. 
After we hear our presentations today, we will have a question and answer session. Those of you on the phone will have an opportunity to ask questions through the operator who will come on at that time and provide us with instructions as to how to do so. Questions can also be posted online at any time during the program. If you are logged in through the Internet, just click on the yellow "Q&A" button at the bottom of your screen, click on "New" and type in your message and hit the "Send" button at the bottom of your screen. If you have any technical questions, you can also send them in this way and our technical staff will respond to you. 
Now it is my pleasure to introduce our first presenter, Dr. Trina Anglin who is the chief of the MCHB’s Office of Adolescent Health. She will be presenting an overview of the MCHB’s role in adolescent health. Thank you so much for being here, Dr. Anglin. I will now turn the floor over to you.
Dr. Trina Anglin: Beth, thank you so very much. The Maternal and Child Health Bureau has played a pioneering role in promoting the health and well being of adolescents for several decades. The Bureau was invested in adolescent health long before adolescent health needs were recognized as important or became popularized. The Bureau has a broad scope so there is time to describe only a few key activities. 
The first example that I would like to discuss very briefly is the Leadership Education in Adolescent Health or LEAH program, which supports improved healthcare for adolescents by providing long-term, interdisciplinary advanced leadership training for health professionals from the fields of medicine, nursing, nutrition, psychology and social work. Trainees are at the post-doctoral or post-master’s levels based upon their disciplines. The LEAH program currently includes training projects at seven academic medical centers and each is expected to be a model of training, research and service related to adolescents. 
The second example that I would like to briefly describe is called the Healthy and Ready to Work Program. It has assisted youth with special healthcare needs to make the transition to adulthood, including moving from the pediatric to the adult healthcare system, from secondary to post-secondary education and to employment and self-sufficiency. 
Many of you are familiar with the Congressionally mandated, State Abstinence Education Block Grant Program and the (unclear) Community-Based Abstinence Education Project Grants Program. These activities support the development and implementation of abstinence-only education programs for adolescents. 
Finally, the last example I would like to briefly describe is a new strategy that the Maternal and Child Health Bureau’s Office of Adolescent Health is facilitating in partnership with the Centers for Disease Control and Prevention’s Division of Adolescents and School Health, which is called the National Initiative to Improve Adolescent Health By the Year 2010. The National Initiative is founded on Healthy People 2010. It’s goal is to comprehensively address the 21 critical health objectives, which were selected from the 467 total objectives of Healthy People 2010, that represents the most serious health issues among young people and they include unintentional injury, violence, reproductive health, substance use, mental health and suicide as well as prevention of adult chronic diseases.
Simultaneously, the National Initiative is working to help states and communities strengthen their systems or infrastructures for addressing adolescent health needs. The National Initiative uses a healthy or positive use development framework. It seeks to engage a variety of partners including state maternal and child health programs, national professional membership associations, universities and communities. We are very excited about the resources our partners are developing and we plan to measure our progress as we move forward. 
I will now turn the floor back to Beth and thanks again.
Beth Zimmerman: Thank you very much, Dr. Anglin. To follow up on your remarks about the MCHB’s role in adolescent health, we now have the opportunity to hear from Dr. Mary Overpeck from the MCHB’s Office of Data and Information Management. She will be discussing findings from the Children’s Study, which are presented in a new report called U.S. Teens in Our World. Dr. Overpeck, can you please tell us about this new report?
Dr. Mary Overpeck: This new report on U.S. Teens in Our World was released by HRSA in September of 2003. The graphic presentations showing comparative rankings for each country, as presented in the report, are available on this Dataspeak website, but they are not shown on today’s videocast. I will describe the results of the graph briefly now, but you can look at the details by downloading them later if you haven’t done so already. 
Our U.S. report is based on the health behavior in school-aged children study that surveys students primarily in Europe, Scandinavia, Israel and North America, as highlighted on this map. Next graph.
The International HBSC study performed comparable surveys in schools every four years. It was begun in 1983 by a multi-disciplinary team of researchers. The most recent survey was completed in the years 2001 and ’02 in 35 countries. Additional information about the HBSC is available at the website shown. A new international report for the 2001-2002 data with 35 countries will be released at about March of this year. Next slide.
The HBSC study results, as reported in our report on U.S. Teens in Our World, are based on 1997-98 surveys in 28 countries. The U.S. joined for the first time in 1997. Comparisons among countries were originally published in an international report available on the HBSC website. The data include over 120,000 students at the ages of 11, 13, and 15 years based on nationally representative estimates from each country. What are the main questions that we answer in our U.S. Teen Chart Book? First, what important information did we learn about common adolescent health characteristics and about U.S. adolescents specifically that we didn’t already know? What relevant U.S. or international research addresses the factors underlying the highlighted health issues? 
Six main topics are covered in the report: health and well being, fitness, family and peer relations, school environments, smoking and drinking and violence. I will touch very briefly on the highlights of each topic today. Next slide.
First, health and well being. What did we learn? Boys report better health and quality of life than girls in all countries except for feeling tired in the morning. U.S. teens are more likely to report the psychosomatic systems and related high medication use than in any of the other countries. Students reported on multiple symptoms ranging from physical to feeling lonely and low, in addition to medications for symptoms. 
In this next slide, and in the graphical slides available for downloading, stomachache, headache and feeling tired in the morning are shown as examples. U.S. students reported the highest level of stomachaches during the previous week in all countries with 41% of U.S. girls and 28% of U.S. boys reporting that they had stomachaches at lease once a week. It was consistently higher among girls than boys in all countries. 
The U.S. and Israeli teens rang highest for headaches occurring during the previous week with about 60% of U.S. girls and 40% of boys reporting having had headaches during the previous week. 
Finally, U.S. students were the third most likely to feel tired when they went to school in the morning with boys exceeding girls in both the U.S. and most other countries. Next slide.
What does the research show? Gender differences are consistent with U.S. studies. Little research shows why U.S. teens rank comparatively high on health or depressive symptoms and related medication use. Next slide.
Our next topic is to look at fitness. What did we learn? We include various measures to describe fitness. The U.S. teen rankings vary among countries from high to low across the areas of nutrition, dieting, exercise and sedentary activities. For example, in the next slide we show that for nutrition and exercise that U.S. students are among those most likely to eat French fries or fried potatoes daily. 
Among the various food items, we rank among the top three countries from Great Britain and Israel, all of whom have similar eating patterns. The U.S. students also rank near the top for drinking soft drinks daily. 
Finally, U.S. students ranked in the lower-middle range for exercising enough to be out of breath or sweat at least twice a week during their free time. 
On the next slide, what does the research show about these fitness factors? Overall health and well being is affected by fitness factors including activity levels, nutrition and overweight. One study among 15 HBSC countries shows that U.S. students are significantly more likely to be overweight than the students in the other countries. This last study from our HBSC data was just published in the archives of pediatric and adolescent medicine. Next slide. 
Family relationships. What did we learn? U.S. youth are the least likely to live with both biological parents. Communication with either parent is generally more difficult for U.S. students but particularly so with fathers. However, students in all countries have more difficulty talking to fathers than to mothers. What does the research show? Difficulty communicating with parents is associated with increased difficulty in making or talking to friends, happiness and risky behaviors. Longitudinal studies and a National Academy of Sciences report emphasize the complexity of family and peer relations. But across existing studies, parental connectedness, feelings of warmth, love, support and caring from parents, remains the most important factor. However, the role of cultural differences is not clear. Next slide.
Another topic is the school environment. What did we learn? Across countries, girls like school more than boys and consider rules to be more fair. Few students really like school, including U.S. students. However, feelings of school connectedness are affected by involvement in rule making, teacher and parental support and relationships to other students. In the next slide though, we see that U.S. students are among the least likely to feel like they participate in making rules at school and U.S. students are relatively unlikely to find other students in their classes to be kind and helpful. 
What does the research show about the student environment at school? The U.S. Adolescent Health Study and the International HBSC Studies show connectedness at school is important for health, well being and risk taking. Peer relations at school are important for student motivation, achievement and behavior. Next slide.
For smoking and drinking, what did we learn? U.S. students are similar to other countries in experiments with smoking at age 11. U.S. students are also similar to other countries in experimenting with drinking at age 11. However, rankings between the proportion smoking or drinking by age 15 differ for U.S. students. In the next slide we see that U.S. 15 year old youths are less likely to smoke than youths in almost any other country. However, U.S. youths rank in the middle range for the proportion drinking alcohol weekly. What does the research show? Relative success in U.S. smoking reduction is probably related to the multiple approaches to prevent use: clean air laws, pricing, counter-advertising and enforcement of existing laws. Less success has been shown for the reduction of alcohol use except in the area of drinking and driving. 
Finally, we are going to look at youth violence. What did we learn? Measures of bullying and feeling safe at school were the only items available for all countries. Fighting and weapon carrying are described for fewer countries in the U.S. report. In the next slide, we show that for school safety and bullying, U.S. students rank 8th among countries for students who never or rarely feel safe, representing about 30% of our students. Forty percent always feel safe. U.S. students rank 9th among countries for students who are bullied at least once a week and the findings are similar for U.S. students who bully others. What does the research show? Bullying, both at school and away, is associated with different psychosocial effects for bullies, victims or those who are both a bully and a victim. The bullied students had difficulties in making friends, classmate relationships and loneliness. For bully victims, the difference from those who are bullied is that bully victims had no problems making friends. This is similar to students who bully others. They also have no problem making friends. 
Articles by Dr. Nansel and others describing these psychosocial characteristics are included in the references presented for the presentation. What was left out of our report? This has been a very selective review of topics and research covered in the teen report, but some important items were left out because fewer countries asked about the topic or the U.S. didn’t include it. For example, only 12 countries asked about injuries, but we do describe some of the studies about injuries in our teen reports. 
Use of illegal drugs was not asked by all countries and we did not include it in reports. Questions about sexual activity were asked in only a few countries. The U.S. did not ask these questions, but U.S. measures from the YRBS from the Centers for Disease Control are compared to a few countries in the international report produced by the WHO. 
Family affluence is another measure. It is very difficult to measure based on student reports because they generally don’t have the information. However, there is a chapter that attempts to measure family affluence scales in the WHO report. 
Other U.S.-specific items were left out. For example, items such as race, ethnicity, immigration and acculturation. The reference list includes some papers by Dr. Stella Yu based on our HBSC data. We also have questions in our survey that were specific to the U.S. on adolescents in the workforce, a question asked only by us because other HBSC countries do not think this is an issue for their teens under age 16. There are a number of other items. I encourage you to look at the report. 
So how do you obtain it? You can obtain single copies from the HRSA Information Center at the address shown on this slide. For further information on the international data availability and the HBSC study design, you can go to the website for the HBSC as shown on this slide. In addition, U.S. data from the 1997-98 survey are available for use at an international university consortium that makes data sets and documentation available to the public, as shown on this slide. We are looking forward to new findings based on comparisons among 35 countries and the international report to be released by the World Health Organization soon. 
Now, Dr. Claire Brindis of the National Adolescent Health Information Center at the University of California in San Francisco, will talk about where research has led us so far and implications for future research directions. Thank you.
Beth Zimmerman: Thank you so much, Mary. I would also like to note for our audience that there is an online version of the U.S. Teens in Our World Report that Mary just discussed, located on under the Resources section of the Dataspeak website. 
As was just noted, our next presenter is Dr. Claire Brindis, who is the executive director of the National Adolescent Health Information Center at the University of California at San Francisco. She is going to be discussing implications for future research in the promotion of adolescent health. Thank you so much for being here, Dr. Brindis. I will now turn the floor over to you. 
Dr. Claire Brindis: Thank you so much, Trina, for enabling me to converse with you regarding some of the international implications of the data that we have just heard from Mary. I would like to spend the next few minutes talking about how research has begun to change our approach to adolescent health. How does the profile of adolescents living in the United States shape our current and future efforts? Finally, what are some of the implications for the future research directions in adolescent health? 
It is very important to really recognize how important the definition of "adolescence" as defined by World Health, has begun to really shape and influence the way that we approach adolescence in this country. We realize that this definition goes far beyond just looking at the illness and risk behaviors of adolescence to really be thinking about health in its broadest definition, encompassing physical, social, and emotional well being. 
At the National Adolescent Health Information Center, we have conducted several syntheses that we think are also very relevant to the conversation of today. In one, we reviewed 53 key documents, including reports issued by government agencies, private foundations and professional organizations to understand what we do need in the field. One of the things that we do need, and I am going back to my previous slide, is that we clearly need to apply a more developmental perspective. That is, really truly understanding what the differences are between early, middle and late adolescence. 
We also want to emphasize a much more comprehensive approach to adolescent health research, looking at both the assets, strengths, as well as the risk behaviors in which they engage. 
Third of the major themes relates to the thought that we recognize the multiple influences that occur in the lives of young people and how understanding those influences really give us some opportunities and platforms for improving the health of adolescents, particularly looking at the influences of families, schools and communities. 
Finally, the synthesis pointed out the importance of recognizing the diversity of the adolescent population. I will speak about that in a few minutes. 
A second synthesis that we conducted pertained to health policy recommendations that have been proposed over a decade’s worth of study of adolescent health. These represented 36 blue ribbon commission documents and reports and there were over 1,000 recommendations. I encourage people not to have to think about writing any more recommendations. As we looked at these recommendations, we realized that they really fell into about six different major categories. They range from improving access to healthcare for adolescents, improving their environments including the role of schools in improving adolescent health, promoting positive adolescent health recognizing the value of the transition period moving into adolescence as well as the transition of adolescence into young adulthood. Finally, the importance of improving collaborative relationships with a number of important stakeholders who influence adolescent’s lives on a daily basis, whether they be schools, community-based organizations, faith communities, the business sector and the media. 
Clearly, these two-synthesis point out, along with the international comparisons that we heard about a few minutes ago, the very important evolution that has taken place in the field of adolescent health. We clearly recognize that adolescent health problems have origins in environmental and behavioral factors. Much of adolescent morbidity and mortality can be attributed to preventable risk behaviors and risk factors. We see from our morbidity and mortality trends that injury and violence has replaced illness as a leading cause of death for adolescents. Recognizing the behaviors begun during adolescence are also associated, not just with morbidity and mortality during the adolescent years, but clearly with adult morbidity and mortality. 
Another important theme that is occurring is the very important shift that is occurring with young people ages 10-24. In the coming decade, there will be an increase in this population, but their growth will be slower relative to the total U.S. population and they will represent a decreasing proportion of the total population overall. Other changes will reflect the fact that the ethnic and racial make up of the population will continue to change. Hispanics will replace Blacks as the second largest racial and ethnic group while the proportion of white adolescents is anticipated to fall below 50% by the year 2040. So clearly from a demographic perspective, America is going through a major shift in the representation of various ethnic and racial groups. 
A very important other factor that is going on is the fact that family structure is also changing with a percentage of children and adolescents living in two-parent households decreasing significantly. 
As I have commented before, the WHO health definition gives us a good anchor to be thinking about how do we define and incorporate a broader definition of what constitutes health and well being for our adolescents? Traditionally, programs, policies and research have been directed at changing just individual behavior and there has been far less effort at recognizing the role of families, schools and communities context and the role that they play in shaping individual behavior. Without directing efforts at each of these levels, efforts will have limited success and along with these important stakeholders, we need to recognize the role of policy and by policy I am referring to decisions around how resources are used, policy related to commitment and social will about making adolescents a priority and understanding that children and adolescents have to have a social priority within our society. Policy then plays a very important role in shaping individual and community environments in which adolescents grow. That refers to a variety of things. For example, the kinds of family-friendly supportive policies that could exist in our communities that would help to ensure a greater level of connection between parents and their youth. 
In the changing policy environment, we also recognize that many policymakers and other stakeholders have to make very difficult decisions in light of increasing needs and limited resources. We have also seen a very important shift from federal decision making and responsibility to states and communities. So this is an important door of opportunity for individuals at the local level to make a very big difference in terms of shaping the kinds of environment in which adolescents have an opportunity to grow up and be nurtured. We also see a stronger emphasis on program accountability and a growth in evidence-based practices and best practices in adolescent health in shaping what we do in the future. 
So what are some of the potential results of all of these changes? Clearly, without continued investments, there will be a likely decrease in the health status of adolescents, especially for populations who are already marginalized, whether they be gay, lesbian, bisexual, transsexual or children who are growing up in poverty, immigrants and other populations who are particularly vulnerable in our society. We have to have a renewed commitment to have an increase in the need for prevention, medical and mental health services for young people. 
But that will not be enough unless we also broaden our approach to include enhancing adolescent competence, capabilities, caring and citizenship. That comprises what we mean as part of well being, adolescent well being. 
By understanding different stages of adolescence, that is, what is the difference between early, middle and late adolescence, we can begin to be thinking about how do we tailor interventions to these different age groups and we need to build health promotion strategies that recognize these stages. 
We have heard from the international data comparisons the importance of families. So here I want to again reiterate the importance of family, school and community context as shaping adolescent’s engagement in risky behaviors. Clearly, the connectivity between parents and other family members decreases the frequency of engaging in risky behaviors. We see that academic problems and less structured time is more likely to create adolescents who engage in risky behaviors and we also recognize that these home environments and community environments are influential in the kinds of major morbidities and mortalities that influence adolescent health and well being. Adolescents are at increased risk for suicide, violence and substance abuse in homes with easy access to guns, alcohol, tobacco or drugs. 
We also need to think about how we study adolescents. While risky behaviors among individual adolescents remain a major concern, how do we incorporate this newer, broader definition of adolescent health? How do we study the concept of environmental influence in healthy development and how do we study the influences of these factors in the way that adolescents make their health-related decisions? 
Thus, improving adolescent health requires engaging many individuals and institutions that shape their lives and that includes families, schools, media, communities and healthcare settings. We also need to recognize the policies that promote healthier environments also increase the likelihood of better outcomes for young people. So for example, having graduated driver’s licenses makes a big difference in terms of adolescent’s access to automobiles and consequently their risk for morbidity and mortality related to car injuries.
This triangle in this slide shows the pyramid. Traditionally when we have looked at adolescent behavior, much of our activity has been directed at the tip of the triangle, that is the observable behavior. We want to reduce adolescent drug use or alcohol use or tobacco use, for example. Many of our educational approaches have been directed at that. The issue here, however, is we need to be thinking about how different institutions need to focus on addressing both the antecedents and the behavioral factors at each of the four contextual levels that can contribute to the observed behavior. So thus, we need to be looking at the antecedent factors at each of the levels including the family, the school, peers, community and policy. There again, we need to consider the influence of risk factors as well as protective factors and how do we nurture the protective factors and how do we decrease the risk factors? 
The next slide shows the tip of the iceberg. I show you this photograph of an iceberg because I think it is a visual way to be thinking about how do we shift our focus of many of our programs from just focusing observable behavior to looking at all of the antecedents that influence adolescent’s choices and opportunities. 
In thinking about the survey, we recognize and it recognizes the role of family and peer relationships as keys in adolescent health and well being. The social context as key in terms of health and protective indicators, especially if the adolescent experiences a sense of active participation and the very, very important role that youth development plays in viewing young people as individuals as assets if adequately nurtured can be a positive force for change for today and for tomorrow.
By expanding the definition of what constitutes health and well being, apart from traditional adolescent risk behavior profiles, we can clearly begin to incorporate a much wider set of indicators that really focus on that well being. 
Finally, I think we need to recognize major gender differences that were found both within and across the individual countries and within individual risk behaviors and protective factors as well as the developmental focus which spotlights early adolescence and the transition into middle and later adolescent years. All of these are important to consider as we think about the next generation of programs and research. 
Let me just put out here a couple of research directions which I think are important to think about in the future. Clearly, at the top of the list, we need to think about what really promotes healthy adolescent development. How should our research programs and policies respond to the different cultural, ethnic, social and economic context in which adolescents live? What is the impact of these interventions that focus on creating healthy environments? What promotes positive transitions from childhood into adolescence and from adolescence into adulthood? 
I anticipate that these are the research questions that will help to shape our research agenda for the next years to come as well as our programmatic and policy agenda. 
I thank you very much. Here are a couple of resources that might be useful and ways to get them. Thank you very much for allowing me to participate in this conversation today. 
Beth Zimmerman: Thank you very much, Dr. Brindis, and to all of our presenters. We are now in the question and answer portion of our program. We have all of our presenters standing by to respond to your questions. I mentioned at the beginning, we are able to take questions both online and from our telephone participants. To post questions online, just click on the yellow "Q&A" button at the bottom of your screen, click on "New", then type in your message and hit the "Send" button at the bottom of the screen.
Operator, could you please tell the telephone participants how they can ask a question.
Aaron: Ladies and gentlemen, at this time we will begin the question and answer session. If you have a question, please press the "*" followed by the "1" on your pushbutton phone. If you would like to decline from the polling process, please press the "*" followed by the "2". You will hear a three-tone prompt acknowledging your selection. Your questions will be polled in the order that they are received. If you are using speaker equipment, you will need to lift the handset before pressing the numbers.
Beth Zimmerman: Thank you. While the questions begin to come in, I would like to welcome Darcy Steinberg of the American Academy of Pediatrics with us. Darcy, are you with us? 
Darcy Steinberg: I am, hello.
Beth Zimmerman: Wonderful. Thank you so much for joining us.
Darcy Steinberg: Thank you.
Beth Zimmerman: Darcy directs the Bright Futures activities at the American Academy of Pediatrics. I invited Darcy to join us to open our Q&A session today because the findings presented today emphasize several principles in promoting adolescent health. For example, the importance of environmental factors and overall health and of using interventions that are developmentally appropriate that are really very fundamental to the Bright Futures approach, which has been supported by the MCHB for more than a decade. So I asked Darcy to join us and if you could, please share a brief overview of Bright Futures and some key bright futures resources related to adolescent health promotion.
Darcy Steinberg: Thank you. Much of what we discussed today closely relates to Bright Futures that Beth mentioned. Many of you may be very familiar with Bright Futures. I hope you are. Bright Futures is a set of expert guidelines to providing supervision for children and adolescents. Bright Futures is dedicated to the principle that every child deserves to be healthy and that optimal health involves a trusting relationship between the health professional, the child, the family and the community as partners in health practice. 
Many of the Bright Futures materials may be useful to you in your work. I know many health departments and health organizations that we have been working with have been using Bright Futures materials for years. The Bright Future’s guidelines for health supervision of infants, children and adolescents book is really the overall book that covers all prevention topic areas. Currently there is a second edition available and we are working on a third edition that will be published next year. There are also materials developed on specific topic areas, which is the In Practice Series of Bright Futures and the topics include oral health, physical activity, mental health and nutrition. There are separate books for each one of these topic areas. I wanted to also mention that within the mental health book, we have a separate tool kit that has been very helpful for many groups to use in working with their various populations. 
Other Bright Futures materials available that can assist you in working with the adolescent population are anticipatory guidance cards and counter forms for families and the Bright Futures family tip sheets. You can visit our website to view the materials and learn more about Bright Futures and I believe the website is within the material that you received today. The address is www.brightfutures.aap.org. If you would like to learn more about how others are using the Bright Futures materials, please visit the Bright Futures in Practice area of the website. If you have any questions, please feel free to call me or email me. My phone number is 847-434-7935 and my email address is dsteinberg@aap.org. 
Beth Zimmerman: Thank you so much Darcy. Bright Futures is a wonderful initiative and I know you have been dedicating an enormous amount of energy to taking it to the next level and making these resources available to folks in the field. I also wanted to mention there is a link to the Bright Futures website on the Dataspeak website. If you look under the Resources section, you can find that there. Thank you so much Darcy.
Darcy Steinberg: Thank you.
Beth Zimmerman: If you can standby for a few minutes if anyone has any questions we will bring it to you and if you have to go, thank you again for your time.
Darcy Steinberg: I can stay by, thank you.
Beth Zimmerman: Wonderful. I would like to ask a question here that has been posted online and I believe this would be relevant to Claire. It says, "Could you provide some examples of how we might foster adolescent connectedness with family and community?"
Dr. Claire Brindis: I would be happy to. 
Beth Zimmerman: Thank you.
Dr. Claire Brindis: This is one of those challenging questions because we as a society have probably done a much better job of preparing parents to be parents of younger children rather than older children, older children transitioning from little into adolescence. It is important to think about the kinds of support that schools can provide for parents in helping them, to nurture them to be better nurturers of their own adolescence. So through improved parenting skills, some of opportunities exist for linking better to the connectivity that we need for raising children in a better environment. We know some research about the thought that authoritarian rather than authoritative; excuse me, authoritarian parenting rather than authoritative isn’t as supportive for kids and teenagers need an opportunity to develop the skills along with their parents so that they can be better decision makers. 
Beth Zimmerman: Thank you very much, Claire. Darcy, if you are still standing by, there is a question about Bright Futures. The question is, "Does Bright Futures address the needs of adolescents with disabilities?"
Darcy Steinberg: It does and we are in the third edition talking about that and we have been working with individuals who work with children with disabilities very closely to incorporate more information on this topic.
Beth Zimmerman: OK, great. Claire, there is something that follows up to what you were just saying and I believe this person is pointing out the real challenges we have in this area with their question. That is, "How can we increase parental participation when parents or guardians are so busy working, they have health or social problems themselves or simply just don’t care?"
Darcy Steinberg: That is a good question. My sense is that now there are a lot of competing demands for parents in our society and we need to think also how the business sector can be brought into this picture as an effective partner. My sense is that we need to find ways to reach out to parents in ways that are most comfortable to them and that includes things that can occur in their own community settings or through faith settings or through other kinds of neighborhood-related activities. 
In a number of communities, we see that schools have become neighborhood family support centers where parent education can take place at times that are convenient for parents, where meals are provided, childcare is provided. So I think that instead of thinking about parents as part of the problem, we need to think about ways that we can meet their needs. 
I think that the majority of parents really want to do well for their children, but often feel that they don’t have the skills or feel that they shouldn’t be part of their children’s lives. Part of the research really points out that kids really want their parents to be part of their lives and helping them make important decisions. They want to communicate effectively with them. A number of communities have also attempted parent/child workshops around puberty, around other kinds of risk prevention issues such as tobacco prevention, (unclear) and pregnancy prevention and so I think we need to be looking at a variety of strategies that communities can implement. 
One other suggestion would also be to be thinking about the needs of special groups of parents. For example, with immigrant parents, we may want to look also at the role of English as a second language classes where parenting could become incorporated as part of the curriculum. 
Beth Zimmerman: Thank you, Claire. Those are so many good ideas. Are there any specific resources you would want to refer people to on your website? Or would you want to refer them to generally, to the national initiative to, I’m sorry, from your center. If you wanted to highlight what you have there, this would be a chance to do that. 
Dr. Claire Brindis: I think if people would like to write to us, there is the information on our email on ways to contact us and then we will be happy to give you some specific suggestions maybe tailoring it to the particular concern of your audience.
Beth Zimmerman: That would be fine. It is the National Adolescent Health Information Center and there is a link on the Dataspeak website to that. 
I would like to go to Aaron, our operator, and give an opportunity for anyone in our telephone audience to ask a question if there are any who have expressed that interest. 
Aaron: We do have a question from Claude Gilmore. Please go ahead.
Claude Gilmore: It would be helpful, I missed part of the presentation on the data, but when you are referring to the issue of the developmental perspective on adolescents, early, middle and late, I wondering how that is being defined? We know about the 0-3 focus and the focus on 0-5. We have the important 9-14 age group for the purposes of early child brain development, but in the 15-18 year olds, and then we have the sort of 18-21 group. How is this defined from a research perspective as we look at this particular issue?
Beth Zimmerman: Thank you Claude for your question. It is very important. Clairee, could you address the differences here between these different stages of adolescence? 
Dr. Claire Brindis: Sure, I would be happy to. The reality is that if you think about the adolescent years, they often can be broken down in to early, middle and late adolescence. Early being those transition years, middle childhood into adolescence, ages 10-14. Middle adolescence as 15-17 and later adolescence into 18 and 19 and the transition into young adulthood. 
What we find is that adolescents, as they are moving into these years, initially have a, for example, concrete way of looking at their world. They have very little experience with thinking in the abstract manner so that as programs and as parents are speaking with their teenagers, they need to think about how to present information in a very concrete manner with experiences that they might have had directly. 
As they move in to the middle period of adolescence, 15-17 year olds, they have a better opportunity, a skill set to be able to think in the more abstract ability so they can do the "what if" kind of thing, anticipatory kinds of guidance, what happens if you are finding yourself in a situation, for example, where there is drinking at a party. How would you handle that situation and so that parents and providers can be helping young people anticipate how they would behave in a certain situation. So that the concept here would be that we need to really be thoughtful and mindful of the thought that cognitively that young people who may not have had experiences with situations they haven’t lived in have to have some ability to anchor that into something that they have had more direct experiences with and as they mature they have better skills at being able to think about the "what ifs". I think effective parenting skills in this area is to really work with kids in anticipating how would you behave in a certain situation if it emerges?
Claude Gilmore: As a follow up to that then a lot of the programs geared towards adolescents talk about giving them information, lots of information so they can make behavioral choices. But in light of that, I wondering if the programs that are set up take any effect on the concrete to the abstract that you were referring to.
Dr. Claire Brindis: Right. I think that you are raising some really important questions and also I think that adults oftentimes see young people dressed, and they look much older than their cognitive abilities and the kids of curriculum that have been found to be most effective from a research perspective, provide young people with opportunities to role play, have opportunities to develop skills rather than just an information sharing. 
To have an opportunity to apply the new knowledge so that they have an opportunity to use those words, to rehearse, shall we say, how to say "no" to a certain situation. How to be able to negotiate a difficult situation because as part of this adolescent period, I have just dealt with the cognitive development. 
We also have to think about the emotional development, the role of friends, the role of peers, the role of media and how it affects young people at each of those early, middle and late adolescent stages. We need to give young people a lot of faith environments in which they can sort of try out how using certain words would be. How could they negotiate saying "no" to a situation without alienating their friends, without feeling that there is something wrong with them for having said something that may not be what everybody is anticipating their peers to be engaging in. We find, for example, in the area of teenage pregnancy prevention that a lot of young people feel that everyone else is having sexual relations when that actually doesn’t happen but because of that images, it often drives some of the adolescent behavior. 
So I think that in a curriculum or a community-based program that a good facilitator would help a young person understand some of these pressures and how they can deal with them more effectively. I think the facilitator also has to recognize that this developmental stage doesn’t happen in sort of a linear kind of way. It has its jump starts kind of thing. In one room, you might have young people both at the concrete and the more abstract skills. They need to think about some role-playing situations or case study situations where young people from all those different continuum of developmental stage can interact with each other and help to offer some alternatives and some options.
Beth Zimmerman: Thank you very much Claire and thank you for your question, Claude. 
We are coming up on three o’clock, but I will just give a chance if there are any telephone questions left in the queue? Aaron, is there any left that someone would like to ask?
Aaron: There are no further questions, thank you.
Beth Zimmerman: OK, thank you very much. Then I would like to close the program and let you all know that this program will be archived on the Dataspeak website in the next few weeks so that you can access it at your convenience. That archive will include a transcript so there will be a record of the questions and answers that were discussed today. 
Before you log out of the program, we would greatly appreciate your taking a moment to complete the feedback form that you will be seeing in a moment on your screen. 
I would also just like to thank our presenters, Trina Anglin, Mary Overpeck and Claire Brindis and thank you also to Darcy Steinberg from AAP for being with us to talk about Bright Futures. Of course, thanks so much to all of you in our audience for participating in today’s program and we hope you will join us for future programs. The audio conference is now officially adjourned.

