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Abstract 

Background: Risk-taking behaviors such as excessive alcohol use in adolescence may 

become destructive habits in adulthood and pose major health problems. For aged-out 

foster care teenagers (AOTs), the behaviors are especially increased. 

Purpose: The study purpose was to determine the incidence of alcohol use among AOTs 

in South Florida and to test four hypothesis measuring the variables of self-perceptions 

(self-esteem), risk perceptions (costs/benefits), social/environmental perceptions (peer 

influence), peer group characteristics (peer values), and risk-taking behaviors that would 

predict alcohol use among AOTs living in South Florida.  

Theoretical Framework: The biopsychosocial model of adolescent risk-taking behaviors 

was utilized. This theory provides an integrated framework of antecedents and outcomes 

culminating in the likelihood of an adolescent participating in risk-taking behaviors. The 

theory was used for AOTs’ alcohol use.  

Methods: A nonexperimental, explorative, descriptive and correlational design was 

utilized to test the relationships and predictive power of selected constructs of the 

biopsychosocial model of adolescent risk-taking behaviors. A convenience sample of 

AOTs (N = 74) was recruited from local south Florida agencies that serve AOTs in the 

community.   

Results: Hypothesis 1 was not supported. This sample of AOTs in South Florida did not 

indicate high consumption of alcohol use. Hypothesis 2 was not supported. A significant 

correlational relationship was found between the scores for the perception of self-esteem 

and those for the risk perception of costs/benefits regarding AOTs’ consumption of 

alcohol. Hypothesis 3 was not supported. A significant contribution was found, uniquely 
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or as a linear composite, between the predictor variables of the perception of self-esteem 

and peer influence toward the scores for peer values/attitude regarding the behavior of 

alcohol use among AOTs. Hypothesis 4 was not supported. Significance was found 

between the predictor variables of risk perception of costs/benefits regarding alcohol use 

and the peer group characteristic of peer values toward alcohol use and the risk-taking 

behavior of alcohol use among AOTs.  

Conclusions: This study found moderately strong support for the biopsychosocial theory of 

adolescent risk-taking behaviors. Study results should prompt additional research and 

contribute to nursing knowledge and nursing science for AOTs. 
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CHAPTER ONE 

INTRODUCTION 

Background  

 Teenagers typically experience important life changes between the ages of 15 and 

21 years. Adolescents must deal with physical maturation, emotional development, 

relationships with peers and a special other, and the roles they will assume and identify 

within society (Erikson, 1994). During adolescence, crucial psychological, psychosocial, 

and societal changes take place as children mature toward adulthood (Arnett, 2007). A 

major adolescent task is the integration of these elements into a cohesive self-perception 

of identity (Rice & Dolgin, 2005). Adolescents must also clarify their values and the 

behaviors that stem from them, behaviors that may continue and have positive or negative 

consequences throughout their lives (Erikson, 1993; Zastrow & Kirst-Ashman, 2006).  

 During the teenage years, which are normally years of growth and exploration, 

adolescents develop health-related behaviors that carry over into adulthood (Rice & 

Dolgin, 2005). Health values include thoughtful decision-making strategies about social 

and lifestyle behavior choices (Rice & Dolgin). As part of identity development and 

decisions about future adulthood, young adults struggle with developing their personal 

value systems and behaviors (Audrian, 2008; Rice & Dolgin). These value systems 

include daily choices in frequency and volume of alcohol use, the focus of this study.  

In contrast to achieving the normal developmental tasks and acting on health 

values, some young adults may engage in risk-taking behaviors and make these choices a 

lifestyle. Risk-taking behaviors that become established in adolescence carry the threat of 

becoming habits into adulthood and may pose major health problems (Arnett, 2007). 
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Although a certain amount of adolescent risk-taking behaviors may be seen as part of 

normal development, as young adults complete the developmental tasks of independence, 

self-efficacy, and meaningful relationships, the degree and extent of these behaviors 

constitute risk factors (Cebulla, 2009). One of the most difficult aspects of growing up in 

foster care is the prospect of not having stable lifestyles during development and the 

uncertainty of what will happen next (Child Trends Data Bank, 2008). 

Growing Up in Foster Care 

Generally, parents in nuclear families conscientiously attend to the healthcare 

needs of their children (Woldorf, 2007). When children are neglected, abused, or 

abandoned by their biological parents, when parents’ own significant problems (e.g., drug 

addiction, mental illness, or incarceration) interfere with their ability to provide child 

care, or if parent(s) die or are murdered, other relatives may assume care for the children. 

If no family members are available, court orders place the children in the custody of the 

state for care with other families and/or institutions. This is when children enter the state 

foster care system (Wertheimer, 2002).  

Most children enter the foster care system with a myriad of complex mental and 

physical healthcare needs (Kools & Kennedy, 2003; Vig, Chinitz, & Shulman, 2005). In 

contrast to children and adolescents in intact nuclear families, children and young adults 

in foster care rarely have supportive resources. Although the state provides some level of 

healthcare, often the foster families do not take advantage of the services (Chernoff, 

Combs-Orme, Risley-Curtiss, & Heisler, 1994; Rhodes, Orme, & Buehler, 2001). 

In the United States (U.S.), the rate of children entering into foster care increased 

from 4.7 for every 1,000 in 1980 to 7.7 in 2000. The rate decreased to 7.0 in 2005 (Child 
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Trends Data Bank, 2008; Wertheimer, 2002), but it is anticipated that by 2020, more than 

9,000,000 children will be managed in the foster care system (Foster Care, 2007).  

The situation in the state of Florida is even more severe than found nationally, 

since Florida is one of 10 states with the highest number of foster care children in the 

system (Feaver, Clarke, & Amey, 2001). The latest state statistics available indicated that 

13,429 children between the ages of 13 and 22 were in foster care (Independent Living 

Services Advisory Council [ILSAC], 2006). 

Aging Out of Foster Care 

State laws mandate that when individuals in foster care reach the age of 18, they 

are severed from or “aged out” of the system (Osgood, Foster, Flanagan, & Ruth, 2007; 

Pokempner & Rosado, 2003). Nationwide, between 1998 and 2005, more than 165,000 

young adults aged out of the foster care system; as of 2005, approximately 25,000 young 

adults aged out. In the near future, 30,000 young adults in foster care will have to leave 

the child welfare system, whether or not they are prepared to live successfully as adults 

(Brannen, 2002; Foster Care, 2007). By 2020, it is estimated that over 300,000 will age 

out. In Florida, approximately 800 young adults age out every year. Based on these 

projections, in 2020 approximately 26% of AOTs will be from Florida (Casey Family 

Programs, 2009). 

Socioeconomic Issues 

Young adults aging out of the foster care system have more difficulties than those 

in the general population on a variety of social, educational, and health indicators. Young 

adults who age out of foster care have significantly lower levels of education and are 

more likely to be unemployed or homeless and dependent on drugs and alcohol (Holland 
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& Gorey, 2004; Miller, 2008). According to national estimates, approximately 50% of 

aged-out young adults (AOTs) graduate from high school, over 50% are unemployed, and 

25% are homeless for one or more nights (Reilly, 2003). These young people are 

generally in poor health and inadequately prepared for successful educational or 

employment pursuits (Foster Care, 2007). Moreover, they do not receive adequate 

education in the life skills needed for independent living after aging out of the child 

welfare system (Dunne, 2004; Hollander, Budd, Petulla, & Staley, 2007; Wertheimer, 

2002). According to the only national study of AOTs, of 1,644 individuals tracked from 

the time when they aged out to 3 years later, 38% were emotionally disturbed, 50% had 

used illegal drugs, and 25% were involved in the legal system. As adults, AOTs were 

more likely than other children to experience unemployment, homelessness, 

incarceration, and early pregnancy (Child Trends Databank, 2008; Cook, Fleishman, & 

Grimes, 1991). 

Health-Risk Behaviors Among U.S. Youth  

In addition to the socioeconomic disadvantages, AOTs’ healthcare needs are 

intense; a significant number have, or are at risk of having, chronic, often disabling and 

potentially life-threatening health conditions (English & Grasso, 2000). Modifiable 

health-risk factors associated with poor health include poor nutritional intake; lack of 

weight control; inadequate physical activity; substance abuse of tobacco, alcohol, and 

other drugs; violence-related behavior; sexual activity; and suicide (Centers for Disease 

Control and Prevention [CDC], 2005, 2007a, 2007b, 2007c, 2007d, 2007e, 2008; Dilorio, 

Parsons, Lehr, Adame, & Carlone, 1992; Edwards & Magel, 2007; Lowry, Lee, 

McKenna, Galuska, & Kann, 2008; Molaison, Connell, Stuff, Yardick, & Bogle, 2005; 
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Taliaferro, Rienzo, Miller, Pigg, & Dodd, 2008; United States Department of Health and 

Human Services, 2000a; Zapata, Bryant, McDermott, & Hefelfinger, 2008).  

 Lifestyle behaviors related to health are developed early, and evidence indicates 

that the behaviors developed are likely to lead to poor health outcomes (Brener, Billy, & 

Grady, 2003; Donovan, Jessor, & Costa, 1991; Kools & Kennedy, 2003). The Youth Risk 

Behaviors Surveillance System, a nationwide study of 14,041 high school students, 

indicated that during the 30 days before the survey 44.7% had drunk alcohol (CDC, 

2007d).  

Problem Statement 

While all young adults engage in some degree of risk-taking behaviors, 

individuals who have grown up in foster care experience a unique environment that is 

clearly different from their counterparts who have grown up in more stable and nurturing 

environments (Reilly, 2003). Every year, young adults age out of the foster care system. 

They have little adult guidance, supportive relationships, or financial resources to help 

them develop and live as successful and productive adults. There is evidence that young 

adults who have grown up in foster care engage in increasingly extreme risk-taking 

behaviors, such as risky sexual behaviors, unprotected sex, substance abuse, truancy, and 

homelessness (Begley et al., 2000; Courtney, Piliavin, Grogan-Kaylor, & Nesmith, 2001; 

Mayden, 1996; Nicoletti & Tonelli, 2007). With increasing numbers of young adults 

aging out of state-sponsored foster care systems, they are likely to have a host of 

problems that minimize their ability to achieve optimal health (McGuinness, Mason, 

Tolbert, & DeFontaine, 2002). As this population grows, the current healthcare system 

will be ill-prepared for the multitude of problems that are unique to this group of young 
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adults (English, Morreale, & Larsen, 2003; Scannapieco, Connell-Carrick, & Painter, 

2007).  

Little is known regarding the effect that the foster care environment has on the 

development of the cognitive scope, self-perceptions, social/environmental perceptions, 

personal values, risk perceptions, peer group characteristics of these individuals or how 

these factors influence risk-taking behaviors (Courtney et al., 2001; Samuels, 2008). The 

biopsychosocial model of adolescent risk-taking behavior is the most comprehensive 

theory of this type developed to date. The theory draws on previous studies of individual 

adolescent risk-taking behaviors as well as the covariation of selected adolescent risk-

taking behaviors, such as substance abuse, driving during excessive alcohol use, 

precocious sexual activity, and delinquent actions (Igra & Irwin, 1996).  

For purposes of this study, only the following constructs (self-perceptions [self-

esteem], risk perceptions (costs/benefits), social/environmental perceptions (peer 

influence), peer group characteristics (peer values), and risk-taking behaviors) of the 

model were studied (see below for discussion and a diagram of the model). Risk-taking 

behaviors are not isolated occurrences. Rather, they tend to cluster in ways that are 

predictable, and these behaviors can be viewed as motivations for engaging in the risk-

taking behaviors (Igra & Irwin, 1996). 

Because of the growing number of individuals who have already aged our or are 

nearing aged-out status of foster care, there is an urgent need to better understand the 

extent that this transition influences their health risk-taking behaviors, recognizing that 

AOTs have unique needs, as well as risk-taking behaviors. Dowdell and Santucci (2004) 
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pointed out, “The health of children, young adults, and the adults they will become is a 

high-priority concern in the United States” (p. 128).  

Purpose of the Study 

AOTs are an understudied and underserved population (Child Trends Databank, 

2008; Dunne, 2004; Wertheimer, 2002). Nationwide, Florida is among the 10 states with 

the highest number of foster care children, who will eventually age out of the system 

(Feaver et al., 2001).The purpose of this study was to determine the incidence of alcohol 

use among AOTs in South Florida and to measure the variables of self-perceptions (self-

esteem), risk perceptions (costs/benefits), social/environmental perceptions (peer 

influence), peer group characteristics (peer values), and risk-taking behaviors that would 

predict alcohol use among AOTs living in South Florida.  

Theoretical Framework 

 The biopsychosocial model of adolescent risk-taking behaviors was developed by 

Igra and Irwin (1996) from the work of Irwin and Millstein (1986). This theory provides 

a framework of antecedents and outcomes, each building on the next, which culminates 

in the likelihood of an adolescent participating in risk-taking behaviors. The model 

provides suggestions as to the theoretical and operational definitions appropriate to that 

construct. Figure 1 depicts the constructs of the theory and their positions as antecedents 

and/or outcomes, means of operationalizing the constructs, and their theoretical 

relationships.   
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Figure 1. Biopsychosocial model, adolescent risk-taking behaviors (Igra & Irwin, 1996,  

p. 46). 
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The biopsychosocial model brings together two elements: the biological causes of 

psychosocial functioning, and the risk-taking consequences of psychosocial functioning. 

The model assumes that biological maturation (at the helm of the model) affects  

the psychosocial functioning, and this functioning in turn affects four elements for risk-

taking behaviors. These elements are cognitive scope, self-perceptions, perceptions of the 

social environment, and personal values. These four antecedents influence peer group and 

risk perception. Measuring these factors using the biopsychosocial model offers the 

researcher an account of those interactions between endogenous and exogenous factors 

during the onset of the behaviors. Operating simultaneously with the four elements are 

societal contextual ones that promote risk-taking behaviors as well. These may include 

sensation-seeking behaviors, maladaptive home and parenting styles, parental modeling 

of risk behaviors, peer behaviors, and socioeconomic status (Igra & Irwin, 1996). 

 Adolescent risk-taking theory also posits that risk-taking behaviors do not take 

place in isolation but rather in clusters that may be predictable. Moreover, often one type 

of risk-taking behavior leads to involvement in others (Igra & Irwin, 1996). For example, 

sexually active adolescents were found more likely to use alcohol and marijuana than 

adolescents who were not sexually active. The converse was also found: adolescents who 

used addictive substances were more likely than adolescents who did not to become 

sexually active within a year (Mott & Haurin, 1988, as cited in Igra & Irwin, 1996).  

The complex phenomenon of multiple simultaneous or sequential risk-taking 

behaviors is termed covariation. It was summarized by Igra and Irwin (1996) as follows: 

“(1) Individual behaviors influence one another, (2) risk-taking behaviors can be seen as 

alternative manifestations of a general tendency toward deviance, and (3) a finite 
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constellation of factors are responsible for multiple risk-taking behaviors” (p. 38). In the 

biopsychosocial model, the factors that precipitate risk-taking behaviors can apply to 

multiple reinforcing behaviors. For example, low self-esteem and a weak self-identity. 

Theoretical Constructs 

 With regard to the biopsychosocial model (Igra & Irwin, 1996), the concepts 

displayed are interrelated and sequentially based. Biological maturation is the 

precipitating factor that encompasses factors such as increased hormonal production, 

genetic disposition, and being male (Igra & Irwin). Biological maturation is an antecedent 

to psychosocial functioning and the constructs of cognitive scope, self-perceptions, 

social/environmental perceptions, and personal values. These constructs, in turn, become 

antecedents to unique and specific outcomes. Cognitive scope and self-perceptions are 

considered antecedents of risk perceptions. Self-perceptions, social/environmental 

perceptions, and personal values are antecedents to peer group characteristics. Risk 

perceptions, peer group characteristics, and personal values are considered antecedents to 

risk-taking behaviors (Igra & Irwin).  

 Igra and Irwin (1996) stated that each antecedent and outcome is further defined by 

a set of perceptions that are theoretically defined and may be operationalized to allow for 

theory testing. Cognitive scope is composed of egocentrism and future-time perspective. 

Adolescent egocentrism posits that adolescents have an exaggerated sense of uniqueness, 

creating a "personal fable" in which they see themselves as special (Rice & Dolgin, 

2005).  

 Self-perceptions. Self-perceptions in the model include self-esteem, body image, 

and identity. Theories of risk-taking behaviors examine the roles of cognitive ability, 
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personality traits, and dispositional characteristics, such as self-esteem, in risk-taking 

behaviors. Body image distortion is a symptom of disordered eating, such as 

preoccupation with food and weight and restrictive and fad dieting. Adolescent identity is 

developed through sociocultural and cognitive changes characterized by efforts to 

confront and surmount challenges and establish a sense of autonomy (Igra & Irwin, 

1996). 

 Risk perceptions. Risk perceptions in the model incorporate those of costs/benefits, 

optimistic bias, and controllability (Reininger et al., 2005). Adolescents may engage in 

risk-taking behaviors that place their physical and emotional health at risk. Young people 

often perceive such activities as having low negative outcomes when compared to the 

enjoyment they receive (Moore & Gullone, 1996). Adolescents may also perceive that the 

risks of engaging in unhealthy and risky behaviors are slight and the benefits are many 

(Busen, Marcus, & von Sternberg, 2006; Frankenberger, 2004). Optimistic bias is the 

tendency to view oneself as unassailable to the negative outcomes and consequences of 

events (Berger, Magnuson, Maxwell, & Tubbs, 1996).  

 Social/environmental perceptions. Social/environmental perceptions in the model 

include parental/peer influences, parental/peer control, and parental/peer support. These 

perceptions may manifest as parental modeling of risk behaviors, lack of parental 

supervision, and low socioeconomic status. Peer initiation of maladaptive behaviors, 

approval of these behaviors, and social pressure may also be predisposing risk behavior 

factors (Igla & Irwin, 1996; Irwin & Millstein, 1986; Irwin & Ryan, 1989).  

 Peer group characteristics. As individuals mature, they increasingly become more 

autonomous from their family, and peers assume influence in the development of 
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personal values. These values include sexual awareness, identity formation, and 

physiological and cognitive maturation (Reyna & Farley, 2006). Peers are those 

individuals with whom the adolescent identifies. In the model, peer group characteristics 

include peer age, peer values, and peer behaviors (Igra & Irwin, 1996).  

 Risk-taking behaviors. The conceptual term risk-taking behaviors has been used to 

describe a range of potentially health-damaging behaviors. These behaviors include drug 

and alcohol abuse, precocious or hazardous sexual behavior, reckless driving, homicidal 

and suicidal behaviors, eating disorders and delinquency (Igra & Irwin, 1996). Such 

behaviors are especially prevalent among adolescents (Small, Silverberg, & Kerns, 1993; 

Woldorf, 2007).  

Relationship of the Theory to the Study 

The biopsychosocial model of adolescent risk-taking behavior is the most 

comprehensive theory of this type developed to date. The theory draws on previous 

studies of individual adolescent risk-taking behaviors as well as the covariation of 

selected adolescent risk-taking behaviors, such as substance abuse, driving during 

excessive alcohol use, precocious sexual activity, and delinquent actions (Igra & Irwin, 

1996). This comprehensive theory is applicable to this study in terms of understanding 

AOTs’ decisions about risk-taking behaviors. Although the theory does not specify health 

concerns as a major factor or influence, the theory provides the context for the study of 

AOTs’ risk-taking behaviors with regard to their use of alcohol.  
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Definition of Key Terms  

 The following terms are used in this study. They are defined by both theoretical 

and operational definitions, with reference to the study purpose and hypotheses. The 

operational definitions include mention of the specific instruments used in this study. 

Young Adult 

 Young adult is the term used for identifying the aged-out teen population. 

Theoretical definition. Young adult refers to an individual between 18 and 30 

years (Waughfield, & Burckhalter, 2002). For purposes of this study, young adults are 

defined as teens who have aged out of the foster care system (AOTs). Permission has 

been given by the Barry University Institutional Review Board (IRB) for study of this 

population (Appendix A). 

Operational definition. Young adult is operationalized by the Demographic 

Questionnaire (Appendix B). 

Self-Esteem 

 Self-esteem is a subcategory of self-perceptions.  

Theoretical definition. Self-esteem refers to general feelings of self-worth or self-

value (Neill, 2005). 

Operational definition. Self-esteem is operationalized by the Self-Esteem 

Inventory (Ryden, 1978b), which consists of 58 items to which participants may respond 

that the item is either like me or unlike me. Possible scores range from 0 to 50, with lower 

scores indicating low self-esteem and higher scores indicating high self-esteem 

(Appendix C).  
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Costs/Benefits 

 Risk perceptions may be subcategorized as perceptions of the costs/benefits of the 

risk-taking behaviors, optimistic bias, and controllability. 

 Theoretical definition. Risk perceptions refer to the perceptions of an individual 

regarding the effects of a specific behavior.  

 Operational definition. Risk perceptions regarding alcohol consumption are 

operationalized by means of an adaptation of the Adolescent Risk Perception: Alcohol 

Consumption instrument (Benthin, Slovic, & Severson, 1993). The instrument consists of 

nine items to which participants may respond on a 5-point Likert scale. Lower scores 

indicate a perception of low risk, and higher scores indicate a perception of higher risk 

(Appendix D).   

Peer Influence 

Theoretical definition. Peer group members may exert social pressure for negative 

risk-taking behaviors that are very strong and supersede an adolescent’s internal controls. 

This pressure may be felt and acted on in terms of morals or values as well as external 

controls in terms of parents' or other adults’ influences (Lewis & Lewis, 1984; Maxwell, 

2002). 

Operational definition. Peer influence is operationalized by the peer portion of the 

Inventory of Parent and Peer Attachment (Armsden & Greenberg, 1987). This instrument 

consists of 25 items to which participants may respond on a 5-point Likert scale, from 1, 

almost never or never true, to 5, almost always or always true. Possible scores range 

from 25 to 125. High scores indicate that the participant’s peers serve as sources of 
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psychological security and therefore are highly influential in their behavioral decisions; 

low scores indicate a lesser degree of influence (Appendix E).  

Peer Values 

Theoretical definition. A developmental task of adolescence involves an 

individualization of self, away from family and towards identification with a peer group 

(Igra & Irwin, 1996). 

Operational definition. The concept of peer values is operationalized by the Peer 

Attitude Toward Alcohol Use instrument specifically developed to measure the 

perception of peer attitude regarding the use of alcohol (Strecker, 1991). The instrument 

consists of 10 items to which the participant may respond on a 4-point Likert scale, from 

1, strongly disagree, to 4, strongly agree. Possible scores range from 10 to 40. Higher 

scores indicate a perception that peers have a more positive attitude toward alcohol use, 

and lower scores indicate a perception of less positive attitude (Appendix F).   

Health Risk-Taking Behaviors 

Adolescent health-risk behaviors may be defined as behaviors which are made by 

choice and whose outcomes cannot be determined. However, the possibility exists that 

“an identifiable negative health outcome” will result (Igra & Irwin, 1996, p. 35).  

Theoretical definition. Health risk-taking behaviors of alcohol use refer to the 

drinking of beverages containing alcohol, including beer, wine, and “hard” liquors, such 

as bourbon, gin, scotch, vodka, and whiskey (Smeltzer, Bare, Hinkle, & Cheever, 2008). 

This definition does not include sips of wine during religious observances.  

Operational definition. Health-risk behaviors are measured as a composite of the 

responses to six items on the Youth Risk Behaviors Surveillance Survey, which measures 
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alcohol use (CDC, 2007d). Responses to the six items are summed for a composite score 

that may range from 6 to 42, with higher scores indicating a more frequent use of a larger 

volume of alcohol (Appendix G).  

Research Questions and Hypotheses 

 This study examined selected predictor and outcome variables prescribed by the 

biopsychosocial model of adolescent risk-taking behaviors, with the specific risk-taking 

behaviors those related to alcohol use. The self-perception of self-esteem was considered 

as an antecedent to risk perceptions. Self-perception of self-esteem and the 

social/environmental perceptions of peer influence were considered as predictors of peer 

group characteristics of peer values. The peer group characteristic of peer values and of 

risk perception was then considered as a predictor to health risk-taking behaviors. The 

following research questions and hypotheses were used to guide this study. 

Research Question and Hypothesis 1 

 Research question. What is the incidence of alcohol consumption among AOTs in 

South Florida? 

 Hypothesis. There will be high consumption of alcohol use among AOTs in South 

Florida, as evidenced by a score of 25 or higher on the instrument measuring alcohol.  

Research Question and Hypothesis 2 

 Research question. Is there a significant correlational relationship between the 

degree of self-perception of self-esteem and the risk perception of costs/benefits of 

alcohol consumption by AOTs? 
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 Hypothesis. There will be no significant correlational relationship between the self-

perception of self-esteem and the risk perception of costs/benefits regarding consuming 

alcohol of AOTs. 

Research Question and Hypothesis 3 

 Research question. Is there a significant unique or combined predictive relationship 

between the degree of self-perception of self-esteem and the social/environmental 

perceptions of peer influence on the peer group characteristic of peer values?   

 Hypothesis. There will be no significant contribution, uniquely or as a linear 

composite, between the predictor variables of self-esteem and the social/environmental 

perceptions of peer influence toward peer values regarding the behavior of alcohol use 

among AOTs. 

Research Question and Hypothesis 4 

 Research question. Is there a significant unique or combined predictive relationship 

between the independent variables of risk perception of costs/benefits and peer values on 

the risk-taking behavior of alcohol use among AOTs?   

 Hypothesis. There will be no significant contribution between the predictor 

variables of risk perception of costs/benefits regarding alcohol use and the peer group 

characteristic of peer values toward alcohol use and the risk-taking behavior of alcohol 

use among AOTs. 

Assumptions 

 Three assumptions were made for this study, without validation. First, the 

participants would be able to read the survey items. Second, participants would be able to 

understand the items. Third, participants would respond to the items truthfully.  
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Significance of the Study 

Gaining an understanding of the factors that influence AOTs’ health-risk 

behaviors with regard to alcohol use is an important investigation for both AOTs and 

healthcare professionals. This study will have significance especially in four areas. These 

are nursing education, nursing and healthcare practice, research, and public policy.  

Nursing Education 

Knowledge of the health-risk behaviors, perceptions of health-risk behaviors, and 

peer values of AOTs may be used to guide curricula in nursing programs to prepare 

nurses to help such individuals. Especially appropriate would be introductory courses on 

foster care and AOTs in pediatric curricula. Holland and Gorey (2004) underscored the 

paradox between the traumatic experiences and consequent healthcare problems of foster 

children and the lack of sufficient preparation, training, and support provided them. Many 

youth seem unable to access healthcare services once they are separated from the foster 

care system.  

 Currently few, if any, nursing curricula address the needs of AOTs or emphasize 

understanding of their beliefs, perceptions, and values. With appropriate education and 

training, nurses can help meet AOTs’ healthcare needs as well as educate them to avoid 

health-risk behaviors, change their perceptions and behaviors, and establish habits and 

lifestyle choices that promote health and prevent disease. Through education and 

leadership, nurses may also serve as liaisons to educators in the academic and healthcare 

arena concerning AOTs’ health-related behaviors. This study will provide nurse 

educators with unique information about aged-out young adults’ health behaviors that 
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may be used to educate other nurses for their roles as healthcare providers and patient 

care advocates.  

Nursing and Healthcare Practice 

The results of this study may be used by nurses, providers of social services for 

children, and other healthcare professionals to target services and resources appropriate to 

help educate AOTs make better choices for their ongoing health in the study areas. As 

nurses deal with AOTs in family, agency, or school settings, they may use the study 

results to better understand and address the AOTs’ deficiencies in health education and 

preventive care as well as their at-risk behaviors. With study results, nurses may also 

address AOTs’ perceptions of health-risk behaviors and the pressures they may feel from 

peer values. 

Intake interviews and assessments could incorporate AOTs’ behaviors with regard 

to their alcohol use, as well as their perceptions of health-risk behaviors and peer values. 

The healthcare needs and risk behaviors of young adults in foster care are often 

neglected. Although foster care families may have voiced their concerns about these 

needs, they have not been fully recognized or addressed by healthcare professionals, 

particularly when these teens become adults (Donnelly & McKellin, 2006).  

The results of this study may be especially helpful to school health nurses for 

developing and implementing educational programs to meet the special health needs of 

AOTs and to help prepare them for adulthood. Nurses and nurse practitioners who serve 

this population may be able to improve their services by including more comprehensive 

health assessments, as well as offering generalized prophylactic services, such as 

counseling and preventive guidance in alcohol and drug abuse, substance abuse 
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prevention, mental health counseling, and family planning services. Furthermore, nurses 

may be able to develop and implement cost-effective educational sessions through 

schools and foster care agencies that can be provided to AOTs to assist them with 

developing better lifestyle choices and habits as they transition out of foster care.  

Nursing Research 

The values and meanings that young adults assign to their risk-taking behaviors at 

different stages of development have not been delineated. Therefore, testing the 

biopsychosocial model (Igra & Irwin, 1996) may assist with the development of 

interventions that are developmentally appropriate for young adults who partake in risk-

taking behaviors. Such testing may disclose whether or not there exists a predictive 

relationship between the selected variables. 

This study may serve as a catalyst for future nursing research on the at-risk health 

behaviors of young adults who have aged out of foster care as well as their perceptions of 

health-risk behaviors. Little research exists on this population, and more is necessary to 

help address their ongoing needs (Courtney et al., 2001; Sobel & Healy, 2001). Further 

studies on the national and regional levels could build on this study to validate the present 

results and help nurses explore more aspects of AOTs’ healthcare needs. The results of 

this research will build support for the theory, and the extensive healthcare needs of 

AOTs suggest ongoing interdisciplinary collaborative research among nursing, 

psychology, social work, and legislation so that interventions may be designed and 

implemented (Vig et al., 2005). Such multidisciplinary collaboration may produce a 

cohesive and demonstrable body of research, which could more meaningfully influence 

child welfare legislation (Courtney et al., 2001; Gottesman, 2001; ILSAC, 2006).  
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Public Policy 

With reference to the prevailing policies in the U.S., Holland and Gorey (2004) 

declared, “A state that agrees to take custody and protect the most vulnerable of its 

children without providing the best possible care, is, in a sense, complicitous in the 

maintenance of an ongoing cycle of child abuse and suffering” (p. 133). Knowledge of 

the health-related risk behaviors, perceptions of health-risk behaviors, and peer values of 

AOTs can empower nurses with information to guide local, state, and legislative efforts 

to effect increased funding for state and national programs to help young adults aging out 

of the foster care system. These programs may assist AOTs in improving their healthcare 

education and care as they assume adult roles. For example, nurses could advocate for the 

cooperation of state and local welfare agencies with state Medicaid agencies to develop 

mechanisms for wellness policies for AOTs.  

Limitations 

The findings of this study were limited because of the exclusive use of AOTs 

from agencies in a single region of South Florida and the use of self-report measures. 

Only the selected health-risk behaviors of alcohol use of AOTs were described, and 

participants’ responses may have been influenced by other unknown and uncontrolled 

factors. Gender may have posed another limitation, since at two of the three collection 

sites females comprised the majority of the participants.  

Threats to External Validity 

External validity concerns the degree to which study findings can be generalized 

beyond the scope of the sample (Burns & Grove, 2006). In this study, external validity 

may have been threatened by two factors. First, selection bias may have threatened 
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external validity. This was the use of a nonrandom population (Creswell, 2005; Gall, 

Gall, & Borg, 2006). The sample of AOTs was drawn from three agencies in 

Southeastern Florida. Use of this population may have limited generalizability of the 

study results to AOTs in other geographical areas.  

Second, external validity may have been threatened by the settings in which data 

were collected. The researcher collected data on the agencies’ premises, since these were 

the most accessible locations for AOTs. However, the environments may have affected 

participants’ responses (Burns & Groves, 2006).  

For most AOTs, the focus of the foster care agency and its services is based on 

temporary placement rather than permanency. As a result, the nonstable environment that 

these AOTs come from and enter into once they begin transition from foster care is 

difficult to track. The agencies described in this study, for those AOTs who seek 

mentorship, are the only steady contact that the AOTs have upon aging out. Therefore, 

there is limitation of access to this disenfranchised population, and gaining access to 

AOTs for participation in this study in large numbers became extremely difficult. 

Threats to Internal Validity 

Internal validity is “the extent to which the effects detected in the study are a true 

reflection of reality, rather than being the result of the effects of extraneous variables” 

(Burns & Brove, 2006, p. 238). In this study, internal validity may have been threatened 

by three factors. First, because responses were sought at only a single point in time, 

maturation may have affected the responses. Factors such as growing older or having 

more life experiences may have changed participants’ responses over time.  
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Social desirability may have also affected responses because of the use of a self-

report instrument. This is the tendency of participants to respond to the instrument in 

ways they believe they should to preserve a positive self-image, because they think 

certain responses are “correct,” or because they believe their actions reflect the correct 

response when they do not (Holtgraves, 2004). Social desirability may also have been 

increased by the agency settings in which the data were collected. Participants may have 

been influenced by the nearby presence of agency representatives to respond in ways that 

were assumed to be “correct.” 

Summary 

Unlike young adults from intact families, many AOTs have little stability and 

parental guidance as they mature. These children are clearly at risk for engaging in risk-

taking behaviors related to their health. It is important to improve their chances for a 

healthy life by increased understanding of factors that ultimately influence their 

decisions.  

The biopsychosocial model of adolescent risk-taking behaviors proposed a 

framework of antecedents and outcomes that have provided the foundation for the 

hypotheses used in this study to explore the relationships of peer influence, peer values, 

costs/benefits and risk-taking behavior of alcohol use among AOTs. The knowledge 

gained from this study may be significant in these areas and provide a greater and deeper 

understanding of how foster care teens deal with their well-being and healthcare needs 

after separation from foster care. Further, nurses will gain insight about AOTs’ healthcare 

practices, values, and needs related to alcohol use and take steps through education, 

research, practice, and policy to address them. 
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In Chapter 2, literature is reviewed pertinent to young adults’ specific health 

behaviors of the use of alcohol. Also reviewed is literature relevant to young adults’ 

perceptions of health-risk behaviors and peer values. In Chapter 3, the research design, 

setting, sample size, and inclusion criteria are discussed. The methods used to implement 

this study are also described.  
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 CHAPTER TWO 

REVIEW OF THE LITERATURE  

Many young people age out of the foster care system without adequate healthcare 

information, guidance, and resources to address their specific needs. Because of lack of 

information and poor health habits, they are at greater risk than other teenagers for 

serious chronic illnesses, unwanted pregnancies, substance addiction, malnutrition, and 

mental and behavioral problems (Auslander, McMillen, Elze, Thompson, & Jon, 2002). 

Little research has been conducted on the health-risk behaviors of AOTs (McGuinness et 

al., 2002). As a result, this study constitutes a step toward filling this gap by providing 

research regarding the selected health-risk behavior of consumption alcohol among 

AOTs. 

The literature was searched from 1985 through 2008. Much information exists on 

kinship care (placing a foster care child with a blood relative other than parents), the 

foster care parent, adoption of the foster care child, and behavioral and psychological 

issues pertaining to the foster care child. However, few studies on AOTs were found, and 

even fewer were found on the health behaviors of AOTs.  

The online search engines CINAHL, EBSCOHost, Ovid, and ProQuest were 

utilized, as well as PubMed, PsychInfo and ERIC. In addition, the databases of the CDC 

(2007a, 2007b, 2007c, 2007d, 2007e, 2007f, 2008, 2009) and the Healthy People 2010 

(United States Department of Health and Human Services, 2000b) project were searched. 

The following keywords were employed: aged-out foster care teen, foster care and 

healthcare, young adults in foster care, and aging out of foster care. In addition, 

keywords and phrases pertaining to the specific study variables were searched: 
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adolescent, aged-out foster care teens and nursing, aged-out foster care teens and risk 

behaviors, aged-out foster care teens and alcohol use, teens’ perceptions of risk-taking 

behaviors, and adolescent peer values and influence.  

In this chapter, pertinent literature is reviewed and critiqued with regard to the 

background and study variables. These are as follows: (a) studies based on the 

biopsychosocial model, (b) risk perceptions with regard to costs/benefits of adolescent 

risk-taking behaviors, (c) social/environmental perceptions regarding peer influence, and 

(d) risk-taking behaviors regarding teens and alcohol use. A summary concludes the 

chapter. 

Studies Based on the Biopsychosocial Model of  

Adolescent Risk-Taking Behaviors 

After extensive searching, the researcher found no studies that specifically 

employed the biopsychosocial model of adolescent risk-taking behaviors. However, a 

number of studies considered specific constructs of the theory. These included the 

influence of self-esteem, perceptions of the costs/benefits of behaviors, peer influence, 

and peer values.  

Self-Perceptions: Self-Esteem 

 Gullette and Lyons (2006) conducted a descriptive, correlation study to examine the 

relationships of sexual sensation seeking, self-esteem, and self-efficacy in relationship to 

condom use, alcohol consumption, and HIV risk-taking behaviors among 159 college 

students (females, n = 119, 75.3%; males, n = 39, 24.7%), aged 18 to 43 years (M = 

21.1). Data were collected through an online format with the Rosenburg Self-Esteem 
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Scale, Sexual Sensation Seeking Scale, College Alcohol Problem Scale,, and the Condom 

Use Scale. 

 The results found that higher scores on sensation seeking and social problems were 

associated with alcohol use for both males and females (r = .39; p = < .01). Men 

consumed more alcohol than women and had more social problems associated with 

alcohol, F (1, 158) = 5.04, p = 0.03). Positive and significant correlations were found 

between scores on self-esteem and alcohol use (r = .38; p = .01), sensation seeking (r = 

.39; p = .01) and self-efficacy for condom use (r = .39; p = .01). Participants with higher 

self-esteem scored higher on self-efficacy for using condoms and lower for problems 

associated with alcohol use. Those who drank were more likely to engage in unplanned 

sexual activity (x2 [5] = 35.88, p < .0001) and engage in higher risk sexual activity (x2 [5] 

= 58.41, p < .0001) (Gullette & Lyons, 2006). 

 Two studies examined the effects of mortality salience inductions on men and 

women’s willingness to engage in risk-taking behaviors. In the first study, Goldenberg 

and Pyszczynski (2002) tested the hypothesis that reminders of death have a differential 

effect on risk-taking behaviors for men and women. A total of 101 undergraduate 

students (42 men, 59 women), from two urban universities in the United States 

participated in the study for extra credit. Their ages ranged from 17 to 47 (M = 21.93, SD 

= 6.31), and participants were primarily from White middle-class backgrounds. The study 

was conducted during class time and participants were given extra credit for their 

participation.  

 The participants were given the Zuckerman’s revised Sensation Seeking Scale and 

the Mortality Salience (MS) Manipulation Scale; the Appeal of Risk Measure scale was 
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created for measuring a variety of risk-taking behaviors. The first measurement was a 

comparison of men and women using a t test. Results showed a significant difference,  

t (99) = -5.85, p < .005, indicating that the men (M = 23.43, SD = 6.04) were more 

sensation seeking than the women in the sample (M = 16.78, SD = 5.33). Furthermore, 

sensation seeking was significantly associated with risk-taking, r = .54, p < .01, 

indicating that the higher a person’s sensation seeking proclivity, the higher the 

willingness to engage in risk-taking behaviors and activities. 

 In the second study, Hirschberger, Florian, and Mikulicer (2002) attempted to 

replicate and extend the findings of Goldenberg and Pyszczynski (2002). Using a 

different culture and age population, Hirschberger et al. assessed whether reminders of 

death have a differential effect on the willingness of men and women to engage in risk-

taking activities The participants were 106 Israeli high school students from urban public 

schools (56 males, 50 females), and the study focused on a specific risk-taking behavior, 

willingness to engage in illicit drug use. Participants’ ages ranged from 15 to 17 years of 

age (M = 16.2, SD = 1.27). This study also examined whether the participants’ level of 

self-esteem influenced their willingness to engage in drug use. 

 The Hirschberger et al. (2002) study was conducted during class time in five high 

schools. After the participants were given instructions, they completed two 

questionnaires: Green’s 50-item assessment of attitudes toward marijuana and hashish 

use and a Hebrew translation of Rosenberg’s Self-Esteem Scale. The hypothesis whether 

the effects of death salience have a differential effect on men’s and women’s willingness 

to participate in drug use was examined by three-way ANCOVA MS (death salient, 

control), gender (women, men) and self-esteem (high, low) as factors.  
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 The ANCOVA revealed a significant main effect for gender F (1, 97) = 9.26, p < 

.01, with women showing more willingness to use drugs (M = 2.13) than men (M = 1.70). 

Analysis also revealed a significant interaction between MS and self-esteem, F (1, 97) = 

8.16, p < .01, showing that high self-esteem participants displayed less willingness to use 

drugs than low self-esteem participants (M = 1.85). Both the Goldenberg and Pyszczynski 

(2002) and Hirschberger et al. (2002) studies concur with subsequent substance abuse 

literature, which emphasizes the importance of self-esteem and the impact of peer 

pressure on the introduction of drug use (Hingson, Heeren, Winter, & Wechsler, 2005; 

Juvonen, Martino, Ellickson, & Longshore, 2007; Patton et al., 2004). 

 Hills, Francis, and Thomas (2007) utilized the short form of the Coopersmith Self-

Esteem Inventory, translated to Welsh, with students from 38 primary schools in Wales. 

After the removal of six redundant items, the shortened Welsh translation was found 

statistically robust and remained closely correlated (r = 0.97, p < 0.001) with the full-

length scale. It was demonstrated that the revised scale contains three clear factors 

corresponding to self-esteem derived from parents and peers, as well as personal self-

esteem. 

 A total of 681 questionnaires were completed from pupils (329 boys, 352 girls), of 

whom 11% were in year 4, 39% in year 5, and 50% in year 6. The reported scores from 

the SCI ranged from a minimum of 3 to a maximum of 24 (theoretical range 0-25), with 

the average score (M = 15.28, SD = 4.18) deemed in excess of the theoretical mid-point 

of the scale. These results led the authors to conclude that many respondents had the 

tendency to take an overly favorable view of their level of self-esteem. The average score 

for the boys (M = 15.46, SD = 4.03) and girls (M = 15.12, SD = 4.32) were shown by 
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independent t test not to be significantly different (t = 1.06, df = 681, n.s.) (Hills et al., 

2007). 

 Another study conducted in an unidentified town in the southeastern U.S. utilized 

108 elementary and middle school students in grades four through eight (Post & 

Robinson, 1998). Approximately 48%of the elementary school students were White, 50% 

were African-American, and 3% were “Other.” School administrators gave permission to 

conduct the study, and the participants were told that their participation was strictly 

voluntary. The purpose of the study was to examine families and alcoholism. Four 

questionnaires were administered consecutively: Children of Alcoholic Information Test 

(CAST), State-Trait Anxiety Inventory (STAI), Nowicki-Strickland Locus of Control 

Scale, and the Coopersmith Self-Esteem Inventory. 

 Post and Robinson (1998) calculated internal consistency reliability estimates 

(coefficient alpha) on all assessments. The internal consistencies were as follows: the 

CAST .96, STAI.87, Nowicki Strickland.12, and Coopersmith.63. The young children of 

alcoholics (YCOA) reported higher levels of anxiety than did the non-YCOAs (M = 12.4; 

SD = 2.8). Non-YCOAs (M = 63.1; SD = 19.1) reported higher levels of self-esteem than 

YCOAs (M = 53.7; SD = 12.6). A replicated study utilizing a different culture and 

population, children of alcoholic parents, showed that high self-esteem participants 

displayed less willingness to use drugs than those with low self-esteem (Post & 

Robinson). 

 The studies above indicate that increases in risk-taking behaviors took place after 

illicit drug and alcohol use. In the present study, because of the nature of the AOT 

population, they lack parental modeling of risk behaviors and parental supervision. 
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Participants may also be of low socioeconomic status. Thus, findings will add to the body 

of nursing knowledge regarding AOTs, in contrast to children from families with one or 

two parents. The present study should also contribute information regarding AOTs by 

showing that the trajectory towards alcohol use and abuse is one of the risk-taking 

behaviors elicited among this group of teens that can translate into more effective and 

early intervention strategies in the future. 

Risk Perceptions: Costs/Benefits of Adolescent Risk-Taking Behaviors 

 The prevalence of risk-taking behaviors as well as poor decision-making among 

teens may continue into adulthood and lead to injury or death (Reyna & Farley, 2006). 

Risk-taking behaviors are different for teens in today’s cultural environment, in contrast 

with teens of previous generations. This change is partly because of the proliferation of 

technology and ease of obtaining automobiles, alcohol, and tobacco (Cebulla, 2009).  

Risk Perceptions of Various Behaviors 

 Prediction of the risk behaviors of teens was examined by Reininger et al. (2005). 

The examination of the relationship between an aggregate risk score for smoking, 

drinking, and number of sexual partners was measured in a sample of 3,439 adolescents 

between14 and 18 years of age. The participants were recruited through the South 

Carolina public school system. Forty-three high schools from 45 counties that received 

funding from the South Carolina Adolescent Pregnancy Prevention Initiative agreed to 

participate. Classes were randomly selected, and the students were given letters to take 

home to their parents/guardians, who were asked to return the form if they did not want 

their children to participate in the study.  
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 A total of 3,439 students aged 14 to18 from 39 schools participated, with 47% 

male (n = 1,616) and 53% female (n = 1,823). Half, 50.4%, were African American (n = 

1,811), and 49.6% were White (n = 1,628). The number of students from other races was 

too small to provide reliable estimates. The univariate analysis which examined students’ 

selected behaviors showed that 32% of students reported smoking within the past 30 

days, 39.8% reported drinking within the past 30 days, and 44.5% reported having sex 

with two or more partners within the past 30 days. The univariate analysis also revealed 

that 72% of youth stated that they strongly agreed that perceived support by parents and 

other adults was an asset they possessed. In addition, 65% of youth indicated that they 

strongly agreed that the quantity of other adult support was an asset they possessed 

(Reininger et al., 2005).  

Costs and Benefits of Risk-Taking Behaviors 

The perceived costs and benefits related to alcohol use and sexual activity were 

examined by Small et al. (1993). The sample consisted of 2,444 students, 51% girls and 

49% boys enrolled in the seventh through the 12th grades of seven school districts in rural 

Wisconsin. The sample was divided by gender, and the respondents were predominantly 

White (96%), with a small number of Native Americans (1%) and Hispanics (1%). The 

students were from various family structures (68% intact, 11% single parent, 13% 

stepparents, 3% shared custody). 

Participants completed two survey instruments that asked about adolescent 

alcohol use, sexual activity, and their beliefs about the reasons why teens did or did not 

engage in these behaviors. For the perceived benefits of alcohol use, an ANOVA analysis 

revealed a significant three-way interaction between gender, grade, and alcohol use. For 
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the nonalcohol user group (n = 815), there were no significant main effects, although 

gender was significant, F (5, 2,417) = 2.13, p < .05. A separate test for simple effects of 

grade was conducted for boys (n = 391) and for girls (n = 424). Grade was significant for 

nonalcohol-using boys and a significant factor in nonalcohol-using girls, F (5, 2,417) = 

3.65, p < .05 (Small et al., 1993).  

Contrary to one of the hypotheses of Small et al. (1993), the perceived benefits 

scales did not discriminate between the two status groups, the nondrinking group and the 

nonsexually active group. For the perceived costs of alcohol scale, there were no 

significant interaction effects. However, the analysis did reveal significant main effects 

for each of the three factors. Nonalcohol users (17.6%) were more likely than alcohol 

users (12.8%) to perceive costs for using alcohol, and girls (15%) were more likely than 

boys (13.9%) to perceive costs for alcohol use. These results suggested that nonalcohol- 

using teens agreed that there were costs to using alcohol. However, their peers who used 

alcohol generally did not perceive the same costs. The findings suggest that teens 

perceive the costs as more important than the benefits, and these findings may lead to 

consideration that nursing and counseling efforts placed on increasing the awareness of 

the perceived costs are effective. 

Assessment of adolescents’ perceptions about what constitutes risky behaviors 

and how these risk behaviors and risk judgments relate were investigated by Moore and 

Gullone (1996). The participants (N = 570) in this study were aged 12 to17 (279 females, 

291 males) enrolled in six schools in Melbourne, Australia. Students who received 

permission from their parents to participate in the study were given a letter explaining the 

research.  
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The questionnaire was comprised of a section for basic demographic questions 

and a section for risk designation, in which students were asked to name approximately 

four behaviors that they deemed risky as well as behaviors common to other young 

people their age. Participants were also asked to answer two separate questions (What are 

the bad/good things that could happen to you if you do this?) pertaining to their original 

statements. For each “bad” answer, they were asked, “How unpleasant would it be to for 

these bad things to happen?” And for each “good” answer they were asked, “How 

pleasant would it be for these good things to happen?” All responses were on a 5-point 

Likert scale ranging from 1 (not at all unpleasant/pleasant) to 5 (extremely 

unpleasant/pleasant) (Moore & Gullone, 1993). 

The perceived negative outcomes were related to risk for five of the 11 risk 

groups for both boys and girls. Chi-square analyses were conducted for differences in the 

rates of mentioning risks for girls and boys. Girls were more likely to mention the risks of 

smoking (x2 = 3.51, p < .05), drinking (x2 = 6.33, p = < .01), sex-related behaviors (x2 =7 

.88), p = < .01), and minor rebellion (x2 = 18.41, p = < .01). Boys were apt to mention 

risks as minor and major criminal behaviors (x2 = 24.90, p = < .01), and antisocial 

behaviors (x2 = 9.15, p < .01). Interestingly, boys were more likely to state actions against 

society (antisocial and criminal behaviors) as risks, whereas girls more frequently stated 

personal health behaviors, such as smoking and drinking, as compromising risks. Moore 

and Gullone (1993) summarized the study as a predictor model that defined perceptions 

of risk behaviors in teens and that teens engage in risky behaviors if there is a reasonable 

chance of pleasant outcomes. 
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Optimistic Bias 

Cohn, MacFarlane, Yanez, and Imai (1995) investigated age changes in risk 

perception and unrealistic optimism. Participants were teenagers (n = 376) 13 to 18 years 

(M = 15.2) and their parents (n = 160) 28 to 62 years (M = 41) recruited from various 

outpatient clinics throughout Texas. The ethnicity of the group consisted of White (50%), 

Hispanic (28%), Black (14%), and Other (8%).  

The results for the behavioral characteristics showed that 57% of the adolescents 

reported smoking cigarettes, 43% reported drunkenness, and 16% reported use of 

inhalants at least once. Adolescent optimism was evaluated as likelihood for encountering 

19 health-related problems. The mean rating for this set of outcomes was significantly 

less than 0 (M = -0.75), which supported the belief that adolescent beliefs are 

characterized by positive and optimistic biases. On average, the adolescents were less 

optimistic than their parents about avoiding injury and illness (M = -0.79 and -0.97). 

Overall, adolescent involvement in risk-taking activities was attributed to feelings of 

invulnerability. However, the findings did not support the contention that adolescents felt 

more invulnerable to harmful effects than did their parents. Nevertheless, adolescents 

acknowledged that their involvement in risky behaviors increased their vulnerability to 

harm (Cohn et al., 1995). 

Research studies have discussed smoking behaviors as socially learned (Cohn et 

al., 1995; Moore & Gullone, 1996; Reininger et al., 2005; Spirito et al., 2001). Further, 

limited attention has been given to smoking and onset of smoking for the AOT 

population. The above literature lacked description about parental and authority figure-

enforced oversight and rules about risk-taking behaviors. The present study should 
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contribute to a better understanding of AOTs’ attitudes towards the health-risk behaviors 

of alcohol consumption, with the results illuminating the nursing literature.  

Social/Environmental Perceptions: Peer Influence 

 Adolescent risk-taking behaviors are sometimes defined in terms of peer pressure-

driven risky behaviors. These include alcohol and drug use, sexual activity at an early 

age, reckless driving, frequent extreme dieting efforts, and use of tobacco (Spain et al., 

1997). Friends and peer groups can play important roles “in both harmful and positive 

activities” (Maxwell, 2002, p. 267). 

 Studies have been conducted with both preadolescents and adolescents on the 

influence of peers in risk-taking behaviors. With fifth through eighth graders (N = 771) in 

14 classrooms in a southern California school district, Lewis and Lewis (1984) conducted 

a preliminary descriptive study to answer two questions, “What actions or behaviors are 

fostered by peer pressure? And how and where are these presented, and how do those 

challenged respond?” (p. 581). The students were asked to describe two recent dares they 

had received in the past week and how they had met the challenge. The average number 

of dares for girls was 1.28 and 1.75 for boys. The dares primarily consisted of vandalism 

to property, vandalism to cars, violence towards others, and fighting another child.  

 The data from this survey revealed that children may be presented with challenges 

that place them at risk at a very early age. With regard to these challenges, they may not 

yet have the capacity to understand causal relationships (Lewis & Lewis, 1984). The 

relevance of this study promotes the concept of peer group pressure and determines the 

need for programs to teach adolescents the importance of resisting social pressures to 

smoke cigarettes, use alcohol, and other social pressures that adolescents may confront. 
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 The perceived prevalence of drug use among adolescent peers was reported by 

Juvonen et al. (2007), who conducted a study to evaluate the effectiveness of a drug use 

prevention program among seventh (n = 1,879) and eight (n = 1,723) grade students 

(51% males, 49% females). Participants were drawn from 21 schools in South Dakota. 

The majority of the sample was White (82%), followed by Native American (11%), 

Hispanic (2%), Asian (2%), African American (1%), and Other (2%). 

 The students completed the research instruments twice, once in the fall of the 

seventh grade and 18 months later in the spring of the eighth grade. Students reported 

their use of alcohol and marijuana as the number of times they had used each substance 

within the past year (0 = none, 1 = once or twice, 2 = 3 to 10 times, 3 = 11 to 20 times, 4 

= more than 20 times). A series of regression models tested the prevalence of alcohol and 

marijuana use in the seventh grade as a predictor of use in the eighth grade (Juvonen et 

al., 2007).  

 Throughout all schools, the mean prevalence of past month alcohol use was 14.8% 

for seventh graders and 6.9% for marijuana use. In eighth grade, the mean prevalence for 

alcohol use increased to 33.7% and 13.0% for marijuana use. The study was designed to 

examine the social and physiological predictors of substance use during a time when 

adolescents are especially vulnerable to peer influence. Consistent with the authors’ 

expectations, when controlled for demographics, academic achievement and class size, 

the perceived prevalence of subsequent alcohol and marijuana use was predicted 

(Juvonen et al., 2007). 

 The Juvonen et al. (2007) study was conducted with both preadolescents and 

adolescents on the influence of peers in risk-taking behaviors. It may not be unusual for 
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teens, many with long histories of abuse and neglect, to experience disruptive social and 

environmental peer pressure. However, this type of study has not been conducted on 

AOTs, and hence the need for the present research. 

Risk-Taking Behavior: Teens and Alcohol Use 

 Alcohol is the most commonly used drug among teens today and a major issue in 

public health (National Center for Health Statistics, 2007; Spirito et al., 2001). The high 

rates of teen and college alcohol consumption have been extensively documented, and 

these rates can result in many detrimental outcomes in all spheres of life, including 

mental and physical health, academic and professional careers, and interpersonal 

relationships (Windle & Windle, 2006). Alcohol use by teens has been identified as a risk 

factor for alcohol and drug addiction in adulthood (Grant et al., 2006).  

 Alcohol use in relation to pubertal development was studied by Patton et al. (2004), 

who explored “the extent of association between pubertal development and early 

adolescent substance use” (p. 300). The cross-sectional survey consisted of 5,769 fifth-, 

seventh-, and ninth-grade students, ages 10 to 15 (M = 12.7 years for males, 12.6 years 

for females). The participants were from schools in the state of Washington (public, 

private, and alternative) and Victoria, Australia (Catholic, independent, and government-

run). Frequency levels were defined as lifetime use, recent use, or daily use, which 

defined substance abuse.  

 Results indicated that varying stages of puberty were associated with increased 

rates of alcohol use and abuse, and this usage was not related to respondents’ ages or 

school grade levels. For example, at mid-puberty, a modest increase was found in recent 

use, and at late puberty, over a twofold increase was found. Similarly, mid-puberty was 
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associated with a twofold increase in substance abuse, and late puberty with over a 

threefold increase. In addition, teens who matured at earlier ages had greater substance 

use. Patton et al. (2004) conjectured that the earlier maturation and greater substance use 

occurred because these students entered “a risk period, initiated by puberty” earlier than 

adolescents who matured later (p. 304). These findings suggest that as teens mature, they 

become increasingly at risk for addiction to substances deleterious to health, such as 

alcohol.  

 Alcohol use in seventh graders, mean age 11.9, was studied by Dowdell and 

Santucci (2004). Using the Youth Risk Behaviors Surveillance System questionnaire 

(YRBSS), the authors defined alcohol use as “drinking at least one 8-oz. can of beer or 6 

oz. of wine or 1 oz. of hard liquor within a 24-hr. period” (p. 133). Regarding age at 

which the respondents had first drunk alcohol, 32% had their first drink between the ages 

of 11 and 12, 17% at 13, 8% between ages 9 and 10, and 9% at less than 9 years old. 

Two-thirds of the students (66%) reported drinking alcohol at least once a month, and of 

these, 15% reported having one or more drinks on 1 or 2 days during the past month. On 

the question of how many days during the past month they had five or more drinks, over 

three-quarters, 77%, said they had not consumed five or more alcoholic beverages during 

the past month.  

 High school students were studied by Spirito et al. (2001) with a matched-sample 

design for alcohol use, alcohol-related problems, depression, smoking, and parental 

monitoring. Respondents were drawn from teens who had entered the pediatric 

emergency department of a U.S. trauma center in the Northeast and were tested for blood 

alcohol levels. The sample was comprised of 300 adolescents, 150 pairs of matched 
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alcohol-positive and alcohol-negative respondents. The adolescents ranged from 14 to 18 

years old (M = 15.6), 65% males and 35% females. The majority were White, 71.3%, 

followed by 18.7% Hispanic, 6.7% African American, and 3.3% other ethnicities. Almost 

all (92%) lived with their parents.  

 The results of questionnaires measuring adolescent drinking, health behaviors, 

drinking and driving, and depression found that the alcohol-positive group reported a 

significantly higher frequency of drinking than the alcohol-negative group on days they 

drank during the past month (M = 4.2 versus 1.5), days they drank five or more drinks (M 

= 2.4 versus .06), and days being drunk (M = 2.4 versus 0.6). The alcohol-positive group 

also reported the significantly higher frequency of alcohol-related injury (20.7% versus 

3.4%) and number of times driving after drinking (M = 2.1 versus 0.1). Of the alcohol-

positive teens’ parents, 62.8% reported their children had returned home drunk, compared 

with 21.4% of the alcohol-negative teens’ parents, although no differences were found on 

parental monitoring for the two groups (Spirito et al., 2001). 

 Young peoples’ alcohol use has been further studied for those aged between 18 and 

24, both enrolled and not enrolled in college. The National Center for Health Statistics 

(2007) reported the results of the alcohol use of teens in this age category from all states 

and Washington, DC. Pertinent to the present study, five or more alcohol-containing 

drinks were consumed on at least 1ne day in the past year by 67% of males and 41% of 

females.  

 Alcohol use in relation to deaths and deaths resulting from injuries from 1998 to 

2001 among young people ages 18 to 24 was studied by Hingson, Heeren, Winter, and 

Wechsler (2005). The sample was comprised of 19,438 respondents; 64% (n = 12,508) 
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were not enrolled in college, and 36% (n = 6,930) were enrolled in college. Of these, 

5,796 (30%) were full-time students and 1,134 (6%) were part-time students. Several data 

sources were used, including those from the National Highway Traffic Safety 

Administration, the CDC, the National Household Survey on Drug Abuse (NHSDA), and 

the Harvard College Alcohol Survey.  

 As in other studies, one question asked how often participants drank five or more 

alcoholic drinks on 1 day in the past 30 days. Responses to two NHSDA surveys 

indicated that more respondents who attend college than respondents not attending 

college engaged in this behavior. In 1999, 41.7% of the college students compared with 

36.5% of the noncollege respondents had five or more drinks on a single occasion, and in 

2001, 43.2% of the college students compared to 39.8% of the noncollege respondents. In 

response to the question as to whether respondents had driven a vehicle under the 

influence of alcohol, in 1999, 26.5% of the college students had done so, compared with 

19.8% of noncollege respondents. In 2001, 31.4% of the college students had driven 

under the influence of alcohol, compared with 23.7% of the noncollege respondents. 

Moreover, between these years, the number of alcohol-related motor vehicle deaths 

involving college students rose 11%, and the number of alcohol-related deaths from 

injuries involving college students rose 13% (Hingson et al., 2005).  

 Binge drinking by college students has been well documented (Windle & Windle, 

2006). Underscoring the seriousness of alcohol drinking among college students, Hingson 

et al. (2005) noted studies that found that individuals who drink heavily before entering 

college “are more likely to experience alcohol-related problems both in high school and 

in college” (p. 274). They cited the YRBSS of 2001 (Grunbaum et al., 2002), which 
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reported that 47% of high school students consumed alcohol in the past 30 days, and 34% 

had five drinks on at least one occasion in the same time period.  

 In most of the studies reviewed, investigation of self-efficacy was limited to 

adolescents living with parents; thus, no studies to date have been conducted with AOTs 

on self-efficacy. The current study goes beyond the elements of adolescents and college 

students and focuses on AOTs. One of the contributions of this study was testing of the 

biopsychosocial model of adolescent risk-taking behavior (Igra & Irwin, 1996). The 

literature lacks such testing, as well as testing of the model on an underserved population 

such as AOTs.  

Summary 

This literature review was comprised of various studies related to the factors 

associated with testing the biopsychosocial model of adolescent risk-taking behavior 

(Igra & Irwin, 1996). The review explored the relationships of peer influence, peer 

values, costs/benefits, and risk-taking behavior of alcohol use among the adolescent 

population.  

No studies were found that specifically employed the biopsychosocial model of 

adolescent risk-taking behaviors. However, several studies considered specific constructs 

of the theory, including the influence of self-esteem, perceptions of the costs/benefits of 

behaviors, peer influence, and peer values. Gaps discovered from the literature search 

revealed that most studies were conducted on middle school, high school, and college 

students. Regardless of the population’s age, the studies revealed consistency on risk-

taking behaviors and its effect on self-esteem. Studies on the health-risk behaviors of 

AOTs are scant, as well as the influence of peers on AOTs’ risk-taking behaviors.  
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 Although studies referencing self-perception and peer pressure among the 

adolescent population are limited, the few reviewed were shown to coincide with self-

esteem. There is evidence from the conclusions of various studies that self-esteem 

coincides with risk-taking behaviors (Goldenberg & Pyszczynski, 2002; Gullette & 

Lyons, 2006; Hirschberger et al., 2002). Gaps were noted in the literature: previous study 

participants had continued parental support, which AOTs do not have; and researchers 

studied participants from other countries for a different perspective. To date, no studies of 

this kind have been conducted with AOTs. Therefore, this study is unique and contributes 

to the current body of nursing knowledge and nursing science. 
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CHAPTER THREE 

METHODS 

This study measured selected theoretical constructs of the biopsychosocial model 

of adolescent risk-taking behaviors (Igra & Irwin, 1996): self-perceptions (self-esteem), 

risk perceptions, social/environmental perceptions (peer influence), peer group 

characteristics (peer values), and risk-taking behaviors related to alcohol use. The 

theoretical relationships were tested among AOTs living in South Florida. This chapter 

describes the research design, sample and recruitment, setting, methods for protection of 

human subjects, data collection procedures, instruments used, and data analysis.  

Research Design 

In this cross-sectional, correlational study, data were collected from a group of 

individuals who met the inclusion criteria. In addition to a demographic survey 

(Appendix B), the theoretical constructs were operationalized by means of five 

previously used research instruments (Appendixes C, D, E, F, G). These instruments 

provided data used to describe the sample and test the research hypotheses.  

Descriptive statistics were used to describe the sample. The descriptive method is 

appropriate for quantitative research in which the study purpose is to determine the status 

of a population with respect to certain variables (Gay, Mills, & Airasian, 2008). 

Descriptive studies are designed to gain information about particular characteristics 

(Burns & Grove, 2004). Thus, descriptive statistics were used for Hypothesis 1. 

A correlational statistical method is appropriate to determine whether significant 

relationships exist between or among variables and the degree of relationship (Burns & 
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Grove, 2006; Creswell, Hanson, Plano-Clark, & Morales, 2007). The variables and their 

theoretical relationships are explained by the hypotheses.  

A predictive method was appropriate for this study because this type of research 

seeks to prognosticate the chances of certain phenomena occurring in any given situation. 

The prediction is one approach to examining causal relationships between variables 

(Burns & Grove, 2006). Hypotheses 2, 3 and 4 were tested by correlational statistical 

methods. 

Sample and Sample Size 

Sample Selection 

A convenience sample consisting of young adults who were classified as AOTs 

by the state foster care system were recruited. Although a convenience sample may be 

subject to the bias of self-selection, and therefore random representation is not possible, 

convenience sampling is widely used in nursing research (Burns & Grove, 2006). A 

convenience sample also has the advantage of being accessible or expedient. It also 

ensures that all participants meet the study criteria (Hulley et al., 2001).  

Eligibility Criteria 

Inclusion criteria. Questions on the demographic instrument assured that 

participants met the inclusion criteria. Participation was limited to individuals between 

the ages of 18 and 21 years who resided in the state of Florida and were literate in 

English. They had to have aged out of the foster care system within the last 3 years and 

been placed in a foster care facility for a minimum of 1 year prior to aging out. All 

participants had to be living on their own or in a group home facility.  
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Exclusion criteria. Several concurrent exclusion criteria were set for this study. 

Any individual who had not been in foster care and had not aged out of foster care was 

ineligible for participation. In addition, any individual younger than 18 years of age or 

older than 21 years of age who did not meet the previous criteria was excluded from this 

study. 

Determination of Sample Size 

 To determine an adequate sample size for the number of variables and the 

statistical techniques used to analyze the study data, a priori estimation of sample size 

was made based on a power analysis using G*POWER 3.0.5 (Faul, Erdfelder, Lang, & 

Buchner, 2007). Four hypotheses were tested; all hypotheses were stated in the null and 

therefore indicated the use of a two-tailed test. Power analysis considered the means to 

control for both Type I (a) and Type II (b) errors, power, effect size, and type and 

tailedness of the statistical tests. 

To control for the probability of making a Type I error, the level of significance 

(a) was set at 0.05; power was set at 0.95. The effect size was set as large,  

r = 0.5 for simple correlation, and f2 = 0.35 for multiple regression, since the entire 

population available for potential recruitment was limited to 105 individuals, the total 

number of AOTs at the research sites.   

Hypothesis 1 describes the incidence of alcohol consumption among AOTs in 

South Florida and was tested by means of descriptive statistics (means, percentages).  

Hypothesis 2 identifies two variables; the relationships between these variables were 

tested by means of Pearson’s product moment simple correlation (r) and therefore 

required a minimum sample of 34 participants. Hypothesis 3 consisted of two 
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independent variables, self-esteem and peer influence, which were then considered as 

predictors to the outcome criterion of peer values. Hypothesis 4 consisted of two 

independent variables, risk perceptions and peer values, which were then considered as 

predictors to the outcome criterion of alcohol use. Hypotheses 3 and 4 were tested by 

means of multiple regression. Computation of the multiple R required a minimum of 48 

participants. With accepting of this larger sample size of 48 and allowance for as many as 

50% incomplete surveys (n = 24), a total of 61 individuals were recruited.  

Setting and Recruitment 

Participants were recruited from three foster care agencies located in Southeast 

Florida. The three agencies were been chosen for the aged out foster care population they 

served, young adults between 18 and 21 years. Two of the agencies were located in 

Miami-Dade County. One was the privatized component of the Department of Children 

and Families (DCF) and was established in 2000. The second was an agency that has 

supplied affordable housing to aged-out foster care teens since 2005. The third agency, 

operating since 2003, was located in Broward County, and was a branch of Childnet, the 

umbrella organization of Broward County’s foster care placement and resource center. 

Childnet is part of the national nonprofit child welfare and behavioral health organization 

operating in five states and committed to providing quality that offers services that are 

client-focused and “strength-based” to foster care children and families.  

All three agencies maintain subcontracts with lead community agencies across the 

state of Florida. These agencies are responsible for the recruitment, training, licensing, 

relicensing, continuous education, and support of foster homes for the child welfare 

system. They are responsible for the coordination and implementation of independent 
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living services to older teens in the child welfare services. The facilities offer many 

programs and support systems for AOTs, such as coordination of education and 

workshops in resumé-building, interviewing, job coaching, financial skills training, and 

job placement. The goal of the Independent Living Program is to prepare teens in foster 

care for adulthood and self-sufficiency (Camelot Community Care, 2008; Casa Valentina, 

2009; Educate Tomorrow, 2009).  

The agencies together serve approximately 74 foster care young adults between 

the ages of 18 and 22 who are presently aged out or who have aged out of the foster care 

system and reside within foster care homes. The ethnic mix of AOTs in the first agency 

was approximately 38% White, 56% African American, 2% Hispanic, and 2% other 

ethnicities (L. Serena, Director, personal communication, August 7, 2008). The ethnicity 

of AOTs in the second agency was 40% African-American, 40% Haitian/Haitian-

American, 30% Hispanic, and 1% Caucasian (S. Katz, LCSW, Program Director, 

personal communication, June 18, 2009). The ethnicity of AOTs in third agency was 

approximately 77% African-American, 13% Haitian, and 10% Hispanic (T. Socarras, 

Educational Mentoring Specialist, personal communication, June 11, 2009).  

These facilities were chosen because they are well-established foster care 

agencies, which serve AOTs throughout the county. This researcher is involved with 

volunteerism in various community agencies that house, counsel, and assist men, women, 

and children. Access to the sample population was obtained through professional contacts 

established through this volunteer activity. The initial contact was made through the 

umbrella organizations or directors of each agency, who then facilitated the researcher’s 

contact with each agency. These agencies agreed to provide access for participation in the 
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study after approval by the Barry University Institutional Review Board (IRB) (Appendix 

A). 

Protection of Human Subjects 

 Before data collection took place for this study, the researcher obtained approval 

and permission to conduct the study from the Barry University Institutional Review 

Board (IRB) (Appendix A). This study was conducted as partial fulfillment of the 

requirements for the Doctor of Philosophy degree in Nursing at Barry University, an 

established educational setting, and the study was therefore related to standard 

educational and academic practices. This researcher requested exempt status from the 

institution’s IRB under one of the six categories: research involving the use of survey 

procedure, for which this researcher's study was eligible. Permission to recruit 

participants at the agencies was sought from the directors of each agency (Appendix H). 

The researcher visited the data collection site 1 week in advance of data collection 

to post as well as hand out the flyer advertising the study. The flyer included the 

scheduled date and time for data collection (Appendix I) for potential participants. If they 

wished to participate, they visited the agency on the scheduled day of data collection and 

received a cover letter introducing the study (Appendix J) at that time. 

Informing Participants 

The cover letter (Appendix J) explained the study and expanded on the 

information in the flyer (Appendix I). The letter clearly identified the name of the 

researcher, faculty sponsor, the organization of affiliation, purpose of the study, the 

number of individuals expected to participate, the risks and benefits, and the extent to 

which responses would be held in confidence. The letter also explained that participation 
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and cooperation were voluntary. Signed consent forms were not requested since 

responses were anonymous and return of the survey document would be considered 

indication of consent.  

Participation was entirely voluntary; individuals were able to decline participation 

or were able to withdraw at any time prior to submission of their completed survey forms. 

However, since responses were anonymous, there was no way to remove their surveys 

once they had been commingled with other surveys. Participants were therefore advised 

that at any time during completion of the survey, they were able to decide that they did 

not wish to complete the survey. If they so decided, they were instructed to place their 

incomplete survey in the plain white envelope provided and drop the envelope into the 

data collection box. Participants were assured that no questions would be asked and there 

would be no detrimental consequences to them. They were also assured that refusal to 

participate or withdrawal would have no penalty or adverse effects on them, their 

affiliation with the agency, or any services or programs provided them.  

Protecting Participants 

No identifiers were collected; thus, responses could not be connected to any 

individual. Only the researcher and the dissertation committee had access to the raw data 

collected. The researcher personally entered all data into Statistical Package for the 

Social Sciences (SPSS) 17.0 (SPSS, 2008) computer program. All completed surveys 

were maintained by the researcher in a locked file located in her home office. Computer 

files were maintained on the researcher’s computer hard drive, which is password 

protected. At the end of 5 years from study completion, surveys will be shredded and 
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computer files will be erased. Findings of the study will be published using group 

averages only.  

Risks and Benefits to Participants 

Adverse consequences to the participants in this survey research were not 

expected. However, minimal risks to participants may have been encountered. Upon 

reading survey items, participants may have found that unpleasant memories arose, 

causing participants to feel anxiety or melancholy. If any participant experienced 

psychological discomfort regarding information they were requested to provide, they 

were instructed in the cover letter that they could choose to skip over items or not to 

complete the survey (Appendix J). Participants were also given a community support 

services phone list if they desired follow-up counseling (Appendix K). This list was given 

to the participants after they consented to participate and before the surveys were 

administered. Finally, as participants submitted their completed surveys, all received a 

token gift of approximately $5.00 in value in appreciation for their time. 

Procedure 

   Following approval from Barry University’s IRB (Appendix A) and permission 

from the directors of each agency (Appendix H), an appointment was made for the 

researcher to visit the Miami-Dade County facilities on agreed-upon days for 2 

successive weeks for approximately 6 hours per visit. For recruitment of AOTs in the 

Broward County facility, the researcher scheduled the data collection visit on a day when 

AOTs gathered to receive educational services from the community agency.  

 The recruitment flyer (Appendix I) was posted strategically in the lobby of each 

agency, 1 week in advance of data collection, and in full view of individuals as they 
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entered and existed the buildings. Additionally, the researcher distributed flyers to 

individuals as they entered each building and asked if they would be willing to complete 

the survey instruments.  

Each facility arranged for a quiet space onsite for the researcher to meet the AOTs 

so they could complete the instruments at the facility. Those who agreed to participate 

were given a packet containing the cover letter, surveys, and plain white envelope 

(Appendixes B, C, D, E, F, G, J), as well as a pencil. The participants entered a quiet 

conference room with ample lighting and space to complete the surveys. They were 

advised that during completion of the survey, they could, at any time, decide that they did 

not wish to complete the surveys and then place them in the plain white envelopes 

provided. They could them deposit the envelopes in the data collection box provided by 

the researcher, and no questions would asked as to incompletion, and they would incur no 

detrimental consequences.  

Participants who wished to participate in the study completed the surveys and 

placed them in the plain white envelopes provided. Participants then deposited envelopes 

in the data collection box. Completion of the surveys, a total of 118 items, took 

approximately 30 minutes to complete. The data collection box was emptied by the 

researcher at the end of each day and stored in the manner previously described.  

Instrumentation 

 In addition to a short demographic questionnaire (Appendix B), five instruments 

were used to provide data for the study variables. These were participants’ perceptions of 

self-esteem (Appendix C), risk perceptions of alcohol consumption (Appendix D), peer 

influence (Appendix E), peer values/attitude toward alcohol use (Appendix F), and 
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perceptions regarding the risk-taking behavior of alcohol use (Appendix G). All 

instruments used to measure the variables were equal interval scales and therefore 

provided data appropriate for parametric statistical methods. Since none of the 

instruments had previously been used to measure the constructs with the target 

population, the data obtained were used to provide estimation of reliability prior to use 

for hypotheses testing. The researcher obtained permission for all instrument use 

(Appendix L). 

Demographic Survey 

The demographic survey (Appendix B) was developed by the researcher after 

review of the literature describing similar variables (Brener et al., 2007; Dowdell, 2006; 

Dowdell & Santucci, 2004; Faden, 2006). The information obtained was used to describe 

the characteristics of the sample and to assure that the participants met the inclusion 

criteria.  

Self-Esteem Inventory  

 The Coopersmith Self-Esteem Inventory (Coopersmith, 1981, 1989) is a widely 

used and accepted instrument designed to assess the origins of self-esteem in children. 

The instrument measures the attitudes of children toward self in personal, social, family, 

and academic areas. The publisher maintains that this 58-item instrument has been 

administered to tens of thousands of children participating in research studies with 

hundreds of publications that have reported research about the psychometric properties of 

the instrument.  

The manual reports information on the psychometric estimates for the instrument, 

including internal consistency reliability estimates for the total self-score ranging from 
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.80 to .92, and reliability over a 5-week period, .88. Concurrent validity evidence 

includes correlations of .45 with the self-acceptance scale of the California Psychological 

Inventory for Children. Correlations of .59 and .60 with the Rosenberg Self-Esteem Scale 

were obtained for college students (Coopersmith, 1989; see also Blascovich & Tomaka, 

1991)). Kokenes (1978) assessed the construct validity of the instrument. The instrument 

has been evaluated for use among a variety of multicultural populations (Herz & Gullone, 

1999; Hills et al., 2007). The instrument has also been compared between genders 

(Ponsoda, Abad, Francis, & Hills, 2008), academic grade levels (Chiu, 1985), and among 

patients receiving palliative care (Barbar & ul Haq, 2000). However, this instrument is 

under copyright and available for use only through purchase; the researcher purchased the 

instrument for use in this study. 

Ryden (1978a) appreciated the simple language and format of the Coopersmith 

Self-Esteem Inventory but found a number of items to be phrased in terms that applied 

only to school-aged subjects. She adapted the instrument for use with adult populations 

by making minor modifications in 17 items. This adapted instrument was then used to 

collect data from two groups of adults. Data obtained were used to estimate reliability 

over time and concurrent validity. This instrument (Appendix C) was used to test 

Hypotheses 2 and 3. 

Validity. Ryden (1978a) collected data from 51 college students using the revised 

version of the Coopersmith instrument and the Marlowe-Crown Social Desirability Scale 

The purpose was to provide evidence of convergent validity of the Coopersmith 

instrument with another measure. Results of correlation indicated that the two 
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instruments measured similar constructs among males (n = 28, r = .51) and females (n = 

23, r = .47), with a total correlation of .47.  

Reliability. To estimate reliability over time, Ryden (1978a) carried out a test-

retest procedure in which the revised version of the Coopersmith instrument was used to 

collect data from 32 adult women recruited from a continuing education program (n = 20) 

and a church group (n = 12). Comparisons were made at intervals of 6 weeks (r = .78), 17 

weeks (r = .80), and 58 weeks (r = .80). These values were then compared to those 

obtained by Coopersmith in similar testing of the original instrument (5 weeks r = .88; 3 

years r = .70). Based on these findings, Ryden reported that the instrument had a 

considerable degree of reliability over time. 

Scoring. Consistent with the Coopersmith scale, eight items on Ryden’s (1978b) 

inventory form a lie scale (items 1, 6, 13, 20, 27, 34, 41, 48). This scale indicates that 

presumably individuals who score high on these items are attempting to “fake good” or to 

be trying too hard to appear to have high self-esteem. Participants are asked to evaluate 

their responses to these items and, if they have answered like me to three or more of 

them, to retake the test with more realistic responses.  

Total self-esteem scores are calculated based summation of the remaining 50 

items, excluding the eight items that form the lie scale. Responses of unlike me are scored 

as 0 and responses of like me are scored as 1. Possible scores range from 0 to 50, with 

higher scores indicating higher levels of self-esteem (Ryden, 1978b).  

Adolescent Risk Perception: Alcohol Consumption 

 Based on the assumption that perceived risk is quantifiable and predictable, 

Benthin et al. (1993) developed a research instrument based on 30 activities considered to 
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be risky behaviors among young adults, including the excessive consumption of alcohol. 

Benthin et al. used 41 high school students to rate each of the 30 activities on a set of 14 

characteristics of perceived risk and perceived benefit. The authors then carried out 

extensive psychometric testing to assess how young people think about risk. Although 

their report is comprehensive of all 30 activities, only the subscales related to excessive 

consumption of alcohol were used for the current study. This instrument (Appendix D) 

was used to test Hypothesis 4. 

Validity. Benthin et al. (1993) reviewed the previous research of psychometric 

surveys employed to assess risk perception. The results of their review generated nine 

characteristics, which were thought to be important in the way people perceive risk:  

(a) whether the risk is assumed voluntarily or involuntarily; (b) whether the risk 

of death from the hazard is immediate or delayed; (c) whether the risks are known 

to those exposed; (d) whether the risks are known to science; (e) whether risks 

from the hazard can be controlled by the individual; (f) whether the risk is new 

(unfamiliar) or old (familiar); (g) whether an accident is likely to kill one person 

at a time (chronic) or large numbers of people at once (catastrophic); (h) whether 

the thought of the risk evokes a feeling of dread; and (i) whether an accident 

caused by an activity is likely to result in fatalities. (p. 155)   

These nine characteristics provided the foundation for the instrument. Benthin et al. 

added five additional characteristics because of their potential relevance to adolescent 

behaviors. The resultant instrument consisted of a total of 14 risk characteristics: old or 

new risk, knowledge of young adults, fear, personal risk, risk to peers, benefits versus 



57 

 

risks, seriousness of effects, information value, personal control, peer influence, 

admiration, need for regulation, avoidability, and perceived participation.  

 Principle component factor analysis produced two uncorrelated factors with the 

first factor, “Risk,” accounting for 68% of the variance among the risk characteristics and 

the second factor, “Admiration,” accounting for 15% of the variance. Factor 1 was 

primarily determined by perceived risk, fear, and perceived seriousness of consequences; 

Factor 2 was determined by admiration and knowledge, and peer influence. In the present 

study, only the nine characteristics grouped on Factor 1 were used: fear, personal risk, 

risk to peers, benefits versus risks, seriousness of effects, information value, personal 

control, avoidability, and perceived participation.  

Reliability. Ample support for validity was reported by Benthin et al. (1993). 

However, no measures of reliability were provided for this instrument. Therefore, 

reliability was established from this study’s participants. 

Scoring. Participants were presented with the nine items and asked to respond on 

a 5-point Likert scale. Scale values on items 3, 4, and 7 are reverse scored so that a high 

score indicates high risk or risk greater than benefits. Scores may range from 9 to 45, 

with higher scores indicated a higher perception of risks and a lower perception of 

benefits related to excessive alcohol consumption.  

Inventory of Peer Attachment 

 The Inventory of Parent and Peer Attachment (Armsden & Greenberg, 1987), 

based on the attachment theory, was developed to assess older adolescents’ and young 

adults’ perceptions of the positive and negative affective/cognitive dimensions of 

relationships with parents and close friends. The development sample participants were 
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16 to 20 years of age. Additional testing was carried out on samples aged 9-11 and 14-15 

(Gullone & Robinson, 2005). The authors (M. Greenberg, personal communication, June 

1, 2009) provided a list of 63 selected studies that used the IPPA as a means of data 

collection. 

 The full instrument consists of three subscales for a total of 75 items. The first 25-

item subscale asks specifically about the participant’s relationship with the female parent, 

and the second 25-item subscale asks specifically about the participant’s relationship with 

the male parent. The third 25-item subscale, which was used in the present study, 

specifically asks about the participant’s relationship with close friends. Only the subscale 

that focuses on peer influence was used in this study. Three broad dimensions of peer 

influence are assessed: degree of mutual trust (10 items: 6, 8, 12, 13, 14, 15, 19, 20, 21), 

quality of communication (eight items: 1, 2, 3, 7, 16, 24, 25), and extent of anger and 

alienation (seven items: 4, 9, 10, 11, 18, 22, 23). This instrument (Appendix E) was used 

to test Hypothesis 3. 

Validity. The authors provided information related to convergent validity (M. 

Greenberg, personal communication, June 1, 2009). Three instruments were compared. 

These were the peer attachment subscale of the IPPA, the Social Self-Concept Scale (r = 

.57), and the Tennessee Self-Concept Scale (r = .28) (see also Gullone & Robinson, 

2005).   

Reliability. Armsden and Greenberg (1987) collected data from a sample of 27 

undergraduate students ranging in age from 18 to 20 years to provide evidence of 

reliability as internal consistency (α = .92). These values of internal consistency were 

supported by the findings of Gullone and Robinson (2005) in a study of 163 (33 males, 
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130 females) adolescents between 14 and 15 years of age. These researchers reported the 

alpha for the domains of trust (α = .86), communication (α = .86), and alienation (α = 

.68). Armsden and Greenberg further tested for reliability as stability over a 3-week time 

period by means of a test-retest procedure (r = .86) (M. Greenberg, personal 

communication, June 1, 2009).  

Scoring. The instrument is a self-report questionnaire with a 5- point Likert-scale 

response format. Scores range from 1 (almost never or never true) to 5 (almost always or 

always true). One negatively worded item (item 5) is reverse scored. The scores for the 

25-item subscale measuring peer influence are summed for a composite score. This score 

may range from 25 to 75, with higher scores indicating a higher degree of peer influence    

(M. Greenberg, personal communication, June 1, 2009). 

Peer Attitude Toward Alcohol Use 

Strecker (1991) created a questionnaire to assess attitudes, knowledge, and 

perceptions related to alcohol for sixth- and eighth-grade students. According to Esplund 

(1994), Strecker’s instrument consisted of four parts: individual attitude, parental attitude, 

peer attitude, and knowledge of alcohol. The Peer Attitude section consisted of nine items 

to which the participant could respond either yes or no. Using a sample of 128 sixth and 

eighth graders enrolled in a rural area school, Strecker detected a statistically significant 

relationship between perceived peer attitude and attitude toward alcohol, F = 17.94, p = 

.0001.   

In thesis work, Esplund (1994) revised Strecker’s original instrument with the 

intent of making it more grade-level appropriate for high school students. Esplund 

increased the number of items on the Peer Attitude section to 10 and changed the 
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response options to a 4-point Likert scale. The author collected data from students (N = 

139) enrolled in grades nine through 12 from two schools located in a small community 

in southwestern Kansas. Esplund found a statistically significant relationship between 

perception of peer attitude and both attitude toward drinking (F = 17.18, p = .0001) and 

alcohol use (F = 9.19, p = .0002). Perception of positive peer attitudes toward alcohol 

was therefore predictive of more positive attitudes toward drinking alcohol and more 

frequent and larger volume alcohol consumption among the participants. This instrument 

(Appendix F) was used to test Hypothesis 4. 

Validity. Esplund (1994) did not report information regarding validity on the 

instrument. This researcher searched many databases for possible information. However, 

no other information on validity could be located. 

Reliability. Esplund (1994) provided information regarding the reliability 

coefficients for the four sections of the instrument, as reported by Strecker (1991). The 

Peer Attitude section demonstrated an alpha of .83.Item-total correlations for the nine 

items ranged from .66 to .32. No further report of reliability was provided. However, 

reliability was established in the present study. 

Scoring. The revised Peer Attitude toward Alcohol Use scale (Esplund, 1994) 

consists of 10 items to which the participant is asked to respond on a 4-point Likert scale, 

from 1 (strongly disagree) to 4 (strongly agree). Negatively worded items (items 4, 6, 7) 

are reverse scored, and responses to the 10 items are summed for a composite score, 

ranging from 10 to 40. These scores represent the perception of peer values toward 

excessive use of alcohol, with higher scores indicating the perception of more positive 

peer values regarding the behavior.  
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Youth Risk Behaviors Surveillance System 

 The Youth Risk Behaviors Surveillance System (YRBSS) questionnaire was 

developed by the CDC (2009) to describe the prevalence of health-risk behaviors of 

youth across many components, to assess trends, to reference the increase or decrease of 

these behaviors over time, and to focus national attention on the most important health 

problems of youth (Brener et al., 2004; CDC, 2007d, 2007f). The full 87-item YRBSS 

includes questions regarding demographic information (4 items), unintentional injuries 

and violence (20 items), tobacco use (11 items), alcohol and other drug use (18 items), 

sexual behavior (7 items), and other health-related topics, such as HIV/AIDS knowledge 

(4 items) (Brener et al., 2004).  

 The YRBSS was originally developed in 1988, with successive revisions and 

refinements through 2005. Since 1992, the CDC has conducted the YRBSS among high 

school students nationwide and in 1995 conducted the survey among college students. In 

successive years, the CDC has conducted the national surveys, the most recent in 2007 

(CDC, 2009). Findings from a number of studies indicate that the YRBSS is best suited 

for students in grades eight and higher. In addition, many state and local educational 

agencies are also eligible to receive funding to conduct the survey with school-based 

populations (Brener et al., 2004).  

 The present YRBSS Questionnaire for AOTs was adapted from a subscale 

pertaining to risk, which measures alcohol use. Permission was granted from a 

component of the YRBSS developed in 2008 (E. Dowdell, personal communication, 
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December 21, 2008). Although these subcategories have not been isolated in previous 

tests of reliability and validity, they were included in the overall estimations. The YRBSS 

(Appendix G) was used to test Hypotheses 1 and 4. 

 Validity. Brener et al. (2003) conducted a review of empirical literature to assess 

factors that could affect the validity of self-reports of adolescents on the YRBSS. Self-

reports of health-risk behaviors were found to be affected by both cognitive and 

situational factors. Each type of behavior differs in the degree to which it is affected and 

how it can be objectively validated. Physical activity reports can be substantially 

influenced by cognitive factors but less so by situational ones (e.g., recognition of the 

benefits of physical activity). Tobacco use reports can be influenced by both cognitive 

and situational factors (e.g., awareness of health detriments, prevalence of family 

smoking) but can be measured objectively with biochemical tests.  

 Brener et al. (2003) concluded that threats to self-report validity do not threaten the 

behaviors equally: “The importance of assessing health-risk behaviors as part of research 

activities involving adolescents necessitates the use of self-report measures” (p. 436). The 

authors cautioned future researchers to recognize the threats to validity when using self-

report measures with adolescents and to design studies to minimize these threats.  

 Reliability. The CDC conducted two reliability studies of the instrument. In the 

first, conducted in 1992, the questionnaire was administered to a convenience sample (N 

= 1,679) of students in grades seven through 12 on two occasions, 14 days apart. The 

results showed a kappa reliability of 61% to 100%, with no statistically significant 

differences between the first and second administrations. The kappa statistic is used to 

measure agreement between repeated measurements of the same test; values of .60 to .79 
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are considered to have good reliability, and values from .80 to 1.00 (100%) are 

considered to have excellent reliability (Sim & Wright, 2005). 

  The second reliability study was conducted in 2000 with a convenience sample of 

4,619 high school students. Again the questionnaire was administered twice, 

approximately 14 days apart. Results indicated that 22% of items had significantly 

different prevalence estimates for the first and second administrations. Fourteen percent 

had kappas of less than 60% reliability, indicating questionable reliability. Since these 

tests were conducted, certain items were revised or deleted from later versions of the 

YRBSS (Brener et al., 2004). 

 The YRBSS has been tested by the Questionnaire Design Research Centers for 

Disease Control and Prevention Laboratory at the National Center for Health Statistics. 

Reliability calculations yielded a kappa statistic reliability of 61%–80% or higher and an 

acceptable Cronbach’s alpha reliability of .79 (Kann et al., 1999). 

 The test-retest reliability of the 1999 YRBSS was assessed by Brener et al. (2002) 

with a sample of 4,619 high school students of both genders and several ethnicities. 

Results indicated that kappa values ranged from 23.6% to 90.5%, with a mean of 60.7%. 

The researchers concluded that although several items had different prevalence estimates 

at the two times of administration, overall student reports appeared reliable over time.  

Scoring. The adopted scale consists of six items to which participants are asked to 

provide responses ranging from 1 to 7 for each aspect of alcohol use (Appendix G). The 

responses are summed for a composite score used to indicate frequency and volume of 

alcohol use. Possible scores range from 6 to 42, with higher scores indicating higher 

alcohol use.  
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Data Analysis 

  Descriptive and inferential statistical methods were employed in this study. The 

data for demographic analyses contain categorical variables measured by nominal and 

ordinal scales. Descriptive statistics was computed for each variable and were used to 

describe the sample by means of frequencies, percentages, measure of central tendency, 

and measures of variation.   

Hypothesis 1 described the incidence of alcohol consumption among AOTs in 

South Florida. This hypothesis was tested by means of descriptive statistics. These 

included means, frequencies, and percentages.  

Hypothesis 2 identified two variables. The relationships among these variables 

were tested by means of Pearson’s product moment simple correlation (r) and therefore 

required a minimum sample of 34 participants. Computation of Pearson’s correlational 

coefficient of self-esteem and risk perception tested this hypothesis.  

Hypothesis 3 identified two independent variables, self-esteem and peer 

influence, which were considered as predictors to the outcome criterion of peer values. 

Computation of multiple regression analysis using participants’ scores from the Self-

Esteem Inventory (Appendix B) and Inventory of Peer Attachment (Appendix E) to 

predict alcohol use tested this hypothesis.  

Hypothesis 4 identified two independent variables, risk perceptions and peer 

values, which were considered as predictors to the outcome criterion of alcohol use. 

Hypothesis 4 was tested by computation of multiple regression analysis utilizing 

participants’ scores from three instruments. These were Adolescent Risk Perception: 
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Alcohol Consumption (Appendix D), Peer Attitude toward Alcohol Use (Appendix F), 

and the Youth Risk Behaviors Surveillance Survey (Appendix G). 

Hypotheses 3 and 4 were tested by means of multiple regression. Computation of 

the multiple R required a minimum of 48 participants. Accepting the larger sample size of 

48 and allowing for as many as 50% incomplete surveys (n = 24), a total of 72 

individuals was recruited.  

Data Cleaning 

 To ensure statistical results of high quality and accuracy of data entry, surveys 

collected were crosschecked for errors, accuracy, and completeness. Only scales 

containing complete response sets were included in the data analysis. The scores for each 

variable were summed both manually and by means of the computer. The sums were 

compared to verify accuracy of data entry. 

Frequency distributions were conducted to detect impossible scores, data entry 

errors, and outliers. An outlier is a score very different from all other data. An outlier is a 

sample value that lies very far away from vast majority of other scores in the sample. 

Outliers are herein defined as any score that is > 2 standard deviations from the mean 

(Burns & Grove, 2006). Outliers were examined to determine if they were properly part 

of the population from which the sample was intended. If so, they remained in the 

analysis, but steps were taken to reduce their impact. Following the guidance of 

Tabachnick and Fidell (2006) for variable transformation, scores for the outlying cases 

were assigned a raw score that was one unit larger or smaller than the next most extreme 

score in the distribution. 
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Reliability Testing 

The instruments in this study were not previously used to measure the study 

constructs among AOTs. For this reason, the instruments were evaluated for internal 

consistency by means of Cronbach’s alpha analysis. Criteria used to identify poorly 

functioning items included (a) an item-total correlation of <.30, and (b) an increase of 

more than .10 in the total reliability when the item was deleted (Nunnally, 1978). 

Hypotheses Testing 

Parametric statistics rely on the assumptions that the population is normally 

distributed and the data are measured as continuous with interval or ratio scales. In 

addition, the variance in the outcome variable should be equal and fairly evenly 

distributed throughout the population (Field, 2005). All variables are measured as 

continuous interval values. 

In this study, steps were taken to ensure that the scores on the outcome variables 

met the assumptions for parametric analysis. Thus, normality of distribution was explored 

by means of frequency distributions using histograms with the normal curve 

superimposed and calculation of the Kolmogorov-Smirnov statistic (K-S). In the event 

that the distribution would be non-normal, distribution was addressed by coaxing the 

variable to normality (Field, 2005). 

 Hypothesis 1. Hypothesis 1 stated: There will be high consumption of alcohol use 

among AOTs in South Florida, as evidenced by a score of 25 or higher on the instrument 

measuring alcohol. This hypothesis was tested by use of descriptive statistics (means, 

frequency, and percentages). In addition, the hypothesis was tested with a variable that 

was considered the outcome variable: health-risk behavior, alcohol use, among AOTs. 



67 

 

The instrument used to test this hypothesis was the Youth Risk Behaviors Surveillance 

Survey (Appendix G). 

 Hypothesis 2. Hypothesis 2 stated: There will be no significant correlational 

relationship between the self-perception of self-esteem and the risk perception of 

costs/benefits regarding consuming alcohol of AOTs. This hypothesis identified two 

variables that are theoretically related; thus, change in one variable will be reflected by a 

change in the other variable. The instruments used to test this hypothesis were the Self-

Esteem Inventory (Appendix C) and the Adolescent Risk Perception: Alcohol 

Consumption instrument (Appendix D). The relationships were be tested by means of 

Pearson’s product moment correlation (r).  

 Hypothesis 3. Hypothesis 3 stated: There will be no significant contribution, 

uniquely or as a linear composite, between the predictor variables of self-esteem and the 

social/environmental perceptions of peer influence toward peer values regarding the 

behavior of alcohol use among AOTs. The instruments used to test this hypothesis were 

the Self-Esteem Inventory (Appendix C) and the Inventory of Peer Attachment 

(Appendix E). 

Hypothesis 4. Hypothesis 4 stated: There will be no significant contribution 

between the predictor variables of risk perception of costs/benefits regarding alcohol use 

and the peer group characteristic of peer values toward alcohol use and the risk-taking 

behavior of alcohol use among AOTs. The instruments used to test this hypothesis were 

the instruments of Adolescent Risk Perception: Alcohol Consumption (Appendix D), 

Peer Attitude Toward Alcohol Use (Appendix F), and the Youth Risk Behaviors 

Surveillance Survey (Appendix G).  
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Hypotheses 3 and 4 identified two independent variables that were considered as 

possible predictors of the outcome criterion of a specific health-risk behavior, alcohol 

use, among AOTs. In this regard, Vogt (2005) suggested that regression analysis is a 

method that can be used to explain the “nature and closeness of the relationship between 

two or more variables, specifically, the extent to which you can predict some by knowing 

others and the extent to which some are associated with others” (p. 269). Thus, multiple 

regression analysis was used because it indicates the strength and direction of the 

contribution of each variable to the criterion variable.  

In multiple regressions analysis, it is assumed that the data involved must be 

normally distributed to the regression line, the independent variables should be justified 

theoretically, and that a correlation between two or more variables within a multiple 

regression analysis does not imply causality (Vogt, 2005). Therefore, prior to interpreting 

the regression results, a collinearity calculation for tolerance and variance inflation factor 

(VIF) was conducted to rule out multicollinearity, i.e., that the independent variables 

would be highly correlated to one another. Indicators for tolerance multicollinearity were 

tolerance < .1 and VIF > 10.0 (Field, 2005).  

                                                           Summary 

  During the teenage years, which are normally years of growth and exploration, 

teens develop health-related behaviors that carry over into adulthood (Rice & Dolgin, 

2005). Health values include thoughtful decision-making strategies about social and 

lifestyle behavior choices. Risk-taking behaviors that become established in adolescence 

carry the threat of becoming as habits into adulthood and may pose major problems (Rice 

& Dolgin).  
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This chapter described the research design, sample and recruitment, setting, 

methods for protection of human subjects, data collection procedures, instruments used, 

and data analysis. This study measured selected theoretical constructs of the 

biopsychosocial model of adolescent risk-taking behaviors (Igra & Irwin, 1996). A 

nonexperimental, explorative, and descriptive correlational design was utilized with the 

purpose of testing the relationships among and predictive power of selected constructs of 

the biopsychosocial model of adolescent risk-taking behaviors. A convenience sample of 

AOTs was recruited from local south Florida agencies that serve AOTs in the 

community.   

The selected theoretical constructs were operationalized by means of previously 

developed and tested instruments. However, since none of the instruments was previously 

used to measure the constructs specifically among AOTs, the data obtained were used to 

provide estimations of the psychometric property of reliability as internal consistency.  

Data were explored and analyzed and measures of central tendency were 

calculated. Steps were taken to assure that the data met the assumptions necessary for 

parametric testing. Four hypotheses were tested, the first by means of descriptive 

statistics, the second by Pearson product-moment correlation, and the by multiple 

regression analysis.  
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CHAPTER FOUR 

RESULTS 

The purpose of this study was to measure and test the theoretical relationships of 

selected theoretical constructs of the biopsychosocial model of adolescent risk-taking 

behaviors (Igra & Irwin, 1996). These constructs were self-perceptions (self-esteem), risk 

perceptions (costs/benefits), social/environmental perceptions (peer influence), peer 

group characteristics (peer values), and risk-taking behaviors related to alcohol use. The 

population studied was AOTs living in Southeast Florida.   

 Data were collected anonymously from individuals meeting the inclusion criteria 

over a 1-month period with a demographic survey (Appendix B) and five self-report 

instruments. These were as follows: the Self-Esteem Inventory (Ryden, 1978b) to 

measure the perception of self-esteem (Appendix C) ; the Adolescent Risk Perception: 

Alcohol Consumption scale (Benthin et al., 1993) to measure the participants perception 

of the costs/benefits associated with alcohol consumption (Appendix D); the Inventory of 

Peer Attachment (Armsden & Greenberg, 1987) to measure the perception of peer 

influence regarding alcohol consumption (Appendix E);  the Peer Attitude Toward 

Alcohol Use (Strecker, 1991) to measure the peer group values regarding alcohol 

consumption (Appendix F); and selected items from the Youth Risk Behaviors 

Surveillance System (CDC, 2009) to measure actual behaviors associated with alcohol 

consumption (Appendix G).  

Data were analyzed by means of SPSS 17.0 for Windows (Statistical Package for 

the Social Sciences, 2008). The data analyses described the sample and examined the 
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variables. In addition, the data analyses tested the relationships among these variables 

through two of the hypotheses.  

 In this chapter, the sample is described and reported. A statistical account is 

presented of the population according to gender, age, ethnicity, marital status, present 

employment, school enrollment, level of education attained, and foster care history.  

Descriptive statistics are reported as well as a table depicting measures of central 

tendency. In this chapter are also discussed the identification of outlying scores and tests 

of normality of distribution, with tables showing tests of distribution of the dependent 

variables. Also discussed are the estimation of internal consistency and hypothesis 

testing, with accompanying tables.  

Description of the Sample 

 Based on a priori calculation, a minimum of 48 participants were needed for the 

statistical tests planned. A total of 70 individuals were approached; 63 agreed to 

participate and 7 refused. Of these 63 volunteers, 2 returned blank surveys that were not 

included and 61 returned surveys suitable for data analyses. Of the 7 participants who 

refused to participate, 4 did not give a reason for not wishing to participate and 3 stated 

that the survey was too long. The response rate was 87.1%. 

The sample (N = 61) was represented by males (n = 13, 21.3%) and females (n = 

48, 78.7%), ranging in age from 18 to 23 years (M = 19.64, SD = 1.30). None of the 

participants were married. The majority (n = 35, 57.4%) were currently unemployed but 

enrolled in school (n = 44, 72.1%). The majority (n = 46, 75.4%) were attending high 

school. However, nine (14.8%) reported that the highest level of education that they had 

completed was eighth grade. A small number (n = 2, 3.3%) had completed some college; 
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one (1.6%) had graduated from college, and three (4.9%) did not report their educational 

status. Fifty-eight of the participants reported the length of time, in years, that they had 

been out of the foster care system (M = 2.03, SD = 1.58, range 0 to 6). Fifty-five reported 

the number of different foster care homes in which they had lived (M = 8.35, SD = 6.23, 

range 1 to > 20 homes); one (1.6%) participant reported having lived in “too many” foster 

care homes, and four (6.6%) were unable to recall the number of homes in which they 

had lived. The ethnicity of the sample is presented in Table 1.  

Table 1 

Ethnicity of the Sample (N = 61) 
________________________________________________________________________ 
  

Ethnicity        n                     %    
________________________________________________________________________ 
 
Caucasian         8  13.1 
 
African-American      31  50.8 
 
Hispanic       15  24.6 
 
Caribbean         3    4.9 
 
Other          4    6.6 
________________________________________________________________________ 
 

Descriptive Statistics 

Prior to hypotheses testing, the data were explored, and descriptive statistics were 

obtained for each of the variable scales. The scores for the variable scales were examined 

to detect outliers. The scales for the dependent variables were evaluated for 

characteristics of distribution to determine if they met the assumptions of parametric 

testing.  
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Measures of Central Tendency 

 Measures of central tendency for the scores obtained on the five variable scales 

are presented in Table 2. The table shows that the number of participants for the five 

variable scales was between 59 and 61. The Self-Esteem Inventory had a mean of 30.48 

(SD 8.24); the Adolescent Risk Perception had a mean of 30.07 (SD 6.67), the Inventory 

of Peer Attachment had a mean of 87.57 (SD 19.70), the Peer Attitude Toward Alcohol 

Use measure had a mean of 26.07 (SD 6.38), and the YRBSS had a mean of 7.76 (SD 

6.04). 

Table 2 
 
Means, Standard Deviations, and Ranges for Scores on the Variable Scales 
_______________________________________________________________________ 
 
Scale         M    SD   Range   n 
________________________________________________________________________ 
 
Self-Esteem Inventory  30.48    8.24  16-45  61 

Adolescent Risk Perception  30.07    6.67  13-44  60 

Inventory of Peer Attachment  87.57  19.70  37-121  59 

Peer Attitude Toward Alcohol Use 26.07    6.38  10-35  60 

Youth Risk Behaviors Surveillance 
System      7.76    6.04    0-20  59 
________________________________________________________________________ 

 
Identification of Outlying Scores 

The scores for the variables were converted to z-scores and screened for outliers 

(< 2 SD or > 2 SD from the M) by frequency distributions and histograms with the normal 

curve imposed. Visualization of the histograms for the variable of self-esteem appeared 

to approximate the normal curve. However, the histograms for adolescent risk perception, 
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inventory of peer attachment, peer attitude toward alcohol use, and youth risk behaviors 

suggested outlying scores. Boxplots were used to identify the outlying cases.  

No outlying scores were discovered for self-esteem or risk-taking behaviors; all 

scores fell within 2 SD of the M. On the variable of adolescent risk perception, one outlier 

scoring 17 was > 2 SD below the M. On peer attachment, two outliers were detected: one 

score of 41 was >2 SD below the M and one score of 121 was > 2 SD above the M. On 

the variable of peer attitude toward alcohol use, one score of 10 was > 2 SD below the M. 

These outlying cases were visualized for credible authority and, although extreme, were 

considered valid components of the sample and therefore retained without change.  

Tests of Normality of Distribution 

Normality of distribution of the dependent variables of risk perceptions, peer 

attitude toward alcohol use, and risk-taking behaviors regarding alcohol was evaluated by 

means of measures of skewness, kurtosis, and calculation of the Kolmogorov-Smirnov (z) 

value. The results of these analyses are presented in Table 3. Results showed that the 

scores for the dependent variables of adolescent risk perception, peer attitude toward 

alcohol use, and risk-taking behaviors were normally distributed.  

Table 3 

Tests of Distribution of the Dependent Variables 
________________________________________________________________________ 

 
Variable   Skewness  Kurtosis    z 

________________________________________________________________________ 
 
Adolescent risk perception    -.03     -.135     .496 
 
Peer attitude toward alcohol use  -.427     -.668   1.015 
 
Risk behaviors      .385      .234   1.298 
________________________________________________________________________ 
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Estimation of Internal Consistency 

The variable scales consisted of varying numbers of items: Self-Esteem Inventory 

(50 items), Adolescent Risk Perception for Alcohol Consumption (9 items), Inventory of 

Peer Attachment (25 items), Peer Attitude Toward Alcohol Use (10 items), and the Youth 

Risk Behaviors Surveillance System (5 items). The sample size (N = 61) failed to meet 

the required minimum of 10 participants to one item ratio. This minimum is considered 

necessary to carry out reliability testing (Nunnally, 1978) for all of the scales. The single 

exception was the YRBSS. However, only 59 participants provided complete responses 

to this risk behavior scale. Therefore, no analysis was carried out of reliability as internal 

consistency.  

Hypotheses Testing 

 Four hypotheses (one descriptive and three inferential) were posed based on the 

biopsychosocial model of adolescent risk-taking behaviors (Igra & Irwin, 1996). The first 

hypothesis was descriptive only, and the second hypothesis was tested using Pearson's 

correlation. The third and fourth hypotheses were tested using multiple regression. 

Hypothesis 1: Alcohol Consumption of AOTs 

 Hypothesis 1 stated: There will be high consumption of alcohol use among AOTs 

in South Florida, as evidenced by a score of 25 or higher on the instrument measuring 

alcohol. 

 This hypothesis was not supported. Scores on the YRBSS summary variable could 

potentially range from 0 to 30. A score of 0 indicates no alcohol use, and 30 indicates that 

the respondent had high lifetime usage (more than 100 days total), early onset of alcohol 

use (8 years old or younger), heavy use in the last week (every day), heavy binge 
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drinking in the last week (every day), and heavy use on school or work property in the 

last week (every day). The average score was 7.76, indicating moderate alcohol 

consumption. However, of the 42 participants who reported drinking, 31 (67.4%) 

reported that they started drinking before they were 17. In addition, 19 youth (32.2%) 

reported drinking 3 or more days in the last week, and 31 (52.5%) reported at least one 

episode of binge drinking (5 or more drinks within a couple of hours) in the last week. 

Finally, 21 youth (35.6%) reported they had drunk on school or work property in the last 

week. Thus, there is ample cause for concern about the use of alcohol within this sample. 

Hypothesis 2: Self-Esteem and Costs/Benefits of Alcohol Consumption 

 Hypothesis 2 stated: There will be no significant correlational relationship between 

the self-perception of self-esteem and the risk perception of costs/benefits regarding 

consuming alcohol of AOTs. 

 The null hypothesis was rejected. Pearson correlation revealed a significant 

correlation between the two variables tested. These were the predictor variable of 

perception of self-esteem and the outcome variable of risk perception regarding alcohol 

consumption (n = 60, r = .323 p = .012).  

Hypothesis 3: Self-Esteem and Peer Influence on Peer Values and Attitudes 

 Hypothesis 3 stated: There will be no significant contribution, uniquely or as a 

linear composite, between the predictor variables of self-esteem and the 

social/environmental perceptions of peer influence toward peer values regarding the 

behavior of alcohol use among AOTs. 

Prior to hypothesis testing, tests were carried out to assure that the assumptions 

for regression analysis had been satisfied. Collinearity statistics were calculated. The 
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tolerance statistic was well above zero at .83; the variance inflation factor (VIF) value 

was 1.21, considerably less than 10. There were no substantial correlations between any 

of the predictors. These values were accepted as evidence that multicollinearity was not a 

concern. Table 4 displays the values of intercorrelations between the variables and 

supports the conclusion that multicollinearity did not exist.  

Table 4 
 
Means, Standard Deviations, and Intercorrelations for Peer Attitude Toward Alcohol Use  
 
and Predictor Variables (N = 59) 
________________________________________________________________________ 
 
 Variable       M       SD     1     2  
________________________________________________________________________ 
 
Peer Attitude Toward Alcohol Use  26.07     6.43  -.43  -.41  
 
Predictor variable 
 

1.  Self-esteem   30.19     8.19  --  .41 
 

2.  Peer influence   87.57   19.70    -- 
________________________________________________________________________ 
 

The null hypothesis was rejected. As shown in Table 5, regression analysis 

indicated that the predictor variables of  “perception of self-esteem and peer influence” 

accounted for 24.5% of the variance in the outcome variable of “perception of peer 

attitude toward alcohol use,” and the relationship was statistically significant, F (2, 56) = 

9.11, p < .001. Examination of the beta weights indicated that both perception of self-

esteem and perception of peer influence contributed significantly to predicting peer 

attitudes toward alcohol use .The direction of the effect was negative in both cases. Thus, 

participants with higher scores for self-esteem or higher scores for peer influence scored 
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significantly lower than participants with lower scores for self-esteem or peer influence 

on the measure of peer attitude toward alcohol use.  

Table 5 
 
Regression Analysis Summary for Variables Predicting Peer Attitude Toward Alcohol  
 
Use 
________________________________________________________________________ 
  
 Variable        B  SEB      b   
________________________________________________________________________ 
 
Self-esteem     -.243  .100  -.309* 
 
Peer influence     -.091  .042  -.279* 
________________________________________________________________________ 
 
Note. R2 = .245 (N = 59). *p < =.05.   
 
Hypothesis 4: Costs/Benefits of Alcohol Use, Peer Values, and Risk-Taking Behavior of  
 
Alcohol Use 

 Hypothesis 4 stated: There will be no significant contribution between the predictor 

variables of risk perception of costs/benefits regarding alcohol use and the peer group 

characteristic of peer values toward alcohol use and the risk-taking behavior of alcohol 

use among AOTs. 

Prior to hypothesis testing, tests were carried out to assure that the assumptions 

for regression analysis had been satisfied. Collinearity statistics were calculated. The 

tolerance statistic was well above zero at .75; the variance inflation factor (VIF) value 

was 1.33, considerably less than 10. There were no substantial correlations between any 

of the predictors. These values were accepted as evidence that multicollinearity was not a 

concern. Table 6 provides the values of intercorrelations between the variables and 

supports the conclusion that multicollinearity did not exist.  
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Table 6 
 
Means, Standard Deviations, and Intercorrelations for Youth Risk Behaviors  
 
Surveillance System and Predictor Variables (N = 59) 
________________________________________________________________________ 
 
 Variable      M      SD     1     2  
________________________________________________________________________ 
 
Youth Risk Behaviors Surveillance System   7.76     6.04  .57  -.31  
 
Predictor variable 

 
1. Peer attitudes toward alcohol use 26.07    6.43  --  -.50 

 
      2.   Risk perception alcohol  30.12    6.71      -- 
________________________________________________________________________ 
 

The null hypothesis was rejected. Regression analysis indicated that the predictor 

variables of peer attitudes toward alcohol use and risk perception of alcohol consumption 

accounted for 32.4% of the variance in the outcome variable of alcohol use. The 

relationship was statistically significant, F (2, 56) = 13.44 p < .001. Examination of the 

beta weights indicated that the participant's own perception of the riskiness of alcohol use 

was not significantly related to the outcome variable (t = -.245, p = .808). However, peer 

attitudes toward alcohol use were significantly related to alcohol use. The direction of the 

effect was positive; participants who reported that their peers support drinking alcohol 

scored higher on alcohol use. Table 7 shows additional details about this regression 

analysis. 
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Table 7 
 
Regression Analysis Summary for Variables Predicting Alcohol Use 
________________________________________________________________________ 
  
 Variable         B  SEB       b   
________________________________________________________________________ 
 
Peer attitudes toward alcohol use    .520  .119    .553*** 
 
Adolescent risk perception alcohol  
consumption     -.023  .095  -.034 
________________________________________________________________________ 
 
Note. R2 = .32 (N = 59). **p < = .001.   

 
Summary 

The purpose of this study was to measure and test the theoretical relationships of 

selected theoretical constructs of the biopsychosocial model of adolescent risk-taking 

behaviors (Igra & Irwin, 1996): self-perceptions (self-esteem), risk perceptions 

(costs/benefits), social/environmental perceptions (peer influence), peer group 

characteristics (peer values), and risk-taking behaviors related to alcohol use among 

AOTs living in Southeast Florida. Five research instruments specifically designed to 

operationalize the constructs were used. One descriptive and three inferential research 

hypotheses were formulated. Data were collected from a sample consisting of an 

adequate number of individuals to carry out the statistical analyses of the three inferential 

hypotheses.  

Prior to hypotheses testing, the data were explored to assure that the scores for the 

dependent variables met the assumptions necessary for parametric testing. Scores were 

normally distributed and the hypotheses were analyzed as planned. Self-esteem was 

positively correlated with Adolescent Risk Perception of Alcohol Consumption. Peer 
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Attitudes Toward Alcohol Use was predicted by both self-esteem and the Inventory of 

Peer Attachment. Actual alcohol use (score on the Youth Risk Behaviors Surveillance 

System, Alcohol Use) was predicted only by Peer Attitudes Toward Alcohol Use and not 

by Adolescent Risk Perception of Alcohol Consumption. Appendix M, the Research 

Study Grid, summarizes the study. 

Hypothesis 1 was not supported. This sample of AOTs in South Florida did not 

indicate high consumption of alcohol use. The average score was 7.76, indicating 

moderate alcohol consumption. However, reports of drinking before age 17 (67.4%), for 

3 or more days (32.2%), and one episode of binge drinking (52.5%) in the last week 

indicate cause for concern about alcohol use with these AOTs.  

 Hypothesis 2 was not supported. A significant correlational relationship was found 

between the scores for the perception of self-esteem and those for the risk perception of 

costs/benefits regarding AOTs’ consumption of alcohol. Foster care youth with high self-

esteem perceived alcohol use as more risky than foster care youth with low self-esteem  

(n = 60, r = .323 p = .012). 

 Hypothesis 3 was not supported. A significant contribution was found, uniquely or 

as a linear composite, between the predictor variables of the perception of self-esteem 

and peer influence toward the scores for peer values/attitude regarding the behavior of 

alcohol use among AOTs. The predictor variables of perception of self-esteem and peer 

influence accounted for 24.5% of the variance in the outcome variable of perception of 

peer attitude toward alcohol use. The relationship was significant, F (2, 56) = 9.11, p < 

.001.  
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 Hypothesis 4 was not supported. Significance was found between the predictor 

variables of risk perception of costs/benefits regarding alcohol use and the peer group 

characteristic of peer values toward alcohol use and the risk-taking behavior of alcohol 

use among AOTs. Results of regression analysis indicated that the predictor variables of 

peer attitudes toward alcohol use and risk perception of alcohol consumption accounted 

for 32.4% of the variance in the outcome variable of alcohol use. The relationship was 

significant, F (2, 56) = 13.44 p < .001. However, the variable of peer attitudes toward 

alcohol use was significantly related to alcohol use (b = .553).  

 



83 

 

CHAPTER FIVE 

SUMMARY AND DISCUSSION  

This study addressed the risk-taking behavior of alcohol use among young 

adults who aged out of foster care. The researcher collected and analyzed data from 

a demographic survey and five structured instruments. The 61 participants were 

young adults between the ages of 18 and 21 years who had aged out of the foster 

care system.  

The results of this study mostly supported the relationships predicted by the 

theoretical biopsychosocial model of adolescent risk-taking behaviors. As hypothesized, 

there was a positive correlation between the variables of self-esteem and the risk 

perception of alcohol use among the sample participants. Foster care youth with high 

self-esteem perceived alcohol use as more risky than foster care youth with low self-

esteem. Peer attitudes toward alcohol use were predicted by both self-esteem and peer 

attachment. Foster care youth with lower self-esteem reported that their friends were 

supportive of alcohol use. Similarly, foster care youth who did not report close 

attachments to their friends indicated that their friends were supportive of alcohol use. 

Finally, in predicting actual alcohol use with the YRBSS, these peer attitudes were highly 

significantly related to alcohol use. Youth whose friends are supportive of alcohol 

consumption had higher scores on the YRBSS. Interestingly, individual attitudes about 

the riskiness of alcohol use were not predictive of actual alcohol use. 

Implications of the Study 

Findings From Hypotheses 

The study findings lead to several implications. First, self-esteem was an 
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important variable in understanding the role of alcohol in the lives of aged-out foster care 

youth. Youth with high self-esteem perceived the risks of alcohol use as outweighing the 

benefits of use. This finding suggests that interventions that raise self-esteem might result 

in foster care youth having a more realistic picture of alcohol use, one that highlights its 

potential risks. 

Self-esteem also was related to peer attitudes toward alcohol use, with the low 

self-esteem foster care youth reporting that their friends were supportive of alcohol use. 

This is especially troubling because the variable of friends' attitudes toward alcohol use 

was a highly significant predictor of actual use, more important than even the youths’ 

own perceptions of the riskiness of alcohol use. Thus, self-esteem seems an important 

variable for further consideration in both research and intervention. 

The quality of the youths’ attachment to friends, as measured by the Inventory of 

Peer Attachment, was also an important variable. It was associated with peer attitudes 

toward alcohol. Foster care youth who reported close connections to their friends also 

reported that their friends generally did not support or condone alcohol use. One possible 

explanation for this finding is that peer groups whose emotional needs are not met 

through close and supportive friendships with each other might be self-medicating with 

alcohol. It is not uncommon for individuals to self-medicate with drugs or alcohol when 

their emotional needs are not met (Dawson, Grant, Stinson, & Chou, 2005; Gilpin & 

Koob, 2008). The findings from the present study concur with previous findings in this 

regard. 

The most important analysis was the multiple regression analysis predicting actual 

alcohol use, as measured by the YRBSS, from individual attitudes about alcohol, as 



85 

 

measured by the Adolescent Risk Perception: Alcohol Consumption instrument, and peer 

attitudes about alcohol, as measured by the Peer Attitude Toward Alcohol Use 

instrument. Interestingly, only the peer attitudes measure was predictive. Foster care 

youth whose friends supported the use of alcohol reported greater use of alcohol than 

foster care youth whose friends did not support the use of alcohol. Participants’ 

individual attitudes about alcohol use (and its perceived costs versus benefits) were not 

related to actual alcohol use. This finding suggests that interventions aimed at peer 

groups might be even more influential than interventions that seek to change the attitudes 

of individuals. 

Comparisons With Previous Literature 

As stated previously in the review of the literature, after an exhaustive search at 

several stages during this research, no studies were found that specifically employed the 

biopsychosocial model of adolescent risk-taking behaviors (Igra & Irwin, 1996). 

However, a number of studies considered specific constructs of the theory, including the 

influence of self-esteem, perceptions of the costs/benefits of behaviors, peer influence, 

and peer values. These studies indicated consistency on risk-taking behaviors and the 

effect of these behaviors on self-esteem (Goldenberg & Pyszczynski, 2002; Gullette & 

Lyons, 2006; Hirschberger et al., 2002). Nevertheless, studies on the health-risk 

behaviors of AOTs are scant (Reininger et al., 2005), as well as the influence of peers in 

their risk-taking behaviors (Juvonen et al., 2007; Lewis & Lewis, 1984). 

Based on the YRBSS that is conducted every 2 years, its data are representative of 

9th- through 12th-grade students throughout public schools in Florida (CDC, 2007e, 

2009). Of these non-AOT Florida students surveyed, when asked about their current 
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alcohol use, 42.3% admitted to having had at least one drink of alcohol on at least 1 day 

during the past 30 days. Of the AOTs surveyed in the present study, 32.2% reported 

drinking 3 or more days in the last week. 

The literature was searched again at the conclusion of the study, with no new 

research discovered. Thus, the current study, using a representative sample, may be the 

first to report on the risk-taking behavior of alcohol use among young adults who have 

aged out of foster care. Moreover, the study may be the first to consider various 

constructs from the biopsychosocial model of adolescent risk-taking behaviors (Igra & 

Irwin, 1996).  

Significance of the Study 

 The findings of this study have both theoretical and practical significance. These 

are discussed below. Four categories are considered: education, practice, research, and 

public policy. 

Education 

The findings of this study suggest that nursing education related to alcohol use by 

foster care youth should include ample attention to issues related to peer attachment, peer 

attitudes, and self-esteem. These psychological variables are not typically at the center of 

nursing education. However, for nurses interested in preventing problem behaviors in 

youth, an introduction to behavioral science, including attachment and attitudes, would be 

very useful. Such an introduction might be incorporated into classes on public health, 

adolescent health, and psychology. School health nurses and social workers may 

especially benefit from this knowledge and integrate activities to increase foster care 

youth’s, and especially AOTs’ self-esteem and awareness related to peer attachment and 
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peer attitudes.  

Educational programs may be offered as inservice courses and mini-courses to 

practicing nurses and other healthcare workers specializing in pediatrics. Venues would 

include sites such as hospitals and ambulatory healthcare clinics. Elementary and middle 

schools could be optional mediums for the delivery of educational programs about AOTs 

and their high risk behaviors towards alcohol. 

In addition, educational programs about alcohol use and abuse for young adults 

can be designed for foster care agencies that oversee licensed foster care homes. 

Targeting foster care parents with educational inservice resources may assist as 

prophylactic measures for these at-risk young adults. Community venues at which foster 

care children gather for forums and other activities, such as churches, synagogues, 

community centers and after-school YMCA programs, may serve as catalyst sites for 

nurses. Nurses would have the opportunity to meet with the gathered youth and initiate 

discussion about alcohol use and abuse. Education would include peer pressure, peer 

influence, and factors that affect self-esteem. Some of the young adults, who may be 

nearing aging out, can be identified as high-risk for alcohol use and can then be referred 

by nurses to community agencies for counseling and treatment.  

 The current findings also are relevant to the development of educational programs 

for youth. Although programs designed to change individual attitudes are sometimes 

effective (Otis & Loeffler, 2006), the results of this study suggest that, at least for the 

problem of alcohol use by foster youth, group-based interventions might be more 

effective. The variable of peer attitudes was the only significant predictor of alcohol use 

in the final regression, suggesting that interventions targeted at changing the culture of an 
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entire peer group might be especially effective.  

Practice 

As the population of AOTs grows (Brannen, 2002; Casey Family Programs, 2009; 

Foster Care, 2007), the current healthcare system will be ill-prepared for the multitude of 

problems that are unique to this group of young adults (Scannapieco et al., 2007). 

Although overall alcohol use among this sample was relatively low, the negative effects 

for those who do abuse alcohol are likely to be very severe. Thus, it is important to screen 

patients for alcohol use. Direct physical consequences of binge drinking are well 

documented. Acute alcohol intoxication can lead to death, and long-term consequences of 

chronic alcohol abuse include cirrhosis of the liver, pancreatitis, certain cancers, and 

literal shrinkage of the brain (Rosenbloom & Pfefferbaum, 2008). 

The findings of the current study suggest that nurses should ask patients not only 

about their own use of alcohol but also about the use of alcohol by their peer group (for 

example, through a questionnaire such as the Peer Attitude Toward Alcohol Use 

instrument). Even one or two screening questions on this topic could alert the practitioner 

to a young person who, although not currently drinking, might be at risk for future 

drinking. Especially in a healthcare practice in which long-term relationships with 

patients are possible, for the nurse to know information about the social context of 

patients can be very helpful. Such information can enable nurses to provide optimal care 

and help prevent risky behaviors such as alcohol use that may well result from peer 

pressure and influence of peer values. 

Further, intervention programs might best be designed to work within groups of 

teens and young adults rather than with individuals in programs targeting very young 
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foster care children (prior to aging out). Such programs could educate young children and 

serve as preventive care (Jaudes, Kilaver, George, Masterson, & Catania, 2004). 

Inclusion of school-based social workers and guidance counselors in open discussion 

about risks and benefits of alcohol would be paramount to the success of such 

interventions. 

Research 

 The findings of this study offered general support for the biopsychosocial model 

of adolescent risk-taking (Igra & Irwin, 1996). Peer group characteristics were found to 

be very important in predicting risk behavior (alcohol use) among aged-out foster care 

youth. In contrast to this model, however, individual perceptions of risk were less 

important. Future work that includes the full complement of variables from the 

biopsychosocial model may yield additional insights for future researchers. Additional 

testing of this model with AOTs in other states and other populations of adolescents may 

also be of significance for nursing. 

 Research with AOTs with a qualitative focus would be beneficial for a broader, 

more in-depth understanding about alcohol use, risk behaviors, and peer pressure in this 

population. Qualitative studies utilizing a focus group methodology could be especially 

salient, since the present findings highlighted peer attachment and attitudes. Qualitative 

studies using one-to-one interviews may also reveal other factors that influence AOTs’ 

use and abuse of alcohol. 

The findings of this study are additionally significant because this is the first time, 

to the author's knowledge and after much searching of the literature, that the 

biopsychosocial model has been applied to aged-out foster care youth to predict their 
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alcohol use. Although this population experiences special risks because of their foster 

care experiences and likely trauma within their families of origin, the overall processes 

predicting risky behaviors seem to operate in this population similar to other populations. 

Public Policy 

 As a relatively neglected population, AOTs have few advocates (Begley et al., 

2000; Courtney et al., 2001 Nicoletti & Tonelli, 2007). Nurses belonging to local, state, 

and national advocacy groups can unite for AOTS, bringing much needed attention for 

funding nursing research with this group. Assistance can be focused towards initiating 

programs that AOTs can attend, toward shifting their viewpoints from engaging in high-

risk behaviors to sharing their experiences at seminars and conferences. Such conferences 

can draw attention to the prevention of alcohol abuse and treatment facilities available to 

them. The need is great also for local, state, and federal-level hearings and lobbying for 

AOTs in an effort to increase national awareness, increase funds allocation, and institute 

intervention programs at all levels. 

 Also of importance to raising nursing and public awareness of AOTs’ plight 

would be a call for papers and poster presentations on the aging-out practices of foster 

care and AOTs’ high-risk behaviors. Nurses should be invited to present such topics to 

related healthcare organizations, such as the National Association of Social Workers, 

American Public Health Association, and, for Florida, the Florida Health Care 

Association, located in Washington, DC. Many national and state school-related 

counseling organizations may also benefit from this research, such as the National 

Parent-Teacher Association, the Florida School Counselor Association, and the Florida 

Association of School Psychologists. These organizations, and others like them, take 
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active participatory roles in the future of children.  

Strengths of the Study 

This study had three major strengths. First, this was one of the first scholarly 

studies to focus specifically on aged-out foster care youth and alcohol. Although much 

work has been conducted on adolescents and alcohol use and abuse, no specific studies 

have targeted the foster care population and their high-risk behaviors towards alcohol. 

Second, this population is important to study because it is a growing at-risk population 

and one that currently receives minimal preventative services.  

Finally, the ethnic composition of participants closely matches that of the foster 

youth population in Florida. Results are therefore generalizable to the Florida population 

of AOTs. Thus, this study makes an important contribution to the literature on 

adolescents and to the science of nursing. 

Limitations of the Study 

 This study had five limitations. First, the sample was comprised of more than 

80% youth of color. Minority youth are at special risk for alcohol abuse and other 

detrimental behaviors because of racism and poverty, yet studies of behavioral predictors 

do not always include ample numbers of underrepresented minorities. Although the 

percentage of minority participants was representative of AOTs in Florida, it was not 

representative of White AOTs. Similarly, at two of the three research sites, females 

comprised the majority of participants. This limitation indicates that findings may not 

generalize to White, male adolescents or to all AOTs. Further studies should include 

more representative samples of AOTs of both genders from various ethnic groups.  

 Second, the sample size was adequate but small. This size limited the complexity 



92 

 

of the models that could be tested. Third, the sample was comprised of foster care youth 

from a particular locality. Thus, generalizability to the foster care population across the 

United States cannot be assumed. For example, there may be geographic regions and 

subcultures in which individual attitudes of AOTs are more important than was found in 

the current study. 

 Fourth, some participants reported that they found sections of the questionnaire 

confusing. They might not have answered all the questions in the ways expected by the 

researcher. To minimize such a limitation, future studies could include individual 

interviews that might provide a more accurate picture of the alcohol use of AOTs. 

 Finally, this study was correlational in nature. Thus, results indicating causality 

cannot be assumed. For example, low self-esteem may cause participants to believe that 

alcohol use is more beneficial than risky. On the other hand, possible belief in the 

benefits of alcohol use, and perhaps subsequent actual use, might lead to lower self-

esteem. Or a third unmeasured variable, such as a trauma history, might cause both self-

esteem and beliefs about the benefits of alcohol. Similarly for the analyses conducted on 

the other variables, several different causal pathways are plausible. Future longitudinal or 

experimental research could help pinpoint more precise answers to such relationships and 

causality. 

Recommendations for Future Study 

 As mentioned above, several directions for future study are suggested by the 

findings, strengths, and limitations of the current study. This preliminary work with a 

new population should be followed by a longer study, ideally longitudinal, that includes 

additional variables from the biopsychosocial model of risk-taking behavior (Igra & 
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Irwin, 1996). Such a study should include a larger number of heterogeneous participants 

(200-300) from a wider geographical domain. This type of study would allow for a more 

complex and complete assessment of the role of individual and peer factors in predicting 

alcohol use. 

 Even without this larger study, however, the findings from the present study are 

strong enough to suggest that certain interventions might be effective. Thus, research is 

recommended that tests the effects of particular intervention programs. Ideally, these 

studies would be randomized experiments so that strong causal conclusions could be 

possible. One such study might focus on self-esteem building. Another might focus on 

developing health-promoting attitudes and practices concerning alcohol of an entire peer 

group. Finally, a study might examine the effectiveness of changing individual attitudes 

about alcohol use. The results of the present study suggest that stronger effects might be 

found for interventions that change peer attitudes and beliefs (the culture of an entire 

group) rather than for interventions that change individual attitudes, although, of course, 

the two factors do not operate in a vacuum. 

 Additional studies might be conducted of a qualitative nature, in conjunction with 

surveys such as those used in the present research. In-depth interviews with AOTs could 

provide additional insights in terms of their perceptions of self-esteem, the costs/benefits 

of alcohol use, and perceived influences of peers. Findings from such studies could be 

used to create interventions that could focus on particular needs for specific groups of 

AOTs. 

Conclusions 

This study found moderately strong support for the biopsychosocial theory of 
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adolescent risk-taking behaviors. Among a sample of primarily underrepresented 

minority aged-out foster care youth, low self-esteem and lower levels of peer attachment 

predicted peer group support of alcohol use. Peer support of alcohol use, but not 

individual perceptions of the riskiness of alcohol use, predicted higher levels of alcohol 

use. Thus, it may be concluded that AOTs are at high risk of alcohol use as a result of 

several factors. 

Future research can help elucidate the direction of causality of these relationships 

and lead to the development of effective intervention programs for this important but 

understudied and underserved group of young adults. Because no prior studies of this 

kind have been conducted on AOTs, this research is unique in the literature on 

adolescents and especially the AOT population. It is hoped the study results will 

contribute to the current body of nursing knowledge and nursing science and will prompt 

additional research in the treatment of aged-out foster-care teens.  
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date. It is best if the end date you choose is one year after the start date.  
Please Provide the Information Requested Below 

 
A. Project activity STATUS is: (Check one of the following three as appropriate.) 
 
X_ NEW PROJECT 
___ PERIODIC REVIEW ON CONTINUING PROJECT 
___ PROCEDURAL REVISION TO PREVIOUSLY APPROVED PROJECT 
(Please indicate in the PROTOCOL section the way in which the project has been revised. 
 
B. This project involves the use of an INVESTIGATIONAL NEW DRUG (IND) OR 

AN APPROVED DRUG FOR AN UNAPPROVED USE in or on human 
participants. 

___ YES    X_ NO 
Drug name, IND number and company:  
 
C. This project involves the use of an INVESTIGATIONAL MEDICAL DEVICE 

(IMD) or an APPROVED MEDICAL DEVICE FOR AN UNAPPROVED USE. 
___ YES   X_NO 
 
D. This project involves the use of RADIATION or RADIOISOTOPES in or on human 

participants. 
___ YES   X_ NO 
 
E. This project involves the use of Barry University students as participants. (If any 

students are minors, please indicate this as well.) 
___ YES Barry Students will be participants (Will minors be included?  __YES _NO) 
X_ NO Barry Students will participate 
 
F. HUMAN PARTICIPANTS from the following population(s) would be involved in this 
study: 
 
___ Minors (under age 18) ___ Fetuses 
___ Abortuses  ___ Pregnant Women 
___ Prisoners  ___ Mentally Retarded 
___ Mentally Disabled 
___ Other institutionalized persons (specify) 
X _   Other (specify) Young adults that have aged-out foster care (between the ages of 18 

and 21 years)_______ 
 
G. Total Number of Participants to be Studied: approximately 74 aged-out foster care 
young adults 
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Description of Project 
 
1. Abstract (200 words or less) 

Risk-taking behaviors become established during adolescence and carry the threat 
of establishing poor habits into adulthood. There is evidence that young adults that have 
grown up in foster care engage in more risk-taking behaviors such as risky sexual 
behaviors, unprotected sex, and substance abuse (Begley et al., 2000; Courtney et al., 
2001; Nicoletti & Tonelli, 2007). The purposes of this study are to determine the 
incidence of alcohol use among young adults in South Florida and to measure variables 
such as self-perceptions (self-esteem), risk perceptions (costs/benefits), 
social/environmental perceptions (peer influence), peer group characteristics (peer 
values), and risk-taking behaviors that would predict alcohol use among these young 
adults living in South Florida. Hypotheses will be tested using descriptive statistics, 
Pearson r and Multiple Regression. This cross-sectional, correlational study will collect 
data from young adults who have aged out of foster care. Participation limited to 
individuals between18 and 21 years. In addition to a demographic survey, the theoretical 
constructs will be operationalized by means of five previously used research instruments. 
These instruments will provide data that will be used to describe the sample and test the 
research hypotheses, therefore, qualifying study as exempt under Category 2. 
 

2. Recruitment Procedures 

Describe the selection of participants and methods of recruitment, including 
recruitment letter if applicable. (NOTE: If the investigator has access to participants 
by virtue of his or her position within the study setting, please provide a brief 
description of such access.) 

 
Participation will be limited to individuals between the ages of 18 and 21 years, residing 
in the state of Florida and literate in English. They must have aged out of the foster care 
system within the last three years and have been placed in a foster care facility for a 
minimum of one year prior to aging out. Participants may be living on their own or in a 
group home facility and will be recruited from three foster care agencies located in 
Southeast Florida. Two of the agencies are located in Miami-Dade County and one is 
located in Broward County. These facilities were chosen because they are well-
established foster care agencies, which serve young adults that have aged out of the foster 
care system (AOTs) throughout the county. This researcher is involved with volunteerism 
in various community agencies that house, counsel, and assist men, women and children. 
Access will be obtained through professional contacts established through this volunteer 
activity. The initial contacts will be through the umbrella organizations or directors of 
each agency, who will place the researcher in contact with each agency.  
 
3. Methods 

Describe procedures to which humans will be subjected. Include a description of 
deceptive techniques, if used, and debriefing procedures to be used on completion of 
the study. Use additional pages, if necessary. 
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Following approval from Barry University’s IRB and permission from the directors of 
each agency, an appointment will be made for the researcher to visit the Miami-Dade 
County facilities on an agreed-upon day(s) for two successive weeks for approximately 
six hours per visit. For recruitment of AOTs in the Broward facility, this researcher will 
schedule the data collection visit on a day when AOTs gather to receive educational 
inservices from the community agency. The three agencies have been chosen for the aged 
out foster care population they serve; young adults between 18 and 21 years. The 
researcher will be dressed in a 2-piece suit (skirt and jacket) on the days of data 
collection; a lab coat will not be worn over the suit. 
Each facility has agreed to arrange for a quiet space onsite for the researcher to meet the 
participants so they may complete the instruments at the facility. Those who agree to 
participate at that time will be given a packet containing the cover letter and instrument, 
as well as a pencil. Participants will complete the survey and place it in a plain white 
envelope and then deposit it into a sealed box supplied b the researcher. It is estimated 
that the completion of the survey, for a total of 118 items, should take approximately 30 
minutes. Once envelope has been deposited into the sealed box, all participants will be 
given the opportunity to select a small token gift of their choice, valued at approximately 
$5.00, which will be placed in a clear, see-through gift bag. The participants have their 
choice of hoop earrings, necklace, or $5.00 gift card to Subways Restaurant that will be 
displayed for their choosing. The researcher will empty the sealed box at the end of each 
day. The survey forms will be maintained by the researcher in a locked file, that is 
located in the researcher’s home office. Computer files will be maintained on the 
researcher’s computer hard drive, which is password protected. After five years, the 
information will be destroyed. There will be no deceptive techniques used for this study. 
The researcher may have seen participants at community events where she has 
volunteered but researcher does not have any type of close bond, friendship or 
relationship with any of the potential participant population that would make the 
participant feel obligated or coerced about participation. There will not be a debriefing 
session at the completion of the study. 
 
4. Alternative Procedures 

Describe alternatives available to participants. One alternative may be for the 
individual to withhold participation. 
 
The alternative is for the participants not to complete the survey. They are 
instructed at the beginning of the study, in the recruitment flyer, and in the cover 
letter that they may decide to skip or not to answer some of the questions and may 
withdraw at any time, and that their relationship with the agency and its services 
and programs will not be affected. 

 
5. Benefits 

Describe benefits to the individual and/or society. 
 

There are no benefits to the participant other than the first 74 participants will receive a 
token gift of approximately $5.00 in value, in appreciation for their time.  
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6. Risks 
Describe risks to the participant and precautions that will be taken to minimize 

them. Include physical, psychological, and social risks. 
 
There is no expectation of any adverse consequences to the participants in this survey 
research. There may be minimal risk to participants. Upon reading survey items, 
memories may arise causing participant feelings of anxiety or melancholy. If any 
participant experiences some psychological discomfort regarding information they are 
requested to provide, they will be instructed that they may choose to skip over items or 
that they may choose not to complete the survey. The participants will be given a 
community support services phone list should they want follow-up counseling. This list 
will be given to the participant after consent to participate, and before survey is 
administered. As participants submit their completed survey, the first 74 participants will 
receive a token gift of approximately $5.00 in value, in appreciation for their time. 
 
7. Anonymity/Confidentiality 

Describe methods to be used to ensure the confidentiality of data obtained. 
 
A request for exempt status is being made in accordance with Department of Health and 
Human Services (DHHS) Regulations, 45 Code of Federal Regulations (CFR) 46, exempt 
category 2(i), research involving survey. Responses will be recorded in such a manner that 
the human subjects cannot reasonably place the subjects at risk of criminal or civil 
liability or be damaging to the subjects’ financial standing, employability, or reputation. 
Participants will be instructed not to write their names anywhere on the survey tools. 
Anonymity of the participant will be maintained by the lack of signed consent forms and 
the collection of the survey in a group setting. All information on the surveys is 
anonymous and strictly voluntary. Only the investigator, the Dissertation Committee and 
statistician will have access to the data. Data, once entered into the software programs 
will only reveal the responses to the items on the survey. All findings and results will 
only be reported in aggregate form. By accepting the conditions stated in the cover letter 
and voluntarily completing the survey, the participant will have explicitly and implicitly 
consented to participate in this study. 
 
8. Consent 
Attach a copy of the consent form(s) to be signed by the participant and/or any statements 
to be read to the participant or informational letter to be directed to the participant.       (A 
copy of the consent form should be offered to each participant.)  If this is an 
anonymous study, attach a cover letter in place of a consent form. 
 
A cover letter has been attached with this form. 
 
9.  Certification 
I certify that the protocol and method of obtaining informed consent as approved by the 
Institutional Review Board (IRB) will be followed during the period covered by this 
research project. Any future changes will be submitted to IRB review and approval prior 
to implementation. I will prepare a summary of the project results annually, to include 
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identification of adverse effects occurring to human participants in this study.  
I have consulted with faculty/administrators of any department or program, which is to be 
the subject of research.  
 
 
________________________________ ___________________ 
Principal Investigator Date      
Reminder: Be sure to submit fifteen (15) individually collated and bound (i.e. stapled or paper 
clipped) copies of this form with your application. 

  
NOTE: Your proposal WILL NOT be reviewed until the completed packet is received 
in its entirety. 
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Appendix B 

Demographic Survey 
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 Directions: Please answer the following questions. Mark only one choice for each 
question. Thank you. 
 

1. As of your last birthday, what is your age? ________ 
 

2. What is your gender?  
 

1. ___ Male 
2. ___ Female 
 

3. What is your ethnicity? 
 

1. ___  Caucasian 
2.  ___ African American 
3. ___  Hispanic 
4. ___  Caribbean (please specify ________) 
5. ___  Other 

 
4. What is your marital status? 

 
1.  ___ Single 
2. ___  Married 
3. ___  Divorced 
4. ___  Separated 

 ___ Other, please explain. 
 

5. Are you presently enrolled and attending school? 
 

1.  ___ Yes 
2. ___  No 

 
6. What is the highest level of education you have completed? 

 
1. ___ Eighth grade 
2. ___ High school 
3. ___ Some college 
4. ___ Graduated from college 
5. ___ Graduate courses 
6. ___ Other 

 
7. If you are currently attending school, what type of school are you attending? 

 
1.  ___ High school 
2. ___  GED 
3. ___   Technical/vocational school (please specify career_________________)  
4. ___   Community college 
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5. ____ Four-year college  
6. ____ Other school (please specify_____________________) 

 
8. Are you employed? 

 
1.  ___ Yes 
2. ___  No 

 
9. How many years have you been out of the foster care system? __________ 

 
10. In how many different foster care homes have you lived? ___ 
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Appendix C 

Self-Esteem Inventory 
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Read each of the following statements; check the “like me” column if the statement 
describes how you usually feel and the “unlike me” column if it does not describe how 
you usually feel. 

 
Characteristic 

 

 
Like me 

 
Unlike me 

1.  I spend a lot of time daydreaming.   

2.  I’m pretty sure of myself.    

3.  I’ often wish I was someone else.    

4.  I’m easy to like.   

5.  My family and I have a lot of fun together.   

6.  I never worry about anything.   

7.  I find it very hard to talk in front of a group.   

8.  I wish I were younger.   

9.  There are lots of things about myself I’d change if I 
could. 

  

10.  I can make up my mind without too much trouble.   

11.  I’m a lot of fun to be with.   

12.  I get upset easily at home.   

13.  I always do the right thing.   

14.  I’m proud of my work.   

15.  Someone always has to tell me what to do.   

16.  It takes me a long time to get used to anything new. 
 

  

17.  I’m often sorry for the things I do.   
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          Characteristic Like me Unlike me 

18.  I’m popular with people my own age.   

19.  My family usually considers my feelings.   

20.  I’m never happy.   

21.  I’m doing the best work that I can.   

22.  I give in very easily.   

23.  I can usually take care of myself.   

24.  I’m pretty happy.   

25.  I would rather associate with people younger than me.   

26.  My family expects too much of me.   

27.  I like everyone I know.   

28.  I like to be called on when I’m in a group.   

29.  I understand myself.   

30.  It’s pretty tough to be me.   

31.  Things are all mixed up in my life.   

32.  People usually follow my ideas.   

33.  No one pays much attention to me at home.   

34.  I never get scolded.   

35.  I’m not doing as well at work as I’d like to.   

36.  I can make up my mind and stick to it.   

37.  I really don’t like being a man/woman.   

38.  I have a low opinion of myself.   
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          Characteristic Like me Unlike me 

39.  I don’t like to be with other people.   

40.  There are many times when I’d like to leave home.   

41.  I’m never shy.   

42.  I often feel upset.   

43.  I often feel ashamed of myself.   

44.  I’m not as nice looking as most people.   

45.  If I have something to say, I usually say it.   

46.  People pick on me very often.   

47.  My family understands me.   

48.  I always tell the truth.   

49.  My employer or supervisor makes me feel I’m not 
good enough. 
 

  

50.  I don’t care what happens to me.   

51.  I’m a failure.   

52.  I get upset easily when I’m scolded.   

53.  Most people are better liked than I am.   

54.  I usually feel as if my family is pushing me.   

55.  I always know what to say to people.   

56.  I often get discouraged.   

57.  Things usually don’t bother me.   

58.  I can’t be depended on.    

 



126 

 

The test has a built in “lie scale” to help determine if you are trying too hard to appear to 
have high self-esteem. If you answered “like me” to three or more of the following items, 
retake the test with an eye toward bring more realistic in your responses: 1, 6, 13, 20, 27, 
34, 41, and 48. 
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Appendix D 
 

Adolescent Risk Perception: Alcohol Consumption 
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Please consider the following statements about the effects of a drinking more than five 
alcoholic drinks per week and circle the number that bests indicates your perception. 
Alcoholic drinks include, but are not limited to, beer, wine, rum, vodka, whiskey, gin, 
etc). 

1.  To what extent are the potential risks associated with excessive alcohol 
consumption frightening for people your age? 

Not at all 
frightening 

 

1 

 

2 

 

3 

 

4 

 

5 

 

Very 
frightening 

 

2.  If you consumed excessive amounts of alcohol, to what extent do you believe 
that you would be personally at risk of getting hurt or getting sick? 

Very 
much risk 

 

1 

 

2 

 

3 

 

4 

 

5 

 

Not at all 
risk 

  

3.  If some other person your age consumed excessive amounts of alcohol, to what 
extent do you believe that he/she would be at risk of getting hurt or getting sick?  

Very 
much risk 

 

1 

 

2 

 

3 

 

4 

 

5 

 

Not at all 
risk 

 

4.  To what extent are the benefits or pleasures provided consuming excessive 
amounts of alcohol greater than the risks associated with it? 

Risks 
much 

greater 
than 

benefits 

 

 

1 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

Benefits 
much 

greater 
than risks 



129 

 

 

5.  If an accident or something bad happened because of consuming excessive 
amounts of alcohol, would you expect the harmful effects to be mild, or serious? 

Very mild 
harm 

 

1 

 

2 

 

3 

 

4 

 

5 

Very 
serious 
harm 

 

6.  If an accident or something bad happened because of excessive consumption of 
alcohol, to what extent would it provide important information to young people 
that similar or even worse things might happen in the future? 

Low 
information 

value 

 

1 

 

2 

 

3 

 

4 

 

5 

High 
information 

value 

 

7.  If someone your age consumed excessive amounts of alcohol, to what extent 
could he or she control the risk associated with it? 

Risks 
cannot be 
controlled 

 

1 

 

2 

 

3 

 

4 

 

5 

Risks can 
be 

completely 
controlled 

 

8.  To what extent can a person your age avoid consuming excessive amounts of 
alcohol? 

Cannot be 
avoided 

 

1 

 

2 

 

3 

 

4 

 

5 

 

Can be 
avoided 
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9.  What percentage of people your age would you say consume excessive amounts 
of alcohol regularly? 

 

0% 

 

1 

 

2 

 

3 

 

4 

 

5 

 

 

100% 
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Appendix E 

 
Inventory of Peer Attachment 
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The following items ask about your feelings about your relationships with your close 
friends. Please read each statement and circle the ONE number that tells how true the 
statement is for you now. 
 

1.  I like to get my friend’s point of view on things I’m concerned about. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

2.  My friends can tell when I’m upset about something. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

3. When we discuss things, my friends care about my point of view. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

4. Talking over my problems with friends makes me feel ashamed or foolish. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

5.  I wish I had different friends. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 
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6. My friends understand me. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

7. My friends help me to talk about my difficulties. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

8. My friends accept me as I am. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

9. I feel the need to be in touch with my friends more often. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

10.  My friends don’t understand what I’m going through these days. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 
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11.  I feel alone or apart when I am with my friends. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

12.  My friends listen to what I have to say 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

13.  I feel my friends are good friends. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

14.  My friends are fairly easy to talk to. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

15. When I am angry about something my friends try to be understanding. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 
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16. My friends help me to understand myself better. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

17. My friends care about how I am. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

18.  I feel angry with my friends. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

19. I can count on my friends when I need to get something off my chest. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

20. I trust my friends. 
Almost 
never or 

never true 

 

1 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 
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21. My friends respect my feelings. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

22. I get upset a lot more than my friends know about. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

23.  It seems as if my friends are irritated with me for no reason. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

24.  I can tell my friends about my problems and troubles. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 

 

 

25.  If my friends know something is bothering me, they ask me about it. 
Almost 
never or 

never true 

 

1 

 

 

2 

 

3 

 

4 

 

5 

Almost 
always or 

always 
true 
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Appendix F 

Peer Attitude Toward Alcohol Use  
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Answer all questions and mark each question only once by placing an “X” in the 
appropriate blank. 
  

 

Perception 

 
1 

Strongly 
Disagree 

 
2 

Disagree 

 
3 

Agree 

 4 
Strongly 
Agree 

1.  My close friends think it is “cool” to 
drink. 

    

2.  I have close friends who drink.     

3.  A good friend of mine has been drunk.     

4.  My best friend would be mad at me if I 
drank. 

    

5.  If a good friend offered me a drink of 
alcohol, and I did NOT take it, he/she 
would be upset. 

    

6.  My best friend would be mad at me if I 
got drunk. 

    

7.  If my friend had a party, he/she would 
be mad if I brought alcohol. 

    

8.  My friends drink alcohol once in a 
while. 

    

9.  Most of my friends drink alcohol.     

10.  My friends think it is “cool” to drink 
alcohol. 
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Appendix G 
 

Youth Risk Behaviors Surveillance System 
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This survey is about health behavior. It has been developed so you can tell us what you 
do that may affect your health. The information you give will be used to develop better 
health education for young people like yourself. 
 
Directions: Place an “X” in front of your choice and mark only one choice for each 
question. DO NOT write your name on any pages. The answers you give will be kept 
private. No one will know what you write. Answer the questions based on what you 
really do. 
 
The next six questions ask about your drinking alcohol. This includes drinking beer, 
wine, wine coolers, and liquor such as rum, gin, vodka, or whiskey. For these questions, 
drinking alcohol does not include drinking a few sips of wine for religious purposes. 
 

1. During your life, on how many days have you had at least one drink of alcohol? 
 

1. _____0 days 
2. _____1 or 2 days 
3. _____3 to 9 days 
4. _____10 to 19 days 
5. _____20 to 39 days 
6. _____40 to 99 days 
7. _____100 or more days 

 
 

2. How old were you when you had your first drink of alcohol other than a few sips? 
 

1. _____I have never had a drink of alcohol other than a few sips 
2. _____8 years old or younger 
3. _____9 or 10 years old 
4. _____11 or 12 years old 
5. _____13 or 14 years old 
6. _____15 or 16 years old 
7. _____17 years old or older 

 
 

3. During the past 7 days, on how many days did you have at least one drink of 
alcohol? 

 
1. _____0 days 
2. _____1 or 2 days 
3. _____3 to 5 days 
4. _____6 to 9 days 
5. _____10 to 19 days 
6. _____20 to 29 days 
7. _____All 30 days 
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4. During the past 7 days, on how many days did you have 5 or more drinks of 
alcohol in a row, that is, within a couple of hours? 

 
1. _____0 days 
2. _____1 day 
3. _____2 days 
4. _____3 to 5 days 
5. _____6 to 9 days 
6. _____10 to 19 days 
7. _____20 or more days 

 
 

5. During the past 7 days, how did you usually get the alcohol you drank? 
 

1. _____I did not drink alcohol during the past 30 days 
2. _____I bought it in a store such as a liquor store, convenience store, supermarket,   
3.           discount store, or gas station 
4. _____I bought it at a restaurant, bar, or club 
5. _____I bought it at a public event such as a concert or sporting event 
6. _____I gave someone else money to buy it for me 
7. _____Someone gave it to me 
8. _____I took it from a store or family member 
9. _____I got it some other way 

 
 

6. During the past 7 days, on how many days did you have at least one drink of 
alcohol on school or work property? 

 
1. _____0 days 
2. _____1 or 2 days 
3. _____3 to 5 days 
4. _____6 to 9 days 
5. _____10 to 19 days 
6. _____20 to 29 days 
7. _____All 30 days 

 
 

THANK YOU FOR YOUR PARTICIPATION. 
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Appendix H 
 

Agency Letters of Support for Recruitment
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Appendix I 

Recruitment Flyer 
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Appendix J 

Recruitment Cover Letter 
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Appendix K 

Community Support Services Phone List 
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AL-ANON / ALATEEN 
888-425-2666 

No Fee 
 

Adolescent Programs 
800-788-2800 

No Fee 
 

BROWARD COUNTY 

First Call for Help (2 – 1 – 1 BROWARD Hotline)  
Dial 211 or (954) 537-0211 
24-hour hotline 
No Fee 
 
Florida Assertive Community Treatment (F.A.C.T.) 
Henderson Mental Health Center 
(954) 463-0911 
Welcome individuals with substance abuse 
No Fee 
 
 
MIAMI-DADE COUNTY 
 
Teen Talk Hotline (to speak with a counselor) 
(305) 377- TALK (8255) 
24-hour hotline 
No Fee 
 
The Children’s Trust (MIAMI Hotline) 
Dial 211 or (305) 358- HELP (4357) 
24-hour hotline 
No Fee 
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Appendix L 
 

Letters of Permission to Use Instruments  
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Self-Esteem Inventory 

From: muriel ryden > 
Subject: Re: Self Esteem Inventory 
To: Elizabeth Levine  

Elizabeth,  
You are welcome to use the Adult Version of the Coopersmith Self-Esteem Inventory with the 
proviso that you credit my revision of the original tool and that you share your findings related 
to the use of the instrument with me. 

My address is   

Dr. Coopersmith may well be deceased.  

Best wishes for success in your research. Perseverance is essential! 

Peace, 

Muriel B. Ryden, RN, PHD, FAAN 

Professor Emerita 

University of Minnesota 
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Adolescent Risk Perception: Alcohol Consumption 
 

From: Paul Slovic  
Date: Tue, May 26, 2009 at 2:33 PM 
Subject: Re: Request for Alcohol Questionnaire 
To: Elizabeth Levine  

Dear Ms. Levine,  
I'm sorry but I don't have the questionnaire from the paper published in 2000.But the questions 
are listed in the paper and you may certainly adapt and use them in any way you wish. 

Attached below is another survey from a paper by Benthin et al 1995, J adolescent 
Health,17,143-152 that you are also welcome to use if you wish. 

Good luck with your research. 

Sincerely, 

Paul Slovic 

 
Paul Slovic 
Decision Research 
1201 Oak St.suite 200 
Eugene,Oregon 97401 USA 

 
www.decisionresearch.org 
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Peer Attitude Toward Alcohol Use  
 

From: Glen Strecker  
Date: Mon, Jun 1, 2009 at 10:15 AM 
Subject: Re: Requesting permission to use the Alcohol Attitude Questionnaire 
To: Elizabeth Levine > 

I no longer have any copies of this work. I do believe it is on microfiche through ERIC, and if not 
available locally, you may be able to get some work from the Fort Hays University Library. You 
have my permission to use anything related to or included in my thesis. 

 The link to contact them would be www.fhsu.edu, and Forsyth Library is the name. 

Good Luck 
 
 

 

CONFIDENTIALITY NOTICE: This message is from the Olathe District Schools. The message and 
any attachments may be confidential or privileged and are intended only for the individual or 
entity identified above as the addressee. If you are not the addressee, or if this message has 
been addressed to you in error, you are not authorized to read, copy or distribute this message 
or any attachments. We ask that you please delete this message and any attachments and notify 
the sender by return email or by phone (913) 780-7000. 





158 

 

Elizabeth Burgess Dowdell, Ph.D., RN 
Associate Professor 
Villanova University  
College of Nursing 

Email:  
 

 

December 21, 2008 

 
Elizabeth Levine, MSN, RN 
Doctoral Student 
 
 
Dear Ms. Levine, 

This letter is to provide permission for you to adapt the version of the YRBSS 

survey that I sent to you in December 2008. You will note that this version of the YRBSS 

survey has been adapted from the original CDC YRBSS tool. Specifically my version 

does not contain all of the questions that the CDC’s version does. However, the validity 

and reliability is consistent with the CDC statistics. 

Feel free to contact me with any questions. Good luck with your data collection 

and the completion of your doctoral program. 

 

Sincerely, 

Elizabeth B. Dowdell 
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Appendix M 

Research Study Grid 
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Research Question 

 

 
Hypothesis 

 
Instrument(s) 

 
Statistical 

Test 
 

 
Result 

1 What is the incidence 
of alcohol 
consumption among 
AOTs in South 
Florida? 

There will be high 
consumption of 
alcohol use among 
AOTs in South 
Florida.  

Youth Risk 
Behavior 
Surveillance 
Survey 
(YRBSS)  

 

Descriptive 
(mean, 
frequency,  
percentages) 

Hypothesis not 
supported. Average 
score was 7.76, 
indicating moderate 
alcohol 
consumption. 

2 Is there a significant 
correlational 
relationship between 
the degree of self-
perception of self-
esteem and the risk 
perception of 
costs/benefits of 
alcohol consumption 
by AOTs? 

 

There will be no 
significant 
correlational 
relationship between 
the self-perception 
of self-esteem and 
the risk perception 
of costs/benefits 
regarding 
consuming alcohol 
of AOTs. 

(Coopersmith) 
Self-Esteem 
Inventory  

 

Adolescent 
Risk 
Perception: 
Alcohol 
Consumption  

 

Pearson r Null hypothesis 
rejected. Pearson 
correlation revealed 
significant 
correlation between 
predictor variable of 
perception of self-
esteem and outcome 
variable of risk 
perception regarding 
alcohol consumption 
(n = 60, r = .323 p = 
.012). 

3 Is there a significant 
unique or combined 
predictive 
relationship between 
the degree of self-
perception of self-
esteem and the 
social/environmental 
perceptions of peer 
influence on the peer 
group characteristic 
of peer values?   

 

There will be no 
significant 
contribution, 
uniquely or as a 
linear composite, 
between the 
predictor variables 
of self-esteem and 
the 
social/environmental 
perceptions of peer 
influence toward 
peer values 
regarding the 
behavior of alcohol 
use among AOTs. 

(Coopersmith) 
Self-Esteem 
Inventory  

 

Inventory of  
Parent and Peer 
Attachment - 
Peer subscale 

 

Peer Attitude 
Toward 
Alcohol Use 

 

Multiple 
Regression 

 

 

Null hypothesis 
rejected. Regression 
analysis found that  
predictor variables 
of perception of self-
esteem and peer 
influence accounted 
for 24.5% of the 
variance in outcome 
variable of 
perception of peer 
attitude toward 
alcohol use and the 
relationship was 
significant, F (2, 56) 
= 9.11, p < .001. 
Participants with 
higher scores for 
self-esteem or for 
peer influence 
scored significantly 
lower on measure of 
peer attitude toward 
alcohol use.  
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Research Question 

 

 
Hypothesis 

 
Instrument(s) 

 
Statistical 

Test 
 

 
Result 

4 Is there a significant 
unique or combined 
predictive relationship 
between the 
independent variables 
of risk perception of 
costs/benefits and 
peer values regarding 
alcohol use, on the 
risk-taking behavior 
of alcohol use of 
AOTs?   

 

There will be no 
significant 
contribution 
between the 
predictor variables 
of risk perception 
of costs/benefits 
regarding alcohol 
use and the peer 
group 
characteristic of 
peer values toward 
alcohol use and 
the risk-taking 
behavior of 
alcohol use among 
AOTs. 

 

Adolescent 
Risk 
Perception: 
Alcohol 
Consumption 

 

Peer Attitude 
Toward 
Alcohol Use 

Youth Risk 
Behavior 
Surveillance 
Survey  

Multiple 
Regression 

 

Null hypothesis 
rejected. Regression 
analysis found that 
predictor variables of 
peer attitudes toward 
alcohol use and risk 
perception of alcohol 
consumption 
accounted for 32.4% 
of the variance in 
outcome variable of 
alcohol use and the 
relationship was 
significant, F (2, 56) 
= 13.44 p < .001. 
However, peer 
attitudes toward 
alcohol use were 
significantly related 
to alcohol use. The 
direction of the effect 
was positive; 
participants who 
reported that their 
peers support 
drinking alcohol 
scored higher on 
alcohol use. 
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Appendix N 

Vita 
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February , 19      Born - New York, NY 

1988 RN, Jackson Memorial Hospital 
School of Nursing, 

 Miami, FL 
 
1988-1995 Staff Nurse, Jackson Memorial 

Hospital, 
 Miami, FL 
 
1992 BSN, Barry University, 
 Miami Shores, FL 
 
1995-1999 Staff Nurse, Part-Time, Jackson 

Memorial Hospital, 
 Miami, FL 
 
1995 MSN, Barry University, 
 Miami Shores, FL 
 
1999-2005 Clinical Resource Management 

Coordinator, Jackson Memorial 
Hospital, 

 Miami, FL 
 
2005-2007 Director, Women Services, North 

Shore Medical, 
 Miami, FL 
 
2008-2009 Chairperson, Department of Nursing, 

Miami Dade College, 
 Miami, FL 
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