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ABSTRACT 

THE RELATIONSHIP BETWEEN PARTICIPATION IN ORGANIZED CHURCH 

YOUTH ACTIVITIES AND HEAL TH RISK BEHAVIORS 

Barbara Ritzert, MS, RN 
May 2001 

The purpose ofthis study was to examine the relationship between youth 

participation in organized church youth activities and selected adolescent health risk 

behaviors. The sample used for the study included 72 youths representing eight 

Episcopal churches in the Episcopal Diocese of Dallas. The survey instrument included 

95 items: 83 questions from the 1999 Youth Risk Behavior Surveillance System 

developed by the Centers for Disease Control and Prevention, 4 demographic items, and 

8 items developed by the researcher relevant to church and youth group participation. 

Surveys were mailed to the parents of high school youth currently listed on church rosters 

to obtain permission to participate in the study. Participation was voluntary and 

anonymous, with youth completing the survey during youth group. Chi-square analysis 

was used to examine the existence of health risks in the context of high or low 

participation in organized youth group activities. Spearman rho correlation analysis was 

used to determine if there was a relationship between youth participation in organized 

church youth activities and adoption of risk behaviors. Statistical significance was 

determined at the .05 level of significance. 
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Although some slight differences were found for the high- versus low

participation respondents in regard to their health risk, none of these differences were 

statistically significant differences at the .05 levels of significance. Spearman rho 

correlation analysis indicated a positive relationship between participation in organized 

church youth activities and risk behaviors associated with personal safety, violence, 

tobacco, alcohol, drug, and sexual risks. However, these relationships were weak and 

none were statistically significant at the .05 level of significance. Suicide risks, 

unhealthy diet, and inactivity risks were found to be negatively correlated with 

participation in organized church youth activity, but again, these relationships were weak 

and none were statistically significant at the .05 level. These findings offer important 

implications regarding the future direction of church youth group programs desiring to 

make a positive impact on risk behaviors and development of group norms embracing 

healthy lifestyle choices. 
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CHAPTER I 

INTRODUCTION 

During the past decade, numerous studies have confirmed the relationship 

between self-chosen youth risk behaviors and the leading causes of morbidity and 

mortality in teenagers and adults. Results of the 1999 Youth Risk Behavior Surveillance 

Survey (YRBSS) indicate that 72% of all deaths among school age-children and young 

adults are attributable to preventable causes (Centers for Disease Control and Prevention, 

2000). Key risk behaviors associated with adolescent morbidity and mortality which 

have been implicated repeatedly in research studies include (1) tobacco use, (2) unhealthy 

dietary behaviors, (3) inadequate physical activity, (4) alcohol and drug use, (5) sexual 

behaviors that may result in sexually transmitted diseases including HIV infection and 

unintended pregnancy, and (6) behaviors that result in intentional and unintentional 

lllJurleS. 

A preponderance of the research in the last decade has addressed the importance 

of early identification of high-risk youth behaviors in conjunction with community-or 

school-based education programs (Fahs et al., 1999; Hawkins, Catalano, Kosterman, 

Abbott, & Hill, 1999; Symons, Cinelli, & James, 1997). An emerging trend in primary 

prevention is the identification of protective or "immunizing" factors against the adoption 

of these high-risk activities (Fors, Crepaz, & Hays, 1999; lessor, Turbin, & Costa, 1998; 

Resnick et al., 1997). Consensus arising from the recent literature is oriented toward a 
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protective approach through identifying common factors or interventions that interact to 

provide barriers to adoption ofrisk behaviors by adolescents. Collectively, these factors 

have centered around parental caring and connectedness, mentoring relationships with 

caring adults, school connectedness, participation in regular physical activity, community 

service, and a value for religiosity in their lives. 

Limited research is available on the role of religion or participation in organized 

church youth activities serving as a protective influence in the development of youth risk 

behaviors. Among high school students, Resnick et al., (1997) identified a slight 

association between the importance students placed on religion and prayer and their rate 

of cigarette, marijuana, and alcohol use, as well as age of sexual debut. Those students 

who indicated a high level of importance for religiosity reported lower rates of substance 

use and age of first sexual activity. 

Research studies appear to support the perception that organized church youth 

programs foster an environment supporting these protective factors. Typically, 

participation in church youth groups involve students in various activities which nurture 

the development of a sense of community; physical, emotional, and spiritual growth; 

positive family and adult caring relationships; and the responsibility for life long 

commitment to community service. Thus, participation in church youth programs 

embracing these protective factors may contribute to the collection of factors influencing 

self-chosen risk behaviors among youths. 
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Purpose of the Study 

The purpose of this study is to examine the relationship between participation in 

organized church youth activities and selected adolescent health risk behaviors. 

Hypothesis 

The following null hypotheses were tested in this study: 

1. There is no relationship between participation in organized church youth

activities and personal safety risk behaviors.

2. There is no relationship between participation in organized church youth

activities and violence-related behaviors.

3. There is no relationship between participation in organized church youth

activities and suicide risk behaviors.

4. There is no relationship between participation in organized church youth

activities and use of tobacco.

5. There is no relationship between participation in organized church youth

activities and alcohol use.

6. There is no relationship between participation in organized church youth

activities and illicit drug use.

7. There is no relationship between participation in organized church youth

activities and sexual risk behavior.

8. There is no relationship between participation in organized church youth

activities and weight reduction risk behaviors.
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9. There is no relationship between participation in organized church youth

activities and unhealthy dietary behaviors.

10. There is no relationship between participation in organized church youth

activities and lack of physical activity.

Definition of Terms 

For the purpose of this study, the terms listed below are defined as follows: 

1. Organized church youth activities - Activities sponsored by a church

congregation, specifically planned for youth, to foster personal and

spiritual growth.

2. Health risk behavior - Behavior patterns that increase the risk of injury,

illness, or disease.

3. High school youth - Individuals attending high school, who are 14 to 18

years of age.

4. Personal safety risk behaviors - Behaviors associated with seat belt use,

motorcycle helmet use, bicycle helmet use, riding with a driver who has

been drinking alcohol, and driving after drinking alcohol.

5. Violence-related behaviors - Behaviors associated with carrying a

weapon, engaging in a physical fight, or being threatened or injured with a

weapon.

6. Sexual risk behaviors - Sexual behaviors that contribute to unintended

pregnancy and/or sexually transmitted diseases, including HIV infection.
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Assumptions 

For this study, the following assumption have been made: 

1. The subjects will understand and answer the items in the survey

questionnaire.

2. The subjects will answer the questions on the study survey honestly and to

the best of their ability.

Limitations and Delimitations 

The following limitations and delimitations have been identified for this study: 

1. Generalizabilty may be limited due to the use of a convenience sample.

2. The study population was limited to youth volunteers who were

participants in high school church youth groups or Sunday school

activities in the Episcopal Diocese of Dallas.

3. The study population was limited to students who obtained parental

written consent for participation.

Background and Significance 

Among the significant threats to adolescents' health are the risk behaviors they 

themselves choose (Kann et al., 1998; Klein, 1997). Specifically, data gathered from the 

1999 Youth Risk Behavior Survey indicated that 16.4% of high school students reported 

rarely or never wearing seat belts; 33.1 % had ridden in a vehicle with a driver who had 

been drinking alcohol; 17.3% had carried a weapon; 50% drank alcohol on a regular 

basis; 19.3% had considered attempting suicide during the past 12 months; 26.7% were 

current marijuana users; and 36.3% of the students were currently sexually active, with 
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42% reporting that either they or their partner had not used a condom during last sexual 

intercourse. Among students who were currently sexually active, 24.8% had used 

alcohol or drugs at last sexual intercourse. Early onset of risk behaviors has also been 

associated with clustering or cumulative patterns of adopting risk behaviors in late 

adolescence (Du.Rant, Smith, Kreiter, & Krawchuk, 1999; Saner & Ellickson, 1996). 

Ongoing research continues to link the leading the leading causes of adult 

morbidity and mortality (cardiovascular disease and cancer) to risk behaviors initiated 

during the adolescent years (Wiley, James, Furney, & Jordan, 1997). According to a 

1997 self-report study by Kann et al ( 1998), 36.4% high school students reported 

smoking cigarettes during the past 30 days, 50.8% said they drink alcohol on a regular 

basis, 72.6% had not participated in vigorous physical activity on a regular basis, 62.3% 

had recently consumed high-fat foods, and less than 30% of the students reported that 

they had eaten the recommended five servings of fruits and vegetables during the 

preceding day. The Centers for Disease Control and Prevention (2000) report that 16.2% 

of all students had engaged in sexual intercourse during their lifetime with four or more 

sex partners. 

These behaviors are often established during early adolescence, continue into high 

school, and become firmly entrenched lifestyle habits by the young adult years, 

contributing to compounding factors for developing cardiovascular disease and cancer in 

later adulthood (Brener & Collins, 1998; Dietz, 1998; Sarigiani, Ryan, & Petersen, 1999). 

In addition to directly impacting future health status, adolescent risk behaviors such as 

hard drug consumption and violent behavior have been associated with lower 
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productivity and decreased earning potential as adults (Brook, Balka, & Whiteman, 

1999). Burgess and Propper (1998) found this to be true regardless of variability in the 

individual's background. 

Protective factors may serve as potential buffers for individuals against the 

predisposition to engage in high-risk activities. The National Longitudinal Study on 

Adolescent Health (Add Health) identified both at-risk and protective factors in the 

context of family, school, and individual characteristics as they relate to adolescent 

emotional health, violence, substance use, and sexuality. Resnick et al., (1997) focused 

on several factors associated with a decrease in certain areas of adolescent risk. 

Adolescents who were well connected at school engaged in less risky activities than those 

less connected with school. Significant familial factors associated with decreased risk

taking behavior, regardless of social and demographic factors, were parental expectations 

for scholastic achievement and the presence of connected, caring parents in the life of the 

adolescent. Parent-family connectedness and perceived school connectedness were 

identified as significant protective factors across all risk categories for adolescents, 

including emotional health, violence, substance abuse, and sexual activity. These 

findings were also supported by Fors, Crepaz, and Hays ( 1999), reinforcing the 

conclusion that family, school, and an individual sense of future influence health risk 

decision-making in youths. 

Although trend analysis of certain risk taking behaviors have decreased slightly 

during the past decade, the percentage of high school students nationwide that practice at

risk behaviors continues to place this population at significant risk for serious health 
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problems (Center for Disease Control and Prevention, 2000). Further examination of 

avenues to reduce these risks, especially insulation from onset of risk, will benefit the 

youth population. 
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CHAPTER II 

REVIEW OF LITERATURE 

A majority (72%) of all deaths among school-age youth and young adults can be 

attributed to four causes: motor vehicle crashes, homicide, unintentional injuries, and 

suicide. Sixty-five percent of adult deaths over the age of 25 arise from heart disease, 

cancer, and stroke (Centers for Disease Control and Prevention, 2000). The common 

theme in the above causes of death for both youth and adults is the presence of 

preventable risk factors that significantly impact morbidity and mortality for both age 

groups. In addition to improving the overall quality of life, the essential benefit of 

identifying factors that protect or prevent adoption of risk factors lies in reduction of risk 

behaviors at an early age before they become lifelong habits. 

Six categories of risk behaviors identified by the Youth Risk Behavior Survey 

account for and contribute to leading causes of morbidity and mortality; (1) behaviors 

that contribute to unintentional and intentional injuries; (2) tobacco use; (3) alcohol and 

other drug use; ( 4) social behaviors leading to unintended pregnancy and sexually 

transmitted disease including HIV infection; (5) unhealthy dietary behaviors; and (6) 

physical inactivity (Centers for Disease Control, 2000; Grunbaum et al., 2000; Valois, 

Thatcher, Drane, & Reininger, 1997). These behaviors are often established during the 

elementary and middle school years, extend into and proliferate during high school years, 

and become firmly entrenched lifelong habits by the young adult years (Pittman & 

Hayman, 1997; Symons, Cinelli, James, & Graff, 1997; Resnick et al., 1997). Through 
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early risk assessment and prevention strategies, lifelong habits requiring difficult 

behavior changes can be minimized prior to development of comorbid risk factors. Early 

prevention or identification of protective factors also provides the opportunity to improve 

the overall health of adolescents and parents (Resnick, 1997; Warren et al., 1997, Bailey, 

Flewing, & Rosenbaum, 1997; Brener & Colins, 1998). 

Healthy People 2010 provides a roadmap for the nations' health prevention 

agenda for the next decade. As a health prevention tool, Healthy People 2010 provides a 

focus for the nation's private and public sectors in their efforts to prevent threats to our 

health, as well as optimizing the health status of all Americans. This set of national 

objectives provides a framework for constructing an agenda for community health 

priorities and a measurable system to monitor progress (Hoeger & Hoeger, 2000; U.S. 

Department of Health & Human Services, 2000). Healthy People 2010 addresses two 

broad goals: (1) increase quality and years of healthy life and (2) eliminate health 

disparities. Several of the objectives supporting these goals are specifically directed 

toward health risk factors prevalent in adolescence: ( 1) increasing vigorous physical 

activity, (2) reducing the proportion of adolescents who are overweight, (3) reducing 

cigarette smoking by adolescents, (4) increasing the proportion of adolescents not using 

alcohol or any illicit drugs, and (5) increasing the proportion of adolescents who abstain 

from sexual intercourse or use condoms if currently sexually active. 

Results of the 1999 Youth Risk Behavior Survey indicate a majority of risk 

behaviors are chosen behaviors and are frequently established by ages 10-13. According 

to these survey findings, risk behaviors initiated during early teen years include sexual 
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activity on a current basis, sexual activity with four or more partners during their lifetime, 

sexual activity without the use of condoms or birth control, drug and alcohol use, tobacco 

use, weapons carrying at school, exposure to violence, depression and attempted suicide, 

eating disorders, unsafe methods of weight gain or loss, hypertension, 

hypercholesterolemia, and high body mass index (Centers for Disease Control and 

Prevention, 2000; Price & Casler, 1997; Pittman & Hayman, 1997; Warren et al., 1997). 

Not only are our nation's youth at risk for exposure to injury and death from violence, 

their risk behaviors place them at higher risk for chronic disease and illness at an earlier 

age, thus increasing the likelihood of cumulative problems associated with chronic 

disease. 

Patterns of unsafe sexual activity, use of alcohol and drugs at last sexual 

intercourse, and a history of previous pregnancy place adolescents at risk for sexually 

transmitted diseases, HIV infection, and unintended pregnancy. Early initiation of sexual 

activity is also associated with chronic pelvic inflammatory disease, infertility disorders, 

ectopic pregnancy, human papilloma virus, and cervical cancer (Falls, 1999; Rosenthal, 

Biro, Succop, Bernstein, & Stanberry, 1997). Should adolescents become pregnant, they 

are less likely to complete school, and are more likely to demonstrate lower academic 

achievement and continue to participate in at-risk sexual behaviors (Centers for Disease 

Control and Prevention, 2000; American Medical Association, 2000; Resnick, 1997). 

Teen pregnancy in the United States is higher than all other developed countries 

resulting in substantial social, economic, and medical challenges for Americans in this 

age group (Moore, 2000; Centers for Disease Control, 2000; Burns, 1999). Of the 1 
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million teenagers that become pregnant each year, 95% are unintended, and close to 30% 

end in abortions. Teen pregnancies also carry an increased risk of maternal morbidity 

because of underdeveloped pelvic structures and poor nutritional habits. Neonatal 

morbidity and mortality escalate in this age group secondary to increased risk of pre-term 

delivery, maternal use of illegal drugs, alcohol abuse, poor nutrition, and lack of prenatal 

care. Adolescent mothers are also at risk for medical, social, and economic devastation 

secondary to dropping out of high school or delayed completion of high school, resulting 

in reduced earning potential and subsequent lack of access to health care (Creasy & 

Resnick, 1998). 

Bums (1999) studied factors that influence teen mothers' participation in 

unprotected sex and identified six consistent themes. Common reasons cited for 

engaging in unprotected intercourse were ( 1) a sense of fate or external locus of control, 

(2) lack of a plan for sexual activity, (3) doubting the chances of getting pregnant, ( 4)

desiring pregnancy to insure a continued relationship with the father, (5) fearing harm 

from side effects of contraceptive techniques, and (6) fearing loss of the relationship if 

they insisted on contraception or declined participation in sexual relations. Most of the 

participants placed the value of the relationship above any long-term consequences of 

unprotected sex. 

Co-morbidity associated with the use of drugs and alcohol and adolescent sexual 

activity has been described abundantly in the literature. Cooper and Orcutt (1997) 

substantiated that alcohol actually promotes sexual contact in addition to the well-known 

effects on inhibition of behavior, thus reinforcing the influence of substance use as a risk 
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factor for sexual risk taking in adolescence. One must also consider the impact of age of 

initiation of sexual activity. Age of onset of sexual risk behaviors is also heavily 

influenced by drug use. Shrier, Emans, Woods, and DuRant (1997) concluded that 

increased drug use and severity of use was related to more years of sexual intercourse, 

increased number of lifetime sexual partners, and increased likelihood of recent condom 

non-use. 

Age of initiation and social norms also appears to be a pivotal factor in adolescent 

alcohol and marijuana use. Low parental monitoring and association with peers who use 

alcohol and marijuana have been implicated by numerous past studies. Kosterman, 

Hawkins, Guo, Catalano, and Abbott (2000) delineate specific aspects of initiation factors 

in adolescent substance abuse that have practical application for primary prevention 

strategies. The risk of initiation spans the entire range of the adolescent years, with 

particular influence from peer norms and exposure to others who engage in alcohol and 

marijuana use. Proactive parents play a vital role in establishing standards and 

influencing household norms. Parental modeling and communication of standards 

appears to be a consistent influence, regardless of the potential "distance" that may be 

perceived as a result of direct parent-to-teen communication of clear standards. In 

addition to focusing on the individual teen, prevention efforts must also clearly address 

the peers, siblings, and other acquaintances of the adolescent who participates in alcohol 

and marijuana use. 

Alcohol and illegal drug use also have a high association with an increased risk of 

violent behavior (Babor, Aguirre-Molina, Marlett, & Clayton, 1999; Durkarm, Byrd, 
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Avinger, & Weitzman, 1996). Violence has become the second leading cause of death in 

adolescents during the past decade (Centers for Disease Control and Prevention, 2000). 

In spite of aggressive media coverage, legislative efforts, and school-based prevention 

programs, violence and abuse continue to manifest themselves through adverse effects on 

adolescent health, scholastic ability, problem solving skills, goal setting abilities, and 

interpersonal relationship skills (Bailey, Flewelling, & Rosenbaum, 1997; Kingrey, 

Pruitt, & Heuberger, 1996). Of particular concern are those deaths associated with 

weapon-carrying behavior, which appears to be consistent with multiple interrelated 

factors including demographic, psychosocial, behavioral, and school-related 

characteristics (Wilson & Jaffe, 1995; Grunbaum et al., 2000). Kulig, Valentine, Griffith, 

and Ruthazer (1998) identified eight markers predictive of weapon carrying: (1) lower 

age, (2) male gender, (3) regular marijuana use, (4) sexual experience, (5) having 

witnessed a crime, (6) having skipped school, (7) suicidal ideation, and (8) having "beat 

up" someone. Marijuana use and sexual experience were described as the most 

predictive factors. Kulig' s work also reinforced the growing body of research detailing 

the significant relationship between the number of accumulated risk factors, clustering of 

behaviors, and likelihood of students carrying a weapon. Bailey, Flewelling, & 

Rosenbaum (1997) described additional characteristics of students carrying weapons to 

include teens not living with parents and those who feel they are not close to their 

parents. Their study also revealed that weapon carrying at school was not necessarily 

related to fear of victimization and need for protection, but rather it was in response to 
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normative influences at school. Other students bring weapons to school, and it has 

become an accepted norm in the campus environment. 

Interestingly, alcohol use and marijuana have been associated with different types 

of violent behavior (Dawkins, 1997). Alcohol has been found to be more associated with 

serious fights, serious injury to the victim, fighting with fathers, vandalism, hitting 

instructors and supervisors, and extortion. Marijuana was more predictive of store theft, 

general trouble with police, gang fights, use of weapons in crimes, and petty theft from 

autos. Early age of initiation, peer influence, parental role modeling, and lack of 

expectations for academic performance are all common characteristics associated with 

sustained violent behavioral tendencies (Saner & Ellickson, 1996). 

Unfortunately, injury and deaths related to alcohol and drug use are key 

components of motor vehicle injury. During the high school years, risks related to 

violence, drug and alcohol use, tobacco use, and sexual activity become synergistic with 

each other. For example, injury and death related to driving or riding in a motor vehicle, 

particularly with alcohol and drug involvement comprise the leading cause of death in 

1999 for youth ages 10-24 (Center for Disease Control, 2000). At-risk youth behaviors 

contributing to death in a motor vehicle crash in 1999 include the following: ( l) 16% 

rarely or never used seat belts, (2) 33% rode with a drinking driver during the past 

month, (3) 50% had drunk alcohol during the past month, (4) 32% reported episodic 

heavy drinking during the past month, and (5) 27% used marijuana during the past 

month. 
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Co-occurrence of substance abuse, early initiation of sexual activity, and easy 

access to firearms has also been correlated with depression in adolescents (Sumner, 

Davis, & Riggin, 1998; Brener & Collins, 1998). Although the rate of adolescents 

seriously considering suicide has declined in the last decade from 29% to 19.3%, these 

statistics demand our attention. Depression, changes in family structure, and poor family 

and peer relationships also contribute to suicide ideation (Burge, Felts, Chenier, & 

Parrillo, 1995). Shaffer, Gould, Fisher, & Trautman,( 1996), found that 70% of 

adolescents who commit suicide had complex symptomatology with co-morbid diagnosis 

of substance abuse and depression. In addition to alcohol and substance use, easy access 

to firearms, low parental supervision, and lack of adult mentoring have also been 

implicated in completed suicides. Feelings of depression and ever attempting suicide are 

highly associated with physical fights in the past 12 months, regular cigarette use, lack of 

seat belt use, gun carrying in the past 30 days, and substance use prior to last sexual 

activity (Woods et al., 1997; Simon, Richardson, Dent, Chou, & Flay, 1998). 

Rates of depression increase dramatically between 15 and 17 years of age, with a 

twofold increase of depression in females over males. Hankin et al.,(1998) found that 

rates of depression do not increase dramatically from 18 to 21, and new cases of 

depression actually decline after this period. This finding further supports the necessity 

of focused intervention prior to this age group. There appears to be a critical period of 

vulnerability during the high school years that is greater than ordinary risks during 

childhood, especially among females. 
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Adolescents suffering from depression also report receiving less social support, 

having fewer and less effective coping mechanisms, having fewer close relationships, 

experiencing more stressful life events, having more physical health symptoms, and 

engaging in less physical activity than their peers (Lewinsohn, Gotlib, & Seeley, 1997; 

Baldwin, Harris, & Chambliss, 1997). Although there is a positive correlation between 

stress, anxiety, and symptoms of illness, Baldwin et al.(1997), report a lower incidence of 

symptoms of illness in African-American adolescents than Euro-Americans. Differences 

in levels of stress and illness are attributed to variations in coping mechanisms and 

resilience. African-American adolescents were found to be twice as likely to rely on 

prayer in the face of hardship than their Euro-American counterparts. 

Lack of physical activity has also been associated with adoption of negative risk 

behaviors as well as compromising overall physical and emotional health among 

adolescents (Pate, Heath, Dowda, & Trost, 1996). Low activity has been associated with 

increased risk for cigarette smoking, marijuana use, increased television viewing, failure 

to wear a seatbelt, lower fruit and vegetable consumption, and low perception of 

academic performance (Heath, Pratt, Warren, & Kann, 1994; Troiano & Flegal, 1998; 

Centers for Disease Control, 1997; Rosner, Prineas, Loggie, & Daniels, 1998). 

Cardiovascular disease risks are compounded not only by poor nutritional habits 

and lack of regular exercise during adolescence, but a steady increase in frequent 

cigarette smoking in this population. During the past decade, teen smoking on a regular 

basis has increased from 12. 7% in 1991 to 16.8% in 1999 (Centers for Disease Control 

and Prevention, 2000; Brener & Collins, 1998). In spite of well-publicized definitive 
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research, school primary prevention programs, and numerous creative media campaigns, 

the incidence of smoking among white high school students has steadily increased during 

the past eight years to an all time high (Centers for Disease Control and Prevention, 

2000). 

As these children reach young adulthood or the college years, many will begin to 

experience the symptoms consistent with the onset of chronic medical problems as a 

result of health risk behaviors developed earlier in their adolescent years. A significant 

portion of lifetime viral, sexually transmitted diseases, as well as cancer and 

cardiovascular disease has been linked to behavioral risk factors in the literature (Grace, 

1997). An increasing number of news reports highlight the ever-increasing problems 

associated with binge-drinking on college campuses, specifically its association with 

violence, alcohol dependence, liver cirrhosis, unintentional injury, and sexual assault. 

Approximately 5% of this college-age population will progress to alcohol dependence, 

with another 20% considered to be at increased risk for accidental injuries, medical 

conditions, and psychological problems as a result of alcohol abuse. (Sax, 1997; 

Wechsler, Lee, Kuo, & Lee, 2000; Associated Press Dallas Morning News, 2000; Babor, 

Aguirre-Molina, Marlatt, & Clayton, 1999; Douglas, Collins, Warren, et al., 1997). 

These behavior correlates are clear indicators of the present trend of initial risk

taking behaviors at an early age, escalation of compounding behaviors during 

adolescence, and the persistent absence of decision-making and/or conflict resolution 

skills throughout the adolescent years (Brener & Collins, 1998; Klein, 1997; Summer, 

Davis, & Riggin, 1998). Another consequence of adoption of adolescent risk behaviors 
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appears to be increased school absenteeism and drop-out rates, leading to poor academic 

performance and job opportunities as an adult (Symons, Cinelli, James, & Groff, 1997). 

Although adolescent-risk- taking behavior is described as a normal phase of 

growth and development for this age group, it becomes a health issue when these 

behaviors lead to risk compromising habits. Cognitive development during adolescence 

requires successful transition from concrete to abstract reasoning. Although adolescents 

appreciate immediate consequences of behavior, they are challenged during this stage to 

develop the ability to perceive long-range implications or future consequences of their 

behavior. During the period of adolescence, youth are developing skills necessary to 

move from concrete thinking to inductive and deductive reasoning, which facilitates the 

process of correlating present events with future consequences. In addition, adolescents 

are simultaneously attempting to reconcile peer pressure to engage in risky behavior with 

the negative social consequences of rejecting peer influence (Edleman & Mandel, 1998; 

Brown, DiClemente & Park, 1992; Duerst, Keller, Mockrud, & Zimmerman, 1997). 

An important aspect of the development of decision-making abilities is the 

support and guidance of caring adults, and participation in family, community, and peer 

groups where the adolescent has an opportunity to make a meaningful contribution and 

develop a sense of competence in their world. It is further noted in the literature that 

adolescents who do well draw strength from a developmentally appropriate social support 

system. This support can come from their families or other adults. Fundamental to their 

success is the interaction with healthy peers, in conjunction with support and guidance 

from a caring and trained adult (Gallagher, 1999; Hawkins, Catalano, Kosterman, Abbott, 
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& Hill, 1999; Brooks, 1992). Access to caring, trained, adults available in the 

adolescents' world may present a formidable challenge. 

During the 1970's, school-based health centers were initiated to help strengthen 

health education efforts and facilitate adolescents' access to health care. A major goal of 

school-based health centers was to bridge the gap in adolescent care created by 

geographic, economic, social, and confidentiality limitations. Training programs were 

provided to support health education efforts and motivate teachers to become a pivotal 

part of this process. In this manner, teachers would be equipped to encourage positive 

health behavior choices as well as the secondary benefit of improving academic 

performance (Friedrich, 1999; Symons, Cinelli, James, & Goff, 1997). Twenty years of 

evaluative research have confirmed the strength of school- based programs in reducing 

barriers to care while providing a broad base of services to adolescents. Weaknesses 

identified have been a lack of continuity or follow up within school systems, and 

coordination of care between school-based centers and primary health care providers 

(Santelli, Morreale,Wigton, & Grason, 1996). Kisker and Brown (1996) confirmed the 

positive effects of school- based health centers in providing cost effective and accessible 

health care. However, they reported that there was not conclusive evidence that school

based centers resulted in a reduction of high-risk adolescent behaviors such as early 

initiation of sexual activity, failure to use contraception, and decreased drug, alcohol, and 

tobacco use. 

Although school-based health centers have made a tremendous impact on 

adolescent health, we are still facing alarming statistics of adolescent risk-taking 
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behaviors leading to disappointing outcomes of premature death and compromised adult 

health conditions: Trends also continue to call attention to the fact that health risk 

behaviors are starting at earlier ages, thus impacting health for a longer continuum of 

years. 

In an effort to recognize and address the persistent trend in adolescent risk 

behaviors, the American Medical Association introduced the Guidelines for Adolescent 

Preventive Services (GAPS) initiative in 1993. This initiative was jointly sponsored by 

the American Academy of Pediatrics, The American Medical Association, and the 

Centers for Disease Control. Twenty-four recommendations for primary health care 

providers address health care delivery, health guidance, screening, and immunizations for 

adolescent services. The primary goal of the GAPS initiative is improvement in the 

delivery of health care to adolescents, utilizing primary and secondary interventions to 

reduce adolescent morbidity and mortality (Montalto, 1998; American Medical 

Association, 1999). In general, GAPS has been well received by the medical community, 

and an updated version was released in 1996. An essential component of GAPS is an 

extensive screening tool that includes the leading indicators of health risks identified by 

the Youth Risk Behavior Surveillance Survey (YRBSS). 

In addition to the potential risk reduction benefits, GAPS provides an opportunity 

for primary care providers to devote a portion of patient contact time to purposeful 

communication with their adolescent populations. As a result of a renewed focus on 

placing priority on time for direct communication with adolescent patients, it is hoped 

that primary care providers will pick up cues to risk behaviors while building rapport in 
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an established trusting relationship. Hopefully, this will open doors to address current 

risk behaviors and facilitate open dialogue encouraging good health habits in the future. 

Practically, how do primary care providers implement this program? GAPS 

attempts to remove traditional barriers to primary prevention by moving away from 

event-or crisis-oriented care based on the traditional medical model, toward a health 

promotion and prevention focus for care. A recent study by Ziv, Boulet, and Slap (1999) 

confirmed that the mean visit time for adolescent care is 16 minutes, with sporadic 

attention to health education or counseling. GansEpner, Levenberg, and Schoeny (1998) 

studied primary care providers' responsiveness to health risk behaviors reported by their 

adolescent patients during preventive services. This study indicates that providers 

addressed on average 7 of IO reported risks behaviors, but responsiveness declined when 

three or more biological or relatively severe health concerns were reported. Although 

formidable progress has been made through the GAPS recommendations, this program 

only reaches those adolescents presenting themselves for primary care. Current research 

highlights the reality that adolescents are more likely than any other age group to be 

uninsured or not willing to disclose the nature of their visit to their insurance company or 

parents. Thus, they traditionally underutilize health care services (Centers for Disease 

Control and Prevention, 2000; Ziv, Boulet, & Slap, 1999). 

Health risk assessment directed at identifying the etiology of these risk-taking 

behaviors, or precursors, provides a different perspective which allow a proactive 

approach to modification of predisposing factors, as well as building in protective factors 

(Resnick et al., 1997). The National Longitudinal Study on Adolescent Health identified 
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both risk and protective factors in the context of family, school, and individual 

characteristics as they relate to adolescent emotional health, violence, substance use, and 

sexuality. 

Add Health assessed variables in eight key areas of risk assessment: emotional 

distress; suicidal thoughts and behaviors; violence; use of cigarettes, alcohol, and 

marijuana; age of sexual debut; and pregnancy history. These variables were then 

correlated with identifiers specific to familial factors, school relationships, and individual 

characteristics. Familial factors included parent-family relationship (connectedness, 

shared activities, parental presence), norms and expectations of adolescent behavior 

(school achievement, sexual behaviors), parental modeling (family suicide involvement), 

and household features (access to weapons and substances). School relationships were 

assessed in the context of school connectedness and perceived student prejudice. 

Individual characteristics measured were self-esteem, perceived importance of religion 

and prayer, same-sex attraction or behavior, perceived risk of untimely death, paid work 

greater than 20 hours per week, perception of appearance ( older than most or younger 

than most), out of sync status with peers in grade level, grade point average, history of 

victimization orwitnessing violence, weapon carrying, deveiant behavior, and drug 

selling. Analysis of these risk factors substantially adds to the armamentarium of data 

describing the relationship between specific etiology factors associated with promotion of 

adolescent health, early detection of risk behaviors, development of resilience, and 

protective factors during the critical period of high school years. 
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The results of Resnick' s ( 1997) study indicated that adolescents who were well 

connected at school engaged in less risky activities than those less connected with school. 

Significant familial factors associated with decreased risky behavior were parental 

expectations for scholastic achievement and the presence of connected, caring parents in 

the life of the adolescent. Easy access in the household to tobacco and alcohol were 

associated with increased risks for using these substances, and the presence of firearms 

was associated with violence and suicide ideology. 

Summary 

An abundance of literature is available to confirm the relationship between self

chosen youth risk behaviors and the leading causes of morbidity and mortality in 

teenagers and adults. The importance of early identification of high-risk youth behaviors 

in conjunction with community or school-based programs has been studied, in addition to 

the importance of identifying protective factors for primary prevention. A consensus 

arising from the recent literature is the challenge to identify the combination of these 

protective factors that interact to provide barriers to adoption of risk behaviors at an early 

stage in adolescent life. Thus far, these factors have centered around parental caring and 

connectedness, mentoring relationships with adults, school connectedness, participation 

in regular physical activity, community service and a value for religiosity in their lives. 

This investigation seeks to identify the relationship between participation in organized 

church youth activities and adoption of health risk behaviors. 
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CHAPTER III 

METHODOLOGY 

The methodology used in this research study will be presented in this chapter. 

The study sample, research instrument, collection of data, treatment of data will be 

discussed, along with a summary of the chapter. 

Study Sample 

A convenience sample was used for this study derived from 8 Episcopal churches 

with active youth congregations in the greater Dallas, Texas area. Approval to conduct 

the research study was provided by the Human Subjects Review Committee of Texas 

Woman's University (see Appendix A). Permission was also obtained from the Bishop of 

the Diocese of Dallas to approach representative churches within the diocese to request 

their participation in the study. In December, 1999, the Bishop wrote an introductory 

letter to each Rector explaining the purpose of the study, measures to be employed to 

maintain anonymity of the subjects, method of data collection, and reporting of the data 

as aggregate data to maintain confidentiality of participating churches (see Appendix B). 

Following the letter of introduction from the Bishop, the researcher contacted each 

Rector to solicit participation, provide further details of data collection and answer any 

questions regarding the purpose of the study (see Appendix C). After contacting each of 

the fourteen Rectors, the researcher was granted permission by eight churches to include 

their congregation in the study. The representatives of those churches willing to 
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participate provided the researcher with a referral to a member of the church staff (youth 

group leader or minister) to coordinate the collection of data. 

Youth group leaders were contacted by the researcher by telephone to arrange a 

site visit, time, and date for data collection. Each youth group leader provided the 

researcher with a mailing list of high school youth, ages 14-18, who were currently on the 

church youth group roster. This list served as the mailing list for sending parent packets 

to each potential study participant's home to obtain written parental permission for their 

child's participation in the study. Parents and subjects were assured that their responses 

would be anonymous, and that study participation was on a voluntary basis. A total of 

634 packets were mailed to potential youth participants enrolled in church youth 

programs. 

Research Instrument 

Instrument Design 

The survey instrument used for this study was composed of 95 total items, 

including 4 demographic items (age, school grade level, gender, ethnicity), 8 items 

developed by the researcher to determine the frequency and type of participation in 

organized church youth group activities, and 83 items from the 1999 Youth Risk 

Behavior Surveillance System (YRBSS) survey questionnaire. 

Demographic items were included to insure appropriateness of age and grade 

level of the participant for inclusion in the study data, as well as providing additional data 

measuring relationships between demographic factors and adoption of various risk 

behaviors. 
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Items describing participation in church youth group activities provided data to 

test each hypothesis, describe typical activities associated with youth groups, and assist 

with determining possible correlation between levels of participation of various activities 

associated with church youth activities and adoption of behavioral risk factors. 

Participation in organized church youth activities was characterized as participation in 

youth group, Sunday school, Sunday worship service, additional worship service during 

the week, and community service activities. Levels of participation in various activities 

were categorized as "not at all" or "seldom" -- indicating non-participation, and "about 

every other week", "almost every week", and "every week", indicating participation in 

organized youth group activities. 

The 1999 YRBSS survey (Centers for Disease Control and Prevention, 2000) was 

developed and utilized by the U.S.Centers for Disease Control and Prevention to monitor 

six categories of youth risk behaviors that contribute to the leading causes of morbidity 

and mortality among American youth: behaviors that contribute to unintentional and 

intentional injuries; tobacco use; alcohol and other drug use; sexual behaviors that 

contribute to uninterlded pregnancy and sexually transmitted diseases; unhealthy dietary 

behaviors; and physical inactivity. 

Risk assessment parameters utilized in the YRBSS are characterized by self

chosen behaviors that contribute to specific injuries or measures of morbidity and 

mortality. Indices associated with unintentional injuries are seat belt use, motor cycle 

and bicycle helmet use, riding with a driver who had been drinking alcohol, and driving 

after drinking alcohol. Surveyed behaviors that contribute to risk for intentional injuries 
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are carrying a weapon (gun, knife, club), engaging in a physical fight, school-related 

victimization, weapon-carrying on school property, and physical fighting on school 

property. Suicide ideation and attempts, tobacco use, alcohol and other illegal drug use 

(including steroids) are also included in this risk assessment. Sexual activity, condom 

use, contraception use, alcohol and drug use at last sexual intercourse, pregnancy, and 

HIV education are considered sexual behaviors that contribute to risk factors for 

unintended pregnancy, and sexually transmitted diseases, including HIV infection. 

Dietary risk-related behaviors are measured by consumption of fruits and vegetables, 

consumption of foods typically high in fat content, perceived overweight status, and 

methods of attempted quick weight loss. Physical activity measures of risk included in 

this survey are level of physical activity, engaging in stretching and strengthening 

exercises, participation in regular physical education classes at school, and participation 

in organized team sports activities. 

Instrument Validation and Pilot Study 

The Youth Risk Behavior Surveillance Survey developed by the Centers for 

Disease Control and Prevention has previously been tested for reliability and validity( 

U.S. Department of Health and Human Services, 1997; Brener, Collins, Kann, Wanen, & 

Williams, 1995). To determine the content validity of the questions developed by the 

researcher to measure participation in organized youth group activity, the researcher used 

a panel of experts and conducted a pilot study. The panel of experts was composed of 

three youth group leaders, three clergy, three parents of teenagers, and three members of 

the of the researcher's doctoral committee who are experienced in conducting surveys. 
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Based on the feedback of this panel, minor changes were made in the descriptions 

delineating levels of participation in various church activities. 

Further validation was accomplished through a pilot study using a sample of three 

teenagers who obtained parental permission to volunteer in the pilot study. The pilot 

study group evaluated face validity and content validity. In a focus group format, the 

subjects were asked to complete the questionnaire and then discuss the following: a) 

What do you think was being surveyed? b) Did the questions reflect activities common to 

youth groups, c) Were there any directions that were unclear? d) Were there any 

questions that you did not understand? and ( e) Did you understand that the results of the 

survey are anonymous and will be reported as group data? Focus group participants 

verbalized confidence in measures taken to insure confidentiality, as well comfort 

discussing the types ofrisk behaviors described in the survey. The activities described in 

the church youth group questions were considered accurate, although broad. Participants 

described additional activities that could be included in future studies such as 

opportunities for fellowship (dining out, "lock-ins", games), bible study, fund raising 

activities, and group travel activities. Participants stated the directions were clear, without 

any further questions while completing the survey tool. Overall, there were no 

modifications recommended by the pilot study group. 

Collection and Treatment of Data 

For those churches providing permission to access their high school youth for the 

study, a survey packet was mailed by the researcher during the months of January, 

February, March, and April, 2000 to the parents of youth who were currently on the 
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participation roster for Sunday school and/or high school youth group. The survey packet 

was sent 1 0 days prior to the scheduled survey date for each church group. Each packet 

contained the following: (1) a cover letter authored by the Bishop of the Diocese of 

Dallas which indicated the purpose and his support of obtaining the data, (2) an 

introductory letter from the Rector of the congregation indicating the church's permission 

and support for the youth group's involvement in the study, (3) a letter from the 

researcher regarding the purpose and methodology of the study, (4) a copy of the survey 

instrument, and (5) two parental consent forms. Parent's choosing to consent to their 

child's participation in the study signed the parental consent form which was returned to 

the researcher at the time of the survey administration. The additional consent form was 

retained by the parents for their personal records. 

During January through April, 2000, 73 out of 634 parents consented for their 

high school teenagers' participation in the survey. Surveys were administered on Sunday 

morning during the first thirty minutes of Sunday school, or Sunday evening during the 

subjects' regular youth program activity time period at the regular meeting location of the 

youth group. Subjects who had obtained parental consent brought their previously 

received survey packet to the Sunday school session or youth group meeting on the 

appointed date. After the researcher confirmed that a signed parental consent form had 

been completed for each subject, the permission form was removed from the top of the 

survey packet and retained for proper filing with the Texas Woman's University Human 

Subjects Review Committee. The cover letters were also removed from the packet, 
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leaving only the anonymous survey questionnaire to be completed by the volunteer 

subject. 

A statement of confidentiality and written instructions were included on the first 

page of the survey questionnaire, in addition to provisions for a signature of consent to be 

provided by the subject and a statement indicating the expressed option for the subjects to 

decline from responding to any questions on the survey that they did not feel comfortable 

answering. Upon completion of the study, the completed survey was deposited in an 

unlabeled box by the subject, to insure anonymity of the results. 

Descriptive and inferential statistical techniques ( chi-square analysis and 

Spearman Rho correlation coefficient) were used to analyze the data with SPSS statistical 

analysis software. 

Summary 

The purpose of this research study was to provide additional data to support the 

concept of the potential influence of participation in organized church youth activites in 

the adoption of risk behaviors by youth 14 -18 years of age. The study sample included 

634 youth from eight churches, who were asked to participate in the study on a voluntary 

basis. The researcher used a 95-item instrument which included the 83-item 1999 Youth 

Risk Behavioral Surveillance System (YRBSS) survey, 8 items developed by the 

researcher related to church youth group participation, and 4 basic demographic items. 

The survey questionnaires were completed by the youth during Sunday school or their 

regular evening youth group meeting time. 
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CHAPTERIV 

RESULTS 

In this chapter, the results of the statistical analysis of the data collected for this 

study are presented. Demographic characteristics of the study respondents, treatment of 

the data, and the results of the analysis of participation in organized church youth 

activities and existence of health risk behaviors are discussed. 

Demographic Characteristics of Study Respondents 

For this study, survey packets were mailed to parents of 634 youths who attended 

youth activities at eight churches located throughout the Episcopal Diocese of Dallas, 

requesting their children's participation in the study. Parental consent forms were 

returned for 72 of these youths, all of whom subsequently participated in the study, for an 

overall survey response rate of 11 %. Surveys from 3 potential participants were discarded 

due to their being younger than the specified age range (13 years of age or older), 

resulting in a sample of 69 respondents. Distributions of this sample by age, gender, 

ethnicity, and grade level are presented in Table 1. Of the 69 respondents, 63.8% were 

female and 36.2% were male. By ethnicity, 89.9% were self-described as White, 5.8% 

were Hispanic, and 4.3% described themselves as African American. By grade level, 

33.3% were in the 9th grade, 20.3% in the 10th grade, 31.9% in the 11
th 

grade, and 14.5%

in the 12th grade. 
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Treatment of the Data 

The survey instrument used for this study was composed of 95 items: 83 items 

from the 1999 Youth Risk Behavior Surveillance System survey questionnaire, 8 items 

developed by the researcher to determine the frequency and type of participation in 

organized church youth activities, and 4 demographic items (age, school grade level, 

gender, and ethnicity). 

Due to the relatively small sample size and the small number of responses 

received from the respondents for some of the survey items, it was necessary to collapse 

the data into more general groupings so that the data could be more effectively analyzed. 

Participation in Sunday school and participation in youth group activities were combined 

into one participation score variable, total participation in organized church youth 

activities, which was the sum of participation responses (0 = not at all, 1 = seldom, 2 =

about every other week, 3 = almost every week, 4 = every week) of those two separate 

variables. Total participation scores were then collapsed into two categories: a total 

participation score of O or 1 was categorized as "low participation" and a total 

participation score of 2 or greater was categorized as "high participation." 

In addition to this categorization of the participation data, health risk behavior 

data were also grouped. A total risk score for each of the IO health risk areas (personal 

safety, violence, suicide, tobacco use, alcohol use, illicit drug use, sexual activity, weight 

reduction, unhealthy diet, lack of physical activity) was obtained by summing the 

responses across all variables which related to that risk area. A total score of O or I was 
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considered to be "low risk" and a total risk score of 2 or greater was considered to be 

"high risk". The personal safety risk area variables included non-use of a helmet riding a 

motorcycle or bicycle, non-use of a seat belt, riding with driver who had been drinking 

alcohol, or driving after drinking alcohol. The violence risk area variables included 

carrying a weapon, injury as a result of carrying or using a weapon, injury as a result of 

participating in a physical fight, and injury as a result of violent behavior in personal 

relationships. The suicide risk area variables included feelings of sadness or 

hopelessness, attempted suicide, plan for suicide, and injury from suicide attempts. The 

tobacco use risk area variables included cigarette smoking, use of chewing tobacco, and 

cigar smoking behavior. The alcohol risk area variables included alcohol use and binge 

drinking behaviors. The illicit drug risk area variables included use of marijuana, 

cocaine, inhalants, heroin, methamphetamines, and steroid drugs. The sexual activity risk 

area variables included early initiation sexual activity, non-use of condoms, non-use of 

contraception, multiple sexual partners, and use or alcohol or drugs with sexual activity. 

The weight reduction risk area variables included fasting practices, unhealthy weight loss 

behaviors, and eating disorders. The unhealthy dietary risk area variables included lack 

of basic nutrients and food groups on a daily basis, and physical inactivity risk areas 

included lack of exercise habits, and sedentary activity habits. 

Each of these total risk area scores was then collapsed into two categories: a total 

risk area score of O or 1 was categorized as "no risk", and a total risk area score of 2 or 

greater was categorized as "at risk". 
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Participation in Organized Church Youth Activities 

and Existence of Health Risk Behaviors 

To test the hypotheses posed for this study, chi-square analysis was used to 

examine the existence of health risk in each of the 10 risk areas for respondents 

categorized as having high participation in organized church youth group activities versus 

those categorized as having low participation (Table 2). Spearman Rho correlation 

analysis was used to examine the relationship between respondents' participation levels 

in these activities and their health risk behaviors (Table 3). Statistical significance was 

determined at the .05 level. 

Personal Safety Risk Behaviors 

Over one third (34.8%) of the survey sample was found to be at risk regarding 

personal safety risk behaviors. By participation level, 33.3% of the high-participation 

respondents were determined to be at risk, compared to 40% of those in the low

participation group. However, this difference was not statistically significant at the .05 

level of significance (x2 = .230, df = 1, Q = .632). 

When the relationship between level of participation in organized church youth 

activities and personal safety risk was examined, a positive but very weak relationship 

was found; however, the relationship was not statistically significant at the .05 level of 

significance (rs
= .058, r2 = .003, Q = .637). 

35 



Table 1 

Demographics of Study Respondents (N=69) 

n 

Age 

14 years old 11 

15 years old 17 

16 years old 20 

17 years old 16 

18 years old .2 

Total 69 

Gender 

Male 25 

Female 44 

Total 69 

Ethnicity 

African American 3 

Hispanic 4 

White 62 

Total 69 

Grade Level 

9th 
grade 23 

10th grade 14 

11th grade 22 

12th grade lQ 

Total 69 

36 

% 

15.9 

24.6 

29.0 

23.2 

7.2 

100.0 

36.2 

63.8 

100.0 

4.3 

4.8 

89.9 

100.0 

33.3 

20.3 

31.9 

14.5 

100.0 



Table 2 

Chi-Square Analysis of High versus Low Participation in Organized Church Youth 

Actvities and Health Risk (N=69) 

Organized Church Youth Activities 

Risk Area High Participation Low Participation Total X
2 

df 

!! !! 

Safety Risk 18 33.3 6 40.0 24 34.8 .230 1 

Violence Risk 6 11.1 4 26.7 10 14.5 2.292 1 

Suicide Risk 2 3.7 0 00.0 2 2.9 .572 1 

Tobacco Risk 7 13.0 4 26.7 11 15.9 1.645 I 

Alcohol Risk 31 57.4 10 66.7 41 59.4 .417 

Drug Risk 4 7.4 2 13.3 6 8.7 .519 1 

Sexual Risk 2 3.8 1 6.7 3 4.5 .217 1 

Weight Reduction 0 0 0 0 0 0 

Unhealthy Diet 9 16.7 1 6.7 10 14.5 .947 1 

Inactivity 10 18.5 1 6.7 11 15.9 1.231 
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p 

.632 

.130 

.449 

.200 

.518 

.471 

.642 

.330 

.267 

n 
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Table 3 

Correlational Analysis of the Relationship Between Participation in Organized Church 

Youth Activity and Health Risk 

Risk Area n fs 

Safety Risk 69 .058 .003 .637 

Violence Risk 69 .182 .033 .134 

Suicide Risk 69 -.091 .008 .457 

Tobacco Risk 69 .154 .023 .205 

Alcohol Risk 69 .078 .006 .525 

Drug Risk 69 .087 .007 .478 

Sexual Risk 67 .057 .003 .648 

Unhealthy Diet 69 -.117 .013 .338 

Inactivity Index 69 -.134 .017 .274 
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Violence Risk Behavior 

A small proportion of youths in the sample population (14.5%) was found to be at 

risk for violence-related risk behaviors. By participation level, 11.1 % of the high

participation respondents were determined to be at risk, compared to 26. 7% of those in 

the low-participation group. However, this difference was not statistically significant at 

the .05 level of significance (x2 = 2.292, df = 1, 2 = . 130). 

When the relationship between level of participation in organized church youth 

activities and violence risk was examined, a positive but weak relationship was found; 

however, the relationship was not statistically significant at the .05 level of significance 

(rs
= .182, r2 = .033, 2 = .134). 

Suicide Risk Behavior 

Of 69 respondents, only 2 (2.9%) were found to be at-risk regarding suicide risk 

behaviors. By participation level, 3.7% of the high-participation respondents were 

determined to be at risk, compared with none of those in the low participation group. 

However, this difference was not statistically significant at the .05 level of significance 

(x2 = .572, df = 1, 2 = .449). 

When the relationship between level of participation in organized church youth 

activities and suicide risk was examined, a negative but very weak relationship was 

found, but the relationship was not statistically significant at the .05 level of significance 

(rs
= -.091, r2 = .008, 2 = .457). 
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Tobacco Risk Behaviors 

Overall, 15. 9% of the survey sample was found to be at risk regarding tobacco 

risk behaviors. By participation level, 13.0% of the high-participation respondents were 

determined to be at risk, compared to 26.7% of those in the low-participation group. 

However, this difference was not statistically significant at the .05 level of significance 

(x2 = 1.645, df = 1, .Q = .200). 

When the relationship between level of participation in organized church youth 

activities and tobacco risk was examined, a positive but weak relationship was found; 

however, the relationship was not statistically significant at the .05 level of significance 

(r
s
= .154, r2 = .023, .ll. = .205). 

Alcohol Risk Behaviors 

A relatively high proportion (59.4%) of the survey respondents was found to be at 

risk regarding alcohol-related risk behaviors. By participation level, 57.4% of the high

participation respondents were determined to be at risk, compared to 66.7% of those in 

the low-participation group. However, this difference was not statistically significant at 

the .05 level of significance (x2 = .417, df = 1, .ll. = .518). 

When the relationship between level of participation in organized church youth 

activities and personal safety risk was examined, a positive but very weak relationship 

was found; however, the relationship was not statistically significant at the .05 level of 

significance (r
s
= .078, r2 = .006, .Q = .525). 
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Drug Risk Behaviors 

A small portion (8.7%) of the youth sampled was found to be at risk regarding 

drug risk behaviors. By participation level, 7.4% of the high-participation respondents 

were determined to be at risk, compared with 13.3% of those in the low-participation 

group. However, this difference was not statistically significant at the .05 level of 

significance (x2 = .519, df = 1, :g = .478). 

When the relationship between level of participation in organized church youth 

activities and drug risk was examined, a positive but very weak relationship was found; 

however the relationship was not statistically significant at the .05 level of significance (r
s 

= .087, r2 = .007, :g = .478). 

Sexual Risk Behaviors 

A small proportion (4.5%) of the survey sample were found to be at risk regarding 

sexual risk behaviors. By participation level, 3.8% of the high-participation respondents 

were determined to be at risk, compared to 6.7% of those in the low-participation group. 

However, this difference was not, statistically significant at the .05 level of significance 

(X2 = .217, df= 1, :g = .642). 

When the relationship between level of participation in organized chw-ch youth 

activities and sexual risk was examined, a positive but very weak relationship was found; 

however, the relationship was not statistically significant at the .05 level of significance 

(r
s = .057, r2 = .003, :Q = .648). 
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Weight Reduction Risk Behaviors 

None of the respondents in the study sample indicated that they participated in 

weight reduction risk behaviors. 

Unhealthy Dietary Behaviors 

In this survey sample, 14.5% were found to be at risk regarding unhealthy dietary 

risk behaviors. By participation level, 16. 7% of the high-participation respondents were 

determined to be at risk, compared to 6.7% of those in the low-participation group. 

However, this difference was not statistically significant at the .05 level of significance 

(x,2 = .947, df = 1, 12 = .330). 

When the relationship between level of participation in organized church youth 

activities and unhealthy diet risk was examined, a negative but weak relationship was 

found; however, the relationship was not statistically significant at the .05 level of 

significance (r
s
= -.117, r2 = .013, 12 = .338). 

Inactivity Risk Behaviors 

Of the youths surveyed, 15.9% were found to be at risk for inactivity risk 

behaviors. By participation level, 18.5% of the high-participation respondents were 

determined to be at risk, compared to 6. 7% of those in the low-participation group. 

However, this difference was not statistically significant at the .05 level of significance 

(x,
2 

= 1.231, df = 1, 12 = .267). 
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When the relationship between level of participation in organized church youth 

activities and inactivity risk was examined, a negative but weak relationship was found; 

however, the relationship was not statistically significant at the .05 level of significance 

(r
5 
= -.134, r2 = .017, Q = .274). 

Summary 

In this study, the relationship between participation in organized church youth 

group activities and health risk behaviors for a sample of youths from the Episcopal 

Dioceses of Dallas was examined. Through chi-square analysis, some differences were 

found between high-participation and low-participation respondent groups; however, 

none of these differences were statistically significant at the .05 level. Furthermore, 

when the relationships between level of participation and health risk behavior were 

examined using Spearman rho correlation analysis, some weak relationships were 

discovered, but none were significant at the .05 level. 
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CHAPTER V 

SUMMARY, DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS 

This chapter includes a summary of the review ofliterature, study methodology, 

and discussion of the results of the data analysis. Conclusions drawn from the data 

analysis are also presented, along with recommendations for further research. 

Summary 

The purpose of this study was to examine the relationship between youth 

participation in organized church youth activities and selected adolescent health risk 

behaviors. Repetitive studies have been conducted by the Centers for Disease Control and 

Prevention, confirming six major categories of behaviors contributing to the leading 

causes of morbidity and mortality among youth (injuries, tobacco use, drug use, 

unintended pregnancy and sexually transmitted diseases, unhealthy dietary behaviors, and 

physical inactivity) which predispose adolescents to the leading causes of death in 

adulthood (heart disease and cancer) (Resnick et al., 1997; Kann et al., 1998; Sells & 

Blum, 1996). 

Recent literature has also confirmed trends of early risk-taking behavior in 

elementary and middle school years extending into and becoming comorbid with other 

health risk behaviors in the high school and college years (Brener & Collins, 1998; 

Burgess & Proper, 1998). As a result, these behaviors are firmly entrenched by the adult 

years, requiring difficult behavior changes, often after marked physical and psychological 

damage has occurred. A substantial portion of adolescent health literature is devoted to 
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primary prevention factors in the context of "immunizing" factors, or protective factors 

that may serve in the arrnamentarium of simply "what works" to reduce the adoption of 

adolescent health risk behaviors (Resnick, 2000). 

In the most recent decade, primary and secondary interventions have been 

centered around parental connectedness, adult caring and mentoring relationships, school 

connectedness, participation in physical activity, community service, and a value for 

religiosity. Positive relationships have been described between the protective factors of 

parental and school connectedness with youth risk behaviors; however, limited research 

has been available to study the impact of participation in organized church youth activity 

and the adoption of risky behaviors. This research investigation attempts to examine that 

relationship. 

The study sample included 72 youths representing eight Episcopal churches in the 

Episcopal Diocese of Dallas. The survey instrument included 95 items: 83 questions 

from the 1999 Youth Risk Behavior Surveillance System (YRBSS) developed by the 

Centers for Disease Control and Prevention, 4 demographic items, and 8 items developed 

by the researcher relevant to church and youth group participation. Items from the 

YRBSS surveyed health risk behavior indicators for personal safety, violence, suicide, 

tobacco, alcohol, illicit drug use, sexual risk, unhealthy diet, and inactivity. Demographic 

items included age, gender, ethnicity, and grade level. Items regarding church 

participation characterized the frequency of attendance at Sunday school and other 

organized church youth activities. 
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Surveys were mailed to the parents of high school youth currently listed on 

church rosters to obtain permission to participate in the study. Of the total sample, 73 

parental consents were obtained, with 72 youths consenting to participate in the study, for 

an overall response rate of 11 %. Chi-square analysis was used to examine the existence 

of risk in each of the 10 health risk areas in the context of high or low participation in 

organized youth group activities. Spearman rho correlation analysis was used to 

determine if there was a relationship between youth participation in organized church 

youth activities and adoption of risk behaviors. Statistical significance was determined at 

the .05 level of significance. 

Discussion 

Overall, risk behaviors occurring with the highest frequency in the survey sample 

were alcohol (59.4%) and safety risks (34.8%). Of the youth who indicated high 

participation levels in organized church youth activities, 57.4% were found to be at risk 

for alcohol-related risk behaviors, and 33.3% were at risk for safety risk behaviors. Youth 

at risk for tobacco use (15.9%) were predominately in the low participation group 

(26.7%) compared to (13.0) in the high participation group. Violence related behaviors 

were reported by 14.5% of the survey sample with 11. 1 % of those youth reporting high 

levels of church youth group participation, compared to 26. 7% in the low participation 

group. A relatively small portion of youth indicated illicit drug risk (8.7%), and sexual 

risk behaviors(4.5%), with a majority of the youths indicating these risks also reported 

low participation in youth group activities. Suicide risk behaviors were reported by 2.9% 
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of the survey sample, however the majority of the youths indicating these risks reported 

high participation in youth group activities. 

None of the respondents in the study sample reported weight reduction risk 

behaviors; however 14.5% reported unhealthy dietary habits and 15. 9% indicated risk 

behaviors associated with inactivity. Once again, the high participation group had higher 

proportions at risk for these behaviors (16.7% and 18.5% respectively), compared to the 

low participation group (6.7% in each risk area). 

Although some slight differences were found for the high- versus low

participation respondents in regard to their health risk for each of the 10 areas, none of 

these differences were statistically significant differences at the .05 levels of significance. 

Spearman rho correlation analysis indicated a positive relationship between 

participation in organized church youth activities and risk behaviors associated with 

personal safety, violence, tobacco, alcohol, drug, and sexual risks. However, these 

relationships were weak and none were statistically significant at the .05 level of 

significance. Suicide risks, unhealthy diet, and inactivity risks were found to be 

negatively correlated with participation in organized church youth activity, but again, 

these relationships were weak and none were statistically significant at the .05 level. 

The lack of statistical significance in these results could be due to the small 

sample size. Another possible explanation for the absence of significant differences or 

relationships for this sample is the existence of factors other than organized church youth 

group activities which may be accounting for youths' propensity to be resistant to or 

engage in these risk behaviors. For example, for this study, the investigator did not 
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collect and analyze information from the respondents regarding their participation in 

other community programs, school-based programs, or other environmental factors that 

may be impacting the youths' decision making process regarding risk behaviors. 

Possible reasons for the predominately high levels of youth group participation 

associated with health risk behaviors could be the overall high participation rate of the 

study sample in youth group activities on a regular basis (94.2%). Once again, a larger 

sample may have included more diversity in levels of participation. 

Conclusions 

Analysis of the data with regard to the research hypotheses was conducted at the 

.05 level of statistical significance. The results of the tests of these null hypotheses are 

presented below. 

Hypothesis One 

The first null hypothesis states that there is no relationship between participation 

in organized church youth activities and personal safety risk behaviors. Since no 

statistically significant relationship was found, this null hypothesis is supported by the 

results of this study. 

Hypothesis Two 

The second null hypothesis states that there is no relationship between 

participation in organized church youth activities and violence-related risk behaviors. 

Since no statistically significant relationship was found, this null hypothesis is supported 

by the results of this study. 
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Hypothesis Three 

The third null hypothesis states that there is no relationship between participation 

in organized church youth activities and suicide risk behaviors. Since no statistically 

significant relationship was found, this null hypothesis is supported by the results of this 

study. 

Hypothesis Four 

The fourth hypothesis states that there is no relationship between participation in 

organized church youth activity and use of tobacco. Since no statistically significant 

relationship was found, this null hypothesis is supported by the results of this study. 

Hypothesis Five 

The fifth hypothesis states that there is no relationship between participation in 

organized church youth activity and alcohol use. Since no statistically significant 

relationship was found this null hypothesis is supported by the results of this study. 

Hypothesis Six 

The sixth hypothesis states that there is no relationship between participation in 

organized church youth activity and illicit drug use. Since no statistically significant 

relationship was found, this null hypothesis is supported by the results of this study. 

Hypothesis Seven 

The seventh hypothesis states that there is no relationship between participation in 

organized church youth activities and sexual risk behavior. Since no statistically 

significant relationship was found, this null hypothesis is supported by the results of this 

study. 
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Hypothesis Eight 

The eighth hypothesis states that there is no relationship between participation in 

organized church youth activities and weight reduction risk behaviors. Since no 

statistically significant relationship was found, this null hypothesis is supported by the 

results of this study. 

Hypothesis Nine 

The ninth hypothesis states that there is no relationship between participation in 

organized church youth activities and unhealthy dietary behaviors. Since no statistically 

significant relationship was found, this null hypothesis is supported by the results of this 

study. 

Hypothesis Ten 

The tenth hypothesis states that there is no relationship between participation in 

organized church youth activities and lack of physical activity. Since no statistically 

significant relationship found, this null hypothesis is supported by the results of this 

study. 

The findings from this study suggest that there is no relationship between 

participation in organized church youth activity and adoption of health risk behaviors. 

Although findings from earlier research (Wallace & Forman, 1998; Fors, Crepaz, & 

Hayes, 1999; Jessor, Turbin, & Costa, 1998; Resnick et al., 1997) suggest the possibility 

that religiosity or participation in church activities may serve as an "immunizing" factor 

against youth adopting risk behaviors, the results of this study were not consistent with 

those findings. A recent longitudinal study of 10,000 youth and their parents which began 
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in 1994 suggests that important factors related to the adoption ofrisk behaviors for both 

high- and low-risk youth population groups may exist (Stepp, 2000). This new study 

indicates that spending large quantities of unsupervised time with friends, or spending 

time with friends who engage in risk behaviors, appear to be predictive of alcohol, 

tobacco, violence, attempted suicide, and sexual risk behaviors. Religious involvement 

was found to protect minority males from smoking and Hispanic females from attempting 

suicide or becoming sexually active; however it appeared to offer little protection for 

other behaviors, especially among whites. 

These findings offer important implications regarding the future direction of 

church youth group programs desiring to make a positive impact on risk behaviors. One 

means of addressing these issues would be to provide venues for youth to spend large 

quantities oftime with their friends in a supervised setting after school or on weekends. 

In addition to providing the appropriate environment for promoting positive health

related behaviors, trained youth leaders with a value for healthy lifestyle behaviors can 

provide modeling and encouragement, and foster the development of group norms 

embracing healthy lifestyle choices. 

Although numerous studies have identified relationships among risk and 

protective factors, they do not necessarily account for the other compounding influences 

shaping the outcomes of youth (Lohman & Jarvis, 2000; Waite, Hawks, & Gast, 1999; 

Resnick et al. 1997). For example, what is the combination of protective factors that 

work synergistically to immunize youth, regardless of predisposing factors that have been 

associated with health risk behaviors? Are the influences of group norms and image 
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advertisement in the media so substantial that they overcome potential benefits of 

connectedness with caring adults and parental relationships? To what extent can certain 

protective factors overcome risk factors that cannot be eliminated, and how do we frame 

these protective factors to maximize the impact on youth to develop lifelong positive 

health behaviors? 

In a recent editorial, Resnick (2000) challenges researchers to continue asking the 

question "What works?" The resiliency literature in the past has examined protective 

factors at the individual, social, and interpersonal levels. The more contemporary trend 

has been to focus on the effects of "connectedness," or a strong sense of connection or 

closeness to family, adults, or other community-based institutions. 

Educators rising to champion these ever-pressing issues are challenged to 

incorporate concepts of connectedness, modeling, and mentoring in various venues, and 

to conduct prospective longitudinal studies to identify what combination of factors 

appears to be effective over time. Educators are also compelled to engage the parents in 

risk reduction strategies, as indicated by the low rate of parental for participation in the 

youth risk assessment survey. Gathering solid research findings will support advocates 

seeking funding to further develop programs embracing primary prevention through 

enhancement of key protective factors in the lives of youth. 

Recommendations for Further Study 

Recommendations for further study related to participation in organized church 

youth activity and health risk behaviors are as follows: 
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1. Conduct a similar study surveying a broad scope of community risk reduction

programs to identify possible synergistic relationships between protective factors

experienced by youth participating in risk reduction programs offered in a variety

of environments.

2. Conduct a similar study drawing upon a larger sample size to include more

diversity within subjects, and a larger portion of both high-participation and low

participation subjects.

3. Conduct a longitudinal study over the four high school years to examine risk

behaviors, levels of participation in youth group activities, and levels of health

promotion incorporated in youth group activities.

4. Conduct a longitudinal study to examine the relationship of the health risk

behaviors of youth and those modeled by their parents at home.

5. Conduct a study identifying parents' perceptions of youth health risk behaviors in

their immediate community.
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December 15_, 1999 

Ms. Barbara Ritzert 

9008 Fenchurch Rd. 

Dallas, TX 75238 

Dear Ms. Ritzert: 

TEXAS WOMAN'S 

UNIVERSITY 
DENTON/DALLAS/HOUSTON 

HUMAN SUBJECTS 
REVIEW COMMITTEE 
P.O. Box 425619 
Denton, TX 76204-5619 
Phone: 940/898-3377 
Fax:940/898-3416 

Re: The Relationship Between Participation in Organized Church Youth Activities and Health Risk 

Behaviors 

The above referenced study has been reviewed by a committee of the Human Subjects Review 
Committee and appears to meet our requirements in regard to protection of individuals' rights. 

1f applicable, agency approval letters obtained should be submitted to the HSRC upon receipt prior to 
any data collection at that agency. The signed consent forms and an annual/final report (attached) are 

· to be filed with the Human Subjects Review Committee at the completion of the study.

This approval is valid one year from the date of this letter. Furthermore, according to HHS regulations,
another review by the Committee is required if your project changes. If you have any questions, please
feel free to call the Human Su�jects Review Committee at the phone number listed above.

Sincerely, 

Dissertation/Theses signature page is here.
To protect individuals we have covered th . err signatures.
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December 3, 1999 

Right Rev. James M. Stanton 
Bishop, Episcopal Diocese of Dallas 
1630 N Garrett Avenue 
Dallas, Texas 75206 

Dear Bishop Stanton, 

Barbara Ritzert 
9008 Fenchurch Road 
Dallas, Texas 75238 

As per our conversation, Thursday, December 2, 1999, I am preparing to conduct a research study to 
fulfill the requirements for my doctoral degree at Texas Woman's University under the supervision ofmy 
research chairman, Robin Rager, PhD. I am proposing to study the relationship between high school age 
youths' participation in organized church youth activities and their health risk behaviors, and would like to use 
participants from high school youth groups in the Episcopal Diocese of Dallas for my study population. The 
potential benefit to be derived from this study is the provision of information to aid in the development of 
effective risk reduction activities to be potentially included in youth ministries, education, and congregational 
health ministries. The results of this study would also benefit parents in our diocese, confirming the profound 
impact of protective factors that may influence the adoption of high-risk behaviors in our youth. 

Upon your recommendation, a variety of ten to twelve key churches deemed to be representative of 
the diocese will be requested to participate in the study. Individual churches will then need to provide me with 
a roster of the names and addresses of current high school youth group/Sunday school participants, to facilitate 
the mailing of survey packets to the parents of potential participants. Each packet will contain a cover letter 
from the researcher describing the purpose and methodology of the study, a cover letter from the Diocese, 
parental consent forms, and a copy of the survey questionnaire for the parents' reference. The actual 
questionnaire data collection will take place on-site during the first thirty minutes of Sunday school and youth 
group, on a mutually agreed upon date with individual churches. The questionnaire will be completed by the 
volunteer participants on an anonymous basis, since no personal identifying data will be collected. Those youths 
who volunteer to participate in the survey and who obtain signed parental consent for their participation will be 
asked to return the previously received survey packet, including the signed parental permission form, to their 
Sunday school or youth group meeting at the church on a prescheduled date, where they will complete the 
questionnaire. Non-participants will have other activities provided while the survey participants are completing 
their questionnaires. 

For your reference, I have enclosed a copy of my research prospectus, including the survey packet that 
will be mailed to the parents of potential participants. If you feel it would be beneficial, I will be happy to 
provide a brief presentation discussing the purpose and methodology of the study for parents or any other 
interested groups. If you approve of the participation of the Diocese of Dallas in this study, as detailed above 
and in the enclosed prospectus, please indicate by your signature below that you are providing permission for 
me to approach recommended churches in the diocese to involve the high school youth as volunteer subjects in 
this study. If you have any questions concerning the study or my request, please do not hesitate to call me at 
214-343-1537 or Dr. Rager at 940-898-2863.

Thank you again for your time and pertinent suggestions regarding this study. Your willingness to 
participate in this research is greatly appreciated. 

Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 
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CJD Christ Episcopal Church 

00 
4550 Legacy Drive • Plano, Texas 75024 • 972-618-0222

May 2, 2000 

Dear Christ Church Youth Parent, 

Bishop Stanton has authorized the enclosed questionnaire to be used for parishes within 
the Diocese of Dallas. Mrs. Barbara Ritzert, a communicant of St. James' Church, 
Dallas, is gathering information to determine the relationship between church 
involvement and life behavior patterns for teenagers in area Episcopal Churches. Our 
parish is one of those chosen to participate in the survey. 

The reason your child is receiving this packet is because he/she fits within the statistical 
range being measured by the survey. The youth will take this survey at youth group on 
Sunday night. 

Please note that all test results are completely anonymous, that no young person is 
required to answer any question he or she wishes not to answer, and that each person 
taking the test may stop at any time and go no further. Some of the questions are candid, 
but not outside the comfort level of most teens. The questionnaire is in fact an instrument 
developed by the Center for Disease Control with a Church-related section added by Mrs. 
Ritzert. 

Your child's participation will be dependent upon your signing the authorization form 
included. No young person will be allowed to complete the questionnaire without 

· parental approval.

Please look over the enclosed material, and if you are agreeable, allow your teen to
participate.

I appreciate your help and respect your decision in this matter.

Faithfully yours in Christ,

Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 

r. ____ _ 
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