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Synopsis.........................................................

Violence is devastating the lives of children
in America's major cities. The problem of vio-
lence is particularly acute among disadvantaged
young urban males. This program focuses on
violence prevention in school-age boys using

creative educational techniques and community
partnership. The goal of this school-based pro-
gram is to decrease the incidence of violent
episodes in the school by teaching conflict reso-
lution skills.

Conflict resolution skills are taught in the
health education component of the school health
program. Skills are taught using a peer educa-
tion model supervised by the school health nurse
andplanned inpartnership with a Violence Prevention
Advisory Board. Peer education teams consisting
of fifth and sixth grade boys are trained and
serve as peer educators for the boys in grades
K-4.

The violence prevention peer education pro-
gram stresses primary prevention and targets at-
risk school age males. The proposal uses a model
that promotes the development of student lead-
ership skills and self esteem. The proposal sug-
gests ways to promote school and community
involvement using an advisory board made up of
student, community, and school leaders. The peer
education program is cost effective and demon-
strates how existing resources can be used cre-
atively within the school setting.

V IOLENCE IS DEVASTATING the lives of children
in America's major cities. The following all-too-
familiar litany is overwhelming.

* The leading cause of death for both black and
white teenage boys in America is gunshot wounds.
* Between 1986 and 1991, the violent crime arrest
rate for youth ages 10-17 rose 48 percent.
* In 1991, 130,000 youth were arrested for rape,
robbery, homicide, and aggravated assault.
* Juvenile violent crime rose in 44 States between
1986 and 1991.
* Male juveniles were seven times more likely
to be arrested for a violent crime than females
(1).

Health care professionals and organizations
such as the American Medical Association ac-

knowledge that violence in the United States
constitutes a public health emergency that must
be addressed (2). It is estimated that significant
health costs can be attributed to the consequences
of violence.

Violence can be prevented, however. One way
is with community-based youth violence preven-
tion programs that address the complex issues
fostering violence in society (2). These programs
should target the disadvantaged young urban males
who are most at risk. Creative peer education
and violence programs can best be implemented
in the elementary school with the supervision and
guidance of the school health nurse.

Several barriers exist in planning and imple-
menting a program in an elementary school. Cultural
values and beliefs related to male roles and behaviors
must be assessed and considered. Financial constraints
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have limited the resources available to elemen-
tary schools, especially those in urban areas. In
addition, there is limited time in the school day,
and adding extracurricular programs to the al-
ready strained schedule will not impress admin-
istrators and faculty.

Literature Summary

The problem of violence is very complex. Many
sociological, developmental, psychological, and
neurophysiologic factors are related to violence
(3). There are no easy answers. Any solution to
the problem of violence facing young people must
be multifaceted, based in the community, and
emphasize prevention (2).

One certainty is that disadvantaged urban youth,
who live in families where violence and adult
discord are common, are at greatest risk (1).
These children are victimized and grow up wit-
nessing and participating in acts of violence.
Ropp and colleagues report a staggering 50-per-
cent increase in all-cause mortality in the urban
pediatric population between 1980 and 1988 compared
with no change in the rate for suburban and
national pediatric populations (4). Most of the
increase was in the African American urban population
where homicides rose a dramatic 252 percent (4).
The ubiquity of violence in our cities is leading
to the death of an entire generation of youth.

Of these disadvantaged youths, males are es-
pecially at risk.

Males tend to have a higher rate of delin-
quency, adult criminality, and history of violent
criminal behavior than females (5). Boys are socialized
differently than girls. Boys are told from a very
early age to be aggressive, controlling, and domi-
nant. As a result, boys tend to engage in more
risk-taking behaviors that predispose them to more
injuries. The socialization of aggressive behavior
has been suggested as a predisposing factor for
violent behavior (6). Realizing that aggressive
behavior predisposes males to violence, it would
make sense to target this population. Therefore,
primary prevention should be directed at the high-
risk school age male aggregate.

Violence prevention focusing on the school age
male must start early. Research supports the "cycle
of violence" hypothesis (5). For this cycle to be
broken, efforts must be directed to primary preven-
tion in the form of early childhood interventions.
These interventions must stress nonviolent problem
solving and conflict resolution skills (7).

Conflict resolution skills, a type of nonviolent

problem solving, can be taught through the health
education component of the school health pro-
gram. Traditionally, didactic teaching techniques
have been used in the cognitive domain of student
learning. Innovative instructional methods are
needed to address a target population that does
not do well in the traditional teaching-learning
situation. New techniques that are creative and
based in cooperative learning help the students
develop interpersonal skills. Comprehensive
programs must use a variety of teaching methods
with special attention given to student-centered
learning and involvement.

Sheffrin suggests the use of more cross-age and
peer teaching with special concern for the affective
domain in building self-esteem and promoting self-
efficacy (8). Finn provides a number of reasons why
peer education should be used in health education
programs (9). One very important advantage is that
it promotes ongoing and informal educational oppor-
tunities. Urban youth at risk for violence would
benefit most from the use of such strategies that
promote self-esteem and impart valuable life skills.
The youths who participate as peer educators are
given additional responsibility within the school and
are identified as leaders. The school community
recognizes these young people as belonging to a
group that impacts positively on the school. This
approval and sense of belonging builds the self-
esteem of the at-risk urban youth.

Program Objectives

The overall goal of a school-based violence
prevention peer education program is to decrease
the incidence of violent episodes such as fighting
in the school. This is accomplished through the
following techniques:

* a partnership with the community, parents, teach-
ers, students, and school administrators through the
formation of a Violence Prevention Advisory Board,
* increased school commitment to reducing vio-
lent episodes through the development of peer
leaders and educational teams that model and
teach nonviolent conflict resolution,
* increased student knowledge in the use of
conflict resolution skills through peer education.

Methodology

The following four-phase implementation pro-
cess provides school nurses with a general frame-
work for introducing conflict resolution skills.
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Phase One includes a violence assessment that
focuses on objective data relating to violence in the
child's environment, such as community crime sta-
tistics, and in the school setting, the number of fights
during school hours, for example. The assessment
identifies social factors such as cultural beliefs and
values that relate specifically to violence.

The school nurse enters into partnership with
members of the school community by forming a
Violence Prevention Advisory Board (VPAB). The
VPAB involves parents, community members, students,
teachers, and administrators in several important
tasks. One is the formulation of a violence prevention
policy for the school. In addition, the board plays
a key role in increasing awareness of episodes of
violence and attitudes surrounding violence within
the school community. This is necessary to make
people aware of the need for violence prevention
in the school. The VPAB also provides a broad
base of support and allows for a variety of input
into violence prevention strategies (10).

Phase Two involves student recruitment and
formation of peer education groups from among
the older boys in the fifth and sixth grades. Each
group should contain no more than six members.
The school health nurse uses his or her rapport
with students, knowledge of student needs, and
advice from teachers in recruiting members for
peer education teams (PETs). After students agree
to participate, parental permission will be sought.
Then these students will be involved in all phases
of planning in order to promote a feeling of
ownership for the program.

Program evaluation is identified during this
planning phase. A violence reporting system is
developed in partnership with the VPAB and school
administrators. Under the reporting system, coordinated
by the administration and the school nurse, acts
of physical aggression that occur on school prop-
erty, the time of day, and the number of people
involved are documented.

In Phase Three of program implementation, the
PETs are trained by the school nurse in the following
areas:

* communication skills (that is, listening, re-
sponding, and teaching);
* identification of feelings;
* problem solving skills;
* refusal skills (that is, learning how to say no);
* methods of safe early intervention prior to fight
escalation; and
* how to recognize the warning signs of violence
* patterns of altercations, risky situations, "dis-

ing," peer pressure used against younger chil-
dren, and playground scenarios.

The school nurse writes learning objectives for
each skill area and determines the number of
training sessions based on the PETs' mastery of
the learning objectives. Finally, the nurse pro-
vides the PETs with time to practice presentation
skills using role play situations. This allows the
students time and opportunities to develop con-
fidence in their abilities.

In Phase Four, the peer education module is
implemented in the lower grades. The school
nurse develops learning objectives for each grade
level. The objectives are used to plan instruction
and evaluate learning. Individual class times are
arranged with teachers, the male students in each
grade, and the peer leaders. The school nurse
and PET prepare the lesson plan and learning
activities (for example, role play, games, talks,
and so forth) for each class. To maintain interest
and involvement, class will be limited to 25-45
minutes, depending on the age group, and a variety
of activities will be used during that time.

Significance of the Project

The following elements of the violence prevention
peer education program are significant: (a) the project
demonstrates how an important public health prob-
lem can be addressed using existing resources in the
school setting in a cost effective way; (b) innovative
esteem-building activities are used to teach preven-
tion skills. This model can be used to teach children
about other health topics.

Ways In Which the Project Is Innovative

The project

* stresses primary prevention and targets at-risk
school age males,
* uses an innovative teaching-learning technique
that addresses educational needs on a variety of
levels,
* promotes the development of conflict resolution
skills, leadership skills, and self-esteem among
the older youngsters while providing the younger
boys with knowledge and skills related to conflict
resolution, and
* promotes overall school and community in-
volvement with the problem of violence by using
the VPAB in planning and modeling constructive
ways to intervene.
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Summary of Evaluation

Data from the violence reporting system are
used to determine program effectiveness and the
need for modification. Fights that occur on school
property are reported and monitored through the
school health office. Each class taught by the
PETs is evaluated using a student pre- and post-
test based on the learning objectives. This testing
evaluates the mastery of conflict resolution skills
among the boys in grades K-4. All evaluation data
(fight reporting and instructional testing) are compiled
by the school nurse, presented to the VPAB, and
analyzed in an end of the year review. Modifi-
cations are made in the program based on the
evaluative assessment.

Budget Estimate

In times of cost containment and cut-backs, a
program with minimal cost is refreshing. The
following budget is proposed for an elementary
school of 600-700 students with the target popu-
lation being 300-350 male students:

Learning materials for 30 peer leaders.... $300
Flyers, posters, promotional aids............... 150
Supplies for VPAB administration
and meetings............................... 100

Total ............................... $550

Teaching conflict resolution skills using a peer
education program is cost effective. It would cost
about $1.83 per male student and $0.92 for each
child in the school to implement this program.
Certainly, the benefits of a safer learning envi-
ronment and a more hopeful future for our chil-
dren outweigh the cost.
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