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Abstract: Violence among adolescents has increasingly become recognized as a critical
social problem. The purpose of this study was to develop and evaluate the effectiveness
of a violence prevention program for Thai high school adolescents. The program was
based on Orem’s Self-Care Deficit Theory of Nursing.

A within group repeated measures design was used. The sample consisted of 45
Thai adolescents, 12-15 years of age, with moderate to high scores of aggressive behavior
and favorable attitudes toward violence. Subjects were purposively selected to receive
the 12-week violence prevention program, after being tested and observed. Data were
collected via: a researcher-developed Personal Data Sheet; a modified version of Buss’
and Perry’s Aggressive Behaviors Scale; Buss’ and Perry’s Observational Aggressive
Behavior Scale; a modified version of Brillhart's, Jay’s and Wyers’Attitude Toward Vio-
lence Scale; a researcher-developed Violence Management Skills Test; and, a research-
er-developed Student Satisfaction with the Violence Prevention Program Questionnaire.
Data were analyzed using descriptive statistics and repeated measures one-way ANOVA.

Scores for aggressive attitudes and behaviors were obtained and compared three
times, including: at baseline; twelve weeks later, but prior to participation in the intervention
program; and, upon completion of the 12-week intervention program. The adolescents’
aggressive attitudes significantly decreased, while their violence management skills (i.e.
interpersonal relationship skills, coping with emotions and stress, problem solving skills,
and social responsibility skills) significantly increased. The frequency of their observed
physical and verbal aggressive behaviors also decreased after they completed the program.
The students’ satisfaction with the 12-week program was high.
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Background

Violence has become recognized as a critical
social problem and is part of the human experience,
especially among adolescents, throughout the world,
that requires global attention.™” Approximately
875,000 children and adolescents, under the age of
18 years, die annually, worldwide, as a result of
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violence.’ Violence among adolescents is known,
globally, to lead to injury, loss of competence, disability
and death,” and affects not only the adolescents, but
also their families, communities and society.”
Throughout Thailand, the number of deaths and
disabilities caused by violent acts has led to violence
becoming a leading public health issue.” In addition,
violence has been found to be a major risk factor that
directly affects the physical and psychological health
of Thai adolescents.’

The correlates of violence, among adolescents,
can be classified as either physical or psychosocial
violence. The prevalence of physical violence among
high school students has been found to be associated,
most often, with five risk behaviors, namely: sexual
intercourse; attempted suicide; substance abuse;
episodic heavy drinking; and, fighting.*” With respect
to the psychosocial correlates, adolescents who engage
in violence often: suffer from a recent loss; feel
disappointment or rejection; feel alienated or
disenfranchised; experience academic failure; and/or,
become involved with alcohol or other drug abuse.®
Many times, adolescents attempt to solve problems
through drug dependence, avoidance of stress-causing
situations, and/or inflicting harm upon themselves. '’
The psychological correlates can affect not only
adolescents, directly, but also their classmates,
teachers, families, and society."®

Recently, the availability of information,
throughout Thailand, regarding school violence,
violence in adolescents and violence prevention, as
well as research regarding the promotion of mental
health, the prevention of violence among adolescents
and violence prevention programs, have increased.''
Prior studies have indicated that various violence
prevention programs may be effective ways to increase
life-long violence management and self-care among

13,14
adolescents.

School health promotion programs
also have been found to help improve adolescent

health."* Successful violence management programs
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for adolescents appear to be built around activities that
foster the adolescents’ abilities to: gain knowledge
about difficulties that occur during adolescence;'®
cultivate a negative attitude toward the use of violence;"®
and, acquire new violent management skills.”
Promotion of adolescent’s self-care capabilities
has been recognized as an important aspect in the
development of management strategies to prevent
negative physical and psychological outcomes.'”"'®
Nurses can help adolescents acquire self-care
capabilities that foster engagement in: effective
decision management; control of violent tendencies;
and, use of appropriate health service resources (i.e.
family, school and community). Although prior Thai
research has focused on the educational and psychological

. 19,20
aspects of violence management,

prevention
intervention studies, developed from a nursing
perspective, have not been conducted in Thailand.
Therefore, the aim of this study was to develop and
evaluate the effectiveness of a violence prevention
program for Thai high school adolescents. The focus
of the program was to motivate Thai adolescents to
carry out self-care practices to control their signs of
violence, aggressive behaviors, and unfavorable
attitudes toward violence.

It was hypothesized that increased knowledge
of self-care practices, related to violence, would
cultivate negative attitudes toward the use of violence
and help the adolescents develop violence management
skills. It was felt that an effective program could foster
new guidelines for improving self-care practices
among Thai adolescents.

Conceptual Framework

The violence prevention program, in this study,
was based on Orem’s Self-Care Deficit Theory of
Nursing (SCDT)"® and a concept analysis of violence.
According to Orem, self-care involves the activities
an individual initiates and performs to maintain his/

her life and well-being.'® Thus, it is important to foster
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adolescents’ capabilities to respond to their self-care
needs for managing violence through the three phases
of self-care: estimative, transitive and productive. The
estimative phase involves, for those capable of gaining
knowledge, having insight into their situation, and
knowing the signs of violence, violence risk factors
and effective violence prevention. This phase also
incorporates evaluation of one’s health history, via
physical examination and assessment of health
compromising behaviors, including his/her:
developmental stage; cognitive functioning; support
systems; ability to make appropriate decisions; and,
self-care abilities. The transitive phase involves one’s
ability to attend to decision-making. This phase is a
crucial step in self-care and a time when health care
providers should ask adolescents how they feel (i.e.
satisfied, regretful or guilty) about their symptoms of
violence and/or violent encounters. By so doing, one
can assess whether an individual is trying to manage
his/her signs of violence and perform self-care, as
well as whether his/her behavior is associated with
self-care activities in respect to management of violence.
The productive phase focuses on determination of
one’s level of competence in achieving self-care
agency. Such determination is needed to assess what
an adolescent needs to do to manage his/her signs of
violence, so as to judge whether the person performed
a suitable action and controlled his/her behavior, as
well as the effect and outcome of his/her decision
making.

Method

Design: This study utilized a within-group
repeated measures design to examine the effectiveness
of a violence prevention program for Thai adolescents.

Ethical Considerations: Approval to conduct
the study was granted by the Institutional Review Board
of the Faculty of Nursing of the primary investigator’s
(PI) academic institution. The adolescent students’

counseling teachers, who served as research assistants
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(RA), called the students’ parents and sent them an
information letter explaining the study’s purpose,
procedure and benefits. In addition, potential
adolescent subjects were verbally informed about: the
purpose of the study; what their involvement would
entail; anonymity and confidentiality issues; and, the
right to withdraw at any time without repercussions.
Parents who allowed their children to participate were
asked to sign a consent form. Adolescents, who
consented to take part in the study, after their parents’
approval was obtained, were asked to sign an assent form.

Sample and Setting: The sample was obtained
from a high school within a province in southern
Thailand. The school was selected because it supported
a health promotion policy that was attentive to
preventing inappropriate behavioral problems among
adolescent students, and its population was representative
of adolescents who had signs of violence. The names
of potential subjects were obtained via advertisement
(a brochure posted on the information board of the
school and an announcement in the classroom).
Seventy students responded to the advertisement,
however, only 45 of them met the inclusion criteria.

Inclusion included adolescent students who
were: enrolled in the high school selected as a study
site; 12 to15 years of age; demonstrating moderate to
high aggressive behavior, favorable attitudes toward
violence and mild to moderate violent management
skills; willing to participate, with parental approval,
in the study; and, not participants in any program
related to violence management. Subjects were
excluded if they had been diagnosed with, or treated
for, violent behavior or substance abuse.

The 45 adolescents, predominantly, were: 12
to 15 years of age (mean = 13.44 years); Buddhist
(n = 43; 95.5%); female (n = 28; 62.2%); and,
living with parents (n = 39; 86.67%) who were
married (n=40; 88.89%). Forty-two (93.33%) of
them had one to three siblings. Three (6.67%) other
students had four to six siblings. Their five most

favorite leisure activities were: listening to music

Pacific Rim Int J Nurs Res ¢ July - September 2012



Vineekarn Kongsuwan et al.

(n = 8; 17.78%); reading books or magazines (n =
7;15.56%); playing sports (n = 6; 13.33%); playing
computer games (n = 6; 13.33%); and, caring for
pets (n=5;11.12%). The majority (n=23;51.1%)
of their families had monthly incomes of less than
5,000 baht. In addition, 46.6% (n=21) of their
fathers and 40% (n=18) of their mothers had a
secondary school education, with 40% (n=18) of
their fathers and 31.1% (n=14) of their mothers being
anemployee. Only 28.9% (n = 13) of the adolescents
had experienced violence within the family, while 809
(n = 36) of them had experienced violence in school.
Their experiences with violence, within the family
included: fighting with siblings (n = 6; 46.15%);
parents quarreling (n = 4; 30.77%); and, parents
punishing their children (n = 3; 30.55%). Their
experiences with violence in school included: gang or
peer fighting (n = 11; 30.55%); harming others
(n=10;27.78%);rudeness (n="7;19.44%); assault
among high school seniors (n = 6; 16.67%); and,
punishment, by teachers, of offending students (n =
2;5.56%).

Instruments: Data were collected via six
instruments, including: a researcher-developed
Personal Data Sheet; a modified version of Buss’ and
Perry’s Aggressive Behaviors Scale;”’ Buss’ and
Perry’s Observational Aggressive Behavior Scale;*
a modified version of Brillhart’s, Jay’s and Wyers’
Attitude Toward Violence Scale;'® a researcher-
developed Violence Management Skills Test; and, a
researcher-developed Student Satisfaction with the
Violence Prevention Program Questionnaire. None of
the instruments, used in this study, were copyrighted.
All of the questionnaires were either originally written
in Thai or previously been translated into Thai.

The 13-item Personal Data Sheet (PDS) was
used to obtain information regarding each subject’s
demographics, including his/her: gender; religion;
parental marital status; number of persons living in the
household; number of offspring in the family; leisure
activities; family’s monthly income; parents’
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educational levels; parents’ occupations; violence
experienced in the family, including types of violence;
and, violence experienced at school, including types
of violence. The subjects took about 5 minutes to
complete the PDS.

Buss’ and Perry’s Aggressive Behaviors Scale
(ABS)** was modified and translated into Thai by
Sutin.'® The modified Thai version of the ABS
(T-ABS), in which the language was modified to
match the Thai culture, was used in this study. The
T-ABS was a 58 -item, uni-dimensional, instrument
consisting of two subscales: one that required self-
assessment of verbal (i.e. criticizing or blaming)
aggressive behavior and one that required self-
assessment of non-verbal (i.e. pulling or snatching at
clothes) aggressive behaviors. An example of a verbal
aggressive behavior item was: “I shout loudly
to others: You’re so stupid.” An example of a
non-aggressive behavior item was: “When 1 am
dissatisfied with others, I sometimes make their books
dirty.” The subjects rated their experiences involving
the use of violence on a scale of 0 = “never” to 4 =
“frequently.” The total score was computed by adding
the response scores across items, for a possible score
of: 0 to 77 = mild aggression; 78 to 155 = moderate
aggression; and, 156 to 232 = high aggression. As in
prior studies, " the internal consistency reliability of
the T-ABS, in this study, was 0.95. It took the subjects
approximately 20 minutes to complete the T-ABS.

Buss’ and Perry’s 23-item Observational
Aggressive Behavior Scale (O-ABS)22 was used to
measure, via observation, the frequency of verbal (8
items: i.e. blaming) and physical (15 items: i.e.
messing things up) aggressive behaviors during a
typical day. An observer was to count, for 50 minutes,
the frequency of behaviors in three different settings:
inside the classroom, outside the classroom and during
home room. A total score was determined by adding
the number of observed behaviors, within 50 minutes,
in each setting. The higher the number of observed
verbal and physical behaviors, the higher the incidence

239



The Development and Effectiveness of a Violence Prevention Program for Thai High School Adolescents

of aggression. Two RAs trained, by the PI, in use of
the instrument, simultaneously observed each
adolescent. Both of the RAs were the students’
counseling teachers. Although, no clear inter-rater
reliability was reported in prior research, the inter-rate
observer reliability, in this study, was 0.74 (Kappa).

The 33-item Thai-Attitude Toward Violence
Scale (T-ATVS)®® was a modified version of the
ATVS questionnaire developed by Billhart, Jay and
Wyers.'® The instrument was used to measure, via
self-report, cognitive (11 items: i.e. “I use violence
as ameans of problem solving”), affective (12 items:
i.e. “I don’t like to see fighting among others”) and
behavioral components (10 items: i.e. “I usually
control myself, when I am teased, without using
violence™) of positive and negative attitudes toward
violence. Respondents rated their positive and negative
attitudes toward violence on a 4-point scale (1 =
“strongly disagree” to 4 = “strongly agree”). The total
score, which could range from 1 to 4, was determined
by summing response values across all items and then
dividing the score by 33 to obtain an average score.
No determination of subscale scores was made.
Interpretation of the total score was the same as that
used by Pandaeng,23 whereby: 1.00 to 2.00 = mild
attitude toward violence; 2.01 to 3.00 = moderate
attitude toward violence; and, 3.01 to 4.00 = high
attitude toward violence. It took subjects approximately
10 minutes to complete the questionnaire. Prior
research found the T-ATVS to have an internal
consistency reliability of 0.85.23 The internal
consistency reliability of the instrument, in this study,
was 0.96.

The researcher-developed Violence Management
Skills Test (VMST) consisted of two-parts that
incorporated instruments developed by Limparatanagorn™
and Tungklave.” The VMST was used to assess the
adolescents’ ability to utilize various skills (i.e.
problem solving, coping with emotions and stress,
interpersonal relationships skills and social responsibility )
in managing violent behavior. Part I of the VMST, an
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unmodified version of Limparatanagorn’s instrument,
contained 44 items within three subscales that
measured: problem-solving skills (12 items: i.e. “I
like to view problems in different ways.”); ability to
cope with emotions and stress (19 items: i.e. “I am
calm and rarely get mad with others.”); and,
interpersonal relationships skills (13 items: i.e. “I
always think carefully before speaking.”).?® All items
were self-ratings using the possible responses: 1 =
“not true;” 2 = “somewhat true;” and, 3 = “true.” A
score for each of the subscales, which could range from
1 to 3, was determined by summing the response values
across the items in each respective subscale and then
dividing the score by the number of items in the
respective scale, so as to obtain an average score. A
total score for the VMST, which could range from 1
to 3, was obtained by summing the response values
across all items and then dividing by 44 to obtain an
average score. Interpretation of the total score was the
same as that used by Limparatanagorn,®® whereby: 1
to 1.66 = mild use of problem-solving, coping, and
interpersonal relationships skills; 1.67 to 2.33 =
moderate use of problem-solving, coping, and
interpersonal relationships skills; and, 2.34 to 3.00
= high use of problem-solving, coping, and
interpersonal relationships skills.20 Prior reliabilities
of the three subscales (problem-solving skills, ability
to cope with emotions and stress, and interpersonal
relationships skills) were 0.64, 0.82 and 0.74,
respectively.”® The reliabilities for the three sub-scales,
in this study, were: 0.94 (problems solving skills);
0.91(coping with emotions and stress); and, 0.94
(interpersonal relationships skills). Part II of the
VMST consisted of a modified version of Thungklave’s
instrument, which was designed to measure social
responsibility.”* Item wording was modified so as to
make the items more understandable by the adolescents.
Part IT contained 47 self-rated items (27 positively
and 20 negatively stated) that were organized within
four categories: political responsibility; responsibility
to family; responsibility to school; and, responsibility
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to friends. Examples of positively stated items from
each of the four categories were: “I turn off the lights
every time I leave the room” (political responsibility );
“I help my mother clean the house” (responsibility to
family); “I submit all school assignments on time”
(responsibility to school); and, “I always help my
friends when they are faced with problems”
(responsibility to friends). Examples of negatively
stated items from each of the four categories were: “I
throw garbage anywhere I want” (political
responsibility); “I don’t think cleaning plates after a
meal is my responsibility, since I am young”
(responsibility to family); “I don’t like it when the
teacher gives me too much homework, since I want to
rest” (responsibility to school); and, “When the
teacher assigns group work, I frequently leave it for
my friends” (responsibility to friends). The possible
responses to both the positively and negatively stated
item responses where: 4 = “very true;” 3 = “true;” 2
= “somewhat true;” and, 1 = “not true.” A total score
was calculated by summing the response scores across
items and then dividing by 47 to obtain an average
score. Interpretation of the score was the same as that
used by Thungklave, whereby: 1 to 1.66 = mild use
of social responsibility; 1.67 to 2.33 = moderate use
of social responsibility; and, 2.34 to 3.00 = high use
of social responsibility.>* The internal consistency
reliability for the second part of the VMST, in this
study, was 0.96. It took the adolescents approximately
30 minutes to complete the entire instrument.

The PI-developed 12-item self-report Student
Satisfaction with the Violence Prevention Program
Questionnaire (SSVPPQ) was used, after completion
of each of the three phases of the program (estimative,
transitive and productive), to assess the adolescents’
satisfaction with the effectiveness of the program
activities. Questionnaire items were generated from a
literature review regarding evaluation of violence
projects.”® Prior to its use, the content validity and item
clarity of the SSVPPQ were assessed by a psychiatric
nurse with expertise in Orem’s Self-Care framework, '®
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a community health nurse, two psychiatrists, and two
psychologists. The results of the experts’ assessment
of the SSVPPQ lead to no changes being made in the
instrument. Examples of items from the questionnaire
included: “T am satisfied with the program” and “I am
satisfied with what I have learned about managing my
violent behavior.” Each item was rated from 1 = “low
satisfaction” to 5 = “high satisfaction.” A total score
was obtained by summing across the responses to the
12 items and dividing by 12 to obtain a mean score.
Scores were interpreted as: 1 to 2.67 = mild
satisfaction; 2.68 to 4.35 = moderate satisfaction;
and, 4.36 to 5.00 = high satisfaction. The internal
consistency reliability of the instrument, in this study,
was 0.94.

Violence Prevention Program: Development
of the program involved three types of key stakeholders
(two teachers who had experience in dealing with
adolescents manifesting violent behavior; 12
adolescents who were not part of the study, but were
similar to the study subjects; and, six parents of the
45 adolescent subjects). These stakeholders shared
their views on violence and strategies suited for
adolescents’ management of violence via two, PI-lead,
focus groups. Each focus group, which lasted
approximately 45 minutes, consisted of six students,
one teacher and three parents. Each focus group was
held in the counseling room of the adolescents’ school.
As a result of the focus groups’ findings, the PI
developed 12 program activities and an activity
program guide. Each of the activities took 50 to 60
minutes to complete. The adolescents participated, as
a group, in one activity each week over 12 weeks. The
PI directed the weekly activity, each Thursday, in a
school classroom.

The first component of the program, the
estimative phase, focused on examining positive
aspects of self-awareness and engaging in self-
investigation. During this phase, the adolescents
participated in two activities: self-investigation of
feelings/emotions and self-examination of various
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responses to feelings/emotions. Self-investigation of
feelings/emotions required them to think about their
own feelings/emotions and then verbally share their
feelings/ emotions with others involved in the activity.
Self-examination of feelings/emotions involved the
adolescents examining a variety of facial pictures that
reflected various feelings/emotions (i.e. sad, happy,
loving or violent) and then discussing, with group
members, what they believed the pictures represented,
and if and when they had such feelings/emotions.
The second component of the program, the
transitive phase, focused on: managing negative
feeling/emotions that can lead to violence; using
behaviors that prevent violence; and, recognizing
attitudes and behaviors that discourage violence. Four
activities were implemented during this phase:
examination of how specific situations influence
feelings/emotions, which, subsequently, can lead to
violent behavior; use of coping techniques for dealing
with feelings/emotions that can lead to violent
behavior; development of relationship skills, through
effective communication, that can facilitate the
prevention of violent behavior; and, learning about
empathetic understanding so as to prevent violent
behavior. Examination of how specific situations
influence feelings/emotions that can lead to violent
behavior involved reviewing a written scenario that
reflected a difficult situation and then discussing, with
group members, what could be done in the scenario to
prevent violent behavior. The use of coping techniques
for dealing with feelings/emotions that could lead to
violent behavior required the adolescents to review
another scenario, reflecting a difficult situation, and
identify the coping techniques used within the scenario
to prevent violent behavior. The students then were
asked to practice, in a group setting, coping techniques
(i.e., seeking guidance from others, consulting with
a teacher, and demonstrating self-control) identified
in the scenario. Development of relationship skills that
can facilitate the prevention of violent behavior
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involved the students learning about effective verbal
and non-verbal communication. This task was carried
out by having each student write on one 3 x 5 card a
word that can lead to violent behavior and on another
3 x 5 card a word that that can prevent violent behavior.
The PI then presented and discussed, with the group,
all of the words the students had written. The focus of
this activity was to show how effective communication
can facilitate development of good relationships with
others which, in turn, can help prevent situations that
can lead to manifestation of violent behavior. Finally,
learning about empathetic understanding, so as to
prevent violent behavior, focused on use of active
listening and reflective words for the purpose of
understanding what others were trying say. The content
was presented, by the PI, by way of lecture. The students
then were required to practice, with group members,
how to actively listen and use reflective words.

The third component of the program, the
productive phase, focused on: enhancing the use of
behaviors that prevent or reduce, via problem-solving
in everyday life, the likelihood of violence; doing
self-evaluation; and, internalizing new responsibilities /
new attitudes toward violence prevention in society.
Six different activities were implemented during this
phase of the program: applying interpersonal
relationship skills to prevent violent behavior; learning
how problem-solving skills can prevent violent
behavior; developing problem-solving skills for real
life; learning different problem-solving approaches;
learning about social responsibility; and, applying
social responsibility skills in real life. Applying
interpersonal relationship skills to prevent violent
behavior required the adolescents to practice their
verbal/non-verbal communication skills. The PI asked
the students to describe specific situations that could
provoke occurrence of violent behavior and then
demonstrate, viarole playing, how they might verbally
and/or non-verbally respond to the situation. Learning
how problem-solving skills can prevent violent
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behavior involved the adolescents discussing and
sharing, with group members, how to go about solving
problems described in a specific violence-provoking
scenario. The focus of this activity was to demonstrate,
to the students, how problem-solving skills can foster
appropriate versus inappropriate behavior. Learning
different problem-solving approaches required the
adolescents to present ideas to the group, from an
assigned scenario, using the techniques they learned
in previous activity sessions (i.e. coping techniques,
communication skills, active listening, and using
reflective words). Each adolescent was asked to
present how he/she would go about not using violent
behavior in dealing with the situation described in the
scenario. Developing problem-solving skills for real
life required the students to write down the various
problems and/or personal situations they had
encountered that lead to their use of violent behavior.
Each adolescent then shared, with the group, his/her
problems/situations and told what he/she should have
done to prevent the use of violent behavior. The
purpose of this activity was to focus on how each
student could prevent using violent behavior when
faced with a difficult situation. Learning about social
responsibility involved the adolescents sharing
examples of activities in which they demonstrated
various types of social responsibility (i.e. political,
family, school and friends). Through sharing their
social responsibility experiences they learned new
ways of demonstrating responsible behavior. The last
activity in this phase, applying social responsibility
skills in real life, required the students to work in a
small group (i.e. six to seven students per group) for
the purpose of proposing a social project and the roles
they each would play in developing and implementing
the project. Each small group then presented their
project ideas to all of the other adolescents.
Procedure: After consent/assent was obtained,
the P administered, in a school classroom as a baseline
measure, the PDS, ABS, T-ATVS, and VMST. In
addition, the two RAs, using the O-ABS, observed
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and recorded the students’ behaviors in their respective
classrooms, home rooms, and outside the classroom,
but in the school setting. All 70 adolescents, who
initially consented to be in the study, were administered
the questionnaires and observed for the purpose of
determining if they met the study’s inclusion criteria.
Only 45 of the 70 adolescents were found to meet the
inclusion criteria and, as a result, were retained as subjects.
The other adolescents were thanked for their time, but
informed they would not be continuing in the study.

After the questionnaires were administered, two
focus groups were held for the purpose of providing
the Pl information that could be used in the development
and implementation of the Violence Prevention
Program activities. Twelve weeks from the baseline
testing, the ABS, T-ATVS and VMST again were
administered to the students. Then the 12-week
Violence Prevention Program was implemented. At
the end of each of the three phases of the program
(estimative, transitive and productive), the adolescents
were administered the SSVPPQ to determine their
satisfaction with the program activities in each
respective phase. Upon completion of the 12-week
program, the students were administered, for the third
time, the ABS, T-ATVS and VMST, and observed,
for a second time, using the O-ABS.

Data Analysis: Descriptive statistics were used
to assess the demographic characteristics of the
adolescents and to compute the scores for the
instruments used in the study. Repeated measures
analysis of variance (RM-ANOVA) was employed
to examine the outcomes at three different assessment
times, including: baseline (0 week ), pre-intervention
(12th week) and post-intervention (24" week).
Frequencies and percentages were used to compare
observed events of physical and verbal aggressive
behavior at baseline and post-intervention. Means and
standard deviations were computed to examine scores
for student satisfaction with the activities implemented
during the three phases of the violence prevention

program.
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Results

The mean scores for attitudes toward violence

after program completion (M = 2.09; SD = 0.35)
5 53.37;p=<0.001]

than the mean scores found at pre-intervention (M =
2.51, SD = 0 .27). No significant difference in the
mean scores for attitudes toward violence were found

were significantly lower [F (2,88

between the baseline scores and pre-intervention
scores (M =2.57,SD=.33; M=2.51,SD=0.27).

The aggressive behavior mean scores at post—
intervention (M = 0.85; SD = 33) were significantly

lower [F )= 116.48; p < 0.001] than at

(2,88

pre-intervention (M =1.67, SD = 24). No significant
difference in the aggressive behavior mean scores were
found between the baseline scores and the pre-
intervention scores (M =1.67,SD=0.24;,M=1.72,
SD = 0.25). Moreover, many of the adolescent
students’ observed physical aggressive behaviors were
found to be less frequent after program completion
compared to their observed physical aggressive
behaviors at baseline. The frequencies of observed
events involving physical and verbal aggressive
behaviors, during these two periods, are illustrated in
Figures 1 and 2.
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Figure 1: Frequency of Observed Physical Aggressive Behaviors

1 = Harmful to others; 2 = Caused object or property damage; 3 = Pulled or snatched clothes; 4 = Pushed somebody; 5 = Ridiculed;
6 = Threw things at another; 7 = Forced others to do something unwillingly; 8 = Messing things up; 9 = Hid other students’ things;
10 = Hit somebody; 11 = Had fights; 12 = Pushed over property; 13 = Put up feet or middle figure to imprecate; 14 = Made faces;

15 = Banged table loudly.
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Figure 2: Frequency of Observed Verbal Aggressive Behaviors

1 = Blaming; 2 = Teasing about a friend’s and family’s name; 3 = Criticizing; 4 = Shouting loudly; 5 = Gossiping; 6 = Speaking

sarcastically; 7 = Rudeness; 8 = Threatening
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Regarding the adolescents’ violence management
ey = 17:99 P <
0.001] in interpersonal relationship skills means

skills, a significant increase [F

scores was found from pre-intervention (M = 1.93;
SD = 0.29) to post-intervention (M = 2.39; SD =
0.24). No significant difference was found in mean
scores between baseline and pre-intervention (M =
1.87,SD=0.24;M=1.93,SD=0.29). Comparisons
of the problem-solving skills mean scores indicated a
significant increase [F (288" 4.76; p<0.05] between
pre-intervention and post-intervention (M = 2.14,
SD = .26; M = 2.29, SD = .25). No significant
difference was found in problem-solving skills mean
scores between baseline (mean = 2.17, SD = 0.33)
and pre-intervention (mean = 2.14,SD =0.26). The
mean scores for coping with emotions and stress were
found to be significantly higher [F 288 28.51;p=<
0.001] at post-intervention (M = 2.39; SD = 0.21)
than at pre—intervention (M = 2.18; SD = 0.19) No
significant differences were found in the coping mean
scores between baseline (M = 2.18; SD =0.19) and
pre—intervention (M = 2.19; SD = 0.30). The mean
scores for social responsibility were found to be
o= 13.12; p<0.001] at
post-intervention (M = 3.20; SD = 0.23) than at
pre-intervention (M = 2.96; SD = 0.30). No
significant differences were found in scores between
baseline (M = 2.84; SD = 0.35) and pre-intervention
(M =2.96; SD = 0.30).

Mean scores for the students’ satisfaction with

significantly higher [F -

the program activities, which was assessed at the end
of each phase of the program, reflected a high level of
satisfaction (4.36 to 5.00). The mean scores for each
of the phases were: estimative (M = 4.38; SD=0.39);
transitive (M = 4.36, SD = 0.53); and, productive
(M = 4.36, SD = 0.55).

Discussion

The research-developed, 12-week Violence

Prevention Program was found to be successful. After

Vol. 16 No. 3

completion of the program, the adolescents’ aggressive
attitudes and behaviors decreased, while their violence
management skills (i.e. interpersonal relationship
skills, coping with emotions and stress, problem-
solving skills, and social responsibility skills)
increased. In addition, the students’ satisfaction with
the 12-week intervention program was high.

The fact the adolescents were able to decrease
their aggressive attitudes and behaviors, and increase
their violence management skills, after completion of
aviolence prevention program that focused on self-care,
was similar to findings in prior research.?® For
example, Cutler”® found that a person’s improvement
in self-care can lead to autonomy and ongoing
behavioral management, as well as a lower chance of
recidivism into violence. Furthermore, it has been
noted that a reduction in aggressive behavior can occur
concurrently with the development of self-care skills,
which, in turn, can lead to marked improvement in
behavior.”” McCaleb and Cull®® found, among
adolescents from various socio-cultural backgrounds,
instruction on self-care practices needs to be
incorporated into an overall violence prevention
program. In addition, it has been noted that when
adolescents are confronted with aggression from
others, highly aggressive adolescents tend to have
difficulty arriving at non-aggressive solutions and
believe aggression is the answer to adverse treatment
by others.2% %> *'

changing self-care behavior promotes well-being
32,33,34

Most related literature suggests that
among adolescents. Similarly, a positive
relationship between health-promoting self-care
behavior and self-care efficacy, in the adolescent
population, has been found.*

The success of the program, most likely, was
due to the self-care focus of the program and its design.
Prior studies have pointed out that changing an
adolescent’s self-care behavior enhances his/her sense
of well-being.*® In addition, a positive relationship
between health-promoting self-care behavior and

self-care efficacy has been noted among adolescents.>”*®
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The fact the violence prevention program included the
use of self-care methods, which has been encouraged
by other researchers,®® may have had an influence on
the effectiveness of the program. The program was
developed around a series of goals and activities that
focused on providing adolescents with direction
regarding how to engage in self-care.

The violence prevention program involved a
weekly session, for 12 weeks, that lasted 50 to 60
minutes. The length and number of sessions was
consistence with suggestions from prior work on
violence among adolescents.*’ It is important to note
the length and intensity of a violence prevention
program must be sufficient for participants to gain
mastery of violence knowledge and management skills,
as well as produce significant behavioral changes when

. . . 41,42
in a social setting.

The findings suggest the length
and intensity of the content presented, in this study,
was sufficient to bring about change in the adolescents’
attitudes, behaviors, and management skills related to
violence. It must be kept in mind, however, that the
approach and optimal time for presenting a violence
prevention program may vary, depending upon the
demographics of the program participants.*’ In
addition, this study’s program employed the use of
multiple measurement procedures (i.e. self-assessments,
self-reports, and observations) to determine changes
made in the adolescents’ attitudes, behaviors, and
management skills related to violence. These measures
were similar to those used in prior studies on adolescent
violence.*” Utilization of multiple sources of measurement
helps decrease bias and supports psychometric
standards appropriate for the specific aim of a
program.**

The adolescents indicated high satisfaction with
all phases of the program and appeared to want to
participate in each weekly activity, as well as attend
each weekly session. This could have been related to
the type of activities used in the program, as well as the
fact the students were doing something with their peers.
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Limitations and Recommendations

Prior to using the study’s findings, the limitations
of the study must be taken into account. The study
involved predominately females and was conducted
among students in only one high school. Also, a
repeated measures design was used in the study without
involvement of a randomized control group. Thus,
since baseline and pre-intervention tests cannot
adequately serve the same function as a control group,
there may have been uncontrolled threats to the study’s
validity. In addition, a longitudinal follow-up was not
accomplished so as to assure sustainability of the
program’s outcomes, over time. Thus, no guarantee
can be made that the adolescents will be able to sustain
use of non-violent behavior. The study also failed to
include examination of environmental variables that
could have supported or impeded the students’ attitudes
toward violent behavior. This is important, at the
individual level, since adaptation of behaviors is known
to not likely persist if the behavior adaptations are not
supported by a suitable environment.*> As one might
suspect, it was not possible to control the type of
information or experiences the adolescents encountered,
during the study, related to violence. This factor could
have influenced the results of the various assessments
(baseline, pre-intervention, post-intervention testing).46
Finally, because of the structure and values of the
school system, the researchers were somewhat limited
regarding the program content that could be taught.

Based upon these limitations, the following
factors need to be considered when conducting future
research regarding development and implementation
of a violence prevention program: inclusion of an equal
number of male and female students; use of multiple
schools located in various geographic areas throughout
Thailand; inclusion of a control group; longitudinal
designs to address the long-term effects of a program;
and, examination of environmental variables that could

support or impede adolescents’ attitudes toward violent
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behavior. Given the nature of research dealing with
the development and implementation of a violence
prevention program, it may not be possible for
researchers to control the information and experiences
encountered by adolescents, related to violence, or the
content and activities included in a prevention program
when it is offered within a school environment. Both
of these issues are realities related to addressing
violence among adolescent students. Furthermore,
future studies also need to consider comparing the
program needs of adolescents who have moderate
violence tendencies versus those with severe violence
tendencies, as well as those with mental health

problems who manifest violent behavior.
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