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Abstract

BACKGROUND—Concerns have been expressed that No Child Left Behind (NCLB) may be

reducing the amount of classroom time devoted to subjects other than those for which students are

tested. The purpose of this article is to explore whether NCLB legislation has affected the

provision of evidence-based drug prevention curricula (EBC) in the nation’s middle schools, a

subject area that is not assessed by standardized tests.
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METHODS—Data were collected in spring 2005 and spring 2008 from a nationally

representative sample of middle schools. Respondents completed a survey regarding their

provision of EBC (2005 response rate: 78.1%). We also collected data on schools’ adequate yearly

progress (AYP) status as of 2005 as a measure of their compliance with NCLB targets. We

restricted our sample to schools that responded to our survey in both waves (n = 1324, or 76.9% of

those schools responding in 2005) and conducted logistic regression analyses to determine

whether those schools not making AYP in 2005 were less likely to be using an EBC in 2008.

RESULTS—Our results revealed no relationship between AYP status in 2005 and EBC use in

2008. Analyses of demographic characteristics showed that schools making AYP were more likely

to be small and rural, and to serve majority White student populations whose families were

characterized by lower levels of poverty.

CONCLUSIONS—Our failure to find any relationship between AYP status and the provision of

EBC suggests that concerns about the potential adverse effects of NCLB on drug use prevention

have yet to be validated. Implications of our results are discussed.
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Concerns have been expressed that the No Child Left Behind (NCLB) Act may be reducing

the amount of classroom time devoted to subjects other than those for which schools are

held responsible, namely math, science, and reading.1 To the extent that the concern is

accurate, schools—and especially those that are not performing well—may be “narrowing

the curriculum”2 by allocating resources and time away from school health, physical

education, and other extracurricular activities.2–11 However, available trend data that speak

to potential adverse effects of NCLB on schools’ provision of health education content are

scant, ambiguous, and contradictory. The purpose of this paper is to explore whether NCLB

legislation has affected the provision of evidence-based drug prevention curricula in the

nation’s middle schools, a subject area that is not assessed by standardized tests. These

curricula typically require between 8 and 15 class periods to administer, and thus may

impose considerable demands on schools’ limited classroom time. The link between drug

use and academic performance, however, is well established and a number of studies have

shown that drug use may serve as a risk factor for poor academic performance.12–14

Neglecting evidence-based strategies for drug use prevention, therefore, would be counter

productive to schools’ efforts to improve academic achievement.

Originally passed in 2001 as a reauthorization of the Elementary and Secondary Education

Act, the primary objective of NCLB15 is to enhance students’ learning and academic

achievement. The law gives particular emphasis to reducing disparities in students’

performance among key subgroups, as defined by poverty, racial or ethnic minority status,

English language proficiency, and special needs. The intent of the law is to ensure that all

students score at a basic level of proficiency by 2014, and test standards are required to rise

each year to ensure that this goal is met.16 Accountability systems have been established in

all of the states, each of which has developed its own set of procedures to determine whether

its schools are making adequate yearly progress (AYP) by means of their students’ scores on
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standardized tests. All states now make available lists of schools that are not making

satisfactory progress, and parents are given the option of transferring their children

elsewhere. Those schools not making AYP for 2 consecutive years face increasing levels of

sanctions in subsequent years, ranging from the development of a school improvement plan

to the initiation of school restructuring. As of the 2005–2006 school year, 17% of all public

schools were not making AYP;17 by 1 year later, that proportion had increased to almost

20%.16 Given the threat of school restructuring that is built into NCLB, it is reasonable to

assume that administrators and teachers in schools that are failing to make AYP are

concerned about their tenure, and that they may as a result be narrowing the curriculum to

concentrate their schools’ resources on “teaching to the test.”18

Empirical evidence that NCLB has actually attenuated school time devoted to subjects other

than math, science, and reading is scant. A study of NCLB’s effects in Chicago Public

Schools, published in 2003, found that the resources devoted to non-tested material seemed

to be decreasing over time.19 Data from the Schools and Staffing Survey of the US

Department of Education indicated a modest reduction between 1987 and 2003 in the

amount of time that elementary school teachers were spending on social studies, and a

concomitant increase in time devoted to math and English. The same study yielded no

evidence, however, of curriculum narrowing in middle schools.20 More recently, results

from a survey conducted in 2007 of 349 nationally representative school districts suggested

that 49% had reduced the amount of time allocated in their elementary schools for physical

education, art and music, science and social studies, and recess. At the same time, 62% were

spending more time on English or mathematics.21 On the other hand, an analysis of annual

iterations of the Monitoring the Future survey does not reveal any marked decline in

instructional time following the passage of NCLB in 2001 for subject areas not tested, even

in middle schools where testing is most pronounced.20

In regards to instructional time related to the field of health education, data from the Centers

for Disease Control and Prevention-sponsored School Health Policies and Procedures

Survey suggest that the median number of hours that middle school teachers devoted to drug

use prevention increased from 4.0 in 2000 to 5.5 in 2006, and hours allocated to sexually

transmitted disease prevention increased from 1.3 to 1.8. On the other hand, the hours

devoted to injury prevention and safety decreased from 3.6 to 1.8 during the same time

period, whereas time spent on violence prevention decreased from 4.0 to 2.5 hours. Similar

trends were observed in high schools, where the amount of time spent on teaching drug use

and pregnancy prevention increased, whereas time allocated to injury prevention, safety, and

violence prevention decreased.22,23

Among the many provisions of NCLB is a requirement that schools that receive money from

the Office of Safe and Drug-Free Schools of the US Department of Education administer

evidence-based strategies that address drug and violence prevention,15 or face losing their

funding.24 Given that nearly all districts in the United States receive Safe and Drug-Free

Schools funding,25,26 this is likely to be a salient concern for most districts and their

associated schools. In 1999, 2005, and 2008, this article’s authors conducted a survey of a

nationally representative sample of schools with middle school grades, the primary purpose

of which was to determine the proportion that were using evidence-based curricula (EBC) as
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specified in any of several national registries of such curricula. Although we did not observe

a significant increase in use of EBC from 2005 to 2008,27 data from our 2005 study

indicated that 42.6% of the nation’s middle schools were using at least one EBC, and 22.7%

of respondents were using an EBC most frequently, while the remaining schools relied on

curricula or other content related to drug prevention that lacked evidence of effectiveness.28

These figures represent a signficant increase as compared with baseline data that we

collected in 1999 concerning schools’ use of at least one EBC,28 which indicate that they

began implementing EBC in larger numbers leading up to and immediately following the

passing of the NCLB legislation in 2001. This trend may be attributable to the provisions of

the Principles of Effectiveness that were promulgated in 1998 and later enshrined in NCLB

legislation, and that require the use of EBC in schools receiving support from the Office of

Safe and Drug-Free Schools.

Capitalizing on the longitudinal nature of our repeated surveys of drug prevention practices

in the nation’s middle schools, we examined the relationship between schools’ AYP status

and their subsequent use of evidence-based drug use prevention curricula. Specifically, we

were interested in learning whether schools that were failing to make AYP in 2005 would be

less likely than those making AYP to use EBC 3 years later, because school administrators

were devoting their resources and classroom time to bring their schools into compliance

with the demands of NCLB. Therefore we hypothesized that relative to schools that were

making AYP in 2005, those that were not making AYP that year would be less likely to:

1. continue using EBC in 2008 if they were using EBC in 2005, and

2. adopt EBC by 2008 if they were not using EBC in 2005.

METHODS

We utilized data from our longitudinal study of a large nationally representative sample of

the nation’s middle schools conducted in 2005 and repeated in 2008, the primary purpose of

which was to assess the prevalence of evidence-based drug prevention curricula. Within the

2005 sample, we identified whether each school was (1) using such curricula and (2) making

AYP. We then determined which schools were using EBC 3 years later. Analyses pertinent

to the first hypothesis utilized data from schools using EBC in 2005; those concerning the

second hypothesis pertained to schools not using EBC that year.

Subjects

Data come from the School-Based Substance Use Prevention Programs Study, a nationwide

survey of drug prevention activities in the nation’s middle schools conducted in 1999, 2005,

and 2008. The sample for the original survey, conducted in 1999, utilized a 1997–1998

sampling frame from Quality Education Data, Inc.,29 which comprised all regular schools in

the 50 states and the District of Columbia with middle school grades. We defined eligible

schools as those that included grades 7 or 8, or were limited either to the sixth grade or to

the fifth and sixth grades. We excluded schools with fewer than 20 students and those that

focused exclusively on special education or vocational development. The sampling frame

yielded 2273 eligible public schools.30 For the 2005 survey, we supplemented the 1999

sample with 210 additional schools selected from a 2002 to 2003 sampling frame supplied
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by the Common Core of Data31 to account for schools that opened between 1999 and 2003.

Given the high variability of the characteristics of middle schools across the country, we

stratified our samples with equal probability within each stratum, to ensure adequate

representation of schools along 3 key charactistics: population density, school size, and

poverty level. The purpose of stratifying was to reduce sampling error and thus increase the

precision of our estimates.

Between October 2004 and January 2005, before the 2005 survey data collection, we

contacted all schools (n = 2483) to confirm their status, a process that yielded 2204 schools

that met our eligibility criteria. The residual (n = 279) was considered ineligible either

because of their grade span, school type, and school size, or because the school had closed in

the interim. We also excluded those schools that indicated that they had no staff whatsoever

who taught drug prevention content. We conducted a similar screening procedure before the

2008 survey data collection to verify schools’ eligibility status. Our analyses are restricted to

those schools that responded to the survey in both 2005 and 2008 (n = 1324).

Instruments

In the 2005 and 2008 survey administrations, we asked respondents to indicate which of 26

drug prevention curricula, if any, they taught in their school’s middle school grades during

the current school year. We then asked them which of the curricula they used most

frequently. Respondents also identified in an open-ended field the names of any curricula we

did not specify. Respondents who completed the survey by telephone identified which

curicula they used most frequently and their responses were then coded into our list of

curricula. Copies of our instruments are available from the first author.

For the purposes of this paper, we consider EBC to be those curricula that were designed to

prevent drug use, targeted a universal population of middle school students, were

commercially available as of the 2004–2005 school year, and were identified as evidence-

based as of 2004 on any of 3 national registries. Our list of EBC included those identified as:

“model” or “effective” by the Substance Abuse and Mental Health Services

Administration’s National Registry of Evidence-Based Programs and Practices;32 as

“model” or “promising” by “Blueprints for Violence Prevention,”33 or as “exemplary” by

the Office of Safe and Drug-Free Schools.34 Collectively, these reviews identified the

following 10 curricula as EBC: All Stars, keepin’ it REAL, Life Skills Training, Lions Quest

Skills for Adolescence, Positive Action, Project ALERT, Project Northland, Project TNT,

Social Competence Promotion Program for Young Adolescents, and Too Good for Drugs.

The remaining 16 curricula were not evidence-based.

Procedure

The survey data used in these analyses were collected from January to July of 2005 and

again in 2008 from the person considered to be the most knowledgeable about drug use

prevention in each eligible school—that is, the individual with the most knowledge and

understanding of the school’s drug prevention activities. This individual was identified

during the screening procedures used to identify schools’ eligibility status. We directed our

invitation to participate in the study to this individual. In neither 2005 nor 2008 did we
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attempt to return to the respondent for the previous iteration, but instead sought to identify

the most qualified person to complete our survey.

In 2005 we utilized 3 sequential survey data collection modes to maximize our response

rate. All respondents were initially invited by letter to complete a 40–45 minute survey via a

secure Web site, for which they were provided a prepaid $10 cash incentive. Respondents

who did not complete the Web survey after repeated contacts received a paper copy of the

survey along with a postage-paid return envelope. Those who failed to complete the paper

survey were contacted for a brief interview. Altogether, 65.2% of the sample responded by

Web, 18.9% by paper, and 15.9% by phone, which yielded a total response rate of 78.1% (n

= 1721). We proceeded in a similar fashion for the third administration of the survey except

that we dispensed with the paper version. Of the 1721 responding schools in 2005, 1324

(76.9%) schools completed the survey in 2008, 83.2% by Web and the remainder (16.8%)

by phone.

In addition, we collected data concerning each school’s AYP status as of the 2004–2005

school year from Web sites maintained by its respective state or from an associated

organization, such as a university. We then coded each school as making or not making

AYP based on its state’s designation. For 18 schools that were not included on their state’s

list, we contacted the associated school district to determine the school’s status as of 2004–

2005. In the case of 4 states for which data were unavailable online, we sent a list of the

schools in our sample to a state-level contact, who then identified the AYP status for each

school. For 2 states reporting that they did not assess AYP status for the 2004–2005 school

year, we determined the status as of the previous year for the 15 schools they contributed to

the sample. We were unable to code AYP status for a total of 14 of our schools, which we

excluded from our analysis file. In 8 cases, the school did not have an AYP status because

its enrollment was too low to be assessed, whereas in another 4 cases the school did not

contain grades for which students were assessed. The remaining 2 schools did not have an

AYP status because they had been restructured.

We also secured from the 2004 to 2005 school Common Core of Data (CCD) data file35

information concerning each school’s size and racial/ethnic composition, as well as the

population density of the area in which the school was located and the proportion of its

students who were eligible for a free or reduced-priced lunch, which we used as a proxy for

poverty level.

Data Analysis

All analyses were conducted in SAS 9.1 (SAS Institute, Inc, Cary, NC) using weighted data

and procedures that accounted for the study’s complex sampling design. Sample weights

were constructed from original probabilities of selection computed on the 1999 sample,36 in

conjunction with probabilities of selecting new schools from the 2002 sample.

To assess the comparability of our analysis sample (ie, those responding to our survey in

both 2005 and 2008) with those schools that only responded in 2005, we conducted Rao-

Scott chi-square tests to determine whether there were differences in 2005 AYP status,

population density, student poverty status, school size, and the race/ethnicity of the majority
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of the student population as reported on the 2004–2005 CCD. We next screened our data

with respect to our questions regarding curriculum use and eliminated 6 cases for

inconsistent responses, yielding a final analysis sample of 1318.

We followed these analyses by computing the number and percentage of schools that used

an EBC in 2008 as a function of their AYP status in 2005, for each of our 2 hypotheses, the

first of which pertains to the subset of schools using EBC in 2005, and the second to the

subset of schools not using them that year. This allowed us to conduct a preliminary

examination of the nature of the relationship between AYP and EBC status for each of our

hypotheses.

We then employed Rao-Scott chi-square tests to identify demographic characteristics that

distinguished those schools that made AYP in 2005 from those that did not. The purpose of

these analyses was to describe contextual differences in these 2 groups of schools and to

identify characteristics that had the potential to confound the relationship between schools’

AYP status and their use of EBC.

For our final analyses, we created 2 strata based on use of an EBC in 2005, which allowed

us to test our 2 hypotheses. We then ran a series of logistic regression models for each

stratum using the SURVEYLOGISTIC procedure in SAS. We first regressed 2008 EBC

status on 2005 AYP status, then regressed 2008 EBC status on each demographic

characteristic that distinguished between those making and not making AYP in 2005

identified in the preceding analysis. We concluded with a full model that regressed 2008

EBC status on 2005 AYP status controlling for the demographic characteristics. For these

analyses, we coded schools’ EBC and AYP status in such a manner that those not using 1 of

the 10 specified EBC most frequently, and those making AYP, were scored 0 on these 2

dummy variables; that is, they served as referents. Using this coding scheme, we expected to

see odds ratios less than 1.0 if our hypotheses were supported.

RESULTS

Our comparison of the AYP status and demographic characteristics of the schools

responding and not responding to our survey in 2008 revealed one difference in that

responding schools were more likely to be large (χ2[2 df] = 15.02, p < .001). Table 1

presents the distribution of our sample along dimensions of EBC use and AYP status. As

can be seen for both schools using and not using an EBC most frequently in 2005, similar

proportions of schools used an EBC in 2008 regardless of their AYP status in 2005.

The results of our demographic comparisons between schools making and not making AYP

in 2005 are presented in Table 2. Schools making AYP were more likely to be small (χ2[2

df] = 85.28, p < .001) and rural (χ2[2 df] = 60.18, p < .001), and to serve majority White

student populations (χ2[4 df] = 87.64, p < .001) whose families were characterized by lower

levels of poverty (χ2[2 df] = 60.46, p < .001).

In regards to our 2 hypotheses, our logistic regression analyses (Table 3) revealed no

significant relationships between AYP status in 2005 and the use of an EBC in 2008 in

either stratum. Among those using an EBC in 2005, those not making AYP in 2005 were as
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likely to continue using an EBC in 2008 as those who made AYP in 2005 (adjusted odds

ratio (AOR) = 0.88, p > .05). Likewise, among those not using an EBC in 2005, those not

making AYP were as likely to initiate use of an EBC by 2008 as those who made AYP in

2005 (AOR = 1.26, p > .05).

DISCUSSION

In this study, we found no support for the concern that schools not making annual yearly

progress in 2005, relative to those doing so, would be less likely to continue using, or to

initiate the use of, evidence-based drug prevention curricula in 2008. Thus, neither of our

hypotheses was supported. That said, we should point out that the same NCLB legislation

that requires schools to reach annually escalating AYP targets also mandates that schools

use evidence-based drug and violence prevention programs or risk losing their funding.24 It

is thus possible that schools not making AYP were at least partially deterred from

eliminating their use of EBC for fear of suffering further negative consequences. If so,

school health education curricula that address topic areas other than drugs and violence may

be more vulnerable.

Our study has yielded data that suggest major differences between schools that made and did

not make AYP in 2005. The former was much more likely to be small, located in rural

relative to urban areas, and to comprise students who were White and from more affluent

families. These findings serve as yet another reminder of the profound sociodemographic

and contextual differences between schools that are and are not making AYP, and of the

enormity of the task required to assist failing schools. Students are expected to achieve ever

escalating levels of proficiency if they are to reach full proficiency in 2014, and schools with

heterogeneous student populations have even more AYP benchmarks to meet than those

serving homogenous populations.

Limitations

The interpretation of study findings should be tempered by a few concerns. First, although

the basis on which we judged drug prevention curricula as effective was sound in 2005, it

was less so in 2008. In the interim, the National Registry of Effective Prevention Programs

and Practices, which yielded the majority of curricula we specified as evidence-based,

changed its rating system. Although in 2005 it recognized programs as “model” if they

satisfied 6 methodological criteria and yielded positive outcomes, by 2008 it had changed to

a report of ratings for each of the criteria, and thus the classification of “model” no longer

existed as such. For the purposes of this paper, we simply considered all curricula that were

rated as evidence-based in 2005 to continue to be so in 2008.

Second, we learned during the course of data collection concerning schools’ AYP status in

2005 that the states vary considerably in the proficiency targets they set for their schools

each year; thus scores on standardized tests that are considered acceptable in 1 state may be

indicative of school failure in another. We do not believe that this variation affects the

validity of our main findings related to the effects of AYP on the implementation of EBC,

because it was the failure to make AYP per se that appeared likely to induce schools to

concentrate their resources on the subjects for which they would be held responsible,
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irrespective of the criteria used to judge AYP. However, these varying criteria across states

are likely to have introduced some error in the ancillary findings we reported concerning

school characteristics related to AYP status. On the other hand, those findings were so

robust—all were significant at p < .0001—that any error introduced is likely to be minor.

Third, we recognize that schools’ AYP status may fluctuate from year to year, and that some

schools that did not make AYP in 2005 may well have been restored to good standing by

2008. However, we were precluded by available study resources from determing which of

our participating schools were making AYP as of 2008. Furthermore, this information was

not directly related to our hypotheses, which concerned whether schools’ AYP status as of

2005 affected their use of EBC 3 years later. It seems reasonable to expect that

administrators in schools that did not make AYP in 2005 would remain sensitive to the

possibility that they might fail again, particularly given the annual rise in proficiency

benchmarks required by NCLB, and would likely continue any curricular changes and other

modifications to their teaching practices made in response to their failure to make AYP in

2005.

Conclusion

This study is the first to examine, within the context of a large longitudinal sample, the

effects of AYP status on the provision of evidence-based drug prevention curricula. Our

failure to find any relationship between AYP status and the provision of EBC suggests that

concerns about the potential adverse effects of NCLB on youth drug use prevention have yet

to be validated. This issue should be explored further within the context of other longitudinal

studies of trends in the time allotted to health education content in the nation’s schools,

which take into account the schools’ AYP status. Given the amply demonstrated relationship

between substance use and academic performance, we are pleased to have found that the 2

key elements of NCLB legislation discussed here do not appear to be mitigating against one

another.

IMPLICATIONS FOR SCHOOL HEALTH

Although pressure on schools to devote time and resources to achieve or maintain AYP is

great, particularly in light of escalating benchmarks and sanctions, we believe that the

provision of evidence-based strategies for the prevention of youth drug use is synergistic

with this goal. Research on the connection between educational success and drug use has

generated a large body of literature, with some debate as to whether drug use causes poorer

educational outcomes or vice versa. Using data from Monitoring the Future, a nationwide

study of drug use and other behaviors among middle and high school students, Bachman and

colleagues12 found that although the evidence suggests that educational failure leads to

subsequent drug use, the converse may be true as well; that is, drug use may cause poor

educational outcomes. Providing students with effective drug prevention programming may,

therefore, support schools’ efforts to achieve the academic goals required by NCLB.

Although our study does not allow us to test this notion, we hope that our results are an

indication that schools recognize the interrelationship between drug use and academic

achievement and are not narrowing the curriculum accordingly. As schools struggle to
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allocate time and resources toward achieving academic goals, we hope that they continue to

recognize the important role that drug prevention plays in their students’ academic lives.

In particular, we encourage schools to adopt or continue to use EBC in their provision of

drug prevention education. Such curricula have been subjected to rigorous evaluations and

have been shown to prevent or reduce drug use among adolescents. Our previous work27 has

shown that although most schools use some type of drug prevention curricula in middle

school grades, for example, most do not use an EBC as their primary curriculum. Given the

diminishing resources devoted to drug prevention that many schools face, we encourage

them to devote the scarce resources they do have to strategies that have been shown to work.

Doing so may not only help to ensure the health of their students, but also the academic

achievement of the school.
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Table 1

The Relationship Between Schools’ 2005 AYP Status and Primary Use of EBC in 2008 (n = 1242)*

Primary Use of EBC in 2005 AYP Status in 2005 Primary Use of EBC in 2008, % (CI)

Yes (hypothesis 1) Adequate (n = 211) 59.3 (52.1–66.5)

Inadequate (n = 100) 57.1 (44.9–69.4)

No (hypothesis 2) Adequate (n = 614) 14.5 (11.2–17.8)

Inadequate (n = 317) 17.5 (12.0–23.0)

AYP, adequate yearly progress; EBC, evidence-based curricula.

*
Estimates are weighted and numbers are unweighted.
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Table 2

Characteristics of Schools by AYP Status as of 2005 (n = 1304)†

Made AYP (n = 867, %) (95% CI) Did Not Make AYP (n = 437, %) (95% CI) χ2 (df) p-Value

Population density

 Urban 14.4 (12.2–16.7) 36.6 (32.2–41.0) 60.18 (2) p < .0001

 Suburban 31.6 (29.8–33.3) 31.7 (28.0–35.4)

 Rural 54.0 (51.8–56.2) 31.7 (26.7–36.8)

Poverty*

 Low(0–14%) 19.3 (17.4–21.2) 8.2 (5.8–10.6) 60.46 (2) p < .0001

 Medium(15–39%) 36.1 (33.7–38.4) 23.0 (19.3–26.7)

 High (>39%) 44.6 (42.2–47.0) 68.8 (64.7–72.9)

School size

 Small (<200 students) 19.6 (17.4–21.7) 3.2 (1.4–4.9) 85.28 (2) p < .0001

 Medium(200–599 students) 48.0 (44.9–51.0) 37.6 (32.9–42.3)

 Large (≥600 students) 32.5 (29.8–35.1) 59.2 (54.5–63.9)

Race/ethnicity

 Majority White 85.4 (82.9–87.9) 59.1 (53.8–64.3) 87.64 (4) p < .0001

 Majority African American 4.7 (3.2–6.3) 17.6 (13.2–22.1)

 Majority Hispanic 4.0 (2.6–5.4) 11.2 (8.2–14.1)

 Other majority 1.5 (0.5–2.5) 1.9 (0.3–3.5)

 No majority 4.3 (2.8–5.9) 10.2 (7.1–13.3)

AYP, adequate yearly progress.

*
Proportion of students eligible for free or reduced-price lunch.

†
Estimates are weighted and numbers are unweighted.
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Table 3

Relationship Between AYP Status in 2005, School Sociodemographic Characteristics, and Primary Use of

EBC in 2008, Among Schools Using and Not Using an EBC Most Frequently in 2005§

Primary Use of EBC in 2005 (n = 312) No Primary Use of EBC in 2005 (n = 944)

OR AOR OR AOR

Not making vs making AYP in 2005 0.92 0.88 1.25 1.26

Population density

 Urban vs rural 1.03 0.84 0.74 0.72

 Suburban vs rural 0.51* 0.39* 0.82 0.88

Poverty†

 Low vs high 1.51 1.60 0.63 0.71

 Medium vs high 0.90 0.99 0.95 1.00

School size‡

 Small vs large 0.69 0.46 0.87 0.94

 Medium vs large 1.30 1.00 1.05 1.00

Race/ethnicity

 Majority African American vs majority White 0.49 0.54 1.96 1.84

 Majority Hispanic vs majority White 2.14 2.33 0.93 0.92

 Other majority vs majority White 0.92 0.79 1.32 1.12

 No majority vs majority White 0.55 0.55 0.40 0.39

OR, odds ratio; AOR, adjusted odds ratio; AYP, adequate yearly progress; EBC, evidence-based curricula.

*
p < .05.

†
Low: 0–14% students eligible for free or reduced-price lunch; Medium: 15–39%; High: >39%.

‡
Small: 20–199 students; Medium: 200–599; Large: 600+.

§
Estimates are weighted and numbers are unweighted.

J Sch Health. Author manuscript; available in PMC 2014 October 02.


