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R
esearch over the past decade indicates that healthy

youth development strategies—the deliberate process

of providing all youth with the support, relationships,

experiences, resources, and opportunities needed to become

successful and competent adults—are promising approaches

for preventing or reducing a wide range of adolescent health-risk

behaviors. In this article, we describe the history, science, and

practice of healthy youth development. First, a brief overview of

barriers to healthy youth development including obstacles the

United States will face in the coming decades for meetings the

needs of all youth is provided. We present the history of

resiliency research that illuminated the concepts “risk factors,”

“protective factors,” and “healthy youth development,” and

provide definitions of each of these concepts. Next, we discuss

select empirical evidence supporting youth development

strategies and highlight the events and experiences in the lives

of youth that have been consistently shown to protect youth

against a broad range of health-risk behaviors. Finally, we

describe elements of effective interventions for promoting the

healthy development of all young people.
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Recent research suggests that healthy youth devel-
opment strategies are promising approaches for pre-
venting a wide range of adolescent health-risk be-
haviors. Healthy youth development strategies are
grounded in the premise that youth are “resources to
be developed, rather than problems to be solved,”1

and can be defined as deliberate processes of provid-
ing youth with the support, relationships, experiences,
resources, and opportunities needed to become suc-
cessful and competent adults.2 Research across multi-
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ple disciplines including psychology, sociology, nurs-
ing, public health, social work, and medicine show that
enhancing positive factors in the lives of youth, such as
connectedness to family, school, and community, can
reduce the likelihood youth will engage in a number of
health-jeopardizing behaviors.

In this article, we provide an overview of threats to
healthy youth development and challenges we will face
in meeting the needs of all youth in the United States
in the coming decades. We discuss the history of re-
siliency research that gave prominence to the dynamic
interplay of the concepts “risk factors,” “protective fac-
tors,” and “healthy youth development,” and provide
definitions for each of these concepts. We highlight em-
pirical evidence supporting youth development strate-
gies using results from the National Longitudinal Study
of Adolescent Health (Add Health). Finally, we discuss
elements of effective interventions for promoting the
healthy development of all young people.

● Threats to Healthy Youth Development

Many factors may jeopardize the healthy develop-
ment of young people, including personal and familial
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characteristics, the quality of the schools they at-
tend, and the communities in which they live. Among
the greatest risks to healthy development are ado-
lescents’ behavior and health (particularly in terms
of compromised health status) and the contexts in
which youth live. Engagement in risky behaviors is
common during adolescence, and future demographic
changes in the youth population (particularly the pro-
portion of youth expected to grow up in impover-
ished environments) will create even greater chal-
lenges for promoting healthy development among all
youth.

Involvement in risky behaviors such as substance
use, violence perpetration, and unsafe sexual prac-
tices is common during adolescence and remains a
significant public health problem. Results from the
2003 Youth Risk Behavior Surveillance Survey con-
ducted by the Centers for Disease Control and Pre-
vention show that 30 days prior to the survey, 17 per-
cent of high school students had carried a weapon to
school (eg, gun, knife, or club), 28 percent had drunk
five or more drinks in a row, 22 percent had smoked
cigarettes, and 30 percent had ridden in a car with some-
one who had been drinking alcohol.3 Twelve months
prior to the survey, 33 percent had been in a physi-
cal fight and 9 percent of high school students had at-
tempted suicide. In addition, nearly half (47%) of all
high school students reported having had sexual inter-
course in their lifetime, and more than one third (37%)
of these youth reported not using a condom at last
intercourse.

Several other areas of adolescent health, including
mental health and obesity, are receiving increased at-
tention, and appropriately so. Children’s mental health
has reached crisis levels, with 1 in 10 children and ado-
lescents suffering from a mental health disorder asso-
ciated with considerable impairment.4 The prevalence
of overweight among youth is also an increasing pub-
lic health concern, with 15 percent of high school stu-
dents being moderately overweight and 14 percent be-
ing overweight.3

Changes in the US population in the next few
decades will create greater challenges than ever before
in meeting the needs of all youth. The number of ado-
lescents aged 10 to 19 will grow from 41 million to a
record 50 million teenagers by the year 2040.5 The eth-
nic diversity of the adolescent population in the United
States is also growing. Projections from the US Census
Bureau show that non-Hispanic White youth will com-
prise only 56 percent of the adolescent population by
2020 (compared with 63% in 2000), and by 2040 will
no longer be the majority adolescent population. The
Hispanic and Asian American adolescent populations
are the fastest growing and are expected to represent
respectively 23 percent and 6 percent of the population

by 2020. The number of children and youth living in
poverty is also rising. According to the National Center
for Children in Poverty, 38 percent of children currently
live in low-income families, and the number of youth
living in low-income families increased by 13 percent
in the past 4 years.6

Both the urgency and complexity of health and social
challenges to young people’s well-being, coupled with
these demographic shifts, have compelled researchers,
practitioners, and advocates to struggle with the ques-
tion of “what works and for whom?” and how suc-
cessful youth development approaches can be main-
streamed and sustained.

● Overview of Resiliency

The concept of “resiliency,” as applied to young peo-
ple, grew out of the work of such pioneers as Norman
Garmezy, Emmy Werner, Ruth Smith, Michael Rutter,
and Arnold Sameroff beginning in the later 1960s and
early 1970s.7–12 Especially known for its longevity is the
work of Werner and Smith who followed a cohort of
children born in 1955 on the Island of Kauai at risk for
negative outcomes including poverty, family instabil-
ity, and health problems. The participants in this study
were followed until their 40s, and were assessed at
birth, infancy, childhood, late adolescence, and in adult-
hood. The investigators found that many of the children
experienced negative outcomes as they entered adoles-
cence and adulthood including teen pregnancy, delin-
quency, and mental health problems.13 The investiga-
tors also found that despite the challenging contextual
conditions for these young people, approximately one
third of the children became competent and successful
adults.

The process in which individuals show positive out-
comes, despite adversity, is referred to as resiliency.14 Al-
though initial research on resiliency implied that youth
who showed positive outcomes in spite of risk were
extraordinary in some way (often termed “invulnera-
ble”), further research has demonstrated that resilience
is a more common phenomenon.15 Resiliency refers to
a pattern of behavior, rather than an individual at-
tribute. In fact, the resiliency construct is grounded in
an ecological model that emphasizes the importance
of factors extrinsic to the individual along with key
intra-individual assets in promoting healthy youth de-
velopment. But rather than referring to a fixed trait,
individuals may show resilient behavior in one situ-
ation and not in another. Understanding why some
youth experience negative outcomes while others be-
come competent adults, despite experiencing similar
challenges growing up, became a primary research
agenda.
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● Risk and Protective Factors

The focus on identifying and understanding risk and
protective factors intensified through the work of the
Kauai investigators, guided by a resiliency paradigm.
Risk factors are elements and experiences in a child or
adolescent’s life that increase the likelihood of nega-
tive outcomes and decrease the likelihood of positive
outcomes. Werner and Smith, for example, examined
factors related to negative outcomes in their study of
children on the Island of Kauai and found that poverty,
low maternal education, family instability, single par-
enthood, and health concerns were related to problems
during adolescence and into adulthood.13,16 Subsequent
research has shown that the effects of risk are cumula-
tive, such that exposure to multiple risk factors at a sin-
gle point in time or over time increases the likelihood
of negative outcomes.10,17

Protective factors, on the other hand, are events or
experiences that reduce the likelihood of negative out-
comes and increase the likelihood of positive outcomes.
Protective factors have been defined as both bipolar and
unipolar constructs.15 As a bipolar construct, risk is at one
end of the continuum and protection at the other. For
example, academic achievement is related to numerous
positive outcomes, whereas low achievement increases
the likelihood of negative outcomes. Unipolar constructs
represent a continuum of an attribute, but the absence
or diminished amounts of the attribute are not necessar-
ily associated with greater risk for negative outcomes.
Volunteerism and involvement in extracurricular activ-
ities are examples of unipolar constructs.18 Participation
in more extracurricular activities, for example, may be
associated with better outcomes, but not participating
in these activities may not increase the likelihood of
negative outcomes.

Risk and protective factors have several similar qual-
ities. First, both can be intrinsic (eg, humor, tempera-
ment) or extrinsic (eg, exposure to violence at school) to
an individual and can occur at all levels of influence: at
the individual level, within a family, at school, or within
the community. Second, risk and protective factors tend
to co-occur within individuals, such that an individual
with one risk or protective factor is likely to be charac-
terized by another. Generations of research have amply
demonstrated the clustering of risk factors19,20 as well
as the covariation of protective factors.21 Finally, effects
of risk and protective factors are not entirely uniform
across social groups. For example, a study of youth vio-
lence showed that working 20 or more hours per week
was a risk factor for boys, but not for girls.22 On the
other hand, low self-esteem was a risk factor for vio-
lent behavior among girls, but not for boys. Thus, a risk
or protective factor for one group of youth may not be
as powerful a risk factor or protective factor for another
group.23,24

● What do Youth Need to Develop Into
Successful Adults?

Emmy Werner and Ruth Smith were among the first
to investigate protective factors in the lives of youth.
They examined factors that contributed to the positive
outcomes experienced by the youth in the Kauai study,
despite being exposed to risk. They found that youth
who experienced more positive outcomes were more
likely to have (1) a close relationship with a role model
or a caregiver, (2) an easy temperament, (3) friends and
interests, and (4) good language and reasoning skills.25

Many studies have now examined factors that pro-
tect youth from negative outcomes and a recurring
set of positive attributes, events, and experiences have
been identified across studies.26–28 A review of the re-
siliency literature by Masten14 reported 10 factors that
buffered youth from a variety of risk factors includ-
ing parental mental illness, economic hardship, teen
parenting, maltreatment, and delinquency. The 10 pro-
tective factors in her review included (1) effective par-
enting; (2) connections to nonparental adults; (3) ap-
peal to others, particularly adults; (4) intellectual skills;
(5) talent or accomplishments valued by others; (6)
self-efficacy, self-worth, and hopefulness; (7) religios-
ity; (8) socioeconomic advantages; (9) school and com-
munity assets; and (10) fortuitous circumstances. Al-
though many protective factors have been identified
through resiliency research on at-risk populations, it
has become clear that most youth benefit from these
factors, whether they are at heightened risk for nega-
tive outcomes or not. Thus, recent research has begun
to focus on the effects of protective factors not only in
high-risk populations but also in the lives of adolescents
in general, using cross-sectional and longitudinal sur-
veys of youth health and behavior. Prominent among
these are analyses of the National Longitudinal Study
of Adolescent Health (Add Health).

● Empirical Support for Protective Factors

Add Health is one of the most comprehensive current
surveys of health behaviors among adolescents in the
United States. These data have been used extensively
to examine the role of protective factors in the gen-
eral adolescent population. The study began in 1994
with 90,000 adolescents from 80 communities across
the United States. The subsequent core cohort of ap-
proximately 20,000 youth has been followed for three
waves of data collection, with a fourth under develop-
ment. The study, ordered by Congress, was designed
to examine how social contexts (ie, families, schools,
and communities) affect health and behaviors among
adolescents, and includes assessments of both risk and
protective factors. A primary goal of this study was to
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provide decision makers with information on key de-
terminants of adolescent health and behavior. Beyond
its obvious research applications, results from the Add
Health study have been used for advocacy, curriculum,
program, and policy development, and grant writing at
local, state, and national levels to further develop ser-
vices for youth. Data from the Add Health study are
being used extensively to understand success and well-
being among young people, particularly those living in
challenging environments.

Add Health analyses demonstrate that connected-
ness to family, other adults, school, and community are
robust, recurring protective factors across social groups
of young people.29–34 Resnick and colleagues,33 for ex-
ample, examined risk and protective factors for four do-
mains of adolescent health including emotional health,
violence, substance use, and sexual behaviors and out-
comes among adolescents in grades 7 to 12. They found
that parent-family connectedness and school connect-
edness were protective factors for all health behav-
iors studied except history of pregnancy. Since that
initial analysis, collectively, these studies show that
various dimensions of connectedness serve to pro-
tect youth against a broad range of health-risk behav-
iors, with applicability across gender, race, and ethnic
groups.35

These findings on connectedness accentuate the im-
portance of attachment in healthy human develop-
ment, which has had a long history in the child de-
velopment and psychiatry literature.36–38 Analyses also
demonstrate that these dimensions of connectedness
appear more important than demographic character-
istics, such as family composition (eg, two parent vs
single parent), in protecting youth against high-risk
behaviors.39 Recent advances in technology have also
furthered the scientific evidence supporting the impor-
tance of connectedness in the lives of adolescents. Labo-
ratory research, for example, on animals to brain imag-
ing studies on adolescents and young adults suggest
that human beings are biologically “hardwired” to con-
nect with others, and to seek meaning and purpose in
life. Specifically, this research shows that the experience
of connectedness stimulates reward mechanisms in the
brain.40

Understanding the dynamic interplay of risk and
protective factors has also been enabled by the breadth
and scope of the Add Health study. Researchers argue
that it is an imbalance in risk and protective factors in
the lives of adolescents that result in negative outcomes.
That is, youth may develop into competent adults de-
spite numerous risk factors, if there are adequate pro-
tective factors in their life.41 Add Health analyses have
focused on the likelihood of involvement in high levels
of violent behavior on the basis of varying combina-
tions of risk and protective factors.22 Longitudinal re-
sults demonstrate that protective factors can buffer the

effects of risk factors. Among youth who were charac-
terized by all the risk factors examined (eg, repeating a
grade, carrying a weapon to school, being a victim of vi-
olence, and high levels of emotional distress), and none
of the protective factors (eg, feelings of connectedness
to family and other adults, high parental school expec-
tations, high-grade point average, and religiosity), 71
percent of boys and 61 percent of girls were predicted
to be involved in violent behavior at the time of survey
follow-up. In contrast, the likelihood of involvement in
violent behavior was significantly reduced for boys and
girls still characterized by all risk factors but also with
all of the protective factors present (42% for boys and
21% for girls).

● Healthy Youth Development

The resilience literature provides a compelling ratio-
nale for redirecting interventions from the traditional
emphasis on the prevention and treatment of problem
behaviors to capacity building in youth. Youth develop-
ment programs informed by the resiliency framework
work to develop skills, competencies, and positive ex-
periences with caring adults who have high expecta-
tions and a positive attitude toward young people. Al-
though youth development programs vary greatly in
both their focus and strategies, they tend to be guided
by a philosophy that regards young people as inher-
ently capable, with an emphasis on deliberately cul-
tivating their talents and skills. Such programs also
accept the premise that healthy youth development
is a complex process that cannot be left to chance
alone.42

Although some communities and families are al-
ready providing the nutrients required for youth to suc-
ceed in the second decade of life, others are not. Thus,
healthy youth development is the deliberate process
of providing all youth with the support, relationships,
experiences, resources, and opportunities needed to be-
come successful and competent adults.2

● Components of Effective Youth
Development Programs

Empirical studies on risk and protective factors have
important implications for programs and social policies
designed to promote healthy youth development.9,10

The following section provides an overview of some
critical elements of youth development programs. Al-
though several of the elements listed are essential el-
ements of all successful prevention and intervention
program, we discuss the elements as they pertain to
youth development programs.
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Programs should be informed by pertinent theories
and incorporate validated strategies and/or
best practices

Empirical evidence is increasingly available about
“what works” to promote healthy youth development.
Many protective factors have been repeatedly identi-
fied and shown to be effective in promoting positive
outcomes. Consideration of the population targeted
by the program and the specific risk factors being ad-
dressed (eg, violence exposure, maltreatment, poverty),
however, need to be considered when selecting specific
intervention targets. Many studies show that risk and
protective factors are fairly consistent across gender,
race, and ethnicity. However, some differences do exist
as to how risk and protective factors work for differ-
ent groups and in different contexts. Thus, in addition
to theory, findings from research studies examining the
specific population being targeted should be used to
guide the selection of applicable risk and protective
factors.43

Promote protective factors and reduce risk factors

It has long been debated whether youth program-
ming should focus on reducing risk factors, promot-
ing protective factors, or both. Recent research suggests
that the most effective strategies for reducing health-
jeopardizing behaviors are those designed to simul-
taneously reduce risk factors and promote protective
factors.

Empirical evidence regarding the importance of de-
veloping competencies, building capacity, and enhanc-
ing connectedness calls for schools and communities
to promote a strong sense of connection while enhanc-
ing young people’s competencies by providing them
with opportunities to develop new skills and use them
to be of help or service to others.39 Providing oppor-
tunities for youth to contribute, by assuming mean-
ingful roles in their school and community, is criti-
cal for healthy development. Providing young people
with the support and opportunities they need through-
out adolescence requires supporting youth develop-
ment programs in school and communities and provid-
ing adequate funding to sustain these programs over
time.

Although promoting protective factors is a criti-
cal element of prevention and promotion programs,
this does not negate the urgency of addressing fun-
damental threats to health, such as poverty. Promot-
ing healthy youth development through programmatic
means must be coupled with policy-based approaches
that address the broader social determinants of health.
Such change will occur only in the face of strong and
ongoing advocacy by those working with and on behalf
of young people.42

Multiple behaviors and multiple systems focus

In contrast to the targeted focus of categorical pro-
grams, a generation of research on risk and protective
factors for young people has underscored the utility of
addressing multiple behaviors and outcomes through
multilevel interventions. Results from the Add Health
study, for example, show that parent-family connect-
edness and school connectedness are protective factors
for emotional health, violence, and substance use. Mul-
tilevel interventions have amply demonstrated that re-
ducing risk factors and promoting protective factors in
ways that both enhance youth competence and trans-
form their social environments result in multiple, pos-
itive long-term outcomes for young people. Some of
these interventions have affirmed the desirability of
implementing dual generation programs that include
both young people and the adults that care for them.41,44

The growing evidence on the short-term and long-term
impact of such youth development programs suggests
that targeting a critical set of risk and protective factors
at the individual and contextual levels will increase the
likelihood of sustained positive results, beyond the nar-
row focus of one or a few risk behaviors.45

Focus on prevention and health promotion

Healthy youth development programs developed from
a resiliency framework suggest a focus on positive
rather than negative outcomes. For programming pur-
poses, this suggests that the primary focus should be
on preventing problems before they begin when pos-
sible (primary prevention), and focusing on secondary
prevention when necessary, including the reduction of
risk factors and enhancing protective factors.

However, there is general consensus that becoming a
competent and successful adult requires skills and com-
petencies above and beyond being free of problems.
As articulated so clearly by Karen Pittman, “Problem
free is not fully prepared.”46 Thus, promoting healthy
youth development involves the development of skills
and other competencies, not just preventing negative
outcomes. Creating opportunities for youth to partic-
ipate in challenging and interesting learning experi-
ences, providing leadership opportunities for youth,
and building social and academic competencies are
among the critical components needed to promote
healthy youth development.

Appropriate duration and intensity

A substantial body of research demonstrates that the
duration and strength of an intervention must be tied to
the challenges facing intervention participants.47–49 Put
in other terms, the intensity of the intervention must
match the intensity of the need. This principle, often
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neglected because of budgetary constraints and other
operations considerations, is nonetheless integral to the
success of youth development efforts.35,42,45,46

Rigorous evaluation

To date, hundreds of youth development programs
have been developed across the United States. Few pro-
grams, however, have been rigorously evaluated, mak-
ing it difficult to assess the effects of these programs on
the outcomes targeted by the intervention.45 The num-
ber of youth development programs has grown sub-
stantially in the past decade, and evaluations of these
programs may be ongoing. However, rigorous evalu-
ations need to be conducted before programs are dis-
seminated for widespread use.

Evaluations of youth development programs are
needed to examine whether the programs work to
change desired outcomes and for whom they work.
Evaluations are needed to assess both short-term and
long-term outcomes for young people as well as for
families and other systems that may be the target of the
intervention. Understanding what works for whom is
an enduring question that will continue to challenge
us as the social diversity of the United States grows
in the coming decades. We need to better understand
processes that lead to better outcomes for individuals,
families, and social systems that reflect the variety of
social groups that comprise the US population.50 Un-
derstanding what works for whom will enable prac-
titioners and policy makers to tailor their efforts more
effectively for the populations they are serving. And al-
though the need for such understanding is self-evident,
considerable obstacles remain that hamper evaluation
from becoming a mainstay of youth development pro-
grams. Overcoming these obstacles will require strate-
gic advocacy and persuasion directed at funders and
other decision leaders. Scholars and practitioners will
need to effectively join their voices so that the urgency
that surrounds the process of addressing serious, sub-
stantive problems does not obscure the need for invest-
ment in systematic investigation into what works, with
whom, and why.

● Conclusion

The field of youth development is maturing from an
overarching set of philosophical principles for pro-
grams, policy, and practice to include a growing body
of scientific evidence about the utility of reducing risks,
enhancing protective factors at the individual and con-
textual levels, and promoting confidence and compe-
tence in young people in ways that will serve them
now and in the future. Rigorous, systematic investiga-
tion into the effects of youth development strategies is

the sine qua non for continuing to expand and deepen
this area of endeavor. While clarifying what we know
and pursuing the myriad questions that have yet to
be explored, scientists and practitioners have already
developed a critical body of knowledge that warrants
wider dissemination, replication, and new investiga-
tion into ways of enhancing the healthy development
and well-being of our youth.
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