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A Conceptual Framework
I. The Problem 
Navigating Adolescence
The pathway to adulthood is a hodge-podge of freshly-paved highways, one-lane country roads, speed bumps, and yield-signs. From the green-light of birth, childhood swiftly makes its ascent. Under the watchful eyes of parents, infants—perceived as vulnerable and helpless creatures—soon become children, learning to walk, to talk, and to think as cognizant, sentient beings.  Yet by puberty, the green-light of childhood changes to the yellow-light of adolescence. No longer do parents continually watch over their child’s every action and behavior; and no longer do children simply emulate the world around them. Instead, adolescence marks the time when children are equipped, and equip themselves, with the necessary skills and mind-frame to meet society’s expectations for adulthood. This time period is characterized by a set of common exploratory journeys, including:

The nature of these common processes depends on the broader social and ecological context in which the adolescent develops. In the last fifty years, the role and expectations of adolescents has dramatically shifted. Whereas the nuclear family was once the prevalent familial mode, now, single-parent households and never-married mothers are the norm (Feldman 8). Due to this shift, today’s adolescents often take on more responsibility, are deemed more self-sufficient, and mature more rapidly. Despite increased accountability, society sends ambiguous messages about the notion of adolescence. While adolescents frequently pay adult-fares by age 12, adolescents are prohibited from viewing certain movies until age 17. By 16, adolescents are allowed to join the labor force and drive, but cannot vote until 18. At age 18, adolescents can enlist in the armed forces, but cannot posses or purchase alcohol until age 21. Incongruent adolescent policy reflects conflicting perceptions among adults and policymakers about the role and capabilities of youth. How society gauges the sensibleness of adolescents’ impacts not only how society identifies and responds to the needs of the adolescent, but also how adolescents come to view themselves. Self-perception, in turn, determines how adolescents judge risk, evaluate consequences, and ultimately make behavioral decisions (Millstein and Harper-Felsher 32). 
Despite the widely held assumption that adolescents take part in risky behaviors due to their inability to assess behavioral consequences—specifically, their thinking of themselves as invulnerable—research shows that they are no more likely than adults to see themselves as immune to negative consequences (Cohn 1995). Indeed, by 12 or 13, adolescents are increasingly able to apply abstract and probabilistic reasoning to decision-making encounters (Fischhoff 10). What does differ between adolescent and adult decision-making is social cognition. Unlike most adults, adolescents are only beginning to face the uncertainty of social outcomes and experience a social world that is constantly in flux. In addition, adolescents are less able than adults to understand decisional timing—research has shown that teenagers rate occasional involvement in health-threatening activities as less dangerous than their parents (Cohn 1995). When it comes to such behavior as smoking and hard drug-use, occasional involvement can lead to a life-long addiction. The types of decisions young people make construct the foundation of their life path and influence their chances of becoming healthy, functional adults (Dryfoos 5).  

Adolescence is thus a time of great opportunity. By cultivating a positive developmental setting and addressing adolescent needs, unhealthy behaviors can be prevented and a precedent for life-long health can be established (Eccles 6). Hence the theoretical underpinnings of adolescent health are based on preventative interventions. Rather than subscribe to a reductionist theory and focus on specific adolescent behaviors such as substance abuse, a preventative strategy identifies the antecedents of categorical problem behaviors and constructs multidimensional responses. Such responses take a holistic and inclusive paradigmatic approach. By recognizing that adolescents do not live in or engage in decision-making processes in a vacuum, preventative strategies can embrace the political, historical, social, school, family, and individual levels that are so intertwined with overall health status. 
 
Examining adolescent health status trends amplifies the urgency of adopting an ecological preventative health approach. 70.6% of deaths among adolescents ages 10-24 in the United States are completely preventable--the result of only four causes: motor-vehicle crashes, other unintentional injuries, homicide, and suicide (YBRSS 2001). It is a similar story for adults. Among adults ages 25 and older, 64.6% of all deaths are due to cardiovascular disease and cancer. Yet the incidences of these chronic illnesses can be drastically reduced by practicing healthy behaviors—healthy behaviors established during adolescence and observed in adulthood. Sadly, not all adolescents learn to engage in healthy behavioral actions. 2, 200 young people start using a tobacco product each day; 80% of adolescents do not eat the proper amount of vegetables and nutrients each day; only 32% of adolescents take part in daily physical activity; 3 million adolescents are diagnosed with a sexually-transmitted disease each year; and 31.5% of adolescents have had five or more alcoholic beverages in the course of a couple of hours during the last month (YBRSS 2001).
To decrease the rate at which adolescents partake in risky behaviors, and more importantly, to prevent the emergence of such risky behaviors in the first place, it is necessary to identify the countless determinants of health. Under an ecological preventative health framework, optimal health and well-being is a product of protective factors within the individual, his home, his neighborhood, his greater community, and his culture. Only by moving beyond the notion that health is the mere absence of sickness, confined to the cellular space of the body, can constructive structural change occur to truly improve adolescent, and thus adult health. 
Zooming out from the limited lens of the individual to the wider lens of the community yields a panoramic picture. Since individuals rarely exist in isolation, and are members of social networks, an individual’s persona shapes and is shaped by a shared, public identity. The reciprocal relations which arise from such mutual connections are referred to as social capital. Renowned Political Science Professor Robert Putnam uses the words of L.J Hanifan (the State Supervisor of Rural Schools in West Virginia during the Progressive Era) to elucidate the meaning behind the term “social capital.” Hanifan is quoted as saying, “The individual is helpless socially if left to himself…If he comes into contact with his neighbor, and they with other neighbors, there will be an accumulation of social capital, which may immediately satisfy his social needs and which may bear a social potentiality sufficient to the substantial improvement of living conditions in the whole community (Putnam19).” 
Social capital both directly and indirectly improves the living conditions and health of the whole community. Indeed, recent public health research indicates that social connectedness is strongly correlated with overall health and well-being. Researchers Lisa Berkman and Roberta Glass found that individuals who are socially disconnected are between two and five times more likely to die from all causes than are carefully-matched individuals who have close relationships with family, friends, and their community (140). Although the mechanisms by which social cohesion influences individual health are not yet fully explicated, it is hypothesized that social capital buffers the harmful effects of stress on the body, reinforces healthy decisions and actions, and leads to an active political constituency able to mobilize for better health services and environmental conditions. Ichiro Kawachi, in his article Social Capital and Community Effects on Population and Individual Health, extends this analysis by stating:

At the state level, social capital has been hypothesized to affect health outcomes via political processes. Political scientists have maintained that the degree of political participation by the citizenry depends on the extent to which members are embedded in the institutions of civil society…By mobilizing voters across the socioeconomic spectrum, a higher level of political participation ensures that governments are more responsive in their policies towards taking care of the needs of the more disadvantaged members of society (124).
Despite the clearly positive association between social capital and community health, today’s adolescents are not as well insulated by this protective factor. In the last twenty years, there has been a disturbing decline in social participation and social networks (Putnam 331). From political involvement to general civic engagement to religious participation, citizens are partaking less and less within established social structures. In fact, since 1985, there has been a marked drop in public involvement—whereas there was a 10 percent descent between 1973 and 1974, there was a 24 percent descent between 1983-84 and 1993-94. By 1994, most Americans did not engage in any from of civic involvement (Putnam 44). Thus today’s adolescents are less socially connected than their parents and grandparents, and have little experience with the concept of social capital. As a result, adolescents are at risk for suffering from the short and long-term health effects of reduced social cohesion and interpersonal trust. 
In addition, without the existence of robust social networks and an environment supportive of civic engagement, adolescents are less familiar with social structures and organizing mechanisms, and are less prepared to advocate for better, more effective health policies at the neighborhood, city, state, and national levels. Because adolescents are not a socially organized entity, adolescents are also not commonly perceived as stakeholders in decision-making processes. While school boards, city councils, state and national governments craft policy addressing issues directly pertaining to youth—sexual and reproductive health, tobacco and drug use policies, school health curriculum, curfews, etc--, adolescents are frequently not asked, and likely do not know how, to participate in such policymaking. By not hearing from and incorporating the youth perspective and expertise, health prevention, health policy-making, and health sustenance efforts cannot successfully reach the youth audience to promote healthy behaviors and lifestyle. To truly ensure that all adolescents are healthy individuals within healthy environments, adolescents mustn’t just passively receive health messages and take part in community outreach programs; youth must actively serve as problem-solvers, health promoters, decision-makers, and partners in community health development.
II. The Solution
The Past
Viewing youth as the solution and not the problem creates a paradigm in which society adopts a positive, asset-building approach, rather than a deficit-focused approach, to adolescent development. After all, adolescence is more than a time period—a fleeting, hormonal blitz of the life cycle. Adolescence is a powerful reflection of societal mores and contemporary conditions. 

The role of the adolescent has changed over time, in tandem with fluctuating economic and social contexts. Whereas early industrial Agrarian societies required masses of unskilled labor and thus considered adolescence an extension of adulthood, American society in the 1950’s saw adolescents as vulnerable creatures in need of protection and ongoing support (Modell and Goodman 98). By the 1960’s, especially vulnerable adolescents—dropouts, runaways, single parents, and drug users—received an increasing amount of public attention. As a result, the watchful, observant eyes of researchers began to focus on this population and funding trickled to public institutions to address the unmet needs of troubled youth (Pittman).
With the realization that adolescents were worthy of public investment came the concepts of youth-to-adult preparation and of prevention. By preventing the onset of unhealthy behaviors and lifestyles, adolescents can contribute to the betterment of society both now and in the future. Just how to initiate and implement an effective, far-reaching prevention campaign has been the subject of its own evolutionary ascent. The didactic educational model has slowly transformed into a more interactionist, participatory model. Yet even though the idea of “youth participation” was first introduced in the mid-1960s, youth participation has only recently taken hold within institutions and communities. In a 1975 report produced by the then United States Department of Health, Education, and Welfare, youth participation is defined as:

A dynamic process in which young people assume increasing personal autonomy and responsibility in interactions with adults as active contributors to the institutional, community, and interpersonal processes of idea and policy-making, planning, implementation, and evaluation of activities important to the maintenance and development of themselves and others (iv). 
Rather than merely “talk at youth” and lecture the benefits of making healthy choices, the report advocates for creating a culture whereby youth are challenged and perceived as essential stakeholders and participants in socially-productive activities. By involving youth in the solution to societal “problems,” youth not only learn to engage in healthy behaviors, but also become valued community problem-solvers, communicators, entrepreneurs, and leaders. Youth discover their own identities by interacting and encountering the complexities of interpersonal relationships and social change networks.
Despite a clear call for coordination between youth and adults, the 1980s ushered in an era unresponsive to this reciprocal framework. Primary prevention efforts came at the expense of broader, systemic reform. “Just Say No” campaigns dominated headlines and dialogue between youth and adults was discouraged. Complex societal ills were thought to be simplistically solved with a catch-phrase rather than with meaningful structural change and youth input. Drug Addiction Resistance Programs (DARE), an outgrowth of this narrowly-construed definition of prevention, are now the most widely-used health prevention program in the United States. Yet longitudinal evaluations provide little to no support for DARE’s impact on students’ drug use 1-2 years after instruction, or on psychological and social variables. As researchers from the Center for Social Research and Policy Analysis explain, “For all outcomes considered the DARE effect size means were substantially smaller than those of programs emphasizing social and general competences and using interactive techniques (Ennett 873).”  
Interactive programs promoting reciprocal learning and teaching for and by students, teachers, parents, and community members began to emerge in the 1990s. Instead of solely focusing on problem-behaviors—truancy, drug abuse, unprotected sexual activity--programs shifted to a more holistic, comprehensive approach.  By seeing young people as interwoven elements of communities, of schools, and of families, preventative efforts worked to both shape the environments in which youth were immersed and to equip all youth with the skills to navigate through their surroundings. The term community youth development captures this ecological panorama—healthy youth are an outcome of healthy communities, communities where young people and adults work together to identify and meet community needs. 
By embracing youth-adult partnerships, young people not only gain social capital and its corresponding benefits, but also strengthen their own communities by lending their perspective and first-hand knowledge of what effective youth development is. Effective youth development goes beyond mere health prevention; effective youth development cultivates a sense of community connectedness and civic-mindedness necessary for life-long health advocacy and healthy living. 
The Present and Future
To help bring youth development to the next level—the youth-adult partnership level, there is Youth Infusion. Youth Infusion, created and led by a vibrant group of young people, believes intergenerational working relationships are the foundation of positive change-making processes. In fact, the mission of Youth Infusion is 
To create a dynamic partnership between youth and adults to envision, plan, build, and secure healthy communities in which to actively grow and thrive.
What Youth Infusion Does (Conceptually)
	Vision
	A world where every community is a healthy community in which young people develop into healthy adults and lifelong health advocates. 

	
          By erecting youth-   

          adult partnerships
· Helping organizations and institutions to recognize the value of youth as decision-makers and policy-makers

· Helping young people to recognize the value of adults as advisors and collaborators

· Modifying the structure of organizations so as to make more amenable to youth involvement and sustained participation. This means providing youth with a definitive and important role within the organization and community.

· Educating and recruiting diverse groups of young people, with different interests, viewpoints, and backgrounds.

· Training both youth and adults about the youth infusion methodology and teaching the skills and techniques to successfully bring youth and adults to the decision-making table, together.

· Engaging in a dynamic goal-setting process, activetely soliciting ideas and suggestions from all stakeholders; and turning those goals into a collaborative action plan.

· Continually assess the stregth of youth-adult partnerships and be willing to modify what is not working.
	
          By imbuing a sense of  

            civic connectedness   

            and communal            

            ownership in youth and
            adults.
· Embracing the idea that we live, work, and evolve within a collectivity; and that collectivities only fulfill their namesake when a reciprocal relationship forms between each individual and his community of choice. Such a reciprocal relationship means that the individual brings particular assets to the community; and that the community also becomes an integral part of the individual’s identity.
· Increasing awareness of governmental and nongovernmental structures and institutions designed to respond to community needs.
· Fashioning better communication networks between policymaking structures/institutions and all community stakeholders.

· Continually re-evaluating community priorities and actively recruiting and incorporating different viewpoints into the goal-setting and implementation processes.
· Restructuring policymaking structures to more effectively respond to social trends and public feedback
· Celebrating grassroots action and democratic decision-making at all levels—from the local school board to the state legislature to the White House.

	
           By promoting   

            advocacy as a vehicle

            for improving 

            community and 
            individual health.
· Defining advocacy in tangible, familiar terms as an intuitive activity—the natural outcome of thinking and doing. Advocacy involves identifying community problems, sharing ideas and opinions, and publicly negotiating solutions.
· Educating youth that advocacy means taking charge of one’s environment, and collaborating with others to improve health and well-being. Advocacy is action-oriented and requires active participation rather than just passive listening. 
· Disconnecting advocacy from the game of partisan politics; recasting advocacy as the process of raising our voices in the best interest of healthy communities and healthy citizens. Advocacy is thus issue-oriented.
· Viewing health holistically—from a medical, social, psychological, and behavioral vantage point—so that every individual is invested in some aspect of health prevention and health intervention. Advocacy merely transforms that personal investment into fodder for the decision-making and change-making processes.
· Providing opportunities for youth and adults to learn advocacy skills from each other and co-contribute to policy-making.



How Youth Infusion does it (specifically)
Youth Infusion works to erect youth-adult partnerships, imbue a sense of community connectedness and communal ownership in youth and adults, and promote advocacy as a vehicle for improving community and individual health by using a three-pronged methodology of (1) research, (2) education, and (3) organizational consultation.


Youth Infusion modifies the perception that youth and adults are separated by an irreconcilable intergenerational divide, and by doing so, provides a new spectrum of solutions to community challenges. Together, youth and adults work towards a common understanding and collaborative intergenerational exchange. Indeed, Youth Infusion helps to move organizations and individuals along a perceptual continuum by both directly working with youth and with adult leaders to create a culture of health advocacy.    




Crafting a culture where youth and adults partner as health advocates and co-decision-makers requires recognizing the complementary assets that youth and adults bring to the table. By building upon the strengths and unique perspectives of both age groups, better, more inclusive initiatives, programs, and ultimately communities, will form.


III. Summary

Youth-adult partnerships are the key to healthy communities and healthy individuals. Forging connections between young people, parents, teachers, policymakers, business leaders, and community members yields a vibrant social change network. By working together to prevent and solve community health problems, social capital is strengthened and a shared sense of civic identity emerges. Greater social capital not only facilitates more effective communal decision-making and policymaking processes, but also directly leads to improved health outcomes. Thus infusing youth into community organizations and institutions initiates a cycle of optimal health and well-being.
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Community Youth Development


A Formal Definition





“Purposively creating environments that provide constructive, affirmative, and encouraging relationships that are sustained over time with peers, while concurrently providing an array of opportunities that enable youth to build their competencies and become engaged as partners in their own development as well as in the development of their communities.” (Vilarruel 6)





Preventing Illness and Death


Adolescent Behavioral Health





Each day, 2200 adolescents start smoking





80% of adolescents do not consume the appropriate amount of vegetables and nutrients each day





Only 32% of adolescents take part in daily physical activity





3 million adolescents are diagnosed with a sexually-transmitted disease each year.





The Adolescent Journey





The search for self-definition


The search for a personal code of morals and ethics


The acquisition of competencies necessary for adult roles—such as problem solving and decision-making


The acquisition of skills for social interaction with parents, peers, and other members of society


The attainment of emotional autonomy from parents


The ability to negotiate between the pressure to achieve and to fit in with peers


Experimentation with a variety of risk-taking behaviors, attitudes, and activities.





From A Description of Adolescents in the United States, pg. 25
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Organizational Consultation


Work with nonprofit organizations and governmental institutions with a child/adolescent health focus to move along the youth infusion continuum (see below).


Perform a needs assessment of each organization—identifying stakeholders, determining the specific role of youth, and incorporating youth into the organization’s decision-making structure and youth participation into the organization’s mission and goals.  


Create a profile of each organization’s “target” youth community and recruit a diverse group of youth participants


Train both youth and adults on youth-adult partnership techniques.


Facilitate problem-identification, reciprocal goal-setting, and program planning. 


Troubleshoot 





Education


Use student research and input to design and implement health education curriculums with an advocacy/civic-service focus.


Involve family and community members in curriculum building, execution, and assessment.


Train school administrators and teachers to utilize the curriculums in their classrooms.


Link community opportunities to the classroom to instill the idea that health advocacy is a fun, interactive process.  At the same time, prepare students to take on the role of advocates in youth-adult partnerships.


Partner with national school health associations to incorporate an advocacy framework into professional development and standards-based reform.








Research


Provide training and financially support young people (middle school through undergraduates) to conduct original research on adolescent health topics and youth-adult partnerships.


Publish a yearly compilation of student research findings and hold a yearly conference for community members to learn about the relevancy of student work.


Evaluate health education curriculums in schools


Network with existing think tanks and organizations conducting research on adolescent health and advocacy to follow latest developments in the field and encourage interdisciplinary dialogue.
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Youth are viewed as the target population.





Youth are viewed as an intermittent resource—the focus group.





Youth are viewed as a volunteer source for the organization.





Youth are viewed as decision-makers, and as equal partners and agents of social change.





Adults are viewed as authoritarians—out-of-touch with the younger generation.





Adults are viewed as an intermittent advisor—someone to go to in times of need.





Adults are viewed as mentors—someone to learn from in both good and bad times.





Adults are viewed as both teachers and students—willing to learn from youth.  With such a reciprocal relationship, adults and youth value each other as equal partners and agents of change.





Youth + Adults = Partnership





Thoroughness 





Commitment





Long-term vision





Experience and wisdom





Organizational and logistical skills





Creativity and innovation





Honesty; 


Uncensored, intuitive opinions





Experience; ability to identify challenge, gaps, and failures in the field





Energy 





Idealism




















Youth Infusion


Model





Better health outcomes +


More responsive communities +


Better prevention/intervention programs and policies 


= OPTIMAL HEALTH





More inclusive & effective decision-making processes





Enhanced social capital and civic involvement





Youth-adult partnerships


























