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[n a hilarious and thought-provoking book, Bill Bryson
picts the increasing interest—if not the obsession—that
erican people have developed over the last decades for
prevention of risk [1]. To be fair, they share this fasci-
jon with many individuals around the world. However,
opean professionals involved in the field of adolescent
th have generally adopted a different approach to the
meept of risk.

As health professionals, we need to question some of
ideas and perceptions that underlie the concept of risk
aolescence. A great many articles in the scientific
erature and in our Journal, including the present issue
7], refer to the notion of risk. Various expressions,
th as risky behavior, risk-taking behaviors, psychoso-
al risk, and problem behavior, have been used to ex-
ore this area. In some instances, the wide use of these
pressions s fraught with conceptual and ethical prob-
Jims.

inceptual issues

In reading much of the current literature, one may
me away with the impression that teenagers who
psent identifiable risk factors are automatically risk
Kllavior participants; conversely, readers may incor-
fily assume that teenagers who do not have these risk
lors are not going to be involved with risky behaviors.
early, this is not the case: risk factors and risk behav-
s are two distinct aspects of the general concept of
ik, and one cannot generalize from population-level
ua to the individual [7].

.Behaviors depicted as risky are often ill-defined and may
M inherently present risks for one’s health. For instance,
Yough it is indisputable that unprotected sex can poten-
Elly lead to the transmission of sexually transmitted infec-
s (STIs), sexual activity in general should not be con-

'opean countries—Switzerland in particular—sexual in-
fourse, at Jeast from the age of 15 or 16 years, is con-

“avior. Consequently, Switzerland has not developed any
Winence and abstinence-only education programs {8], and
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Adolescents and risks: Why not change our paradigm?

has addressed the issue through safe-sex education since the
1970s; the rate of abortion and adolescent pregnancy re-
mains quite low in this country [9]. In the same perspective,
in countries where the consumption of legal and illegal
substances is widespread and accepted, moderate use over
one’s lifetime is not indicative of any substantial risk. Thus,
the concept of risk-taking is reserved for situations in which
adolescents engage in misuse (i.e., repeated binge drinking
or frequent/daily use of cannabis), an approach that is par-
tially confirmed by the Baskin-Sommers and Sommers ar-
ticle in this issue [2]. For instance, several longitudinal
surveys have tracked substance use over time; although
vulnerable adolescents progressively develop heavier use of
multiple substances, these cohort studies show that most
adolescents who use substances during a certain period of
their lives tend to abandon them over time [10]. Simply
stated, much adolescent drug use is time-limited, and many
so-called risky behaviors are essentially exploratory or ex-
perimental. This exploration is part of the individual’s need
to discover new sensations and conditions, to master pro-
gressively those situations that are potentially detrimental to
their health or impose specific threats. Consequently, ex-
pressions such as “risk-taking adolescents” are inappropri-
ate and provide a static view of adolescent health that
ignores the importance of change and development as cen-
tral processes of adolescence.

Furthermore, although the clustering of risk behaviors
has been well established in some groups, it is not the norm.
The results of several studies suggest that the “risk behavior
syndrome” theory may be specific to some contexts, thus
more related to cultural determinants than to the adolescent
status itself [7]. For instance, as far as sexual behavior is
concerned, we have demonstrated that Swiss adolescent
dropouts who are heavy drug consumers use condoms as
often as their counterparts involved in professional training
and high school [11]. In fact, this absence of a clear corre-
lation between sexual “risky behavior” and substance mis-
use is one of the conclusions of the Baskin-Sommers and
Sommers article in this issue of the Journal [2]. It would
thus appear that the concept of clustering has to be applied
with caution.
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Ethical issues

Risk behaviors appear to arise more from situations that
bring new, unexpected challenges to an inexperienced
young person, than to characteristics inherent to the indi-
vidual. Focusing on risk-enhancing situations rather than on
risk behaviors underlines the impact of environmental fac-
tors and context on health. For example, research has shown
that migrant youth tend to be more “at risk” than their
indigenous peers, at least in some areas {12]. Inherent to
some of the studies in this area is the idea that the behavior
of migrant adolescents is linked with specific individual
characteristics, while in fact the host society may subtly or
overtly create unsupportive surroundings and atmosphere.
The same may apply to other subpopulations, such as so-
cially marginalized young people. For instance, we have
demonstrated that substance misuse among adolescent drop-
outs is more a consequence than a cause of unemployment
[13,14], a conclusion shared by Scandinavian authors [15].
Undeniably, we have to understand that there are aspects of
adolescent behavior that constitute the only possible out-
come in some extreme situations. For instance, for individ-
uals who live in poverty, behaviors that are usually consid-
ered deviant may represent a solution for survival.

Over the last two decades, our conceptualizations of
health and illness have evolved. Violent behaviors or the use
of illegal substances are increasingly considered to reflect iil
health rather than simple transgression. Lifestyle has be-
come a central concept in the field of adolescent medicine
and health. The time has come to stop concentrating exclu-
sively on risk behaviors of young people, and thereby ig-
noring the devastating effect that this approach has had on
the way the adult population looks at youth [16]. As we
have tried to outline, stigmatization of “deviant” behavior
and a focus on individual risk factors is ethically question-
able. Often, when one’s behavior does not conform to social
norms, and when illness results, public perception is that the
individual caused his or her illness, ignoring or deflecting
societal responsibilities—the so-called “blaming the victim”
tendency. This contradiction appears problematic or even
hypocritical to many adolescents. Indeed, in a world where
they are overwhelmed with hypersexual advertising, televi-
sion, and Internet content, why should we ask them to
abstain from sexual intercourse [8,17]? Why ask our teen-
agers to be prudent, while we promote high-speed vehicles
in every other media campaign? The concept of risk places
too much emphasis on individual responsibility for health,
ignoring the collective responsibility of the society in pro-
moting dangerous behaviors. Moreover, it implies that a
negative definition of health influences the way we, as
health professionals, work with adolescents. Too often, risk
is used as a static concept, dismissing the fact that explo-
ration and experimentation are important aspects of the
adolescent developmental process.

Implications

As certain authors have pointed out, one simple way
address the limitations of the risk paradigm would be
adopt expressions such as “exploratory” or “experjme“[a}.
for behaviors that are common during adolescence bu ¢
not inherently lead to health-compromising situations, St
as safe sex, moderate consumption of alcohol or canngy,
Or even extreme sports such as rock climbing or off-piy.
snowboarding [17-21]. More than a simple change ip -
minology, the adoption of these expressions would impj;
shift in our conceptual framework, a change in our at[i[ljcj
towards adolescents’ behavior. This paradigm shift enty

that we, as health professionals, instead of labeling bep, ;

iors as risky, attempt to understand the role, the meanjy,
the motives, and the potential consequences of these beha:
lors for each teenager. Such a paradigm shift has implic.
tions in the fields of clinical care, research, public healg
and policy. Indeed, exploring the adolescent’s resource.
instead of systematically targeting problems and burdeps
a way to boost autonomy: it allows the adolescent patie
to participate actively in their treatment in developing th:
own solutions [22]. The training curriculum developed b
the European team called EuTEACH provides one exampil
of an approach that gives as much importance to the asg;
ment of risks as it does to resources [23].

In the field of research, an example of this concepty,
attitude is provided in this issue by the Zask et al article[s
in which the authors managed to include in their study by
harmful as well as so-called protective behaviors. Focusin
on protective factors and more broadly on adolescen
competencies and the support of their surroundings is pror
ising, as shown by the growing interest in resilience [%
which reflects the person’s capacity to master difficults:
uations and which includes important perceptive variak
such as moral/religious beliefs or family and social conng,
edness [25]. One important question linked with such
conceptual shift from risk towards resource- and resilien:
oriented research is that it implies a broadening of the st
of outcomes measures. Within the field of resource-ba
clinical approaches to health promotion, we are no lony
dealing only with discrete behaviors, such as unplam
pregnancy or substance misuse, but rather the developm
of wide-ranging concepts such as that of well-being [
One way to assess health in a holistic way is to concent
on the subject’s quality of life, the subject of several ari
in this issue [27-29]. As other authors have before, R
et al convincingly demonstrate that it is possible to evall-
the quality of life of individuals as young as eight yea

age [29,30]. Moreover, these authors show that it is fess! [l

to use this instrument across various cultural and lings®
backgrounds in relation to healthcare needs and us
healthcare services. As two other articles in this iss¥’
veal, the assessment of quality of life can be correlated"
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gious outcomes, such as perceived satisfaction with ser-
joes or morbidity [27,28].
Finally, as demonstrated in areas such as substance use

misuse, public health interventions should place less

gphasis on risk and danger and more emphasis on life
gills, thus increasing the margin of safety within which
:xperimental behaviors occur [31,32]. In other terms, rather
jn preventing behaviors, more and more youth-focused
gerventions attempt to enhance healthy development of
qung people through interventions that promote a safe and
qouraging environment. The Gatehouse project, which

been run for several years in Melbourne, Australia, is a

wd example of an intervention that focuses on resources,
nnectedness, and well-being instead of problems and
ks (33]. Interestingly, this approach seems to reduce sub-
ance use in those schools that have implemented the pro-
mm, in comparison with control schools [34].

" In conclusion, one of our crucial tasks is to advocate a
witive attitude toward youth on the part of our colleagues
yd administrators, our politicians, the media, and the gen-
nl public. Shifting the paradigm from risk-taking adoles-

nt in developing thej; jtnts to adolescents who are exploring the world will enable

dculum developed by
provides one example
sortance to the assess-
[23].
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sto advocate for youth from a positive position.

Pierre-André Michaud, M.D.
Associate Editor
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