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B S T R A C T

urpose: To examine the relationship between role model presence, type of role model, and various
ealth-risk and health-protective behaviors among California adolescents.
ethods: We used cross-sectional data on 4,010 multiethnic adolescents aged 12–17 years from the 2003
alifornia Health Interview Survey, a population-based random-digit dial telephone survey of more than
0,000 California households. The survey, conducted every other year since 2001, collects extensive demo-
raphic, health, and health-related information.
esults: Fifty-nine percent of adolescents identified a role model. Affluent teens were more likely to have a
ole model than lower income teens. Role models were generally of the same ethnicity and gender as the
eens; ethnic congruence was higher among African Americans and whites than Latinos and Asians; gender
ongruence was higher among males. Type of role model was significantly associated with health-related
ehaviors. Identification of a teacher was strongly associated with positive health behaviors. Correlations
ith health-promoting behaviors were generally smaller in magnitude but consistently positive among

amily member and athlete role models. Peer or entertainer role models were associated with health-risk
ehaviors.
onclusion: Not only role model presence but also the type of role model is an important predictor of
dolescent health-related behaviors. Our findings have implications for designing youth targeted interven-
ions and policies involving role models.
� 2011 Society for Adolescent Health and Medicine. All rights reserved.
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The transition from childhood to adulthood is critical: pat-
erns of behavior and lifestyle choices established during adoles-
ence can have immediate and lasting effects on health. Teenage
moking, excessive drinking, and drug use, for example, are
trongly linked to an array of important health outcomes later in
ife, including cardiovascular disease and stroke, hypertension,
iabetes, obesity, substance abuse and depression – conditions
urrently among the leading contributors to premature disability
nd preventable death in the United States [1,2]. However, it has
een well documented that risk factors in adolescents tend to

* Address correspondence to: Antronette K. Yancey, M.D., M.P.H., Department
f Health Services, UCLA, School of Public Health, 31–235 CHS, 650 Charles Young
m
r. South, Los Angeles, CA 90095.

E-mail address: ayancey@ucla.edu (A.K. Yancey).

054-139X/$ - see front matter � 2011 Society for Adolescent Health and Medicine. A
oi:10.1016/j.jadohealth.2010.05.001
luster, such that a subset of youth engage in multiple risk be-
aviors, including unprotected sexual intercourse, substance
se, violent behavior, and academic underachievement [3–5].
iven that teen behavior is greatly influenced by peers and ex-
sting social relationships, role modeling and mentoring may be
onstructs of particular value in efforts to influence health-risk
nd health-protective behaviors among adolescents.
A role model is an individual who is perceived as exemplary

r worthy of identification or imitation, and their selection can
eflect critical elements of psychosocial functioning and self-
erception in adolescents [6,7]. The result is a conscious or un-
onscious emotional attachment which may or may not involve
irect personal contact (e.g., identification with sports or enter-
ainment figures encountered only through print or electronic

edia). Mentors are a distinct subset of role models, although

ll rights reserved.
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enerally considered synonymouswith known rolemodels, such
s family members, teachers, or friends [8,9]. Mentors deliber-
tely support, guide, and shape individuals younger or less expe-
ienced than themselves as they weather difficult periods, enter
ew arenas, or undertake challenging tasks. Although the dis-
inction between role models and mentors is not consistent in
xtant literature, mentors tend to be both directly known and
eliberate in their actions toward mentees. Because the inten-
ion of admiredpersonswas not ascertained in the present study,
clear distinction between role models and mentors cannot be
stablished. For this reason, the more general term “role model”
ill hereafter be used to refer to all types of admired persons.
Support for the pro-social utility of role modeling is growing

10–17]. Several empirical studies among ethnically diverse and
articularly high-risk convenience samples of adolescents sup-
ort the positive effect of role models on certain measures of
esilience, that is, successfully responding to challenges or over-
oming adversity and mitigating risk [5,18,19]. For example,
aving a role model, particularly an individual known to the
dolescent, has been linked to more positive ethnic identity,
igher self-esteem, higher academic performance, decreased
ubstance use, fewer behavioral problems in school, higher lev-
ls of physical activity, and lower levels of engagement in early or
igh-risk sexual activity [9,12,16,20–25].
The effect of role modeling, however, is not always health-

romoting. These influences also may be associated with
ealth-risks, including the greater likelihood that teen fathers
ome from families in which there were role models for teen
arenthood [26]. In addition, the effectiveness of role models
n encouraging the adoption of profitable, commercially desir-
ble health-risk behaviors, such as cigarette smoking and al-
ohol consumption, is well-known and well-utilized in the
dvertising industry [27–30].
Despite mounting evidence of the importance of role model-

ng in youthdevelopment andhealth promotion, there havebeen
elatively few investigations of the influence of role models on
een health behaviors. Recent data have been published on the
ubset of youth with mentors [16], but we could find little em-
irical data examining the broader construct of role modeling
tself. Our earlier work on adolescent role model selection
emonstrated that young people generally identify socio-
emographically similar, ethnically congruent role models [9]
nd thosewho have a rolemodel, among other resiliency factors,
re generally less likely to engage in health-risk behaviors [31].
n this study, we further discern role model characteristics and

able 1
dolescent race/ethnicity as a function of poverty, country of birth, and gender

Total (%) Poverty level (%)
� 200% FPL
(federal poverty le

Race/Ethnicity
African American 9.0 43.1
Asian 10.2 38.6
Latino 34.0 71.2
Other/American Indian/Alaska Native,

Pacific Islander, Multiple
5.4 45.9

White 41.4 18.8
Total (%) 42.3
Weighted n 3,260,000 1,379,000
Unweighted n 4,010 1,696
a Statistically unstable.
xamine not only role model presence, but also the relationship
etween specific role model types and a broad array of both
ealth-risk and health-protective behaviors in a large, ethnically
iverse and representative sample of California adolescents.

ethods

This study used the adolescent sample (N � 4,010) of the 2003
aliforniaHealth InterviewSurvey (CHIS, 2003), a largepopulation-
ased telephone survey of California households conducted ev-
ry other year since 2001. The sample is representative of the
tate’s population residing in households. In addition to adoles-
ents (age, 12–17), CHIS 2003 interviewed one randomly se-
ected adult (age, 18 years and older) in eachparticipating house-
old. In households with children (age, 0–11), a child was
andomly selected to be interviewed by parental proxy. Inter-
iews were conducted in English, Spanish, Chinese (Mandarin
nd Cantonese dialects), Korean, and Vietnamese to capture the
ich diversity of California’s population.

Adolescent participation in CHIS required that the selected
dult respondentwas the parent or legal guardian of the teen and
hat both reside in the same household. If there was more than
ne eligible teen in the home, onewas selected at random for the
dolescent interview. Adolescent interviewswere conducted di-
ectly with the teen after parental permission and adolescent
onsent. Adolescent interviews averaged 21.5 minutes in length
nd covered a wide range of health and health-related topics.
The average (mean) age of the CHIS 2003 adolescent sample

as 14.5 years. Teens who identified as American Indian or
laska Native, Pacific Islander, multiple or other race were com-
ined because of sample limitations. The racial/ethnic distribu-
ion of the sample by poverty level, country of birth, and gender
s reported in Table 1.

The statewide response rate for the CHIS 2003 adolescent inter-
iewwas 57%, calculated with the American Association for Public
pinion Research response rate equation 4. The response rate in-
reases to 83% if nonresponse because of parents not granting per-
ission to interview their teen is excluded. Detailed information
bout the CHIS 2003 response rates,methodology, and survey con-
ent is available at http://www.chis.ucla.edu/methodology.html.
his studywasapprovedby theUniversityofCalifornia, LosAngeles
nstitutional review board.

Presence of a role model was assessed by asking, “Is there a
erson you know or have read about that you admire and would
ant to be like?” To inform role model type, teens who re-

Country of birth (%) Gender (%)
� 200% FPL United States Other Male Female

56.9 96.9 3.1a 50.9 49.1
61.4 63.3 36.7 52.7 47.3
28.8 74.1 25.9 51.7 48.3
54.1 90.5 9.5a 50.1 49.9

81.2 96.0 4.0 50.6 49.4
57.5 85.0 15.0 51.2 48.8

1,881,000 2,771,000 489,000 1,669,000 1,590,000
2,314 3,409 601 2,048 1,962
vel)

http://www.chis.ucla.edu/methodology.html
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ponded affirmatively were then asked, “Is this person a family
ember, an athlete, an entertainer, a teacher, a friend your own
ge, or someone else?” If “someone else” was reported, teens
ere asked to further characterize this person. Responses were
ecorded as text and included a myriad of political, religious,
istorical, and other known and unknown persons. No single
esponse reached sufficient numbers to warrant further catego-
ization and a combined “other” category was retained for the
nalyses. Two additional questions were also asked to ascertain
he gender and race/ethnicity of all identified role models.

Seven health outcomes were measured to test for associa-
ions among adolescent health behavior and rolemodel presence
nd type. Two of the outcomes were health-promoting behav-
ors: adequate fruit and vegetable intake (at least five servings
aily) and regular physical activity (at least 20 minutes of mod-
rate or vigorous exercise on 3 or more of the past 7 days). The
ther outcome measures emphasized health-risk behaviors and
ncluded current smoking (smokedmore than three cigarettes in
he past 30 days), current drinking (consumed alcohol in the past
0 days), marijuana use (smokedmarijuana in the past 30 days),
ghting (involved in one or more fights with peers in the past 12
onths), and sexual initiation (ever engaged in sexual inter-
ourse). The current smoking, drinking, andmarijuana use ques-
ionswere askedonly of thosewho reported “ever smoking” (N�
62), “ever drinking a sip of alcohol” (N � 1,510), or “ever trying
arijuana, cocaine, sniffing glue, or any other drugs” (N � 536),

espectively. Fighting and sexual initiation, as well as the two
ealth-promoting outcomes, were assessed among all teens.
Several socio-demographic variables were used in the analy-

is to control for potential confounding factors, including age,
ace/ethnicity (Hispanic/Latino, Asian, African American, white,
nd other), federal poverty level (0%–99%, 100%–199%, 200%–
99%, and 300% and above the federal poverty level), family type
married or single-parent), depressive symptoms, perceived
ody image, and home and school connectedness.
Depressive symptoms were measured using an 8-item con-

ensed version of the Center for Epidemiology Studies-Depression
cale, which has shown good face and construct validity [32] as
ell as internal consistency in this sample (� � .77). Responses
ere assessed on a 4-point Likert scale and summed across the
ight items, with lower values indicating fewer depressive
ymptoms. A cut-off score of 7 or more (approximately the 80th
ercentile)was used to signify a significant level of psychological
istress. Scoring was based on the original 20-item Center for
pidemiology Studies-Depression Scale [33] and adapted to re-
ect the condensed scale.
Perceived body image was assessed by asking, “Would you

ay you are very underweight, slightly underweight, about the
ight weight, slightly overweight, or very overweight?” Because
n association between overweight adolescents and health-
elated behavior has been reported in previous literature [34], as
ell as to maintain an adequate sample size, responses were
ichotomized into “very underweight to about right (0)” and
slightly overweight to very overweight (1)”.

Home and school connectedness were each measured using
odified sub-scales of the Healthy Kids Resiliency Assessment

35]. The 7-item home connectedness sub-scale asked respon-
ents the degree to which the adults at home cared about them
nd had high expectations of them (e.g., “In my home, there is a
arent or some other adult who talks with me about my prob-
ems”). Responses were assessed on a 4-point Likert scale (0 �

ot at all true, 1 � a little true, 2 � pretty much true, 3 � very t
uch true) and an average score was calculated by summing
cross and dividing by the total number of items. Scores ranged
rom 0 to 3, with higher values indicating greater home connect-
dness. Internal consistency for home connectedness in this
ample was high (� � .81).

The 6-item school connectedness sub-scale asked respon-
ents the degree to which they had adults at school who cared
bout them (e.g., “At my school, there is a teacher or some
ther adult who tells me when I do a good job”). Responses
ere assessed and scored using the same method as home
onnectedness described in the preceding paragraph. The
chool connectedness scale also showed high internal consis-
ency (� � .79).

Descriptive statistics (univariate and cross-tabulations) were
enerated for the study variables. Logistic regressions were used
o calculate odds ratios for each health outcome on the basis of
he presence and type of role model, controlling for age, race/
thnicity, poverty level, family type, depressive symptoms, per-
eived body image, and home and school connectedness.
Statistical analyses were conducted using SPSS (IBM SPSS

tatistics 15, Chicago, IL) and performed using sample weights
hat represent the adolescent population residing in California
ouseholds. Detailed information about the CHIS 2003weights is
vailable at http://www.chis.ucla.edu/methodology.html.

esults

Fifty-nine percent of California adolescents indicated that
hey had a role model. Family member was the most commonly
dentified role model type, followed by athlete, entertainer,
ther, friend, and teacher (Table 2). Teens from lower income
ouseholds (below 200% of the federal poverty level) were less
ikely to report a role model than their more affluent peers (53%
s. 64%). Although there were few notable gender and racial/
thnic differences in the presence (or lack) of a role model, there
ere considerable differences by role model type. Males were
ore than 4 times as likely to report an athlete as a role model,
hereas females were twice as likely to report each of family
ember, teacher, and friend. African Americans (28%) were
ore likely to identify an athlete as a rolemodel, whereas Asians

14%) identified a friend farmore than other racial/ethnic groups.
frican American (50%) and white (53%) adolescents were more
ikely to report role models of the same racial/ethnic group than
sians (31%) and Latinos (28%). Females (79%) were less likely to
dentify a role model of the same gender than their male coun-
erparts (96%).

Few gender differenceswere observed among the health out-
omesmeasured in this study. Males (75%), however, weremore
ikely to engage in regular physical activity than females (67%),
nd more than twice as likely to report fighting in the past 12
onths. AfricanAmericanswere less likely to consumefive fruits
nd vegetables daily than other racial/ethnic groups.Whites had
he highest reported rates of regular physical activity. Asian
dolescents stood out for having much lower rates of smoking,
exual initiation, and fighting than other racial/ethnic groups.
hites and Latinos were more likely to report consuming alco-
ol in the past 30 days than either African Americans or Asians.
A series of logistic regression models were run to predict the

ikelihood of adolescent health behaviors based on the presence
nd type of identified role model, controlling for the aforemen-
ioned factors (age, gender, race/ethnicity, poverty level, family

ype, depressive symptoms, perceived body image, and home

http://www.chis.ucla.edu/methodology.html


Table 2
Adolescent role models, health outcomes, and risk factors as a function of demographic variables

Demographic variables Total (%) Gender (%) Race/Ethnicity (%) Poverty level (%)
Male Female African

American
Asian Latino American Indian/Alaska Native,

Native Hawaiian/Pacific
Islander, multiple or other

White � 200% FPL � 200% FPL

Role model type
None 40.8 42.2 39.3 36.3 44.9 47.2 44.0 35.2 47.1 36.2
Family member 16.1 10.7 21.8 15.7 16.2 16.4 13.3 16.4 14.6 17.3
Teacher 3.2 1.7 4.7 1.4 1.7 3.4 4.8 3.5 3.2 3.2
Friend 5.4 3.6 7.3 2.1 13.8 3.8 2.8 5.8 5.4 5.4
Entertainer 11.2 9.0 13.4 12.0 7.8 9.3 12.0 13.3 11.2 11.2
Athlete 14.5 23.5 5.2 28.0 6.4 14.0 13.6 14.2 12.5 16.1
Othera 8.7 9.2 8.2 4.7 9.1 6.0 9.6 11.6 6.1 10.6

Health outcomeb

Eats five a day 25.0 26.1 23.8 17.1 28.7 25.0 20.5 26.4 25.8 24.4
Moderate/vigorous physical activity 70.6 74.6 66.5 62.7 62.3 68.1 71.7 76.4 66.3 73.8
Currently smokes 5.8 5.5 6.0 4.5 1.0 6.2 11.5 6.2 6.9 4.9
Used alcohol in past 30 days 44.2 42.4 46.4 27.1 25.8 46.9 53.1 45.5 43.7 44.5
Used marijuana in past 30 days 5.9 6.1 5.7 3.5 .4 5.6 15.7 6.7 5.7 6.1
Ever had sex 16.0 16.9 15.0 17.4 6.2 17.6 21.9 15.8 17.4 14.9
Fights in past 12 months 19.5 26.3 12.4 29.2 6.2 23.1 23.2 17.3 22.2 17.6
Role model same ethnicity as respondent 39.0 34.1 44.0 49.5 31.2 27.8 2.5 52.5 32.7 43.6
Role model same gender as respondent 87.8 96.2 79.3 94.2 84.8 84.6 88.0 89.1 86.2 88.7
Single-parent family 32.0 33.2 30.6 56.0 19.6 30.0 50.4 29.0 41.2 25.2

Home connectedness
Mean (SD) 2.66 (.45) 2.65 (.47) 2.67 (.43) 2.72 (.41) 2.58 (.49) 2.52 (.49) 2.61 (.46) 2.76 (.37) 2.56 (.51) 2.73 (.38)

School connectedness
Mean (SD) 2.20 (.63) 2.14 (.62) 2.27 (.63) 2.3 (.59) 2.09 (.66) 2.18 (.62) 2.2 (.58) 2.28 (.6) 2.11 (.65) 2.27 (.61)

Depressive symptoms 23.6 21.1 26.3 27.9 17.8 30.3 33.0 17.4 31.1 18.1
Body image slightly/very overweight 28.6 26.2 31.2 26.8 24.0 36.5 30.4 23.4 32.8 25.6
Total (%) 51.2 48.8 9.0 10.2 34.0 5.4 41.4 42.3 57.7
Weighted n 3,260,000 1,669,000 1,590,000 294,000 333,000 1,109,000 175,000 1,349,000 1,379,000 1,881,000
Unweighted n 4,010 2,048 1,962 263 313 1,125 238 2,071 1,696 2,314

a Other category of role model likely includes political, religious and historical figures.
b The current smoking, drinking, and marijuana use questions were asked only of those who reported ever smoking, drinking, or trying drugs, respectively. Fighting, sexual initiation, fruit/vegetable intake, and

physical activity were assessed among all teens.
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nd school connectedness). Table 3 reports odds ratios for each
ealth behavior by role model type and demographic variables;
he reference category is no role model.

A strong and consistent relationship between role model
ype and adolescent health behavior was observed (Figure 1).
dolescents with a teacher-identified role model were the
ost likely to engage in the health-promoting behaviors mea-
ured in this study (adequate fruit and vegetable consumption
nd regular physical activity) as compared with adolescents
ithout a role model. For such positive health behaviors,

amily members, athletes (especially for physical activity),
nd other role models also had strong positive predictive
ower. Only teens who reported an entertainer as a role model
ad reduced odds of engaging in a health-promoting behavior
regular physical activity) as compared with teens who re-
orted no role model. Although the magnitude of the coeffi-
ient was small for entertainer-identified role model on regu-
ar physical activity, it was significant.

Regardless of role model type, the presence of a role model
ad a nearly universal positive influence on health-promoting
ehaviors among California adolescents. In contrast, role model
ype strongly differentiated the teen sample when negative be-
aviors were considered. Teens who reported a friend or enter-
ainer as a rolemodelweremore likely to smoke cigarettes, drink

able 3
dds ratios (95% CIs) for adolescent health outcomesa as a function of role mode

Eats five a day Moderate/vigorous
physical activity

Curr
smo

Nagelkerke R2 .075 .090 .20
Independent variables OR (95% CI) OR (95% CI) OR
Role model type
None 1.00 1.00 1.00
Family member 1.91 (1.90–1.93) 1.35 (1.34–1.36) .80
Teacher 2.05 (2.02–2.08) 2.02 (1.99–2.06) .68
Friend 1.20 (1.18–1.21) 1.32 (1.31–1.34) 1.13
Entertainer 1.27 (1.26–1.28) .92 (.91–.92) 1.52
Athlete 1.35 (1.34–1.36) 2.00 (1.98–2.02) 1.05
Otherc 1.86 (1.84–1.88) 1.38 (1.37–1.40) .85

Age .89 (.89–.90) .86 (.86–.86) 1.87
Gender
Male 1.00 1.00 1.00
Female .80 (.79–.80) .70 (.69–.70) 1.18

Race/Ethnicity
White 1.00 1.00 1.00
African American .53 (.52–.53) .53 (.52–.53) .55
Asian 1.20 (1.19–1.22) .54 (.54–.55) .14
Latino .89 (.88–.89) .77 (.77–.78) .76
Other/American Indian/Alaska

Native, Pacific Islander,
Multiple

.71 (.70–.71) .90 (.90–.91) 1.44

Poverty level
0%–99% FPL 1.00 1.00 1.00
100–199 .63 (.63–.64) .88 (.88–.89) .96
200–299 .59 (.58–.59) .92 (.92–.93) 1.08
300� .57 (.57–.58) 1.13 (1.12–1.14) .68

Single-parent family .93 (.93–.94) .88 (.88–.89) 1.81
Home connectedness 1.41 (1.40–1.42) 1.23 (1.23–1.24) 1.04
School connectedness 1.41 (1.40–1.41) 1.07 (1.06–1.07) .66
Depressive symptoms .97 (.96–.98) .76 (.75–.76) 2.18
Body image slightly/very

overweight
.96 (.95–.96) 1.00 (1.00–1.01) .91

a The current smoking, drinking, and marijuana use questions were asked only
sexual initiation, fruit/vegetable intake, and physical activity were assessed

b All odds ratios are statistically significant at p � .05, except 300�% FPL by 30
c Other category of role model likely includes political, religious and historical
lcohol, usemarijuana, engage in sex, and report participating in c
fight than teenswith no rolemodel, with only a few exceptions.
he consistency and direction of the relationship between
ealth-risk behaviors and friend- or entertainer-identified role
odelswas striking, aswas themagnitude of the coefficients. For
xample, California adolescentswho reported an entertainer as a
ole model had 52% higher odds of smoking, nearly 40% higher
dds of marijuana use, and 56% higher odds of participating in a
ght in the past 12months comparedwith teenswhohad no role
odel.
Teens who reported a teacher, and to a lesser extent a

amily member, as a role model were far less likely to engage
n most of the health risk behaviors included in this study as
ompared with teens who did not indicate the presence of a
ole model. Teens who reported a teacher as a role model, for
xample, had approximately 30%–60% lower odds of smoking,
sing alcohol or marijuana in the past 30 days, or participating
n a fight in the past 12 months, compared with adolescents
ith no role model.
Therewere some exceptions to aforementioned trendswhich

re visually evident in Figure 1. For example, of the seven health
utcomes measured, neither role model presence nor role
odel type appeared to influence whether an adolescent has
ngaged in sex. Moreover, family member role models, while
rotective in all other behaviors except sexual activity, in-

and demographic variablesb

Used alcohol in
past 30 days

Used Marijuana
in past 30 days

Ever had sex Fights in past
12 months

.106 .228 .336 .150
CI) OR (95% CI) OR (95% CI) OR (95% CI) OR (95% CI)

1.00 1.00 1.00 1.00
81) 1.12 (1.10–1.13) .92 (.91–.94) 1.15 (1.13–1.16) .97 (.96–.97)
70) .64 (.62–.65) .41 (.40–.43) 1.28 (1.25–1.30) .45 (.43–.46)
1.16) 1.22 (1.20–1.24) 1.75 (1.71–1.78) 1.29 (1.27–1.31) 1.59 (1.57–1.61)
1.54) 1.17 (1.16–1.18) 1.39 (1.37–1.41) 1.31 (1.30–1.33) 1.56 (1.54–1.57)
1.06) 1.04 (1.03–1.05) .96 (.94–.97) 1.04 (1.03–1.06) .92 (.91–.92)
86) .85 (.84–.86) .69 (.67–.70) .71 (.70–.72) .85 (.84–.86)
1.88) 1.35 (1.34–1.35) 1.90 (1.89–1.90) 2.38 (2.38–2.39) 1.08 (1.07–1.08)

1.00 1.00 1.00 1.00
1.19) 1.19 (1.18–1.20) .91 (.90–.92) .83 (.83–.84) .37 (.36–.37)

1.00 1.00 1.00 1.00
56) .41 (.40–.42) .46 (.45–.47) 1.06 (1.05–1.07) 1.79 (1.77–1.80)
15) .40 (.39–.41) .05 (.05—.05) .33 (.33–.34) .25 (.25–.25)
77) 1.09 (1.08–1.10) .80 (.79–.81) 1.07 (1.06–1.08) 1.16 (1.15–1.17)
1.47) 1.34 (1.32–1.36) 2.62 (2.5–2.66) 1.37 (1.35–1.39) 1.19 (1.18–1.21)

1.00 1.00 1.00 1.00
98) .78 (.77–.79) 1.49 (1.47–1.51) .95 (.94–.96) .91 (.90–.91)
1.09) 1.26 (1.24–1.27) 2.12 (2.08–2.16) 1.29 (1.27–1.30) 1.12 (1.11–1.13)
69) 1.00 (.99–1.02) 1.49 (1.46–1.51) .86 (.85–.87) .85 (.84–.86)
1.82) 1.25 (1.24–1.26) 1.61 (1.59–1.63) 2.04 (2.02–2.05) 1.35 (1.34–1.36)
1.05) .89 (.88–.90) 1.14 (1.13–1.15) 1.04 (1.04–1.05) .72 (.71–.72)
66) .83 (.83–.84) .66 (.66–.67) .75 (.75–.76) .74 (.74–.75)
2.20) 1.07 (1.06–1.08) 2.30 (2.27–2.32) 1.75 (1.74–1.77) 1.58 (1.57–1.59)
92) .73 (.72–.73) 1.09 (1.08–1.10) .88 (.87–.88) 1.13 (1.12–1.13)

se who reported ever smoking, drinking, or trying drugs, respectively. Fighting,
all teens.
lcohol use.
es.
l type

ently
kes
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ast month. Although seemingly inconsistent with such well-
ocumented resiliency factors as supportive parenting and
trong family ties [31], these findings serve as an important
eminder that behavior is complex and multidimensional.
learly, role models are an important predictor of a variety of
dolescent health outcomes, but they remain just one of the
any key factors. In our analyses, for example, sexual initia-

ion was most strongly influenced by socio-demographic co-
ariates such as age, family type, and depressive symptoms
ORs � 2.38, 2.04, and 1.75, respectively). Nevertheless, the
esults reported in Table 3 show a strong and consistent pat-
ern between rolemodel presence, rolemodel type, and health
ehavior among adolescents in California – that is, having a
ole model matters, but it is often the type of role model,
ather than the mere presence of a role model, that is most

igure 1. Logged odds ratios for role models type and health behaviors.
trongly associated with adolescent health behaviors. b
iscussion

Using the CHIS 2003 adolescent sample, we found that ap-
roximately 60% of adolescents report the presence of a role
odel. Among teenswith rolemodels, familymemberswere the
ost commonly reported type of role model, followed by ath-

etes, entertainers, “others,” friends, and teachers. Logistic re-
ression models suggested strong and relatively consistent out-
omes associated with the presence and type of role model
cross a range of positive and negative health behaviors. Al-
hough therewere a few exceptions, a pattern emerged from our
nalyses indicating that adolescentswith a teacher, familymem-
er, athlete or other role model were more likely to engage in
ositive health behaviors (e.g. adequate fruit and vegetable con-
umption and regular physical activity) and avoid detrimental

ehaviors (e.g. smoking, drinking and drug use) in comparison
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ith those without a role model and those who identified enter-
ainers or friends as rolemodels. In general, teenswho identified
ntertainers or friends as rolemodelsweremore likely to engage
n health-risk behaviors than either teens without a role model
r those with different types of role models.
Although our findings were surprisingly strong and consis-

ent, this study has several limitations. First and foremost, the
ross-sectional nature of these data does not allow us to deter-
ine the directionality of the relationship between role model
election and health-related behaviors.We cannot tell, for exam-
le, whether teens who decide to smoke are more likely to
dentify with an entertainer or whether teens who identify with
ntertainers are more likely to decide to smoke; the direction of
hese relationships could be informed by qualitative methods or
hrough a longitudinal survey that explored these issues. Addi-
ionally, are teens who select teachers and others (presumably
olitical, historical, and other figures) as role models inherently
ore academically inclined and risk-averse than their counter-
arts? Another notable limitation of this study is our limited
bility to more deeply explore the determinants of role model
resence and type. For example, neighborhood characteristics
ay influence and contextualize role models and health behav-

ors and are an important avenue for future inquiry.We also have
imited information about teens who identified role models be-
ond the scope of our pre-existing coding scheme. In particular,
eenswho reported other rolemodels had the best health behav-
or profile of all adolescents in the sample and may provide
mportant clues as to strategies to optimally influence teen
ealth behaviors.
Efforts using role models in youth development and health

romotion cover a spectrum of cost and exposure intensities,
rom one-to-one mentoring programs at the high end to “career
ay” events at the low end, with culturally-grounded rites of
assage programs somewhere in the middle. However, one-to-
ne mentoring opportunities, generally considered the “gold
tandard” of rolemodeling, are especially limited for low-income
thnic minority adolescents, whereas effective alternatives that
xpose youth to appropriate and relevant role models are still
arly in their development. Moreover, the process by which
outh more organically identify role models is not well under-
tood. The findings of this study support and extend our earlier
ork, demonstrating that the mere selection of a role model,

rrespective of whether there is accompanying interpersonal in-
eraction with that person, is associated with positive outcomes
9]. We have also underscored the high likelihood of ethnic and
ender congruence of selected role models, consistent with the
ssertion in social cognitive theory that individuals choose to
mulate others that they perceive as similar to themselves [6].
his emerging literature should bolster efforts to provide posi-
ive exemplars of ethnically diverse individuals of both genders,
nd efforts to control youth exposure to negative exemplars (e.g.,
moking in films). Policy intervention to control exposure is
ertainly more straightforward than is the process of increasing
xposure to and selection of constructive role models. However,
rogress in this arena is pivotal in advancing the field of adoles-
ent health promotion.

cknowledgments

The authors thank Dr. E. Richard Brown, CHIS Principal Inves-

igator, and Dr. Hongjian Yu, Director of Statistical Support, both

[

t the UCLA Center for Health Policy Research for their support
nd assistance with this study.
This study was supported by funding from (), and the (: SIP

6-04). The authors declare that there are no conflicts of interest.

eferences

[1] Mokdad AH, Marks JS, Stroup DF, Gerberding JL. Actual causes of death in
the United States, 2000. J Am Med Assoc 2004;291:1238–45.

[2] Khaw KT, Wareham N, Bingham S, et al. Combined impact of health behav-
iours and mortality in men and women: The EPIC-Norfolk prospective
population study. PLoS Med 2008;5:e12.

[3] Lytle LA, Kelder SH, Perry CL, et al. Covariance of adolescent health behav-
iors: The Class of 1989 study. Health Educ Res 1995;10:133–46.

[4] Resnick MD, Bearman PS, Blum RW, et al. Protecting adolescents from
harm: Findings from theNational Longitudinal Study on Adolescent Health.
J Am Med Assoc 1997;278:823–32.

[5] Luthar SS, Sawyer JA, Brown PJ. Conceptual issues in studies of resilience:
Past, present, and future research. Ann N Y Acad Sci 2006;1094:105–15.

[6] Bandura A. Social Foundations of Thought and Action: A Social Cognitive
Theory. 1986, Prentice Hall: Englewood Cliffs, NJ.

[7] Bandura A. Health promotion by social cognitivemeans. Health Educ Behav
2004;31:143–64.

[8] Flaxman E, Ascher C, Harrington C. Youth Mentoring Programs and Prac-
tices; 1988, Columbia University, Institute for Urban and Minority Educa-
tion: New York, NY.

[9] YanceyAK, Siegel JM,McDaniel KL. Rolemodels, ethnic identity, andhealth-
risk behaviors in urban adolescents. Arch Pediatr Adolesc Med 2002;156:
55–61.

10] Rhodes JE, Ebert L, Fischer K. Natural mentors: An overlooked resource in
the social networks of young, African American mothers. Am J Community
Psychol 1992;20:445–61.

11] Hawkins JD, Catalano RF, Kosterman R, et al. Preventing adolescent health-
risk behaviors by strengthening protection during childhood. Arch Pediatr
Adolesc Med 1999;153:226–34.

12] Beier SR, Rosenfeld WD, Spitalny KC, et al. The potential role of an adult
mentor in influencing high-risk behaviors in adolescents. Arch Pediatr Ado-
lesc Med 2000;154:327–31.

13] ZimmermanMA, Bingenheimer JB, Notaro PC. Natural mentors and adoles-
cent resiliency: A study with urban youth. Am J Community Psychol 2002;
30:221–43.

14] Taveras EM, Rifas-Shiman SL, Field AE, et al. The influence ofwanting to look
like media figures on adolescent physical activity. J Adolesc Health 2004;
35:41–50.

15] Vesely SK, Wyatt VH, Oman RF, et al. The potential protective effects of
youth assets from adolescent sexual risk behaviors. J Adolesc Health 2004;
34:356–65.

16] DuBois DL, Silvertorn N. Natural mentoring relationships and adolescent
health: evidence from a national study. Am J Public Health 2005;95:
518–24.

17] Griffin JP. The Building Resiliency and Vocational Excellence (BRAVE) Pro-
gram: A violence prevention and role model program for young, African-
American males. J Health Care Poor Underserved 2005;16:78–88.

18] Werner EE. Protective factors and individual resilience, In:Meisels SJ, Shon-
koff JP, editors, Handbook of Early Childhood Intervention; 1990, Cam-
bridge University Press, Cambridge, England, New York, p. 760.

19] Yancey AK. Building positive self-image in adolescents in foster care: the
use of role models in an interactive group approach. Adolescence 1998;33:
253–67.

20] Malgady RG, Rogler LH, Costantino G. Hero/heroine modeling for Puerto
Rican adolescents: A preventive mental health intervention. J Consult Clin
Psychol 1990;58:469–74.

21] Watts RJ. Community action through manhood development: A look at
concepts and concerns from the frontline. Am J Community Psychol 1993;
21:333–59.

22] Brook JS, Balka EB, Brook DW, et al. Drug use among African Americans:
ethnic identity as a protective factor. Psychol Rep 1998;83 (3 Pt. 2):
1427–46.

23] Brook JS,WhitemanM,Balka EB, et al. Druguse amongPuertoRicans: ethnic
identity as a protective factor. Hispanic J Behav Sci 1998;20:241–54.

24] Salazar LF, DiClemente RJ,WingoodGM, et al. Self-concept and adolescents’
refusal of unprotected sex: A test of mediating mechanisms among African
American girls. Prev Sci 2004;5:137–49.

25] Werner EE, Johnson JL. The role of caring adults in the lives of children of
alcoholics. Subst Use Misuse 2004;39:699–720.

26] Rivara F, Sweeney P, Henderson B. Risk of fatherhood among black teenage
males. Am J Public Health 1987;77:203–5.
27] Wong-McCarthy WJ, Gritz ER. Preventing regular teenage cigarette smok-
ing. Pediatr Ann 1982;11:683–9.



[

[

[

[

[

[

[

A.K. Yancey et al. / Journal of Adolescent Health 48 (2011) 36–43 43
28] Hawkins JD, Catalano RF, Miller JY. Risk and protective factors for alcohol
and other drug problems in adolescence and early adulthood: implications
for substance abuse prevention. Psychol Bull 1992;112:64–105.

29] Brown JD, Witherspoon EM. The mass media and American adolescents’
health. J Adolesc Health 2002;31(Suppl 6):153–70.

30] Geckova A, van Dijk JP, van Ittersum-Gritter T, et al. Determinants of ado-
lescents’ smoking behaviour: A literature review. Cent Eur J Public Health
2002;10:79–87.
31] Mistry R, McCarthy WJ, Yancey AK, et al. Resilience and patterns of health
risk behaviors in California adolescents. Am J Prev Med 2009;48:291–7.

[

32] Huba GJ, Melchior LA. The Measurement Group and HRSA/HAB’s. SPNS
Cooperative Agreement Steering Committee Module 26B: CES-D8 Form
(Interview); 1995, The Measurement Group: Culver City, CA.

33] Radloff LS, The CES-D, Scale. A self-report depression scale for research in
the general population. Appl Psychol Meas 1977;1:385–401.

34] Pasch KE, Nelson MC, Lytle LA, et al. The adoption of risk-related factors
through early adolescence: associations with weight status and implica-
tions for causal mechanisms. J Adolesc Health 2008;43:387–93.
35] ConstantineNA, Benard B. CaliforniaHealthy Kids Survey Resilience Assess-
ment Model: Technical Report; 2001 Public Health Institute: Berkeley, CA.


	Role Modeling, Risk, and Resilience in California Adolescents
	Methods
	Results
	Discussion
	Acknowledgments
	References


