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he Matrix Comes to Youth Violence Prevention
Strengths-Based, Ecologic, and Developmental Framework
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he field of youth violence prevention has pro-
duced a rich harvest over the past 30 years.
Research and practice have yielded a wealth of

nformation on both the causes of violence and its
revention. It has also led to much greater acceptance,
mong public health professionals and the general
ublic of the notion that youth violence is preventable.
Until recently, when most people thought about

iolence prevention, they thought of simple interven-
ions that could be delivered in one well-timed shot,

uch like a vaccination against smallpox. Interventions
ere designed to be delivered just at the time when
iolence is most likely to become a problem, usually in
dolescence, and expected to have a prolonged effect.
nfortunately, we learned that, although this magic
ullet is highly desired, it does not exist and that

nterventions of this nature are invariably too little, too
ate.

More recently, lessons from these early efforts at
revention, combined with a growing awareness of the

mportance of early development on later aggression,1

ave sparked a renaissance in our understanding of
outh violence and its prevention. From research, we
now now that for prevention programs to be effective,
hey must (1) start early in a young person’s life; (2) last
hroughout childhood and adolescence; (3) engage
ndividuals from multiple settings including the child’s
amily, peer group, school, and community; and
4) seek not only to reduce risk and increase protection
n a young person’s life, but also to promote positive
evelopment and the attainment of core developmen-
al competencies.2,3 This is consistent with a growing
ody of evidence that indicates that both risk reduction
nd positive youth development approaches are
eeded to assure successful outcomes for young per-
ons: risk reduction to avert problem behavior and
ositive development to assure that children attain
heir potential.3

Unfortunately, violence prevention programs tend to
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e focused either on risk reduction or positive devel-
pment, and rarely encompass both approaches. Vio-

ence prevention programs grounded in theories of
ositive development attempt to foster acquisition of
ey developmental competencies believed to be associ-
ted with positive outcomes, and pay less attention to
he reduction of risk factors associated with violence.
iolence prevention programs grounded in theories of
isk and protection focus primarily on the reduction or
emoval of risk factors associated with violence, and
ncreases in protective factors, and may pay less atten-
ion to encouraging acquisition of general developmen-
al competencies.3,4

Conceptual frameworks are needed to help researchers
nd practitioners integrate the two approaches, i.e., at-
end to risk and protection and developmental assets
imultaneously. The Child Well-Being Matrix developed
y the Task Force for Child Survival is a prevention
ramework that integrates the risk reduction focus found
n public health prevention models, with developmental
cience and a focus on promoting positive development
n youth. Comprehensive frameworks like the Matrix have
mportant implications for healthcare professionals, many
f whom still rely heavily on illness and deficit-based
pproaches to care. These integrative frameworks can
elp researchers and practitioners identify opportunities

or prevention across settings and across a young person’s
arly lifespan. They can assist health professionals, par-
nts, and others involved in nurturing young lives to see
nd act on a much broader set of opportunities for
iolence prevention and to identify prevention opportu-
ities that are frequently missed by the older, more
estrictive frameworks.

In this article, we describe the Child Well-Being
atrix and its grounding in the public health ap-

roach to prevention and in developmental science,
iscuss its implications for healthcare practice in
outh violence prevention, and then in light of this
pecial supplement’s focus, briefly describe its impli-
ations for healthcare professional training. By doing
his, we hope to provide a tool that can assist the
eader to see the fullest range of opportunities for
ractice-based violence prevention; and because ed-
cation will be critical to the realization of these
ctions, to consider its implications for health pro-

essional training.

1850749-3797/05/$–see front matter
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ublic Health Approach

n the United States, just 100 years ago, at the beginning
f the last century the average life expectancy was only 45
ears. Over the course of the 20th century, the life
xpectancy has increased to 75 years. That was the equiv-
lent of adding 8 hours a day, every day for 100 years (Bill
oege, personal communication). How did this happen?
his did not come about because of improvements in
edical care. It was not because of better treatment of
eart disease, cancer, and stroke. Rather, it happened as
result of focusing on health promotion during the very

arliest years of a child’s life. It came about because of
etter preventive care for mothers, infants, and children.
t was the public health focus on providing infants and
hildren better nutrition, clean drinking water, better
ousing, more exercise, and immunizations that helped

o improve physical health and improve the life expect-
ncy so markedly. It makes sense that we would seek to
pply the same focus on the promotion of strengths and
he prevention of psychological problems as well as phys-
cal problems.5

The Child Well-Being Matrix is grounded in three
ore principles of the public health approach. These
rinciples are a focus on prevention, use of evidence-
ased interventions, and collaboration.

ocus on Prevention
he Matrix Makes Us Look Upstream

he public health approach places an emphasis on
revention. Consistent with this, the Child Well-Being
atrix emphasizes problem prevention beginning be-

ore birth and continuing across the early life span. The
mportance of focusing on prevention can most easily
e illustrated through a legendary public health story:
One fall afternoon, two people are sitting on the

ank of a river, quietly drinking coffee and reading
heir books when one of them sees a body floating
own the river. She turns to her companion and says,
Hey, quick, there’s somebody in trouble, hurt and
oating down the river. We’ve got to go in and save
im.” They put down their books and coffee, run over

o the canoe, paddle out furiously, reach the injured
erson, pull him into the boat, paddle back to shore,

ift the person out, lay him down, start CPR, call 911
nd when the rescue squad arrives they turn the person
ver to them, and go back to sitting down, drinking
heir coffee, and reading their books. Within minutes,
he first person yells to the other, “Hey, quick, there’s
omebody else in trouble, hurt and floating down the
iver. We’ve got to go in and save him.” And again, they
ut down their books and coffee, run over to the canoe,
addle out furiously, reach the injured person, pull
im into the boat, paddle back to shore, pull the
erson out, lay him down, start CPR, call 911 and when

he rescue squad arrives turn the person over to them,

86 American Journal of Preventive Medicine, Volume 29, Num
nd go back to sitting down, drinking their coffee, and
eading their books. Sure enough, two minutes later,
he first person turns to the other and says, “Hey, quick,
here’s somebody in trouble, hurt and floating down
he river. We’ve got to go in and save him.” But this
ime the second person replies, “No, I am not going.
ou can go and save him if you want, but I am going
pstream to find out who is throwing them in!”
Over the past 30 years, the application of the public

ealth model has led efforts to prevent youth violence
rogressively upstream, emphasizing the need for in-
erventions to begin before individuals are victimized
nd before individuals perpetrate violence. Public
ealth looks upstream because it is concerned with the

uture health of the whole population, not just the
ealth of particular individuals or groups within the
opulation today. It is concerned with the health of
hose who float down the river in front of us, but it is
lso focused on those upstream whom we have not yet
et or seen. This also means intervening earlier and

arlier in the life cycle of violence and earlier and
arlier in the life cycle of potential perpetrators and
ictims. The public health approach brings the poten-
ial for shifting the paradigm from providing services to
ictims and incarcerating perpetrators to preventing
he victimization in the first place.

This means making services available for potential
erpetrators, not just for current victims. This ap-
roach can be unpopular when there are scarcely
nough resources available to pull victims out of the
ater. Sending someone upstream to work on preven-

ion may mean there are not enough people to treat
he victims. It is clear that professionals who work
pstream have to be added to and not taken away from
hose available to help the victims. In the domestic
iolence field, it took 25 years of progress before
dvocates began requesting interventions for preven-
ion efforts such as resources to help prevent men from
ecoming violent.

vidence-Based Interventions
ike the Public Health Approach, the Matrix Is
ased on Science

ne of the most promising frameworks for understand-
ng and preventing youth violence today is the evidence-
ased, four-step public health model, the same four-
tep model that has resulted in major advances in other
reas, such as the prevention of motor vehicle injuries,
ancer, and infectious diseases, and tobacco control.
he questions that were asked in those fields are the

ame ones the model poses regarding the prevention of
outh violence:

tep One: What is the problem? Who are the victims and

perpetrators, what types of violent interactions hap-

ber 5S2
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pen and what are the consequences, where does it
happen, when does the violence occur?

tep Two: What are the causes? What are the risk
factors and what are the protective factors?

tep Three: What works to prevent violence? What
interventions produce positive outcomes?

tep Four: How can it be done? How do we move from
a controlled trial to a large-scale, well-disseminated
program?

The success of a science-based approach is depen-
ent on our ability to conduct effective program
valuation. Although our ability to critically evaluate
he effectiveness of interventions has increased in the
ast 20 years, capacity is needed to enable us to
eparate population-based, demographically related
hifts in rates of youth violence from specific pro-
ram effects.

ollaboration
onsistent with the Public Health Approach, the
atrix Is Collaborative

ecause the factors that affect the health and safety
f populations are complex and not solved easily
hrough simple interventions, effective youth vio-
ence prevention efforts require the input of multiple
ectors: law enforcement, education, public health,
ealth care, and social services. There have been
utstanding examples of collaborative approaches at
he national level among the U.S. Department of
ealth and Human Services (DHHS), the Depart-
ent of Justice, and the Department of Education.

ublic health has a role to play in helping to bring
ogether the critical actors and in providing the
eadership necessary to make such collaborative ven-
ures work.

Consistent with this, prevention programs based
n the public health approach typically adopt an
cologic framework. The ecologic approach is an
xtension of Bronfenbrenner’s model, originally pro-
osed in 1979 to explain aspects of human develop-
ent.6 This approach suggests that several different

evels of influence can affect both protective and risk
actors for youth violence: the individual himself or
erself, close relationships, the community in which

he person lives and spends time, society-wide forces,
nd the historical times in which the person lives.
he interaction among factors at the different levels

s just as important as the influence of factors within
single level. In turn, this implies that effective

revention must work across different levels. Jim
ercy and Linda Dahlberg have been instrumental

n bringing the developmental and ecologic perspec-

ive to youth violence prevention.7 t
ontributions of the Science of Child Development

he Matrix is also grounded in developmental science.
t different stages in human development there are

ignificant differences in one’s sense of self, connect-
dness to others, ability to learn from others, and in
ne’s competencies, skills, and activities, all of which
ave implications for prevention and intervention in
outh violence. The Matrix builds on the recognition
hat strengths and skills develop and are affected by
ifferent external influences across the life course, and
onsiders the attainment of core developmental com-
etencies not just in the physical and cognitive domains
ut also in the socio-emotional domain. The develop-
ental competencies that are critical to positive youth

utcomes are becoming more evident as research on
hild development moves forward. As developmental
cience progresses, these findings can be incorporated
nto the Matrix and used to guide the focus and content
f prevention efforts in the healthcare setting. For
xample, Guerra and Williams4 identify five core devel-
pmental competencies that are important for healthy
ocial and emotional development and are associated
ith youth violence prevention. They are: (1) forma-

ion of a positive identify or self-concept, (2) develop-
ent of personal agency (or self-efficacy), (3) self-

egulation, (4) social relationship skills, and
5) formation of a positive system of beliefs.

The Matrix allows for the traditional problem iden-
ification and risk reduction efforts of public health but
laces equal emphasis on promoting the development
f a young person’s strengths and competencies. This
mphasis on the promotion of positive development
egins at or near birth and continues across the life-
pan, building the capabilities, values, and skills that
ill help the individual avoid perpetrating violence or
ecoming a victim of violence.

ombining the Public Health Approach with the
evelopmental Approach

ombining the public health approach, the frame-
ork that guided the first 30 years of youth violence
revention, with developmental theory produces a

ramework that creates a multidimensional, evi-
ence-driven, developmentally sensitive framework

rom which to identify opportunities for youth vio-
ence prevention that involve not only prevention
nd risk reduction but also the promotion of positive
evelopment. Instead of thinking about interven-

ions that take place in one setting, at one time,
hrough one institution and set of actors, the Matrix
rovides a three-dimensional space where multiple

nterventions can be planned and fit together, occur-
ing either simultaneously or sequentially or both.
he interventions pattern can be sequential along
he stages of the lifespan or interventions can be

Am J Prev Med 2005;29(5S2) 187
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ounted simultaneously at different ecologic levels
r environments to look at their combined impact
ver time. The matrix helps us think about youth
iolence prevention as a three-dimensional space
ather than as a single point. It also encourages us to
hink about interventions that promote strengths as
ell as those that are designed to reduce risk.
Figure 1 provides a visual representation of the
ell-Being Matrix. The x-axis represents developmen-

al phases, the y-axis represents developmental do-
ains, and the z-axis represents the ecologic levels of

nfluence. The z-axis, or ecologic axis, also suggests who
he partners might be for the various interventions.
nder-girding the stages of human development is
ublic health’s concern with prevention, evidence-
ased practice, and collaboration. This illuminates a
ide range of opportunities for parents, peers, health-
are providers, community workers, and many others.
ach group can also see where other interventions that
ill complement their own efforts might fit into this

pace. Visualizing the collective impact of various pro-
rams in this way underscores why collaboration will be
ritical. The interplay of solutions can be “win–win”

igure 1. Child well-being matrix.
ather than “either–or.” t

88 American Journal of Preventive Medicine, Volume 29, Num
mplications of the Matrix for Healthcare
rofessionals

he Matrix and other integrative models of problem
ehavior prevention and positive youth development
ave important implications for healthcare practice in
iolence prevention. First, they suggest that healthcare
rovider efforts in youth violence prevention have two
oci: one on risk reduction, and a second on promoting
he development of core developmental competencies
n children and the environmental and familial re-
ources necessary to accomplish this.

Second, these models suggest that health profession-
ls should begin violence prevention activities early;
deally before the child’s birth, during regular prenatal
are for the parent, and continue into early adulthood.
he content of these activities, screening, assessing,
ounseling, and referring, should be developmentally
inked, culturally sensitive, and tailored to the unique
ituation and contexts of the child and the family.

Third, healthcare professionals should be prepared
o work with caregivers and children and youth to
ctivate and engage the many environments and set-

ings that affect the child and that contribute to his or

ber 5S2
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er level of risk or promote or impede the acquisition
f core developmental competencies. In most instances
his would include, at minimum, the child’s home,
chool, and community.

amily Practice–Based Example
f the Integrated Model

o imagine this integrated model in practice, consider
he following example. A pregnant mother presents for
renatal care at a community clinic in her area during
er second trimester. The physician conducts a history
nd physical and provides counseling appropriate to
er stage of pregnancy on nutrition and alcohol,
mong other pregnancy-related concerns. Along with
his, the mother-to-be receives health education di-
ected toward increasing her competency as a parent
nd building the skills she will need to: (1) reduce risk
actors that can negatively impact her child’s develop-

ent across all domains including physical, cognitive,
ocial, and emotional; and (2) promote core develop-
ental competencies in her child that promote positive

evelopment.8

Ideally, in a full implementation of this approach, a
omprehensive assessment of the mother and father’s
or primary caregiver’s) resources, social support sys-
em, developmental knowledge, and parenting skills is
onducted on-site by a social worker or other allied-
ealth professional, or in lieu of this, a nearby family
ervice organization in the community assists with this
rocess in collaboration with the provider.
As part of this early intervention process, the pro-

ider works with the parents to develop an individual-
zed and comprehensive “strategic plan” for reducing
isk and building competencies in their child that
etails the actions, resources, and parenting practices
ost closely associated with these desired outcomes.
he plan takes into consideration the child in the
ontext of the unique situation of the parents and the
amily and considers the role individuals across the
hild’s and family’s ecology play in supporting these
ctions. A central component of the plan is ensuring
hat the parent has a good working knowledge of the
rocess of healthy development of young children,
arenting strategies associated with positive develop-
ent, and effective strategies for risk reduction around

iolent victimization and perpetration.
The health professional works with the parents to

cquire this knowledge and associated skills either
hrough in-house education or referral to resources in
heir community. The provider, parents, and eventually
he child evaluate this “strategic plan” at subsequent
ealthcare visits to assess progress and continue to
ake additions and modifications based on the child’s

evelopmental stage, unique constellation of strengths

nd needs, and the family’s life context. Ideally these a
fforts are supported by and coordinated with
vidence-based efforts in other arenas that affect the
hild, such as school.

For this to occur in a clinical setting, health profession-
ls will need training beyond the concepts of preventing
nd treating illness and reducing risk, to include concepts
f promoting positive development. In addition to solid
raining in violence prevention, providers will need com-
rehensive training on the benchmarks and competen-
ies associated with positive child and youth development.
vidence-based practice tools including assessment tools,
atient education interventions, and support materials
ill need to be developed to support practice in this area.
eminder and documentation systems will need to be
stablished to support the delivery of these services,
erhaps similar to those being developed currently in
hronic disease care. Research will need to be conducted
o show that this type of comprehensive approach to a
hild’s development actually produces improved health
nd life outcomes, and health plans and other regulatory
odies will need to support the additional time this care
ill require.
The good news is that resources are becoming avail-

ble to support this type of comprehensive approach.
he American Academy of Pediatrics Connected Kids:
afe, Strong, Secure is designed to support comprehen-
ive, provider-delivered interventions to reduce risk for
iolence and promote positive development among
hildren and youth. The program is designed for use
ith children from birth to age 21 and provides devel-
pmentally linked parent and patient education re-
ources on risk reduction as well as the acquisition of
ore developmental competencies.9 It is described in
etail later in this supplement. Other practice tools and
he evidence to support their effectiveness will be
eeded, along with relevant and accessible provider

raining.

iscussion

he field of youth violence seems to be on the cusp of
xciting breakthroughs. Significant progress has been
ade in violence prevention by designing and testing

iscrete evidence-based interventions that work. This
as been a major step forward. We must continue to
ollect this information and data as we go. If we exclude
ertain types of approaches because of political bias or
ear, or if we continue to invest large resources into
pproaches for which there is no evidence of effective-
ess, we will clearly reduce our chances for successfully
reventing youth violence. Similarly, we can’t refuse to
ry approaches that have not yet been tested ade-
uately. If we invest only in approaches that have been
roven effective we may hinder both our efforts to
iscover what works and our efforts to continue to

mprove approaches that do work. We also must ensure

comprehensive approach by testing a range of inter-
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entions that include reducing access to lethal weapons.
he Centers for Disease Control and Prevention (CDC)
nd public health researchers collaborating with criminal
ustice researchers have made a good start at developing a
cientific ground for approaching this highly politicized
rea and this must continue to advance.

If we really want to make a difference in youth
iolence, there is also more to be done in addition to
uilding our evidence base. Goethe told us “Willing is
ot enough; we must do.” We would suggest a slight

mprovement on this and say that “Doing is not
nough; we must do together.” If we can keep in mind
he faces of all those who have been affected so deeply
y youth violence and those at risk for such an impact,
nd if we can work with these advocates and potential
dvocates, we will be able to create the demand that is
eeded for change. These are truly exciting times. We
ope this volume will help to share the excitement and
nergize the work that lies ahead.
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his paper.

90 American Journal of Preventive Medicine, Volume 29, Num
eferences
. Karr-Morse R, Wiley M. Ghosts from the nursery: tracing the roots of

violence. New York, NY: Atlantic Monthly Press, 1997.
. Surgeon General’s Report on Youth Violence. NIH State of the Science

Conference. Preventing violence and related health risk social behaviors in
adolescence. October 13–15, 2004.

. Small S, Memmo M. Contemporary models of youth development and
problem prevention: toward an integration of terms, concepts and models.
Fam Relat 2004;53:3–11.

. Guerra N, Williams K. Youth development and violence prevention: core
competencies. In: Knox L, ed. Connecting the dots to prevent youth
violence: a training and outreach guide for physicians and other health
professionals. Chicago, IL: American Medical Association, 2002.

. Bornstein MH, Davidson L, Keyes CLM, Moore KA. Well-being: positive
development across the life course. Mahwah, NJ: Lawrence Erlbaum Asso-
ciates, 2003.

. Bronfenbrenner U. The ecology of human development: experiments in
nature and design. Cambridge, MA: Harvard University Press, 1979.

. Krug EG, Dahlberg LL, Mercy JA, et al. World Report on violence and
health. Geneva: World Health Organization, 2002.

. Pollard E, Rosenberg ML. Introduction: The strength-based approach to
child well-being: Let’s begin with the end in mind. In: Bornstein MH,
Davidson L, Keys CLM, Moore, KA, The Center for Child Well-Being, eds.
Well-being: positive development across the life course. Mahwah, NJ:
Lawrence Erlbaum Associates, Inc., 2003.

. Sege RD, Flanigan E, Levin-Goodman R, Licenziato VG, De Vos E, Spivak H.
The American Academy of Pediatrics’ Connected Kids Program. Am J Prev

Med 2005;29:215–19.

ber 5S2


	The Matrix Comes to Youth Violence Prevention
	Public Health Approach
	Focus on Prevention
	The Matrix Makes Us Look Upstream

	Evidence-Based Interventions
	Like the Public Health Approach, the Matrix Is Based on Science

	Collaboration
	Consistent with the Public Health Approach, the Matrix Is Collaborative

	Contributions of the Science of Child Development
	Combining the Public Health Approach with the Developmental Approach
	Implications of the Matrix for Healthcare Professionals
	Family Practice–Based Example of the Integrated Model
	Discussion
	References


