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Objectives: To investigate the pro-
tective role of personal identity con-
solidation against health risk behav-
iors in college-attending emerging
adults. Methods: A multisite sample
of 1546 college students completed
measures of personal identity con-
solidation and recent risk behavior
engagement. Results: Multivariate
Poisson regression indicated that
personal identity consolidation was
negatively related to binge drinking,
illicit drug use, sexual risk behav-
iors, and risky driving. These find-

ings were consistent across gender,
ethnicity, and place of residence.
Conclusions: A consolidated sense
of personal identity may protect
college-attending emerging adults
from health-compromising behav-
iors. Health professionals could in-
corporate an identity development
component into college health pro-
gramming.
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Health risk behaviors such as ex-
cessive drinking, illicit drug use,
unsafe sexual activity, and im-

paired driving represent considerable
risks both to the individual and to society.
Not only are these behaviors associated
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with some of the leading causes of death
in the United States1 (eg, traffic crashes,
drug overdoses), but they also pose costs
to society in terms of property damage,
violence, imprisonment, diminished
lifespan, and treatment expenses.2

Although these health risk behaviors
are often first initiated in adolescence,3

they may be even more prevalent and
dangerous during emerging adulthood –
the late teens and early twenties.4 Many
emerging adults live independently from
parents, allowing for increased freedom
to spend their time and money as they
wish. Even for those emerging adults who
remain at home, parental supervision
and authority are often substantially re-
duced.5 Accordingly, health policy schol-
ars6 have recommended that studies of
risk taking focus on emerging adulthood
as well as on adolescence. College stu-
dents tend to be among the highest-risk
subgroups of emerging adults in terms of
risk behaviors such as binge drinking,7

impaired driving,8 and misuse of prescrip-
tion drugs.9 There is evidence that core
developmental assets are protective
against these and other emerging-adult
health-compromising behaviors.4 Accord-
ingly, the present study examined one
theoretically salient developmental as-
set – personal identity consolidation – in
protecting against health-compromising
behaviors in college-attending emerging
adults.

Personal Identity as a Protective
Mechanism Against Health Risk
Behavior
Developing a sense of personal identity

has been posited as the primary psycho-
social task of adolescence and emerging
adulthood.10,11 Identity development in-
volves forming an autonomous, agentic
self;12 establishing an internally consis-
tent set of goals, self-perceptions, and
behaviors;13 making and identifying with
a set of life commitments;14 and perceiv-
ing oneself as an adult and as supported
by a validating adult community.15

Erikson14 wrote that young people without
these qualities may be the most likely to
engage in high-risk behavior (eg, drug/
alcohol abuse), either as an attempt to
find themselves or to alleviate the anxi-
ety associated with identity confusion.
College students are more likely than
working emerging adults to engage in
identity exploration, but less likely to

have consolidated a sense of identity.15

Although the college atmosphere may
encourage exploration of alternative pos-
sibilities, especially for younger stu-
dents,16 this exploration is often associ-
ated with confusion and distress because
it involves loosening or discarding exist-
ing commitments.17 Beginning to estab-
lish identity commitments and to settle
into an adult lifestyle may help to relieve
some of these symptoms and protect
against risk behaviors.18,19 In some cases,
prevention and intervention efforts may
be needed to help college-attending
emerging adults navigate this process as
smoothly as possible.

More clarity is needed regarding the
protective functions of personal identity
vis-à-vis emerging-adult health risk be-
haviors. Personal identity consolidation
is a multidimensional construct that sub-
sumes several components that repre-
sent the goal of identity work in emerging
adulthood: making and identifying with
commitments, integrating various as-
pects of one’s identity into a coherent
whole, developing consistency across
time, and perceiving oneself as an adult
and as a member of an adult commu-
nity.11,20 Although identity consolidation
is conceptualized as a whole that is greater
than its parts, it is nonetheless impor-
tant to know whether this whole appears
to be protective against health risk be-
haviors, as well as which specific compo-
nents of identity consolidation are asso-
ciated with specific health risk behav-
iors. Such knowledge could prove useful
in developing and implementing preven-
tion and intervention efforts.

The Present Study
The present study used an ethnically

and geographically diverse sample drawn
from 9 colleges and universities around
the United States, including both public
and private institutions (Table 1). We
included one minority-serving college and
one minority-serving university in the
list of sites so that participants from eth-
nic minority groups would be adequately
represented in the sample. We examined
personal identity consolidation as an in-
verse correlate of binge drinking, illicit
drug use, sexual risk taking, and im-
paired driving. Because past research
has found gender, ethnic, and socioeco-
nomic differences in health risk behav-
ior participation, and in the relationship
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between psychosocial competencies and
health risk behaviors,21 we examined con-
sistency of our results across gender,
ethnicity, and socioeconomic status.
Moreover, because students who continue
to live at home with parents may have
fewer opportunities to take risks than
students who live away from home, we
also examined consistency of results
across place of residence. A finding that
the same (or similar) mechanisms are
protective across living situations would
suggest that similar interventions could
be used with students living at versus
away from home. We hypothesized that
identity consolidation would be negatively
associated with health risk behaviors
and that this inverse relationship would
generalize across gender, ethnicity, and
residential status.

METHOD
Participants and Procedures
The 9 participating sites were selected

to provide a broad geographic representa-
tion of the United States. Some were
colleges and universities where the ma-
jority of students reside on campus or in
off-campus apartments, and others were
commuter schools where the majority of
students reside at home with family mem-
bers. Three of the sites were flagship

state universities, 4 were smaller state
colleges and universities, and 2 were
private colleges. At all sites, the study was
approved by the site’s institutional re-
view board. Participants were directed to
the study Web-site using printed and e-
mailed announcements. All data were
collected online during the fall 2007 se-
mester. Of students who logged in to the
study Web-site, 93% completed the sur-
vey.

The sample consisted of 1546 students
(25% men, 75% women; 54% White, 9%
Black, 24% Hispanic, 7% Asian, and 6%
other). Because of the focus on risk tak-
ing in the college context, only traditional
college-age participants (ages 18-22) were
included in the present analyses. The
mean participant age was 19.29 years
(SD 1.31). Nearly half of participants (45%)
were in their first year of college, and the
remainder were in their second (22%),
third (19%), fourth (12%), or fifth (2%)
years. Thirty percent of the sample re-
ported living at home, 39% reported living
on campus, and 24% reported residing in
off-campus houses or apartments.

In terms of socioeconomic status, of
those participants who reported their
family’s annual income (85% of the
sample), 18% indicated incomes below
$30,000; 20% indicated incomes between

Table 1
Description of Study Sitesa

Collegeb Universityb

Primarily Primarily Primarily Primarily
Public/Private Ethnicity Gender Commuter Residential Communter Residental

Private Nonwhite Male 8 11 0d 0d

Female 11 18 0d 0d

White Male 4 32 0d 0d

Female 7 48 0d 0d

Public Nonwhite Male 10 0c 98 28
Female 43 0c 326 133

White Male 12 0c 13 154
Female 75 0c 48 421

Note.
a Twenty-eight participants did not indicate which college or university they attended, 14 did not

report their gender, and 15 did not report their ethnicity.
b For this table, colleges are defined as 4-year undergraduate-only institutions whereas universities

are defined as institutions that offer both undergraduate and postgraduate programs.
c There were no public residential 4-year colleges in our list of sites.
d There were no private universities in our list of sites.
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$30,000 and $50,000; 32% indicated in-
comes between $50,000 and $100,000;
and 30% indicated incomes above
$100,000. Consistent with data reported
by the US Census Bureau,22 only 13% of
Whites reported annual family incomes
below $30,000, compared to 30% of Blacks,
23% of Hispanics, and 22% of Asians.
Similarly, and also consistent with Cen-
sus data, 42% of Whites reported annual
family incomes above $100,000, compared
to 12% of Blacks, 12% of Hispanics, and
28% of Asians.

Measures
Personal identity consolidation. Iden-

tity consolidation was indexed using 7
measures,20 (1) the commitment making
(5 items, α=.92) and identification with
commitment (5 items, α=.93) subscales
from the Dimensions of Identity Develop-
ment Scale,15 (2) the identity synthesis
subscale (6 items, α=.80) from the Erikson
Psychosocial Stage Inventory,23,24 (3) the
subjective synthesis (5 items, α=.81) and
behavioral synthesis (5 items, α=.62)
subscales from the identity issues inven-
tory,25 and (4) the adult identity resolution
(3 items, α=.79) and community identity
resolution (4 items, α=.70) subscales from
the Identity Stage Resolution Index.26 A 5-
point Likert scale, ranging from 1
(Strongly Disagree) to 5 (Strongly Agree),
was used for all of the identity consolida-
tion measures. All alpha coefficients re-
ported here are from the current sample.

Health risk behaviors. Using a 5-point
scale, participants were asked how many
times in the past 30 days they had en-
gaged in a variety of risky behaviors: 0
(Never), 1 (Once/Twice), 2 (3-5 Times), 3
(6-10 Times), 4 (10+ Times). We inquired
about binge drinking as well as several
types of illicit drug use, unsafe sexual
behavior, and impaired driving. For illicit
drug use, we included items referencing
marijuana, hard drugs (eg, methamphet-
amines, cocaine, crack), inhalants, in-
jectable drugs, and misuse of prescription
drugs (any use not specifically prescribed
by a doctor). For unsafe sexual behavior,
we included items referencing unpro-
tected sex, oral sex, anal sex, casual sex
(sex with a stranger), and sex while drunk
or high. For impaired driving, we asked
about driving (or riding with a driver who
was) under the influence of alcohol or
drugs. Binge drinking was converted into
a dichotomous yes/no variable because

over 99% of the sample provided responses
of 0 or 1. The original response scale was
used for all other risk behaviors.

Analytic Strategy
Analyses proceeded in 3 steps. First,

we dichotomized each of the health risk
behavior variables and cross-tabulated
them by gender and ethnicity to examine
demographic differences in risk behavior
participation. We created these dichoto-
mized health risk behavior variables by
recoding the response scale for each be-
havior so that 0 was coded as “No” (ie, no
use in the 30 days prior to assessment)
and 1 was coded as “Yes” (ie, any valid
response other than zero, reflecting at
least some use in the 30 days prior to
assessment). Second, we used confirma-
tory factor analysis to create a latent
identity consolidation variable and re-
gressed each of the risk behavior indices
on this latent variable using multivariate
Poisson regression. Third, we examined
whether these associations were consis-
tent across gender, ethnicity, and resi-
dential status. For the second and third
steps of analysis, robust maximum likeli-
hood estimation was used to include cases
with missing data and to control for
nonnormality in the identity variables.
Little’s27 test of the missing completely at
random (MCAR) assumption was nonsig-
nificant for the identity variables,
χ2(52)=44.84, P=.75; and for the risk be-
havior responses, χ2(209)=193.59, P=.77,
suggesting that maximum likelihood es-
timation was appropriate.

RESULTS
Gender and Ethnic Differences
As shown in Table 2, significant gender

differences emerged for 4 of the 6 sub-
stance use behaviors, 2 of the 5 sexual
risk behaviors, and impaired driving, but
not for riding with an impaired driver.
Men were more likely than women to
engage in all of the behaviors where sig-
nificant gender differences occurred. Sig-
nificant ethnic differences emerged for
all of the substance use behaviors, for all
of the sexual risk behaviors except for
anal sex, and for both indices of risky
driving. Whites were most likely, and
Asians least likely, to engage in these
risky behaviors. Injecting drug use was
excluded from analysis because only 10
participants reported engaging in this
behavior.
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Health Risk Behaviors by Personal
Identity Consolidation
We created a latent variable for per-

sonal identity consolidation using indi-
ces of identity synthesis, adult identity
resolution, community resolution, sub-
jective synthesis, and commitment. Be-
cause commitment making and identifi-
cation with commitment were strongly
correlated (r=.86), we summed these 2
variables into a composite indicator. The
confirmatory factor analysis (CFA) model
provided an adequate fit to the data, χ2/
df(N=1512)=11.09; comparative fit index
(CFI)=.98; non-normed fit index
(NNFI)=.95; root mean square error of
approximation (RMSEA)=.082; standard-
ized root mean square residual
(SRMR)=.026. Although the chi-square to
degrees of freedom (χ2/df) ratio was large
because of sample size, the other fit indi-
ces suggested that model fit was adequate.
Factor pattern coefficients ranged from
.53 to .90, with a mean of .71.

We then estimated a model in which
personal identity consolidation predicted
engagement in health risk behaviors.
The responses to the health risk behav-

ior items followed a Poisson distribution,
where the most frequently occurring re-
sponse is zero. As a result, there is no way
to transform these data so that they ap-
proximate a normal distribution. We
therefore analyzed these data using
multivariate Poisson regression,28 where
taking the inverse log of a given regres-
sion coefficient yields an incidence rate
ratio (IRR). The IRR represents the multi-
plicative extent to which the expected
count would be estimated to increase or
decrease with each one-unit increase in
the predictor variable. We standardized
the identity consolidation latent variable
by constraining its variance to 1, so that
that the “units” in question would be
standard deviations.

Another important issue in analyzing
count variables is the extent to which
zeroes dominate the frequency distribu-
tion. In cases where 80% or 90% of re-
spondents indicate no engagement in the
behavior in question, zero-inflated Pois-
son (ZIP) models28 should be used, in which
the zeroes are modeled separately from
the nonzero count data. The count vari-
able is split into 2 parts: a dichotomous

Table 2
Health Risk Behaviors by Gender and Ethnicitya

Gender Ethnicity
Male Female White Black Hispanic Asian

Behavior (%) (%) χχχχχ2 (1) (%) (%) (%) (%) χχχχχ2 (3)

Binge Drinking 32.4 17.5 34.97*** 32.3 4.8 6.4 13.7 122.34***

Illicit Drug Use
Marijuana use 45.6 39.2 4.47* 47.9 27.8 30.8 31.0 43.38***

Hard drug use 9.0 8.8 0.03 10.3 3.1 5.8 7.0 11.71**

Inhalant use 8.2 5.6 5.29* 7.7 2.4 3.8 6.0 10.04*

Injecting drug use 1.8 0.7 3.16 0.9 0.0 0.6 2.0 3.02
Prescription drug misuse 13.3 9.1 5.06* 13.8 1.6 4.3 8.0 35.85***

Unsafe Sexual Behavior
Unprotected sex 44.5 49.3 2.42 50.3 50.0 46.2 36.0 8.07*

Oral sex 71.9 66.8 3.10 72.6 62.4 66.3 50.0 24.53***

Anal sex 20.2 14.6 6.21* 15.7 12.7 17.6 15.0 1.84
Casual sex 24.9 17.2 10.24** 20.7 23.6 13.6 15.7 10.52*

Sex while intoxicated 47.3 45.0 0.57 55.7 32.3 32.8 32.7 69.85***

Impaired Driving
Driving while intoxicated 25.5 17.5 10.91** 21.9 19.2 16.3 11.8 8.94*

Riding with impaired driver 41.4 40.9 0.03 44.0 36.5 36.1 34.0 9.27*

Note.
a To control for Type I error inflation, post hoc comparisons were conducted at ααααα = .01.
* P<.05 ** P<.01 *** P<.001
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indicator reflecting whether or not the
person engaged in the behavior in ques-
tion and a count variable reflecting how
many times the person engaged in the
behavior. In cases where the person did
not engage in the behavior, the count
variable is specified as missing.

Count variables with less than 75%
zero responses were modeled as simple
count outcomes, whereas those with 75%
or more zero responses were analyzed
using ZIP models. Risk behaviors en-
dorsed by less than 25% of participants
included hard drug use, inhalant use,
prescription drug misuse, casual sex,
anal sex, and driving under the influence
(Table 2). Regression coefficients are ex-
pressed as odds ratios (OR) for dichoto-
mous variables and as incidence rate
ratios (IRR) for count variables.

Effects of site were controlled by creat-
ing dummy-coded variables for all but one
of the sites and modeling these dummy
variables as additional predictors of the
risk behavior outcomes. This is the pre-
ferred solution when there are not enough
sites to estimate a multilevel model (Bengt
Muthén, Mplus workshop, August 2007).
The reference group for these dummy
variables was the site that provided the
largest number of participants.

Results of the multivariate Poisson
regression analysis are presented in Table
3. As hypothesized, identity consolidation
was significantly and negatively associ-
ated with binge drinking, marijuana use,
hard drug use, inhalant use, and pre-
scription drug misuse. Identity consoli-
dation was negatively related to 3 of the
sexual risk behaviors: unprotected sex,
casual sex, and sex while intoxicated.
Identity consolidation was also negatively
associated with impaired driving and
riding with an impaired driver. Model
results did not change appreciably when
age was statistically controlled.

Invariance Across Gender, Ethnicity,
and Residential Status
We then examined the extent to which

the relationships between identity con-
solidation and risk behaviors were con-
sistent across gender, ethnicity, socio-
economic status, and residential status
(at home versus elsewhere). Mixture
models, using gender, ethnicity, socio-
economic status, or living arrangements
as “known class” variables, can be used to
test for invariance in models with di-

chotomous or count variables.29 As in stan-
dard multigroup invariance testing, a
model with all paths from identity consoli-
dation to health risk behaviors free to
vary across gender, ethnicity, socioeco-
nomic status, or residential status is
compared against a model with these
paths constrained equal. Although stan-
dard goodness-of-fit indices are not avail-
able in models with count outcomes, the
invariance test can be conducted by com-
puting the difference between the -2 log
likelihood values for the constrained ver-
sus unconstrained models. This differ-
ence is distributed and interpreted as a
Δχ2 value. If the Δχ2 value is not signifi-
cant, the model can be assumed to fit
equivalently across groups. Results indi-
cated that the relationship of identity
consolidation to health risk behaviors
was consistent across gender,
Δχ2(17)=13.95, P=.67; ethnicity,
Δχ2(51)=29.84, P=.99; socioeconomic sta-
tus, Δχ2(51)=18.98, P=.99; and residential
status, Δχ2(34)=23.85, P=.90.

Post Hoc Decomposition Models
As stated earlier, in addition to ascer-

taining whether identity consolidation –
as a higher-order construct – may be
protective against health risk behaviors,
for intervention purposes it is important
to ascertain precisely which components
of identity consolidation may be signifi-
cantly and negatively related to engage-
ment in health risk behaviors. Those
components of identity consolidation that
emerge as significant vis-à-vis health
risk behaviors would then represent po-
tential targets for risk reduction inter-
ventions targeted toward college students.

Post hoc decomposition models were
then conducted, using the individual in-
dicators for identity consolidation as pre-
dictors of health risk behaviors (Table 3).
All of the identity consolidation indicators
were significantly and negatively related
to marijuana use and to riding with an
impaired driver. Identity synthesis ap-
peared to be the most consistent inverse
correlate of illicit drug use and impaired
driving. Perceiving oneself as an adult
was negatively related to binge drinking,
marijuana use, prescription drug mis-
use, casual sex, and riding with an im-
paired driver. Subjective self-consistency
was negatively associated with prescrip-
tion drug misuse, unprotected sex, ca-
sual sex, and sex under the influence of
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drugs or alcohol. Consistency of behavior
across situations was negatively related
to hard drug use, inhalant use, prescrip-
tion drug misuse, casual sex, and sex
while drunk or high. Having established
identity commitments was negatively
related to hard drug use, inhalant use,
and prescription drug misuse. Identifying
with one’s commitments was negatively
related to hard drug use and prescription
drug misuse. Unexpectedly, having found
a validating adult community was posi-
tively associated with anal and casual sex.

DISCUSSION
The present study examined the role of

personal identity consolidation, and its
components, in potentially protecting col-
lege-attending emerging adults from
health risk behaviors. Although the

sample was not randomly selected, the
rates of risk behavior participation ob-
tained were consistent with those re-
ported in recent population-based stud-
ies.21,30 For example, consistent with re-
cent epidemiological statistics on older
adolescents,30 gender differences emerged
in 7 of the 13 health risk behaviors exam-
ined (binge drinking, marijuana use, in-
halant use, prescription drug misuse,
anal sex, casual sex, and intoxicated driv-
ing), with men more likely than women to
engage in all of these behaviors. Further-
more, given our efforts to include both
traditional and minority-serving institu-
tions, the ethnic breakdown of the sample
was consistent with the current ethnic
distribution of the US population,31 and
the differences by ethnicity – found for 11
of the 13 behaviors examined – suggest

Table 3
Health Risk Behaviors by Personal Identity Consolidation and Its

Indicators (Point Estimates and Confidence Intervals)

Identity Identity Adult Community Subjective Behavioral Commitmenta

Consolidation Synthesis Identity Identity Consistency Consistency
(Composite) Resolution

Binge Drinking .97* (.95-.99) 1.00 (.98-1.02) .97*** (.95-.98) .99 (.98-1.01) .99 (.97-1.01) .99 (.97-1.01) .99 (.97-1.00)

Illicit Drug Use
Marijuana use .87*** (.81-.93) .94** (.91-.98) .92*** (.89-.96) .96* (.92-.99) .94*** (.90-.97) .93*** (.90-.97) .94** (.91-.98)
Hard drug useb

Yes/No .65** (.47-.90) .69*** (.57-.83) .82 (.66-1.01) 1.04 (.86-1.27) .84 (.69-1.03) 73*** (.61-.89) .80* (.66-.96)
Count .98 (.90-1.06) 1.04 (.96-1.12) .96 (.87-1.06) 1.00 (.91-1.10) .99 (.91-1.09) .98 (.89-1.08) 1.05 (.96-1.15)

Inhalant useb

Yes/No .67* (.47 -.95) .75** (.61-.92) .83 (.64-1.03) .91 (.73-1.12) .85 (.68-1.06).97 .77* (.62-.96) .77* (.63-.95)
Count .97 (.87-1.07) 1.01 (.91-1.12) .94 (.85-1.04) .98 (.86-1.11) .97 (.86-1.10) .94 (.84-1.04) 1.10 (.99-1.23)

Prescription drug
misuseb

Yes/No .61*** (.45-.82) .71*** (.60-.84) .79* (.65-.96) .87 (.73-1.04) .79* (.66-.95) .75** (.63-.90) .76** (.64-.90)
Count 1.02 (.92-1.12) 1.00 (.92-1.09) 1.04 (.94-1.14) 1.09 (.99-1.21) 1.03 (.94-1.14) 1.02 (.93-1.12) 1.07 (.98-1.16)

Unsafe Sexual Behavior
Unprotected sex .94* (.90-.99) 1.02 (.98-1.05) 1.00 (.97-1.04) .99 (.95-1.02) .96* (.93-.99) .97 (.94-1.01) 1.02 (.98-1.06)
Oral sex .98 (.94-1.02) 1.03 (1.00-1.07) 1.01 (.98-1.04) .99 (.96-1.02) 1.00 (.97-1.02) 1.00 (.97-1.03) 1.03 (1.00-1.06)
Anal sexb

Yes/No 1.00 (.97-1.02) .99 (.86-1.14 1.02 (.88-1.18) 1.17* (1.02-1.35) .99 (.86-1.14) .88 (.77-1.01) 1.13 (.97-1.31)
Count .98 (.90-1.05) .99 (.91-1.09) 1.07 (.99-1.16) 1.06 (.97-1.16) 1.01 (.92-1.11) 1.07 (.98-1.17) 1.02 (.93-1.12)

Casual sexb

Yes/No .96* (.93-.99) .92 (.80-1.07) .94 (.82-1.09) 1.03 (.90-1.17) .87* (.76-.99) .79*** (.69-.91) .98 (.86-1.12)
Count 1.02 (.96-1.08) .97 (.91-1.03) 1.07* (1.01-1.14) 1.09* (1.01-1.17) 1.05 (.98-1.12) .96 (.90-1.02) .99 (.93-1.06)

Sex while drunk/high .92* (.87-.98) 1.02 (.98-1.06) .98 (.94-1.01) 1.00 (.96-1.03) .96* (.93-.99) .96* (.93-.99) 1.01 (.97-1.04)

Impaired Driving
Driving while drunk/highb

Yes/No .81* (.66-.98) .87* (.76-.99) 1.04 (.90-1.20) 1.03 (.90-1.18) 1.00 (.87-1.15) .89 (.78-1.02) .89 (.77-1.02)
Count .94 (.99-1.01) .96 (.92-1.01) .99 (.93-1.04) .98 (.92-1.05) .97 (.91-1.04) ..98 (.93-1.04) .97 (.91-1.03)

Riding with impaired
driver .89*** (.85-.94) .95** (.91-.98) .91*** (.88-.95) .94*** (.91-.98) .93*** (.90-.96) .93*** (.90-.96) .94*** (.91-.97)

Note.
a Composite variable created using commitment making and identification with commitment.
b Zero-inflated Poisson (ZIP) models were used for these behaviors.
* P<.05 ** P< .01   *** P<.001
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that, among ethnic groups, Whites are
most likely to engage in these behaviors.
This is consistent with prior epidemio-
logical research suggesting that, although
in early adolescence Black and Hispanic
youth are more likely than Whites to
engage in sexual risk behavior, and His-
panics more likely than Whites to use
drugs and alcohol, Whites may be more
likely than members of other ethnic
groups to engage in many health risk
behaviors in emerging adulthood.32 Our
sample was therefore largely consistent
with epidemiological data, perhaps add-
ing credence to our findings.

The Protective Role of Personal
Identity Consolidation
Personal identity consolidation, a pri-

mary task of adolescence and emerging
adulthood,10,11 was negatively related to
binge drinking; marijuana use; hard drug
use; inhalant use; prescription drug mis-
use; unprotected, casual, and intoxicated
sex; and intoxicated driving and riding
with an intoxicated driver. These rela-
tionships were consistent across gender,
ethnicity, socioeconomic status, and liv-
ing arrangements – suggesting that iden-
tity consolidation may be equally protec-
tive for men and women, across the 4
major US ethnic groups, across income
brackets, and for students who reside at
home as well as those who do not.

The protective nature of personal iden-
tity consolidation may be explained in
several ways. First, college students, com-
pared to emerging adults in the workforce,
are more likely to engage in identity
exploration, but less likely to have con-
solidated a sense of identity.15 As a result,
although the college atmosphere is likely
to encourage identity work,16 this explora-
tion may prolong the process of identity
consolidation and may induce confusion,
at least temporarily.23 In turn, this confu-
sion, and concomitant lack of consolida-
tion, can represent one factor that in-
creases the likelihood of risk-taking be-
havior. On the other hand, risk-taking
behavior often decreases with the as-
sumption of adult roles (eg, marriage,
parenthood, employment).33 Given that
personal identity consolidation represents
a core developmental asset necessary for
the successful transition to adulthood,11

personal identity consolidation may be a
sign that the emerging adult is settling
into an adult lifestyle and is decreasing

engagement in health risk behaviors. In
particular, the presence of all of the com-
ponents of identity consolidation may
suggest that the higher-order identity
consolidation construct has been acti-
vated and may invoke additional protec-
tion against health risk behaviors.

Examining the component dimensions
of identity consolidation separately sug-
gested that different dimensions of iden-
tity consolidation may potentially protect
emerging-adult college students against
different types of health risk behaviors.
Perceiving oneself as an adult was asso-
ciated with decreased likelihood of binge
drinking. Consistency across aspects of
one’s identity was associated with de-
creased likelihood of hard drug and inhal-
ant use. Consistency of self across time
and place appeared to be somewhat pro-
tective against casual, unprotected, and
intoxicated sex. Synthesis among the
various aspects of one’s identity appeared
to be protective against intoxicated driv-
ing. All of these components of identity
consolidation appeared to be protective
against marijuana use, prescription drug
misuse (except for having found a validat-
ing community), and riding with an in-
toxicated driver.

These findings suggest that most or all
of the components of identity consolida-
tion appear to be required to maximally
decrease the likelihood of most drug and
alcohol risks, sexual risk behaviors, and
impaired driving. Such a solid sense of
identity, represented by identity consoli-
dation and its various components, is
likely associated with an orientation to-
ward the future,34 which can decrease the
likelihood of engaging in hedonistic be-
haviors that bring short-term pleasure,
but that may have severely negative
health consequences.1

Limitations and Future Directions
Although our findings are consistent

with past research in this area,19,35 these
findings should be interpreted in light of
at least 4 important limitations. First,
although we gathered data from a number
of sites around the country, this was a
sample of convenience. It is not known
whether the findings might have been
different with a population-based, gen-
der-balanced sample of students. Second,
although the present findings are sug-
gestive of protective effects, the cross-
sectional design used does not allow us to
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draw definitive conclusions about causal-
ity or directionality.36 The present results
should be replicated longitudinally to in-
crease confidence in the conclusions that
can be drawn. It should also be noted that
the present study examined only one po-
tential protective resource – personal
identity consolidation – and that many
other correlates and predictors of health
risk behaviors have been identified. Third,
data on health risk behaviors were gath-
ered exclusively through self-reports. As
a result, we do not know whether partici-
pants may have underreported (or
overreported) their engagement in risk
behaviors. However, prior research sug-
gests that young people tend to be more
honest about sensitive or illegal behavior
on computer-based, anonymous surveys
than on paper-pencil or interview assess-
ments.37,38 Fourth, although we found that
men were more likely than women to
report sexual risk behavior, we do not
know whether this gender difference is
due to (1) the presence of homosexual
men in the sample, (2) multiple men
reporting sexual encounters with the
same women, (3) inaccuracies in report-
ing, or (4) some combination of these
possibilities. It is important for future
research to assess gender of sexual part-
ners as well as to gather collateral reports
of sexual encounters (eg, from sexual
partners) if possible.

Despite these limitations, the present
results suggest that the process of per-
sonal identity consolidation, which re-
sults from a period of exploration and
represents the demarcation between
emerging and full adulthood,18,39 may be
an important developmental resource
against binge drinking, illicit drug use,
unsafe sexual behavior, and impaired
driving among emerging-adult college stu-
dents. Helping young people to explore
identity alternatives in a systematic way,
and to consolidate a sense of identity from
among the alternatives that have been
considered, could prove useful in preven-
tion and intervention programming ef-
forts. Although young people exploring
their identities are likely to experience
some temporary identity confusion, in-
tervention programs may be most impor-
tant and relevant for those individuals
who are drifting and experiencing more
aggregated and prolonged identity confu-
sion. What is important, of course, is
stimulating the process (meaningful and

systematic exploration) by which identity
is developed – regardless of the content of
the identity formed. There is a growing
knowledge base regarding the types of
intervention strategies that are most
likely to promote systematic exploration
(and hopefully consolidation), such as prob-
lem-solving and introspection exer-
cises.40,41 Youth development programs
may also be important in helping emerg-
ing adults explore and develop a sense of
identity.42 Such programming should be
implemented in addition to strategies
that specifically target risk behaviors and
should be delivered to students residing
at home and off campus, as well as those
residing in on-campus dormitories or
apartments. It is hoped that recognizing
the protective role of identity consolida-
tion, and better understanding how it can
be promoted, can stimulate the develop-
ment of more effective programs to help
prevent health risk behaviors and the
potentially serious consequences that
may follow.
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