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Executive summary

Unprecedented global forces are shaping the health and wellbeing of the largest generation
of 10 to 24 year olds in human history. Population mobility, global communications,
economic development, and the sustainability of ecosystems are setting the future course for
this generation and, in turn, humankind.1-2 At the same time, we have come to new
understandings of adolescence as a critical phase in life for achieving human potential.
Adolescence is characterised by dynamic brain development in which the interaction with
the social environment shapes the capabilities an individual takes forward into adult life.3
During adolescence, an individual acquires the physical, cognitive, emotional, social, and
economic resources that are the foundation for later life health and wellbeing. These same
resources define trajectories into the next generation. Investments in adolescent health and
wellbeing bring benefits today, for decades to come, and for the next generation.

Better childhood health and nutrition, extensions to education, delays in family formation,
and new technologies offer the possibility of this being the healthiest generation of
adolescents ever. But these are also the ages when new and different health problems related
to the onset of sexual activity, emotional control, and behaviour typically emerge. Global
trends include those promoting unhealthy lifestyles and commaodities, the crisis of youth
unemployment, less family stability, environmental degradation, armed conflict, and mass
migration, all of which pose major threats to adolescent health and wellbeing.

Adolescents and young adults have until recently been overlooked in global health and
social policy, one reason why they have had fewer health gains with economic development
than other age groups. The UN Secretary-General’s Global Strategy for Women'’s,
Children’s and Adolescents’ Health initiated, in September, 2015, presents an outstanding
opportunity for investment in adolescent health and wellbeing.4 However, because of limits
to resources and technical capacities at both the national and the global level, effective
response has many challenges. The question of where to make the most effective
investments is now pressing for the international development community. This Commission
outlines the opportunities and challenges for investment at both country and global levels
(panel 1).

Adolescent health profiles differ greatly between countries and within nation states. These
differences usually reflect a country’s progress through an epidemiological transition in
which reductions in mortality and fertility shift both population structures and
predominating patterns of disease. Just over half of adolescents grow up in multi-burden
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countries, characterised by high levels of all types of adolescent health problems, including
diseases of poverty (HIV and other infectious diseases, undernutrition, and poor sexual and
reproductive health), injury and violence, and noncommunicable diseases (NCDs). These
countries continue to have high adolescent fecundity and high unmet need for contraception,
particularly in unmarried, sexually active adolescents. For these countries, addressing the
diseases of poverty is a priority, at the same time as putting in place strategies to avoid sharp
rises in injury, mental disorders, and NCD risks. One in eight adolescents grow up in injury
excess countries, characterised by high persisting levels of unintentional injury or violence
and high adolescent birth rates, and have generally made little progress in reducing these
problems in recent decades. For this group of countries there is a need to redouble efforts to
reduce injury, violence, and adolescent births as well as avoid sharp rises in mental disorders
and NCD risks. Just over a third of adolescents grow up in countries that are NCD
predominant, where the major adolescent burden lies in mental and substance use disorders,
and chronic physical illness. For this group, the priority is now about universal health
coverage and finding effective and scalable prevention strategies for these neglected
conditions.

Adolescents and young adults have many unmet needs for health care, and experience
barriers that include their inexperience and lack of knowledge about accessing health care,
and heightened sensitivity to confidentiality breaches. Further barriers arise from restrictive
legislative frameworks, out-of-pocket costs, stigma, and community attitudes. Health-care
providers need attitudes, knowledge, and skills that foster engagement with adolescents
while maintaining a level of engagement with families. Universal health coverage requires
accessible packages of care matched to local need and acceptable to adolescents and young
adults. The most effective health service systems include high-quality health worker
training, adolescent responsive facilities, and broad community engagement.

Laws have profound effects on adolescent health and wellbeing. Some protect adolescents
from harms (eg, preventing child marriage); others could be damaging in limiting access to
essential services and goods such as contraception. Although nearly all countries have
signed and ratified the UN Convention on the Rights of the Child, there are profound
differences in the legal frameworks underpinning adolescent health across countries. Even
where national legal frameworks exist, customary or religious laws often take precedence,
leaving the rights of adolescents to health too often neglected and undermined.

The expansion of secondary education in many countries, particularly for girls, offers
remarkable opportunities for health and wellbeing. Participation in quality secondary
education enhances cognitive abilities, improves mental health and sexual and reproductive
health, and lowers risks for later-life NCDs. Schools also provide a platform for health
promotion that extends from the provision of essential knowledge for health, including
comprehensive sexuality education, to maintaining lifestyles that minimise health risks.
Equally, avoiding early pregnancy, infectious diseases, mental disorder, injury-related
disability, and under-nutrition are essential for achieving the educational and economic
benefits that extensions to secondary school offer.
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Digital media and broadband technologies offer outstanding new possibilities for
engagement and service delivery. Adolescents are biologically, emotionally, and
developmentally primed for engagement beyond their families. That engagement is essential
for their social and emotional development. It is also a force for change and accountability
within communities. Social networking technologies have the potential to galvanise,
connect, and mobilise this generation as never before. We must create opportunities to
extend youth engagement into the real world. This requires financial investment, strong
partnerships with adults, training and mentorship, and the creation of structures and
processes that allow adolescent and young adult involvement in decision making.

The most effective actions for adolescent health and wellbeing are intersectoral and multi-
component. They could include structural, media, community, online, and school-based
elements as well as the provision of preventive and treatment health services. The neglect of
adolescent health and wellbeing has resulted in minimal investments in programming,
human resources, and technical capacity compared with other age groups. As a consequence
there are major gaps in our understanding of adolescent health needs, in the evidence base
for action, in civil society structures for advocacy, and the systems for intersectoral action.
Within any country there are marked differences in health between different regions and
within different adolescent groups, with poverty, gender, and social marginalisation
important determinants. Groups such as ethnic minorities, LGBT (lesbian, gay, bisexual, or
transgender) youth, those with disabilities, or who are homeless or in juvenile detention have
the greatest health needs. Sound information underpins any efficient response. Yet because
information systems on health and wellbeing are piecemeal, the needs of these groups are
invisible and unmet. A capacity to understand local health needs inclusive of all adolescents,
regardless of age, sex, marital status, or socioeconomic status, is essential.

In the face of global change, continued inaction jeopardises the health and wellbeing of this
generation and the next. But there are grounds for optimism. The Global Strategy for
Women’s, Children’s and Adolescents’ Health offers a framework to drive and coordinate
investment, capacity building, research, and evaluation.# Global strategies to extend
education, to reduce gender inequalities and empower women, to improve food security and
nutrition, and to promote vocational skills and opportunities for employment are all likely to
benefit adolescents and young adults.® Digital technologies and global communications offer
exceptional opportunities for catch-up in training and education, creation of inclusive health
information systems, meaningful youth engagement, and cooperation across sectors. This
generation of adolescents and young adults can transform all of our futures; there is no more
pressing task in global health than ensuring they have the resources to do so.

Introduction

The second Larncet Series on adolescent health concluded that a “Failure to invest in the
health of the largest generation of adolescents in the world’s history jeopardises earlier
investments in maternal and child health, erodes future quality and length of life, and
escalates suffering, inequality, and social instability”.8 The response of the international
development community to this and other calls has been striking. From September, 2015, the
Every Woman, Every Child agenda has become the Global Strategy for Women'’s,
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Children’s and Adolescents’ Health, supported by a Global Financing Facility.# This
Commission on Adolescent Health and Wellbeing outlines where those investments should
be in the years to 2030.

This Commission was established as a network of academics, policy makers, practitioners,
and young health advocates with broad expertise in adolescent health. We brought together
leading academic institutions in global health (Columbia University, the London School of
Hygiene & Tropical Medicine, University College London, and the University of
Melbourne). The Commission’s 30 members bring experience from Africa, Asia, Australia,
Europe, the Middle East, North America, and South America. They represent diverse
disciplines including public health and medicine, behavioural and neuroscience, education,
law, economics, and political and social science.

First, we consider the place of adolescent health within the life course, with particular
reference to the health capital that accrues or is diminished across these years. We also
consider the global forces shaping adolescent and young adult health and our new
understanding of healthy development across these years. In the section, Enabling and
protective systems, we consider the rapidly changing social and structural determinants of
adolescent health and their implications for health promotion and prevention. In the section,
The global health profile of adolescents and young adults, we used available data on
adolescent and young adult health to provide a global profile that takes into consideration
the differing health needs of adolescents as their countries pass through the epidemiological
transition. Actions for health summarises a series of reviews of reviews of our current
knowledge base for action in adolescent health, concluding with an example of matching
country level actions to health needs. We also consider the different roles of health service
systems for adolescents. In the section, Adolescent and young adult engagement, we
consider models for youth engagement and for accountability in adolescent health and
wellbeing. The Commission’s recommendations are detailed in the conclusion.

Adolescence was historically considered to begin with puberty, and to end with transitions
into marriage and parenthood.” In today’s context, the endpoints are often less clear-cut and
more commonly around the adoption of other adult roles and responsibilities, including the
transition to employment, financial independence, as well as the formation of life
partnerships. These events occur at different ages in different parts of the world and local
cultural concepts of adolescence vary greatly. Given this variability we have adopted an
inclusive age definition of 10 to 24 years for this report. Panel 2 summarises terms that are
commonly used to describe this age group.8-10 In general we use the terminology of
adolescents and young adults, although in some instances we abbreviate this to adolescents.
Given that the field commonly uses the terms youth engagement and youth participation, we
have retained these terms.

Definitions of wellbeing are diverse and range from the subjective to more objective. We
adopted a broad, capabilities-based approach to wellbeing, emphasising adolescents’
opportunities to achieve developmentally important goals (eg, access to education,
opportunities for civic engagement) in the context of their emerging physical, emotional, and
cognitive abilities.11:12
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Why adolescent health and wellbeing?

Adolescence is often considered the healthiest time of life. In most countries, adolescence is
the point of lowest mortality across the life course, sitting between the peaks of early life
mortality and of chronic disease in later adulthood. It is a time where many attributes of
good health are at their height,13 and from the perspective of health services, adolescents
appear to have fewer needs than those in early childhood or in later years. This dominant
view of adolescent health has been the reason why adolescents and young adults have
attracted so little interest and investment in global health policy.

However, even from a perspective of conspicuous health needs, there has been a shift in
attitude towards adolescents and their health.14 Changes in the health of other age groups is
one reason. Mortality has fallen sharply in younger children in high-income and middle-
income countries compared with older adolescents and young adults.1®> By 2013, mortality
in 1 to 4 year olds had fallen to around a quarter of 1980 levels (appendix figure 1). By
contrast, deaths in 20 to 24 year olds had only fallen to around 60% of 1980 levels. Deaths
in many high-income and middle-income countries are now higher in older male adolescents
and young male adults than in 1 to 4 year olds.1®

From three perspectives, adolescence and young adulthood have an altogether different
significance. Firstly, health and wellbeing underpin the crucial developmental tasks of
adolescence including the acquisition of the emotional and cognitive abilities for
independence, completion of education and transition to employment, civic engagement, and
formation of lifelong relationships. Secondly, adolescence and young adulthood can be seen
as the years for laying down the foundations for health that determine health trajectories
across the life course. Lastly, adolescents are the next generation to parent; these same health
reserves do much to determine the healthy start to life they provide for their children.

The adolescent and young adult years are central in the development of capabilities related
to health and wellbeing. These emergent capabilities are dependent on available
opportunities (eg, availability of a school), having the resources to use those opportunities
(eg, family finances that allow school attendance), and for those who have been socially
marginalised, access to second chances (eg, access to education for married girls who have
left school).16 Adolescents with longer participation in education, fewer health risks, and
slower transitions into marriage and parenthood generally accrue greater capabilities and
resources for health. Conversely, early marriage and parenthood, little education, and early
exposure to economic and social adversity are likely to diminish an individual’s health and
capabilities. Premature autonomy with early disengagement from parents and school and
high levels of health risk behaviours predict poorer health and wellbeing.1” The extent to
which an individual’s health and wellbeing is fostered or compromised during these years
has consequences across the life course as well as influencing the healthy start to life of the
next generation.18

Health capital is the set of resources that determine trajectories of health across the
lifecourse,1® which typically peak during adolescence and young adulthood. Physical fitness
peaks around the age of 20 and remains high until the early 30s when it declines steadily
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through to old age.2? Those with the highest fitness levels in their 20s are more likely to stay
physically healthy throughout life, with less health service use as they age.20 Adolescent
cardiorespiratory fitness, muscular strength, and body composition are also predictive of
lower rates of all-cause mortality and lower rates of cardiovascular disease in later life than
in those who are less fit.21 Adolescence is similarly central in skeletal health. Bone mineral
density, a primary determinant of later-life osteoporosis and its complications, peaks in the
late teens to early 20s.22 In the 2 years of peak skeletal growth, adolescents accumulate over
25% of their adult bone mass, with patterns of physical activity and adolescent nutrition
important modifiable influences.2324

A growing understanding that neurodevelopment extends across the second and into the
third decade of life has implications for both adolescent health and the capacities that
underpin wellbeing across the life course (panel 3).25-34 Many cogpnitive abilities increase
markedly from late childhood to peak in the early 20s and then undergo slow decline from
the early 30s.3% Analogous to physical health, educational attainment between late childhood
and the mid-20s is a strong and independent predictor of cognitive capacity in midlife.36
These cognitive reserves predict later-life physical health and longevity3” and are protective
against cognitive decline.36 Equally, maturation of the neural systems underpinning
emotional processes might be one reason for higher risks for mental and substance use
disorders during these years.3® Maturation of these systems similarly has profound
implications for emotional development and the capacities that adolescents bring into their
future roles as parents, citizens, and workers.3°

Adolescence and young adulthood are also the years in which an individual establishes the
social, cultural, emotional, educational, and economic resources to maintain their health and
wellbeing across the life course.*0 Hormonal changes that lead to sexual maturation
commence with adrenarche in mid-childhood, and continue through puberty. This is a time
of adaptation to social and cultural complexity and the point at which gender differences in
social and emotional styles, including gender roles, typically crystallise. The foundations for
success in the transitions to an independent healthy lifestyle, to employment, and to
supportive life partnerships, marriage, and parenthood are also laid in these years.16

Conversely, adolescent health problems and health risks diminish peak fitness and lifetime
health. Sexual health risks that result in teenage pregnancy have profound effects on the
health and wellbeing of young women across the life course. Pregnancy (and early marriage)
typically denotes the end of formal education, restricts opportunities for employment,
heightens poverty, and might limit growth in undernourished girls.*! In many countries of
low and middle income, adolescents and young adults remain at high risk for infectious
diseases, such as HIV that now commonly has a chronic course, while others such as
meningitis, tuberculosis, and neglected tropical diseases can similarly have major and
persisting effects on health, social and economic adjustment, and wellbeing, albeit for
different reasons.#2 A range of health risks including tobacco and alcohol use, greater
sedentary behaviour, diminished physical activity, increasing overweight, and obesity
emerge across adolescence and young adulthood, reducing fitness and ultimately posing
major risks for cardiovascular disease and type 2 diabetes in later life.43 Mental disorders
commonly emerge during these years with many persisting into adulthood with
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consequences for mental health across the life course, social adjustment, and economic
productivity.** Substance use during adolescence diminishes fitness, increases risks for
many later-life NCDs, and heightens the risk for later substance use disorders.*> Some forms
of substance use can also affect adolescent cognitive development and ultimately reduce
peak cognitive abilities.#® Injuries, both intentional and unintentional, disproportionately
affect adolescents and young adults. They are not only a common cause of adolescent and
young adult death in many countries, but also a major cause of disability, including acquired
brain injury, leading to diminished health capacity that persists across the life course.

These same resources that underpin life course health and wellbeing are primary
determinants of the health and development of the next generation of children. Maternal
preconception nutritional deficiencies, whether micronutrients (eg, folate) or macronutrients
(eg, protein energy malnutrition), have profound consequences for fetal and infant
development with the effects extending to neonatal and early childhood mortality, and
stunting.4” Chronic adolescent infectious diseases such as HIV, and chronic physical
conditions such as type 1 diabetes mellitus and congenital heart disease require proactive
management from adolescence into pregnancy. Adolescent obesity, tobacco and alcohol use,
and mental health problems are similarly risks for poor preghancy outcomes in infants as
well as in mothers.#849 A possibility of trans-generational epigenetic inheritance, whereby
preconception influences alter patterns of gene expression that might pass to the next
generation, has further heightened interest in preconception parent health, behaviours, and
nutrition.50 From this perspective, investment in adolescent health and wellbeing, including
lifestyles, knowledge, social, and financial resources for health, can equally be seen as an
investment in the next generation.>!

In many countries, the focus of health policy is shifting from infectious diseases in early life
to NCDs in older adults.52 The life course trajectories of health capital and wellbeing are
largely set by young adulthood. The case for optimising health, fitness, and capabilities as
well as minimising risks to health and wellbeing are reasons to bring adolescents into
sharper focus,18 as is the knowledge that inequalities established by young adulthood persist
and account for many of the disparities in health (including cardiovascular disease, cancer,
type 2 diabetes, and other NCDs) and wellbeing in later life.

Developing adolescent brains

Neuroscience is shedding new light on changing cognitive and emotional capacities across
adolescence. Adolescence can now be understood as a dynamic period of brain
development, second only to infancy in the extent and significance of the changes occurring
within neural systems (panel 3).53 Much of the research that has led to this understanding
has only emerged in the last 20 years. Adolescent brain development differs from that in
earlier life, both in its form and regions of greatest activity. It follows the childhood increase
in dendritic outgrowth and synaptogenesis and is then characterised by synaptic pruning
during the second decade that continues into young adulthood. Pubertal processes, including
gonadal hormone changes, have been implicated in maturation of subcortical structures with
dimorphic patterns that might be relevant to understanding sex differences in the pattern of
mental and behavioural disorders that emerge during adolescence.>* Neurodevelopment is
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also considerably affected by social and nutritional environments, as well as by exposures,
such as substance use.®

Adolescent neurodevelopment has far-reaching implications for the influence of social
environments on health.6 The capacity for greater social and emotional engagement that
emerges around puberty is likely to have had adaptive advantages in the social contexts in
which modern humans evolved.>® Plasticity in neurodevelopment underpins the acquisition
of culturally adapted interpersonal and emotional skills that are essential for the more
complex social, sexual, and parenting roles that until recently occurred soon after pubertal
maturation.5® These biological foundations of adaptive learning also underpin the
acquisition of health and human capital from late childhood through to young adulthood.
However, the social networks and roles of adolescents today differ markedly from those of
earlier, historical environments. The quality, security, and stability of social contexts in
which younger adolescents are growing up is likely to be particularly important for the
acquisition of skills in emotional processing and social cognition (eg, the capacity to infer
the thoughts, intentions, and beliefs of others).28 It is perhaps not surprising that late
childhood and early adolescence are often when the first symptoms of most mental disorders
emerge.

The ways in which adolescents make decisions, including those affecting their health, differ
from those of older adults. One notable difference is the effect of peer presence that affects
the processing of social information, with a consequent greater sensitivity to reputational
enhancement and damage.5” This sensitivity develops in the transition through puberty and
is likely to have had adaptive advantages in an evolutionary context. It is in part related to
the way in which younger adolescents differ in terms of a heightened response to the
emotional displays of others,8 and is one reason why adolescents spend increased time with
peers.>®

In a contemporary context, there are often marked differences between peer and family
values. The great salience of peers means that for adolescents, peer influences on health and
wellbeing are greater than at any other time in the life course.6.60 This sensitivity to peers in
decision making is often targeted by teen-oriented entertainment and marketing. In this way
the media, particularly social media, shapes attitudes, values, and behaviours in this age
group more than any other.61 The media’s contribution to adolescent sexual health risks in
east Asian cities, for example, is equivalent to the influence of peers, families, or schools.52
In health promotion and prevention, just as in marketing, interventions that affect the
attitudes, values, and behaviours of the peer group are likely to be more powerful than at any
other point in the life course.

When making decisions, adolescents seek out and are more influenced by exciting, arousing,
and stressful situations compared with adults.2’ Adolescents differ from adults in their
capacity to over-ride so called hot emotions that arise in emotionally charged situations. This
is particularly relevant in the context of sexual activity and one of the reasons why cool-
headed intentions fail to predict adolescent behaviour. It is an important reason why relying
on condoms for contraception is not wholly effective. It is also one reason why interventions
that either avoid hot emotions or are effective irrespective of the emotional context are
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important. One example is long-acting reversible contraception (LARCS), such as IUDs and
implantable contraceptives. The effectiveness of LARCs (that have a 0-2% per annum failure
rate in the USA, in comparison to 18-0% for condoms) reflects their consistent presence
regardless of the sexual and emotional context.

Adolescent predisposition to sensation seeking is relevant in considering the effects of the
digital technology revolution. Adolescents are rapid adopters and high-end consumers of
exciting digital and social media.% Girls tend to use social media more than boys, whose
focus is more likely to be on gaming.53 There are potentially great benefits from strong
social digital connections during this time, but these same media can equally amplify
vulnerabilities from intense emotions.54 The potential of the new media to amplify social
contagion is already apparent around adolescent violence, mental health, suicide, and self-
harm.55 Extremist groups are increasingly using social media to offer prospects of
adventure, belonging, and fulfilment that many adolescents find missing in ordinary life.56

Ultimately, actions to support adolescent health, development, and wellbeing should
consider decision-making processes. An adolescent’s perception of their power and agency
affects the balance between short-term and long-term goal setting.6” Supporting an
adolescent’s capacity to make reflective decisions, considering risks and consequences, has
been called “autonomy-enhancing paternalism”.68 Progressively empowering adolescents in
decision making as they mature also affects their perception of agency around health. These
strategies are particularly important for socially marginalised adolescents such as adolescent
girls in contexts of gender inequality. Creation of a sense of agency is an important reason
that there is value in creating opportunities for adolescents to exercise self-determination
through meaningful participation, supported and facilitated by adults, in decision making
that affects their lives and their communities.

The demographic transition and changes in adolescence

The demographic transition describes a country’s shift from high birth and death rates to low
fertility, low mortality, and longer life expectancy. The process comes about as a result of
economic development. The demographic transition began in many of today’s high-income
countries after the Industrial Revolution and is now proceeding rapidly in most countries.
This transition is typically accompanied by an epidemiological transition with reductions in
maternal mortality, falling rates of infectious disease, and greater child survival into
adolescence. One consequence of the demographic and epidemiological transitions has been
the survival into adolescence of the largest cohort of adolescents and young adults, relative
to other ages, that the world has ever seen (figure 1). The around 1.8 billion people aged 10—
24 years represent almost a quarter of the world’s population.”®

The demographic transition is, in turn, linked to a decline in the ratio of dependants
(children and the elderly) to those in the active workforce. This lowered dependency ratio
presents a potential demographic dividend for countries to expand their economies and
reduce poverty. Although the demographic dividend has now passed for many of today’s
high-income countries, it still lies ahead for many low-income countries. The health and
human capital of today’s adolescents will be a determinant of future economic and social
development in these countries.’?
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The demographic transition has typically been accompanied by changing patterns of
adolescent growth and social development. One consequence of changing patterns of
childhood infectious disease and nutrition is a fall in the age of onset of puberty in many
countries.”? Conversely, transitions to marriage and parenthood are taking place later than in
previous generations. As a result, adolescence now takes up a larger proportion of the life
course than ever before. This expansion places adolescence more centrally in the creation of
health and human capital than ever before. The greater duration of contemporary
adolescence, particularly in the context of rapidly changing consumer and youth cultures,
increases the possibility of health risks emerging during these years, with detrimental
consequences well into later life.

In pre-industrial societies, the gap between physical maturation and parenthood was
generally around 2 years for girls and four years for boys.%8 Adolescence was not
specifically recognised as the distinct phase of life that it is now in most high-income and
middle-income countries. In many high-income countries, first marriage and parenthood
now commonly occur 10 to 15 years after the onset of puberty. Indeed, a transition to
heterosexual marriage in many places is being replaced by other forms of stable union,
including cohabitation and same-sex partnerships. Inter-related drivers of this upward
extension of adolescence include economic development, industrialisation, length of
education, and urbanisation.” There are often differences in the timing of the transitions
into marriage and parenthood between adolescents in wealthier urban settings compared
with those in poorer rural settings, especially in countries of low and middle incomes. In a
growing number of countries in which marriage and parenthood are very delayed or where it
is no longer rare for marriage or parenthood not to occur, these events no longer signal the
end of adolescence.”® Traditional linear sequences of social role transitions such as finishing
school, getting a job, getting married, and having children are also increasingly less well
defined.”

Changes in the timing and duration of adolescence are accompanied by dramatic alterations
in patterns of health risk, particularly around sexual and reproductive health. A delayed
transition into marriage and parenthood in high-income and middle-income countries has
brought great benefits for young women. When accompanied with ready access to modern
contraception, good antenatal care, and legal and safe abortion, the shift has brought
extraordinary reductions in maternal mortality and morbidity. Opportunities have opened to
extend education and take advantage of social contexts well beyond the immediate family
and community, which, in turn, brings greater maturity and experience to later parental roles,
in addition to the huge contribution to economic development. Conversely, earlier age of
first sexual intercourse and later marriage have created new vulnerabilities, particularly in
sexual health, where a pattern of premarital serial sexual relationships creates a period of
vulnerability to sexually transmitted infections (STIs) and unplanned pregnancy.’® These
changing patterns of risk could be further heightened with the availability of new social
media that promote casual sexual intercourse.”®

In the past, transitions into marriage and child-rearing were assumed to be a safe haven as
they were accompanied by a maturing out of health risks, with benefits including reduced
tobacco, alcohol, and illicit substance use, particularly for young men.”” Yet, for many
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young women, the transition to marriage is accompanied by increasing sexual and
reproductive health risks including HIV and sexually transmitted infections, interpersonal
violence, and mental disorders.”® With delayed and falling rates of marriage, as well as a
growth in other partnerships, the historic benefits of marriage on health risks could diminish.
The demographic transition has in many countries been accompanied by changing health
risks in adolescents that carry forward into later life. Perhaps the most striking has been a
shift from undernutrition and growth stunting to increasing rates of obesity. First in high-
income countries and now in countries of low and middle income, there has been a dietary
switch toward greater consumption of foods high in addded sugars, salt, and unhealthy fats,
and low in important micronutrients. Combined with decreases in physical activity, these
patters have fuelled the global rise in obesity.

Adolescents in many countries are also initiating health risk behaviours related to alcohol
and other substance use at an earlier age. An additional change is the increasing participation
of girls in these same behaviours, continuing into childbearing years. Girls are increasingly
coming to marriage and parenthood with more established and heavier patterns of alcohol
and other substance use. In the absence of pregnancy planning, these shifting patterns of
adolescent health risks create distinct risks for maternal health and fetal development from
the preconception through to the postnatal period.”®

Enabling and protective systems

Adolescent development takes place within a complex web of family, peer, school,
community, media, and broader cultural influences.>® Puberty triggers greater engagement
beyond an individual’s family, with a shift to peers, youth cultures, and the social
environments created and fostered by new media. This wider social engagement is an
important aspect of healthy development in which young people test the values and ideas
that have shaped their childhood lives.28 Not only is the range of social influences greater
and more complex, but also an extended adolescence increases the duration of their effect
into young adulthood and ultimately their significance for health and wellbeing.

Beyond local and national trends, powerful global megatrends increasingly shape the
evolution of society, health, and individual development.! These include growth in
educational participation, global patterns of economic development and employment,
technological change, changing patterns of migration and conflict, growing urbanisation,
political and religious extremism, and environmental degradation. The adolescent and young
adult years are increasingly shaped by these global shifts, for better and for worse. For
example, growing up in urban settings might lessen family poverty and bring better access to
education and health services. Conversely, urban upbringing can heighten risks for mental
health problems, substance use, obesity, and physical inactivity. Urban migration might
involve whole families, parents, or young people alone, bringing different degrees of
separation from the support of family and community. For adolescents living outside of
families, urban settings can bring additional risks of sexual exploitation, unsafe employment,
and human trafficking.
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The digital revolution has the potential to transform the social environment and social
networks of today’s adolescents. It has brought mobile phones to the great majority of young
people, even in countries of low and middle income.8 The potential benefits in terms of
economic development, education, health care, and promotion of democracy are great.: For
adolescents and young adults, new media promote access to an extended social network,
without geographic or cultural constraints, bringing the potential for engagement with new
ideas and like-minded individuals. Yet the digital revolution also brings new risks for
adolescent health. Digital media have extended the marketing of unhealthy commodities and
promoted stronger consumer cultures which in turn affect lifestyles, health, and wellbeing.8!
Access to global media could accentuate the experience of economic disadvantage as
adolescents come to understand the extent of material advantage elsewhere. Online safety
has emerged as a further concern, especially for younger adolescents. Experiences of cyber-
bullying, grooming for sex, sharing of sexual images, and social contagion around self-harm;
mass shootings; radicalisation; and eating disorders have the potential to cause great harm.82
Rising rates of adolescent sleep disturbance and addiction to gaming have also been linked
to the new media.83

The social determinants of health are the conditions in which people are born, grow,
develop, live, work, and age.>® Within the lifecourse, adolescence is the time of greatest
change and diversity in exposure to social determinants, particularly those closest to young
people (figure 2). The influence of families remains strong, although family relationships
change markedly with adolescents’ greater capacity for autonomy. Inequalities in health
related to gender, ethnicity, and sexual orientation tend to increase following puberty.>®

Young people growing up in contemporary societies differ in fundamental ways from those
of past generations.84 Key among these differences are changes in the structure and function
of families, greater engagement with education, and greater exposure to media influences.
Each influence can function as an important enabling and protective system for health.

Family function, structure, and adolescent health

Families provide the primary structure within which children are born, grow, and develop,
and from which adolescents transition to adult lives.85 Families are the main protective and
enabling setting for children’s health, growth, and wellbeing. Economic development has
generally brought changes in family structure, stability, and patterns of transition to the next
generation of families. Parents have fewer children, allowing greater investment of family
resources for each child.86 Smaller families mean parents can afford to invest more in
education.” This is important in the context where delayed transition into marriage and the
formation of the next generation of families necessitates a longer period of parental
investment. In the next 10 years, spending on education is projected to grow fastest in
countries with the most rapid economic development and declines in fertility.8”

Globally, countries outside of sub-Saharan Africa and south Asia have largely moved away
from early marriage (appendix figure 2). In the majority of remaining countries with high
rates of child marriage there is also a trend to later marriage. In north Africa and the Middle
East, scarcity of employment and the financial resources for family formation have created a
phase of “waithood”, in which young adults are unable to muster the resources needed for
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family formation.88 This has in turn been linked to a rise in civil unrest and conflict with
potentially devastating effects on health and wellbeing.8°

Families take an increasing variety of forms. In most countries, most adolescents still live at
home with two parents. Cohabitation of parents rather than marriage is increasingly
common, especially in high-income countries where there is also less stigma about single
unmarried parents. Parental relationships have become less stable with parental separation
now common in many countries. Together with declines in marriage, parental deaths from
HIV in some countries, and parental migration for employment in others, there has been a
global trend towards more single parent families.8> Living with only one or neither parent is
now common in much of sub-Saharan Africa and Latin America.?%:%1 In Asia, the Middle
East, sub-Saharan Africa, Central America, and South America, large numbers of
adolescents now live with extended family members rather than parents.8®

In high-income countries, many adolescents experience parental divorce, parental
remarriage, or change in cohabitation during adolescence. In North America and Europe,
around one-fifth of adolescents live in single parent households.85 By 2030 single parent
families will make up to 40% of families in many countries.®2 Increasing numbers of single
parent families could increase adolescent exposure to poverty and lower uptake of education.
92 Family instability is linked with poorer outcomes for adolescents including teenage
parenthood, early marriage, and later life course trajectories that are themselves
characterised by family instability.84:93

Puberty brings major shifts in parent—child relationships, with increases in both conflict and
distance as adolescents seek greater independence and more autonomy.®* Such changes in
parent—child interactional patterns are normal, but parental difficulty in managing these
changes predicts adolescent health risks.® Parenting capacities, such as those around
monitoring and supervision of activities, are important for reducing health risks.84 Beyond
this function, families are likely to have a central role in how adolescents learn to respond to
new emotional experiences that emerge in and around puberty.%6 Parents and peers are both
important reference points for the adolescent in learning how to respond to more intense
experiences of sadness, anxiety, and anger. The extent to which parents are able to express
and respond to emotions is likely to have a major effect on this capacity in their adolescent
children.%

Families also have the potential to harm. Family norms might promote gender inequity and
attitudes towards violence with profound effects on identity development, reproductive
health, mental health, and risks for violence.%” Female genital cutting or mutilation is
prevalent across Africa and the Arab world, often perpetuated by families from cultural
beliefs that it is necessary to prepare girls for marriage.98 Family violence and abuse have
profound effects on adolescent mental health. Adolescents exposed to family violence are
more likely to have educational failure and early school leaving, develop substance abuse,
and engage in abusive relationships themselves.%°

In the context of such secular changes in families and the greater complexity of adolescent
social and emotional development, there are important questions about what strategies might
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best support families to nurture adolescents.%2 There have been few systematic studies of the
effects of family functioning on adolescent health. In response, we undertook a review of
reviews to address the question of how family characteristics are associated with adolescent
reproductive health, violence, and mental health (appendix table 2). The vast majority of
identified studies focused on younger children with scant evidence around families of
adolescents. Most of these studies focused on the effects of parent-adolescent
communication. Limited but consistent evidence indicates that parent—adolescent
communication (particularly mother—daughter communication) about sex led to delayed
initiation of sex, and promoted contraception use.1%0 Better parent-adolescent
communication is also linked to adolescent self-esteem and self-worth, 11 better social
functioning, 192 and fewer mental health problems.101 For LGBT youth, supportive parent—
adolescent relationships are protective against risky behaviours.103 Limited but consistent
evidence indicates that lower family socioeconomic status and parental education are
associated with higher rates of teenage pregnancy.1%4 Adolescents living in non-intact
families or families with problems have higher odds of suicide, substance abuse, depression,
and eating problems.102

Given that families and parents remain the most important figures in the lives of most
adolescents, the paucity of rigorous research into family influences on adolescent health and
wellbeing is a striking knowledge gap.

Education and adolescent health

Education is a powerful determinant of adolescent health and human capital and driver of
socioeconomic progress.>>:105 Those who are more educated live longer lives with less ill
health. This is true in both rich and poor countries and is likely to have a causal relationship.
105 The benefits are generally greater for women than men in high-income countries,
particularly in terms of mortality, self-reported health, mental health, and obesity.106
Amongst adolescents in countries of low and middle income, higher education is associated
with reduced teenage births and older age at marriage.1%7 Education also has
intergenerational effects; improved education for women could account for up to half of the
global improvement in child mortality since 1970.108

To date, research on the value of education for health in countries of low and middle income
has largely focused on early childhood and primary education.199 There has been little study
of the benefits of secondary education for adolescents in countries of low and middle
income, despite a dramatic global expansion in the length of education in the past 30 years.
Figure 3 shows estimates of global educational attainment. Young women aged 15-24 years
had a global average of 9-5 years of education in 2015 in comparison to 9-9 years in young
men. Primary education only (mean of 7 years of education or less) was the norm for young
men in 22% of countries and for young women in 26% of countries. A minimum of lower
secondary education (8-10 years of education) was the norm in 34% of countries for young
men and in 18% for young women. Upper secondary or beyond (11 or more years of
education) was the norm in 44% of countries for young men and 56% for young women.110

The health benefits of secondary education for adolescents have been poorly studied in
countries of low and middle income. In high-income countries there might be a threshold
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effect at the upper secondary level for self-reported health, mental health, and alcohol use,
with little additional benefit from tertiary education.196 With primary education now
widespread in countries of low and middle income, expansion of participation in secondary
education offers an achievable strategy for improving health across the life course and into
the next generation.19 In countries that already have high secondary education participation,
facilitating schools to more explicitly promote health has the potential for leverage above
and beyond the health benefits of educational participation alone.

We used recent data on average years of education for young men and young women aged
15-24 years for 187 countries from 1970 to 2015 and data from UN sources on adolescent
fertility and mortality to examine the links between participation in secondary education and
health (figure 4, appendix figures 3, 4, 5). Strong associations were found between the
average years of education for 15-24-year-old women and girls and adolescent birth rates,
all-cause and injury mortality among 15-19-year-old boys and girls, and maternal mortality
amongst 15-24 year olds. Each additional year of education for girls was associated with 9-2
fewer births per 1000 girls per year. Countries in which young women generally attended
lower secondary education (ie, received 8-10 years of education) had approximately 48
fewer births per 1000 girls per year than those with primary education alone. Those where
most young women obtained upper secondary education (11 years or more) had an average
of 68 fewer births per 1000 girls per year (figure 4). We then modelled the effect of trends in
education on adolescent fertility from 1990 to 2012. Both economic development and
increases in education were independently associated with total birth rate. Each additional
year of education again decreased adolescent birth rates annually by 8-5 births per 1000 girls
per year across all countries when adjusted for growth in national wealth. Accelerating
investments to 12 years of education for girls would bring very marked reductions in total
adolescent birth rates (appendix figure 5).

Higher average levels of education were associated with lower total adolescent mortality in
both sexes, injury mortality (boys only), and maternal mortality, after adjustment for national
wealth. Each additional year of education was associated with 13 fewer deaths per 100 000
15-19-year-old boys per year after adjustment for national wealth with a similar but smaller
association for girls. For young women 15-24 years, pregnancy-related maternal mortality,
while at relatively low levels in most countries providing data, was strongly associated with
education. Each additional year of education for young women was associated with 0-4
fewer maternal deaths per 100 000 girls per year in 15-24 year olds after accounting for
national wealth. Findings were similar when analyses were rerun using education data for
25-34 year olds instead of 15-24 year olds.

We next identified six cohorts from countries of low and middle income in which it was
possible to examine the associations of secondary education participation with health (figure
5, appendix figure 6). In each country, we estimated the association between participation in
lower or upper secondary school compared with attending primary school on a range of
health outcomes, using structural marginal models and controlling for a range of potential
confounders. In each cohort, higher secondary completion was associated with health
independent of wealth, age, sex, parental education, and cognitive ability. In one cohort in
the Philippines, adolescents with later secondary education had a greater than 50% lower
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rate of various health problems than those with primary education alone (figure 5). The
benefits were most consistent for mental health, alcohol use, and sexual health. Despite
being based on observational data, the consistency across cohorts supports secondary
education as a major resource for adolescent health and wellbeing extending across the life
course.

Characteristics of health-promoting schools

We reviewed evidence from existing systematic reviews on the school characteristics
predictive of health for young people across all country types (appendix text box 1). We
addressed the effects of schools’ environments on violence, substance use, and sexual health
risks. We focused on these outcomes as each is common, almost entirely initiated during
adolescence, and has substantial consequences for health and wellbeing.

The traditional way in which schools address these behaviours is through health education
delivered in classrooms, for which there is established evidence of small to moderate effects
although implementation is often patchy and effects not sustained.11! The ways that schools
operate more widely have great effects on health and wellbeing.112 For this reason actions
that address the school environment are more likely to be effective. A school’s ethos extends
to the physical and social environment, management and organisation, teaching, discipline,
pastoral care, school health services, wholeschool health promotion, and extra-curricular
activities.

We found clear evidence that a positive school ethos is associated with health (table 1). One
medium quality review!13 found that in schools where attainment and attendance are better
than predicted based on student sociodemographic factors, rates of adolescent smoking,
alcohol use, and drug use and, in one study, violence were lower. Another medium quality
review!14 found that student connection to school and to teachers was associated with
reduced drug use, alcohol use, and smoking. A low quality review!1® suggested there were
lower rates of violence in schools with positive student—teacher relationships, with students
who were aware of rules and accepted these were fair. Another low quality review16 that
specifically focused on outcomes for LGBT students found that schools with more
supportive policies had lower rates of victimisation. The evidence around school
characteristics affecting sexual health were insufficient to draw firm conclusions. Expansion
of secondary education in countries with high adolescent fertility and sexual health risks
suggests that this is an important question for research and evaluation.

The health and wellbeing benefits of expansion of secondary education accrue through
multiple mechanisms, including healthier behaviours, greater cognitive capacity, and longer
productive adult lives for the current generation, better health and lower mortality among
their children, and overall greater productivity in the future workforce.”® However, many
forces operate to exclude or divert adolescents from secondary education. Prominent among
these are the costs of education and the costs to families of the loss of adolescent labour,
especially in rural areas. In many countries of low and middle income, poor adolescents are
less likely to attend secondary school.117 Early marriage accounts for higher dropout rates in
girls in many low-income and middle-income countries. Most interventions to increase
access to and retention in education in these settings have been in younger adolescents,
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largely in primary schools. Scholarships, school fee reductions, cash transfers conditional on
remaining in school, decrease in grade repetition, school proximity, and education in the
mother tongue are cost-effective actions.118:119 Free school uniforms and abolishing school
fees are among the most cost-effective interventions, while school meals and financial
support to parent—teacher associations are less cost-effective. Building schools close to
students is cost-effective, as one school can serve children for many years.118 Addressing
gender disparities in access and targeting more resources to the poorest regions as well as to
disadvantaged students (notably children affected by armed conflict, children whose home
language is not used at school, and children with disabilities) are critical to closing equity
gaps.120 There is also a need for greater non-formal or flexible learning strategies for
children without access to mainstream education (eg, child labourers and married
adolescents who have left school).121 Health interventions including comprehensive
sexuality education and providing access to modern contraception are likely to have major
benefits in reducing school dropout in settings where early pregnancy is common.122.123

Academic achievement on standardised tests (eg, the Programme for International Student
Assessment)124 has commonly been used as an index of school quality. On these measures
schools in low-income and middle-income countries lag far behind Organisation for
Economic Co-operation and Development (OECD) countries. Yet in higher income settings,
narrowly focused international metrics of student attainment have been criticised as the main
driver of school performance and educational focus. There is a risk that schools will de-
emphasise their essential role in social development, marginalise health actions and health-
related education,12% and potentially undermine mental health. Particularly for low achieving
students, a narrow focus on academic achievement diminishes self-esteem26 and increases
student disengagement, a predisposing factor for academic failure, poor mental health,
substance use, violence, and sexual risks.}2’ Potentially harmful directions in current
educational policy that overly focus on academic performance could be mitigated by
including health and wellbeing indices alongside educational attainment metrics in school
performance management systems.128 Ultimately, promotion of education and health are
synergistic goals, both of which are essential for wellbeing and generating human capital;
health and wellbeing interventions boost educational attainment while education boosts
health and wellbeing.12?

Transition into the workforce

The workplace has historically been a major social influence on health from mid-
adolescence. A reduction in the number of 10-24 year olds working has followed increased
retention in secondary and tertiary education.”® Yet in countries of low and middle income,
many adolescents younger than 15 years of age still work. Of these, a substantial minority
work in hazardous occupations with poor lifelong earning prospects.230 Over 47-5 million
young people aged 15 to 17 years are estimated to work in jobs that expose them to
environmental hazards, excessive hours, or physical, psychological, or sexual abuse.130
Young women are more likely than young men to have difficulty finding safe and stable
work in non-hazardous occupations.130
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Longer education and reduced exposure to occupational health hazards have positive health
effects, but new risks are emerging related to unemployment. Transitioning from education
into the workforce has become more diffi cult in many countries.”3 Transitions are now
slower with a poorer selection of jobs. Many young adults are in unstable, informal
employment, or unable to get jobs.131 Global youth unemployment is estimated at 12-5%,
with youth almost three times more likely than adults to be unemployed.131 Those who leave
school to be unemployed or inactive (not in employment, education, or training [NEET])
make up around 13% of the youth population across the OECD but up to 30% in rapidly
developing countries of low and middle income such as South Africa and India, and close to
50% in some OECD countries such as Spain and Greece.132 Those who are NEET at the end
of schooling are more likely to have lower earnings, greater unemployment, and
employment instability through adult life.133 Poor health and diffi cult transitions into the
workplace go hand in hand; those who are NEET have high rates of mental health problems,
suicide risk, and substance abuse.134.135

Peers, media, youth culture, and marketing

The emergence of strong peer relationships is a central feature of early adolescence, with
significant implications for health and wellbeing.>> Modern adolescence differs markedly
from a pre-industrial context in both the number and diversity of peers.136 Later marriage
and parenthood and prolongation of education have acted to expand the role of peers within
the lives of adolescents. Social media is further expanding the role of peers and youth
cultures in the lives of adolescents across all countries.137

Peers can have strong positive or negative influences on adolescent health.138 Peer
connection, peer modelling, and awareness of peer norms can be protective against violence,
substance use, and sexual risks.139 Peers can also increase risks, with peer participation in
risk behaviours likely to increase smoking initiation and persistence, alcohol initiation and
use, sexual risks, and violence.140.141 Other peer characteristics, such as sexual partner
communication and negotiation skills, influence sexual and HIV risks.139.142

Social media use further extends the influence of peers on health.143 Online spaces have
changed adolescent developmental tasks such as relationship and identity building which
were previously mainly negotiated in face-to-face communications with peers.136 For many
adolescents, identity formation incorporates local influences with new elements derived
from global culture, particularly youth cultures.14# There is continued debate over whether
exposure to digital media, including a greatly expanded social network, might adversely
affect adolescent social, emotional, and cognitive develop ment.14° To date, the development
of the new media has been so rapid that research efforts to understand their effects have
failed to keep pace with their growing influence.

There is, however, little doubt that rapid changes in the media environment have changed
patterns of marketing to adolescents and young adults. Again, the speed of change has been
such that research on the consequences has lagged far behind marketing practices. To assess
current knowledge of the effects of marketing on adolescent health, we conducted a review
of reviews of research around the effects of media on sexual and reproductive health,
substance use, and obesity, using diverse strategies (table 2). Although most research is on
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traditional media, we included reviews on digital media where available (appendix text box
2).

The evidence of the influence of marketing through traditional media on adolescent tobacco
use is compelling. Point of sale advertising and smoking imagery in films had the clearest
evidence. There is moderate evidence around the importance of smoking imagery in other
settings including television and magazines, particularly among girls. A range of factors
linked to marketing and media use were also predictors of tobacco initiation with the
strongest evidence for ownership of a promotional item.

There was moderately strong evidence for marketing affecting alcohol initiation,
consumption, maintenance, and heavy drinking. Depiction of drinking in movies, television,
music and rap videos, advertisements in magazines, point of sale displays, and advertising
on radio and concessional stands at promotional events all had effects. In general, the effects
of multiple media exposures on alcohol consumption were greater than for specific
individual media.

Links between marketing and adolescent obesity are less well defined, in part due to the
greater time lag between exposure and outcome. Yet links between marketing and
intermediate outcomes that are strongly predictive of later obesity are clear. Food imagery in
television, imagery in films, and point of sale advertising had moderate evidence for
outcomes including food choice and amount. Overall media use (TV, computer, and video
games) showed the strongest evidence of association with overweight and obesity although a
major mediator is likely to be sedentary behaviour and diminished physical activity.

There have been fewer studies of media effects on sexual health risks. Moderate evidence
indicates an association between frequent viewing of sexual content on TV with early sexual
intercourse and increasing levels of non-coital sexual activity. There is weaker evidence
around associations between exposure to pornography and early sexual debut, higher
number of lifetime partners and higher-risk sexual activity such as engaging in unprotected
anal intercourse.

Most studies on the effects of marketing have been in high-income countries where there is
solid evidence of their effects on adolescent health risks. Few studies have extended either to
countries of low and middle income or to new media. Yet industries which have until
recently largely used traditional marketing media are now using digital media to promote
unsolicited content and advertise their products. This marketing extends beyond national
borders and is more tailored to individuals. Given that marketing is likely to become even
more powerful and increasingly cross national borders, policy responses at both national and
global levels are necessary. The WHO Framework Convention on Tobacco Control, now
ratified by 180 countries, provides perhaps the best indication of what might be needed.
Even strategies such as these can be ineffective in the face of international trade pacts that
protect the interests of global corporations ahead of a country’s capacity to implement
regulatory controls.146 There is need to both extend current global health frameworks to
other unhealthy commaodities and access to essential health goods and ensure that these are
included in international trade and investment agreements.147
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Legal frameworks

Laws affect adolescents and their future health by governing both access to resources for
health and protection from hazards. Some specifically address health (eg, access to health
care including effective contraception); others address health risks (eg, consumption of
alcohol, access to tobacco); and others address social determinants of health (eg, age of
marriage, protection from hazardous work). These laws reflect ever-evolving, complex, and
often contradictory perspectives on young people that have been informed by historical,
social, economic, religious, and other cultural forces. Inadequate and inconsistent legal
frameworks can powerfully affect the health, rights, and potential of adolescents and young
adults.

Complex articulation of legal principles of adolescent capacity—Courts have
long recognised varying levels of adolescent capacity in decision making and the need to
protect adolescents by taking age into account. However, it was not until the 20th century
that more consistent adolescent legal frameworks emerged at the international level. The
1989 United Nations Convention on the Rights of the Child (UNCRC) recognised children
as bearers of human rights rather than parental property, with liberties and responsibilities
appropriate to their age.” It states that when adolescent freedoms and liberties are restricted,
such imposition should be consistent with human rights principles and the concept of
evolving capacities. As adolescents acquire greater competency and maturity, there is a
lesser need for adult guidance and an increased capacity for autonomy in decision making.

Almost all countries have signed and ratified the UNCRC, with the USA and Somalia
notable exceptions. Despite this, there remains great diversity in adolescent legal
frameworks. We selected six countries with varying wealth, geographic locations, cultures,
and religions to illustrate the differences in legal frameworks and their implementation (table
3, appendix table 1). Variation in the ages at which these protections or acquisition of rights
apply are slowly becoming more uniform. Rights might be applied differently according to
sex or sexuality. For example, where homosexuality is legal, there might be a higher age of
consent for sex between same-sex partners.148 Irrespective of some changes in response to
the UNCRC, major differences persist across and within countries that profoundly affect the
health, rights, and life chances of adolescents.

Prevailing legal frameworks fail adolescents both in their framing and implementation. They
reflect neither the principles of the UNCRC, nor a thoughtful assessment of adolescents’
actual and differing capacities. Rather, they mirror historical, economic, social, cultural, and
sometimes religious priorities of the State, as well as traditional assumptions about what is
necessary to protect adolescents.14° In some areas where legislation has a proven role in
protecting health (eg, minimum age to smoke tobacco, working age), laws often do not exist.
In others, such as legal frameworks around sexual and reproductive health, there is little
consistency between countries in the age of marriage, access to contraception, and
availability of safe abortion. Indeed, there is often variability within the one country.

Countries with plural or multiple legal systems allow various sources of law to govern,
including English common law, French civil or other law, statutory law, customary law, and
religious law or practice.159 Although international conventions have contributed to national
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consensus on norms and statutory laws, other laws often dominate practice. Customary and
religious laws enjoy binding status in law or practice in most countries in the African region
and a number in Asia and the Americas.® These laws permit the persistence of cultural and
religious customs and practices, some of which are discriminatory and have profound health
effects.

Child marriage violates many internationally recognised rights. The Convention on the
Elimination of All Forms of Discrimination against Women requires States to ensure that
men and women have equal rights to enter into marriage and to freely choose a spouse with
their free and full consent. Free and full consent is defined as a capacity to understand the
meaning and responsibility of marriage, to have access to full information about her future
spouse, knowledge about the institution of marriage, and her right to exercise a choice about
whether to marry, who to marry, and when to marry.152 Consent to marriage cannot be free
and full when one of the parties involved is insuffi ciently mature and experienced to make
an informed decision about a life partner.153 Yet 15 million girls around the world marry
each year before 18 years.1®* In developing countries, a third of girls are married before 18
years, and one in nine before 15 years.1%®

Girls who marry young face diminished opportunities for education, greater sexual
exploitation, and violence that can sometimes extend to enslavement. Child brides are also
exposed to health risks from early pregnancy, have greater maternal and infant mortality, and
heightened vulnerability to HIV/AIDS and other sexually transmitted diseases.16 34
countries permit girls to marry before 18 years, some still permit marriage before 15 years,
and a few specify no minimum age.®” An even more important barrier to progress around
child marriage lies in the discrepancy between legislation and actual marriage practices,
largely the result of legal pluralism. At least 40 countries allow customary or religious law to
over-ride specific age of marriage legislation. Even in countries which have ratified
international rights treaties applicable to age of marriage, loopholes exist for laws and
practices in personal, family, religious, or private matters. In many places an absence of
marriage registration is a further barrier that limits monitoring of implementation of
international treaties. The barriers to implementation are further illustrated in the case
examples in panel 4154.158-168 and appendix text box 3.

Developmentally informed legal frameworks—More rational legal frameworks
governing adolescents would take greater account of evolving adolescent cognitive and
emotional capacities. Developmental neuroscience is beginning to offer new insights into
adolescents’ capacities. With access to knowledge, they demonstrate similar or even greater
cognitive capacity than adults to make good judgments in calm and emotionally-neutral
contexts.®0 Yet in emotionally-charged situations of stress or excitement, particularly with
peers, emotions are more likely to drive decision making.59169 Adolescents are also often
more influenced by short-term than longer-term outcomes.28

Capacity for consent (or competence) has a basis in evolving cognitive and emotional
capacities, as well as knowledge and experience.170 Legal frameworks should take both
factors into account in framing legislation on age of consent. Restricting an adolescent’s
right to smoke is therefore justified from their greater vulnerability to poor decision making
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in emotionally-charged contexts with peers, as well as from their still evolving capacity to
understand the extent of future health consequences of smoking.

Yet in addition to protecting adolescents from harm, legal frameworks should also support
and promote adolescent autonomy. Developmental neuroscience provides some principles
for how legal and social policy frameworks could operate more effectively for adolescents.
Given knowledge, and with appropriate safeguards, adolescents are competent to make
effective decisions about almost all important matters in their lives, including their health.
Legal and policy frameworks should reflect these evolving cognitive and emotional abilities
with age-appropriate autonomy, freedoms, and rights. Most adolescents are capable of
voting from 16 years and doing so both empowers adolescents and promotes civic
engagement. Yet, adolescents need legal and policy safeguards and support for decisions
made in contexts where heightened emotion affects the choices an adolescent might make.
This includes many decisions around substance use and sexual behaviours. Permitting access
to effective contraception (eg, long-acting reversible contraceptives) for those sexually active
under 18 years is one example of how the law can protect adolescents’ health. Lastly, the
capacity for adolescent learning should be exploited through graduated legal and policy
frameworks. This includes supporting skills and decision making around driving (panel 5),
171-174 and preventing custodial sentences for young offenders (panel 6).5175-179

The global health profile of adolescents and young adults

The epidemiological transition has changed health profiles across all age groups.
Adolescents and young adults have also benefited from the control of infectious diseases,
including diarrhoeal disease, lower respiratory tract infections, tuberculosis, and malaria.
Adolescent girls and young women have benefited from gains in maternal health, though
there is ongoing debate as to whether gains have been as great in this younger age group.180
However, the epidemiological transition often brings an increase in other health problems of
adolescents, including road traffi ¢ injuries and suicide.181:182 |n some contexts, such as
Latin America and eastern Europe, these problems have extended to homicide, mostly in
young men.182 Although young men are the main perpetrators and victims of homicide in
these settings, young women’s lives are profoundly restricted by both violence and fear of
violence.183 The link with economic conditions is evident in the rise of mortality and
alcohol-related disease burden in eastern European countries following the fall of the Soviet
Union in 1991.184 A high proportion of young men competing for limited economic
opportunities is also likely to be a factor underlying the recent civil unrest and armed
conflict across the Middle East, north Africa, and sub-Saharan Africa.18°

Other adolescent health problems become more prominent during the epidemiological
transition. Mental health problems, including self-harm and suicide, assume greater
significance. In part this is likely to reflect their greater prominence after reductions in
infectious, nutritional, and sexual and reproductive health problems. It might also, in part,
reflect a true increase in the prevalence of adolescent mental health problems that has been
described in recent decades in developed economies.186 Mental disorders typically have
their onset in late childhood and adolescence. Because many persist into adulthood,
adolescent mental disorders make a greater contribution to adult disease than ever before.4
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HIV is a further reason why adolescents and young adults, particularly in southern and
eastern sub-Saharan Africa, have seen fewer benefits from the epidemiological transition.
New HIV infections are largely concentrated in young adults, and adolescents and young

adults have not experienced equivalent mortality declines recently seen in other age groups.
187

With ageing populations and a convergence to a disease burden dominated by NCDs in later
life, adolescent health risks assume greater significance.188 NCD risks that usually emerge
during adolescence include tobacco use, physical inactivity, obesity, alcohol and illicit
substance use, and poor diet. Without specific policy interventions, the combination of
increasing wealth and unrestrained marketing will see adolescent health risks continue to
rise in prevalence.

Defining adolescent health needs across the epidemiological transition

We adapted the conceptual model of the 2012 Lancet Series on adolescent health!® to define
health needs at three levels (figure 6): current health problems and causes of adolescent and
young adult deaths; health risks for health problems in adolescence, adulthood, or the next
generation; and important proximal social determinants of health during the adolescent and
young adult years.18 These include education and employment, marriage and parenthood,
marketing and digital media, and quality of universal health coverage. The three categories
of diseases outlined in figure 7 reflect conditions that change in prominence with the
epidemiological transition. Thus diseases of poverty are conditions that are prominent prior
to a country passing through the epidemiological transition and include undernutrition,
major sexual and reproductive health problems (eg, maternal deaths, high rates of sexually
transmitted infections), and infectious diseases including HIV. Panel 7, appendix text boxes
4 and 5, and appendix table 3 further describe both the categorisation of disease burden and
the methods used to derive these three categories of countries.

68 countries are classified as multi-burden countries (figure 8). Many are in southern and
eastern sub-Saharan Africa where HIV has been a growing contributor to disease burden in
adolescents and young adults. Some are also in southeast Asia and Oceania. 51% of the
world’s adolescents live in these countries, but they account for 62:5% of all disability-
adjusted life-years (DALYS). These countries have made some progress in the past 15 years
in reducing infectious diseases other than HIV and sexual and reproductive health and
nutritional deficiencies. (figure 9). Reductions in unintentional injuries have been less than
for diseases of poverty, especially in men and boys.

28 countries are in the injury excess category. They make up 12% of the global population
and 11% of DALYs. 22 of these 28 countries have made little progress since 2000 in
reducing the burden of disease affecting adolescents and young adults. These include Syria
and Irag, countries that have been affected by conflict. The remaining countries are to a large
extent in Latin America and central Asia. Six countries, including Russia, Thailand,
Colombia, and Bolivia, have made good progress in reducing DALY from unintentional
injuries and to a lesser extent violence.
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92 countries fall into the category of NCD predominant countries. 37% of the world’s
adolescents live in these countries, where they account for a little over a quarter of all
DALYSs (26:3%). These countries include North America, most of western Europe, Latin
America, and Australasia. 74 countries have been relatively static in their adolescent disease
burden since 2000. 18 countries, including China and a number of countries in eastern
Europe and the Middle East, stood out as having made substantial reductions in the
adolescent disease burden since 2000. In general, this group has made some progress in
reducing unintentional injuries. By contrast, they have made little progress in reducing the
disease burden from chronic physical disorders, mental disorders, and substance use
disorders. As a result the proportion of disease burden due to these conditions has continued
to rise.

Eight countries have had an increase in their total DALY rate since 2000. Two are conflict
affected (Georgia and Syria), three are violence-affected Latin American countries (Mexico,
Venezuela, and Paraguay), and two have been particularly affected by HIV (Lesotho and
Swaziland). Overall, since 2000 the most consistent gains have been in reducing infectious
diseases, sexual and reproductive health problems, and nutritional deficiencies in multi-
burden countries. Unintentional injuries have reduced across all three country groups. By
contrast, progress in reducing violence has been limited. HIV contributes a greater
proportion of disease burden in adolescents in 2013 than it did 13 years earlier. Alcohol and
other drug problems have also increased over that time, with increases most pronounced in
NCD predominant countries.

Figure 10 illustrates the changing burden of disease from early adolescence to young
adulthood in male and female adolescents. Particularly striking changes occur in rates of
injury with age in boys, in both injury excess countries and multi-burden countries. In girls,
the most striking changes with age in multi-burden countries are the increasing burden of
sexual and reproductive health problems and injuries. In all country groups, there is a large
increase in disease burden from chronic physical disorders, substance use disorders, and
mental disorders with increasing age across adolescence.

Figure 11 uses the example of China to illustrate the variation in disease burden within a
country. Both total disease burden and its contributors vary substantially by province.
Although China as a whole is classified as NCD predominant, four provinces (Tibet,
Xinjiang, Qinghia, and Hebei) would fall into the injury excess classification due to
unintentional injuries remaining at a high level.

Major adolescent health risks

Tobacco use is a major risk factor for NCDs later in life, which overwhelmingly has its onset
in adolescence. Maternal smoking during pregnancy is also a well-established risk factor for
poor fetal growth as well as later-life iliness in offspring.182 Tobacco use has declined across
all three country groups, but progress has been mixed (appendix). Rates of daily smoking
remain above 15% in 10-24 year olds across most European countries. In Russia, one in
four 10-24 year olds smoke daily. Across all groups of countries, daily smoking is more
common in men and boys than in women and girls. A number of countries in sub-Saharan
Africa, eastern Europe, and the Middle East have seen rises. Many non-signatories to the
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Framework Convention on Tobacco Control have not seen any fall in adolescent and young
adult tobacco use.

Alcohol use disorders typically begin during the young adult years. As with nicotine
addiction, younger age of drinking is a particular risk factor.190:191 Alcohol consumption in
adulthood is now linked to eight different cancers, hypertension, haemorrhagic stroke and
atrial fibrillation, various forms of liver disease, and pancreatitis.1%6 Greater use of alcohol
in pregnancy has prominent intergenerational harms in the form of fetal alcohol syndrome.
192 Binge drinking was considerably more prevalent in men and boys than women and girls
in every country grouping (appendix figure 8). Binge drinking rates were highest in NCD
predominant and injury excess countries where around a quarter of 15 to 24-year-old men
and boys report at least one occasion in the past 12 months. There has been little progress in
reducing adolescent and young adult binge drinking since 1990. Indeed, a trend for
increasing binge drinking is now clear for both boys and girls in injury excess and multi-
burden countries; injury excess countries are likely to overtake the NCD predominant
countries in binge drinking in the coming years.

Overweight and obesity increase markedly across adolescence and young adulthood with
very high persistence, particularly for obesity.193 The risks in later life include premature
mortality, chronic disability, type 2 diabetes, ischaemic heart disease, hypertension, and
cerebrovascular disease.194 Preconception maternal obesity increases risks for miscarriage,
gestational diabetes, operative delivery, pre-eclampsia, infant perinatal mortality, and
macrosomia.19 Adolescent overweight and obesity have increased in prevalence in almost
all countries since 1990, as shown in figure 12. Notable exceptions are Iran, Turkey,
Bulgaria, Argentina, and a number of countries in central sub-Saharan Africa. The annual
increase has been around 10% in China and Vietnam, but there have also been marked
increases in other countries across southeast Asia as well as in sub-Saharan Africa. The
prevalence of overweight and obesity is around one in five young people in NCD
predominant and injury excess countries. Although lower, about one in ten young people in
multi-burden countries are also overweight or obese. If the recent increase in obesity
continues, injury excess countries will soon outstrip NCD predominant countries in rates of
overweight and obesity.

Across sub-Saharan African and Latin American countries with available data, 10-20% of
15 to 24 year olds report having first sexual intercourse before the age of 15 years (appendix
figure 9). Condom use in the context of having had two or more partners in the past year
shows great variability between countries, but remains under 50% for adolescents in multi-
burden countries. Rates of women giving birth before 18 years remain high across western,
central, and eastern sub-Saharan Africa, and for a number of countries in south Asia. Overall
around one in five women in multi-burden countries report giving birth by the age of 18
years. Unmet need for contraception refers to young women aged 15-24 years currently
married or in union and not wanting to become pregnant within the next 2 years, who report
not using any method of contraception. Rates of unmet need were high across sub-Saharan
Africa, though there was substantial variation between countries. Although fewer data are
available in other regions, high rates of unmet need for contraception remain in countries in
Oceania, Latin America, and south Asia. Where data exist, the profile of sexual and
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reproductive health risks is generally poorer in multi-burden countries. One exception is the
high rate of intimate partner violence for young women in injury excess countries (appendix
figure 10).

Lower adolescent fecundity benefits young women by making it more likely that they
remain in education, delay marriage, enter the workforce, and achieve economic
independence. In many countries the age of onset of sexual activity has remained similar
while the age of marriage and first pregnancy has risen substantially. This shift in the age of
first sexual intercourse relative to the age of marriage has taken place in many countries in

all regions, with enormous implications for the provision of contraception for young women.
196

Figure 13 illustrates the very large variation in adolescent fecundity by country. The highest
rates remain in sub-Saharan Africa but rates are also high across Latin America and in many
countries in south Asia and Oceania. Globally there have been strong trends towards reduced
adolescent fecundity but these are less prominent in sub-Saharan Africa and Latin America.
Adolescent fecundity is high in multi-burden and injury excess country groupings. Injury
excess countries have made little progress in reducing adolescent birth rates and are likely to
overtake multi-burden countries in having the highest adolescent fecundity.

Actions for health

Investments in adolescent health extend from those directed toward conspicuous health
problems to health risks that emerge during these years and to the broader social
determinants of health (figure 6). Yet there are challenges in responding to these health
needs, whether through health services, community actions, or structural actions.
Adolescents and young adults have the poorest level of universal health coverage of any age
group.197 Social and environmental determinants of adolescent health lie largely outside the
health service sector.5® There are shifts in these determinants as young people mature
through adolescence, such that strategies suited to younger adolescents might be
inappropriate or ineffective with young adults.5® Strategies that are effective and appropriate
for girls might be less effective in boys. The settings for health actions mirror those of
determinants and extend from health services, schools, and education settings, to families
and communities, places of employment, road transport, media, and structural, legal, and
policy environments.

Health services

Health services for adolescents and young adults have a number of essential roles. Firstly,
adolescents have acute health-care needs. Secondly, health services need to respond to
emerging health needs, including health actions around normative conditions such as the
provision of contraception for sexually active adolescents and maternal care for pregnant
young women, as well as early and effective responses to the many health problems that
emerge in adolescence such as nutritional deficiencies, HIV and other infectious diseases
(eg, STIs, tuberculosis), and mental and substance use disorders.198:199 Thirdly, health
services play a central part in the management of chronic health conditions, including
physical disorders and HIV/AIDS, mental disorders, and injury-related disability, all
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problems that can have profound implication for social, educational, and economic
adjustment.

Despite having clear needs, adolescents and young adults often fail to access health care.
Unmet sexual health care needs have been the best described. These needs are high in many
countries and include lack of access to reliable contraception in both married and unmarried
adolescent girls. In Tanzania for example, where 58% of 20-24-year-old girls were sexually
active before 18 years (14% before 15 years), the unmet need for contraception is 16% in
married 15-19 year olds and 64% in those who are sexually active but unmarried.2% In most
African countries, the proportion of married 15-19-year-old girls with unmet contraception
need is at least 25%, and as high as 64% in Ghana.2%0 Unmarried 15-19-year-old girls have
approximately double the unmet need for contraception than married girls of the same age.
Such striking figures are not restricted to Africa. In Asia, for example, the unmet need for
contraception ranges from 25% in Kazakhstan, to 94% in Laos. In most countries in Latin
American and the Caribbean, between a third and a half of unmarried sexually active 15-19-
year-old girls have unmet needs.200

Rates of contraceptive failure are higher in adolescents than in older women, with younger
women more likely to abandon contraception despite ongoing need.291 Reasons include poor
understanding of pregnancy risks, concerns about the effect of contraceptives on health or
fertility and opposition from partners. Lack of knowledge of services, cost, shyness, and
community stigma about sexual activity, and disapproving attitudes from providers are
further barriers.292 One study in the US found contraceptive failure was almost twice as high
in under 21 year olds using oral contraceptive pills, transdermal patch, and the vaginal ring.
By contrast the failure rate of LARCs is extremely low in all age groups.203 Yet despite
increased use of LARCs in the US since 2007, 15-24 year olds are less likely to use LARCs
than 25-39-year-old women.2%4 Given their impressive effectiveness at reducing unplanned
pregnancy, LARCs should be a critical component of universal health care for sexually
active adolescent girls and young women, notwithstanding higher upfront costs.

An estimated 22 million unsafe abortions occur annually worldwide, of which about 15%
(about 3-2 million) are in girls under the age of 20 years. Young women experience a higher
risk of abortion-related deaths than women over 25 years, are more likely to terminate
pregnancy after the first trimester, and are more likely to use unregulated providers.2%0 One
nationally representative study in Ghana identified younger women as having the highest
risks for unsafe abortion. In those who obtained an abortion, 44% of those under 20 years
old did so with a safe provider, compared with 57% of 20-29 year olds and 65% of women
aged 30 years and older.200 Even after controlling for various sociodemographic factors,
knowledge of the legal status of abortion and partner support, adolescents were 77% less
likely to obtain a safe abortion compared with women aged 30 years and older.

Irrespective of increased prevalence across adolescence, evidence suggests that most
adolescents and young adults with mental health problems do not receive treatment from
health professionals.20> One European study of mental health care in adults showed that
about 6% of the sample was in need of mental health care but 48% of those people reported
no formal health-care use. Those aged 18-24 years reported least use of services.296 Actions
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to reduce barriers include promotion of mental health literacy and combat of stigma,
particularly in countries of low and middle income where the scaling up of mental health
services has not yet been a priority.297

Barriers to universal health coverage—Two sets of barriers diminish universal health
coverage for adolescents and young adults. The first set are external to health services and
include legal frameworks governing health actions, out-of-pocket costs, and cultural and
community attitudes. Although not unique to adolescents, they assume a greater magnitude
in the young. Both legal and financial barriers to health service access are greater in
adolescents than in other age groups. Even when national legislation allows a particular
health response, a provider’s attitudes and beliefs about the appropriateness of an action in
the context of age, marital status, or partner or parental consent could affect their response to
an adolescent.298 Financial barriers might arise from limited eligibility for tax and insurance
based funding schemes.209 18-24 year olds report more frequent cost barriers than older
adults.210 Socially marginalised adolescents are particularly vulnerable to catastrophic
medical events.

The second set of barriers arise more from the developmental context of adolescence.
Adolescence brings an increasing desire for privacy and confidentiality, with embarrassment,
shame, and fear of being judged restricting access to health care. A particular concern is that
their parents will be informed about sensitive issues, such as substance use, mental health,
and sexual behaviours.21! In the USA, for example, the leading concern of adolescents who
had foregone health care was that they did not want their parents to find out.212 Difficulties
also arise when policies and procedures for claiming health-care benefits inadvertently
expose adolescents to confidentiality breaches through routine communication, such as
when itemised bills are sent to policy holders (typically parents).213

Adolescents are less experienced users of health care, with a consequence that time is
required to engage them in consultations, especially around sensitive issues. Inexperience
also results in a majority of adolescents not appreciating that health risks, such as substance
use, bullying, or overweight, can be raised with health professionals.214 Adolescents
welcome such discussions as long as they are sensitively and confidentially addressed.?1°

A young child’s involvement with health-care providers is typically mediated through
parents or family. With age, support, and experience, the maturing adolescent develops
greater capacity to engage in decision making about their own health care. A task for health
professionals is to help set expectations with adolescents and parents about an adolescent
taking greater responsibility for their health care. With increasing age, providers need to
explicitly engage young people themselves, which ideally includes consulting with them
alone for at least part of the consultation. Engaging adolescents in a friendly, respectful, and
non-judgmental manner helps them to gain the confidence and skills to increasingly make
decisions about their health and wellbeing.197 Consulting with young people alone can be
challenging to parents’ perceptions of their role.216 It requires careful explanation, even in
settings in which it is more culturally acceptable.?1”
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In general, treatment adherence diminishes as children with chronic physical health
conditions enter adolescence. This has consequences for the management and outcomes of a
range of significant chronic illnesses such as type 1 diabetes, allergy and asthma, HIV, and
inflammatory bowel disease.218:219 Providing information alone is ineffective in achieving
greater adherence in adolescents.220 Additional strategies such as behavioural management,
family engagement, and understanding the young person’s emotional responses to illness are
important elements within the clinician’s response.22! Peer strategies are effective at
improving health outcomes of adolescents, especially when linked to wider school and
community strategies.222 There is much interest in the role of apps and other technologies in
promoting adherence in adolescents with chronic physical conditions but as yet there are few
studies of benefit.

Transition to adult health care poses important challenges for continuity of health care. This
is now well recognised in high-income countries for adolescents with conditions such as
type 1 diabetes, spina bifida, and cystic fibrosis.223 Engagement with adult services requires
repeated discussion with young people and families, detailed planning and care coordination
with adult services, and enhanced follow-up by adult services to maximise continuity of
care.224 More recently, the extent that young people with HIVV/AIDS are dropping out of
adult health care in countries of low and middle income after transferring from specialist
paediatric services has become apparent, leading to failure of adherence to antiretroviral
therapy, and greater risks to self and others.22> Health-system deficiencies commonly
include inadequate pre-transfer communication and planning from child health services, and
adult services that do not meet young people’s needs—or both.224 Such experiences are
consistent with the less positive experiences of 18-24 year olds than older adult users of
health services in high-income countries, 219 which reinforces recent efforts to bring greater
attention to the health experiences and outcomes of young adults as well as younger
adolescents.226

Adolescent-responsive health care—What adolescents view as responsive or youth-
friendly health care is similar across countries of all income levels.22” They value patient-
centred care with an emphasis on respect, coordination of care, appropriate provision of
information, high-quality communication, involvement in decisions about care, and the
ability of health-care providers to listen to their needs.228 These align with the principles of
adolescent-friendly health care, a framework developed by WHO, that emphasises equity of
access, effectiveness, accessibility, acceptability to young people, and appropriateness of
care offered.22% These are applicable across all health services (eg, clinic, school health
service, hospital).

As clinicians generally find consulting with adolescents more challenging than with other
age groups, extending the competence of health-care providers to ensure they have the
attitudes, knowledge, and skills to appropriately engage with and respond to adolescents’
health needs is required.19” The inexperience of adolescents places particular responsibility
on health-care providers to identify young people’s conspicuous and emerging health-care
needs. Health-care providers also need competence to maintain an appropriate level of
engagement with family, and how to negotiate relationships with adolescents and their
family in the context of local laws. It often requires individualised assessments of the
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competence of adolescents to make autonomous decisions about their health.230 Access to
broadband and digital technology platforms such as Massive Open Online Courses offer
exceptional opportunities to build competency in health-care professionals but face-to-face
training will still be required.23!

We are now clearer about the steps needed to make sexual and reproductive health services
more adolescent responsive in countries of low and middle income.232 Training health
workers without making changes to facilities does not increase service or contraceptive use.
Equally, creating stand-alone services for adolescent sexual and reproductive health is not,
of itself, effective.22% The most effective strategies use a combination of high-quality health-
worker training, adolescent-friendly facility improvements, and broad information
dissemination via the community, schools, and mass media to drive demand.233 Other
elements within a multifaceted approach might include promotion of adolescents’ literacy
about their own health, engagement of community leaders, an appropriate package of
services, ensuring provider competencies, improving facilities, promoting equity and non-
discrimination, collecting data for quality improvement, and engaging adolescents around
practice policies.23* In England, the You’re Welcome criteria provide guidelines to health
services to more consistently provide quality care to adolescents.23

Health-care services depend on adolescent help-seeking. School-based promotion of
services, mass media campaigns, and social media all have potential roles to reduce
developmental barriers to accessing health care by promotion of health literacy and help-
seeking.236 Web-based or other technologies might improve help-seeking, although a recent
systematic review found little evidence to date.237 In countries of low and middle income,
school-based health services will have greater salience as participation in secondary
education grows. Service models range from fully equipped and permanently staffed centres
with medical, nursing, and counselling staff to clinics offering nursing services only a few
hours a week. The predominant focus so far has been on provision of sexual and
reproductive health care, where the evidence for the effectiveness of school-based health
services without on-site provision of contraceptives is mixed.238 Better matching of health
actions to adolescent health needs is an opportunity for all health services, including school-
based health services.

Preventive health actions

We conducted a series of systematic reviews of systematic reviews to assess current
knowledge on the effectiveness for preventive interventions outside formal health-care
settings across the nine areas of health need specified in figure 7 (unpublished). We included
both specific health outcomes and health risks. Some responses (eg, policy measures such as
taxation or some forms of legislation such as gun control) are not directly targeted at young
people but might have particular benefits for young people compared to other age groups.
Other actions (eg, legislation around age of marriage or employment, or actions taken
through schools) target adolescents directly. Between March 15 and March 30, 2015, we
searched the following databases; CINAHL, Education Research Complete, ERIC,
MEDLINE, PsycINFO, and Cochrane Database of Systematic Reviews. Levels of evidence
were classified according to the criteria given in appendix text box 6. Highly recommended
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interventions are those with at least 50% of review studies reporting positive outcomes.
These were often supported by some evidence on cost-effectiveness. Interventions with
some positive evidence not reaching this threshold have a moderate recommendation with
further research needed. Some other actions are unlikely to be effective in isolation but are
recommended as part of multi-component interventions. Other investigators (unpublished)
also reviewed the available literature on the economic case for health investments through
the adolescent years. Due to the relative scarcity of cost-effectiveness studies of
interventions that target adolescents, a review of reviews approach was infeasible and a
review of primary studies was undertaken. These findings were incorporated into the
evidence summaries.

Sexual and reproductive health including HIV—More than any other area of health,
the sexual and reproductive health of adolescents and young adults is affected by a country’s
cultural, religious, legal, political, and economic contexts. In many settings these underlying
determinants overlap with the determinants of violence and substance abuse.183 Actions for
sexual and reproductive health must take these contexts, as well as age and gender, into
account. In responding, health actions are needed at each level—from structural, through to
community settings including schools, and health services (table 4, appendix table 4). The
most effective programmes are typically multi-component and target one or more of these
settings.239

The provision of accessible and quality health care (eg, provision of contraception, STI
screening including HIV testing, treatment of STIs, provision of continuous care for HIV-
positive adolescents), and high-quality, comprehensive sexuality education are likely to be
effective, although much more so in conjunction with a broader suite of actions. Although
legislation is essential in protecting adolescents from sexual coercion, early marriage, and
early pregnancy, discrepancies between statutory legislation and actual practices are a barrier
to implementation. Such laws will often be ineffective without actions to change community
and professional attitudes. Together with quality health care, comprehensive sexuality
education, amelioration of family poverty, and access to quality education, legislation is one
essential element within the suite of interventions for adolescent sexual and reproductive
health.

Infectious and vaccine-preventable diseases—Vaccination against infectious
diseases has received far less attention in adolescents than in children. Yet vaccination of
adolescents is also important for ensuring completion of immunisation schedules (eg,
measles-rubella, hepatitis B vaccine [HBV]), administering booster doses (eg, diphtheria-
tetanus), and for primary immunisation (eg, human papilloma virus [HPV]). Rubella
vaccination is important for adolescent girls in terms of intergeneration risks, while HBV is
important for both sexes given the adult burden of disease from hepatitis B. Others to
consider according to local prevalence and cost are BCG, influenza, and meningitis
vaccines.

Recent developments have brought new attention to adolescent vaccination as a strategy to
prevent adult cancers as well as STIs (eg, HBV, HPV). HPV immunisation for young girls is
cost-effective across different regions.240:241 There are few cost-effectiveness studies in
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males.242 Cost-effectiveness has been calculated from preventing cancer but quadravalent
and multivalent vaccines have additional value in reducing anogenital warts. In high-income
countries, school-based HPV vaccination programmes have a higher uptake than other
approaches.

Lack of basic knowledge has hindered responses to common infectious diseases in
adolescents. For example, in contrast to diarrhoeal disease in children, the aetiological
agents, proportion of vaccine-preventable morbidity and mortality, and comorbidities are
largely unknown in adolescents. Similarly, very little attention has been given to adolescent
tuberculosis, despite it being the leading contributor to the burden of infectious diseases in
young adults in multi-burden countries (figure 14). It could, in part, reflect the predominance
of adults presenting to clinical services. In Africa, estimates of tuberculosis prevalence range
from 160 to 462 per 100 000 adolescents and young adults (unpublished). In Asia, the range
is from 39 to 142 per 100 000. Because adolescents are prone to adult-type pulmonary
manifestations, including cavitation and smear-positive disease, they are a potent source of
infection to others.240 Yet there is little age-disaggregated data with studies typically
referring to participants as children, or adults.

Adolescents also carry a substantial burden from malaria in Africa. In high transmission
areas, rates of malaria infection are higher in young women, who also encounter further
risks in pregnancy.24 In endemic regions, childhood immunity provides relative protection
for adolescents, but in areas of lower transmission, clinical disease is more common in
adolescents and young adults. As infection in endemic areas is controlled, the risk for
adolescents will increase. In low transmission regions, the adolescent incidence of malaria
reflects their use of individual preventive interventions such as insecticide-treated bednets. A
study from Nigeria,243 where 50% of the community is estimated to experience an episode
of malaria each year, showed that only 8:5% of 13-18 year-old-students reported sleeping
under insecticide-treated bednets. Over half had learnt about malaria prevention from
traditional media (radio, TV).

Undernutrition—Adolescent nutrition is relevant for current, future, and intergenerational
health.244 The causes of adolescent nutritional deficiencies are complex with contributors at
the individual, household, and population level.245 There is currently no direct evidence of
the benefit of interventions targeting adolescents specifically, or the effects of broader
interventions on adolescents as a separate age group. Even the effect of iron deficiency
anaemia on learning and educational attainment in adolescents is largely unknown. There is,
however, good evidence for interventions targeting nutrition-related problems that often
affect adolescents.

Iron requirements increase sharply during adolescence to support pubertal growth, and for
adolescent girls to meet additional needs relating to menstruation.246 Adolescents,
particularly girls, are therefore vulnerable to iron deficiency anaemia. Iron fortification of
staple foods, such as flour, can be implemented through government policy or market-based
mechanisms. It is cost-effective and can reduce iron deficiency anaemia at a population level
by up to 63%.247 WHO recommends intermittent iron and folic acid supplementation for all
menstruating adolescent girls and adult women in populations with 20% or greater
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prevalence of anaemia.2*8 Interventions addressing food insecurity, could also improve iron
levels. For example, conditional cash transfer programmes,24® and home garden
programmes2°? have both been successful in improving iron levels in some participants.

The increased energy intake required for optimal growth during and following puberty
means that adolescents are also vulnerable to protein-energy malnutrition.24 Interventions
that can reduce protein-energy malnutrition, including balanced protein-energy
supplementation,249 cash transfers,24” and improved household food storage systems,2°1
might therefore have particular benefits for them.3* Although school-based meal
programmes might increasingly extend to include adolescents, recent reviews have found
only small effects on patterns of undernutrition and school attendance in primary school-
aged children.252 Using schoolchildren as a distribution point for household food packages
decreased adolescent anaemia, but had little effect on protein-energy malnutrition.253
Because few interventions have been evaluated for adolescent populations, we know little of
the benefits or side-effects (eg, obesity) of interventions targeting protein-energy
malnutrition in adolescents.

Children born to adolescent girls are more likely to have low birthweight, independent of
socioeconomic or maternal preconception nutrition status.2>4 This might be due to greater
maternal—fetal competition for energy and nutrients as pregnant adolescents’ energy and
nutrient reserves are still important for their own growth.25% Pregnant adolescent girls’
growth can slow or stop during pregnancy.2°® They might experience weight loss, depleted
fat body mass and lean body mass.2>” Pregnant and lactating adolescent girls are also at
increased risk of iron deficiency, which is in turn linked with low birthweight.254 For these
reasons, preconception interventions to increase the availability of energy and micronutrients
are likely to be of particular benefit. These include multiple micronutrient supplementation
or iron and folic acid supplementation continuing into pregnancy, deworming to reduce
nutrient loss, delaying first pregnancies and spacing of later births, and antenatal nutrition
counselling and education.?4? Because of maternal—fetal competition for calcium, pregnant
adolescents are at increased risk for gestational hypertension and pre-eclampsia and are
therefore likely to benefit from calcium supplementation.2%8

Stunted adolescent girls who become pregnant are at increased risk of complications such as
vesico-ureteric fistulae and obstructed labour, and their children are at increased risk of low
birthweight and preterm birth.24% We know little about the scope for catch-up growth among
stunted adolescents whether before or during the pubertal growth spurt.2>° However, any
opportunity for catch-up will be restricted by early pregnancy and for that reason, delaying
first pregnancy is essential in stunted adolescent girls.25°

Specific nutritional interventions should ideally be considered in a broader context of
actions. Delayed childbearing is a related priority.249 Therefore interventions that improve
girls’ access to contraception, reduce early marriage, reduce coerced sex, and prevent early
pregnancy through sexuality education are all linked.260 Nutritional interventions should
ideally be integrated with strategies to empower young women through access to education
and health care or to increase their control over household resources.261
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Unintentional injury

Road traffic injuries dominate the picture of adolescent unintentional injury in most
countries. Developmental immaturity, risky behaviour, and poor decision making in response
to hot emotions increase the risks, particularly among boys and young men.252 Adolescents
and young adults, particularly those in countries of low and middle income, are at high risk
as they are more likely to be vulnerable road users, such as pedestrians, cyclists, and
motorcyclists. For these reasons, they will disproportionately benefit from actions to
promote safer road infrastructure and regulate road safety risks.263

In high-income countries, improvements in road design, equipment and maintenance, traffic
control (notably speed reducing devices), vehicle design and protective devices, driver
training and regulation (eg, drink driving), police enforcement and sanctions, public
education and information, and post-crash care (from training of first responders such as
ambulance services through to trauma surgery), have brought substantial reductions in the
burden of disease.264

Effective action to reduce road traffic injury in adolescents and young adults is necessarily
multifaceted and ultimately benefits all road users. The introduction of graduated licensing
systems (panel 5)171-174 in which the young driver has an extended learner period increases
low-risk supervised driving experience prior to licensure. Such systems might regulate
exposure to high-risk settings such as unsupervised late night driving, driving with other
young passengers, or alcohol use during an initial licensing period.26 Robust testing of
competence before issuing of licences is generally an essential element. Legislation and
enforcement of helmet-wearing in countries where a high proportion of adolescents and
young adults ride motorcycles are likely to be cost-effective.2% Investment in pedestrian
safety in regions where pedestrian injuries are common (eg, sub-Saharan Africa) could be
beneficial. Effective actions include lowering speed limits on lengths of road where
pedestrians mix with other traffic (and enforcement of these limits),287 regulation including
police enforcement of the behaviour of drivers and riders at pedestrian crossings, 258
improved pedestrian facilities (footpaths and crossings),2%9 separating pedestrians and
vehicles,270 and increasing the visibility of pedestrians.271

These interventions could be supplemented by education programmes, with input from
young drivers where possible.2’2 However, school-age driver education programmes, that
focus on selecting a driving instructor, theory, and practical tests should be avoided as they
could encourage earlier driving leading to greater risk of accidents.2”3

Intersectoral coordination has been a feature in countries that have made progress in
reducing road traffic injury. In addition to the specific interventions outlined here,
underpinning factors have included strong information systems, clear governance, civil
society advocacy, and a capacity to implement effectively within the different sectors. Road
traffic injury therefore provides a powerful illustration of the strategies needed for effective
intersectoral action in adolescent health.188
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Many individual, community, cultural, and economic factors are linked to violence in
adolescents and young adults.97-274 Individual factors include personality attributes such as
impulsivity, substance use and abuse, low educational attainment, and childhood aggression.
Family conflict and poor family management, involvement of peers in problem behaviours,
poor community social cohesion, high levels of residential mobility, drug trafficking, and
unemployment might all be interlinked contributors. Social and economic inequality,
availability of weapons, and laws and cultural norms that support violence are further
factors. All could be targets for intervention.27>

There is some evidence that single interventions such as legislation and school-based
interventions targeting at-risk students can reduce rates of violence. However, most effective
interventions, including those targeting homicide, require a multifaceted approach tailored to
the risk profile of the particular community.278 Policy responses might include those
directed to inequality, lack of access to education, unemployment, availability of weapons,
and laws and cultural norms that support violence.2””

Evidence of the effectiveness of interventions for preventing intimate partner violence and
sexual violence in adolescents and young adults is largely lacking. In many cases,
particularly in countries of low and middle income, studies are of poor quality with small
sample sizes, varied outcome measures, and short follow-up periods.

Legislative and justice sector responses are again likely to be important elements. Indeed the
number of countries with relevant legislation has grown considerably in recent decades.
However legislation has not been shown to reduce intimate partner and sexual violence, and
there is a need for system-wide changes to overcome resistance from the police and
judiciary.278

Educational and skills-based programmes implemented in school or tertiary institution
settings (principally in the USA) have been the most commonly used interventions to target
adolescents and young adults. They aim to prevent or reduce dating and relationship
violence by promoting gender-equitable norms and healthy relationships. While the
programmes might change knowledge and attitudes, they have not been shown to affect
behaviours.279

Community-based programmes that aim to promote gender-equitable norms have been the
most commonly evaluated in countries of low and middle income. Evidence on their
effectiveness is mixed.280 There is an absence of evidence on programmes that more fully
address risk factors for intimate partner violence and sexual violence (eg, alcohol misuse,
family-derived attitudes to violence, social norms that condone violence, and gender
inequality), are tailored to local contexts, include families where appropriate, and target
adolescents at highest risk (including those in emergency and humanitarian situations).
218,281 gtdies of violence against those of sexual minority status are rare (appendix table 5).
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Mental disorders

The significance of adolescent mental disorders across the life course has only become clear
in the past few decades.282 Studies in adults suggest that most mental disorders begin before
25 years of age, most often between 11-18 years.283 Recent prospective studies have found
that while mental health problems are very common during adolescence, not all persist into
adulthood, particularly if the episodes are brief.44:284 These understandings have put a
growing emphasis on early clinical interventions through more accessible and better
resourced primary health care or in some countries, through adolescent-focused mental
health services.285 While there is evidence that access to health services is increasing in
some places, there is as yet no evidence that these increases have led to detectable
improvements in adolescent mental health.286

So far, evaluation studies have focused on a narrow set of preventive interventions that are
readily testable in randomised controlled trials (RCTs). The dominant approach has been to
take effective clinical treatments, such as cognitive-behavioural therapies (CBT), and apply
these to the general population of adolescents or to at-risk subgroups to test if they prevent
disorders developing. A systematic review and meta-analysis of RCTs287 of prevention
interventions for depression or anxiety in children and adolescents had mixed findings on the
effectiveness of this strategy. The investigators concluded that these interventions produced
minimal to moderate reduction in symptoms in the shortterm but no effect beyond 12
months of follow-up. For a group of disorders that often persist for decades, there is clearly a
need for innovation and more sustained effects of interventions. Approaches that focus on
developmental mental health risks such as bullying, interpersonal violence, and social media
risks are worth testing. Although digital and social media have been implicated as risk
factors, online and mobile-phone interventions could play a positive part in prevention and
promotion of access to clinical services.287

Suicide prevention—Risks for suicide increase in adolescence and young adulthood,
particularly for the socially marginalised.288 Risks include depression, alcohol abuse, mental
disorders, antisocial behaviour, sexual abuse, physical abuse, poor peer relationships,
suicidal behaviour by friends, family discord, family suicidal behaviour, unsupportive
parents, and living apart from parents.289 Social contagion is a further factor in up to 60% of
adolescent and young adult suicides.2% Deliberate self-harm is also common in adolescents,
particularly in females, and heightens risks for subsequent suicide.29

Adolescent-specific suicide prevention strategies have been implemented in three principal
settings: schools, the community, and the health system.2%2 Goals range from increasing
help-seeking for suicidal thoughts and behaviours; identification and referral of at-risk
young people (eg, by health professionals, teachers, parents, or peers); reduction of risk
factors for suicide; and promotion of mental health. School-based interventions are the most
evaluated, with some systematic reviews focused solely on these.293 Universal interventions
have been shown to improve knowledge of and attitudes about suicide?%3 but the gains are
not maintained at follow-up. Gatekeeper training improves knowledge of and attitudes about
suicide, and confidence in providing help.29 There is mixed evidence for universal school-
based interventions, gatekeeper training, public education and mass-media interventions,
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screening, or postvention (after suicide) programmes on help-seeking behaviour,2% help-
giving behaviour, suicidal ideation, or suicide attempts. Health practitioner education to
increase the recognition of depression and evaluate suicide risk shows some benefits in
preventing suicide across all ages and is therefore likely to also benefit adolescents and
young adults.2%

Evidence for prevention of suicide in adolescents and young adults is largely lacking in
countries of low and middle income. The studies that exist are often of poor quality.
Reducing suicide in adolescents and young adults is likely to require a multifaceted
approach that includes limiting access to means (eg, gun control legislation, medication
packaging, safe storage of pesticides), health practitioner training in risk assessment, and
effective treatment of risk factors, such as depression and substance use.2% Help-seeking is
likely to differ between males and females and future evaluations of preventive actions
should address gender differences in effect.29”

Physical health and health risks

Prevention of overweight and obesity—The prevalence of overweight and obesity
rises in mid-adolescence, with the trend continuing into early adulthood.2% Because
adolescent obesity strongly predicts adult obesity and associated morbidity, adolescence is
an essential life phase for action.29% The case is even stronger when considering the maternal
and intergenerational health risks of obesity in young women.300

Modifiable risks for obesity also change rapidly across adolescence. Physical activity
commonly decreases and sedentary behaviour increases.01 In addition, adolescents have
greater autonomy around food choices and are more likely to eat out of the home, which
often leads to less healthy food choices.392 Exposure to media influences and susceptibility
to processed food marketing also increase.39% Treatment of obesity in adolescents and young
adults is necessary for the prevention and treatment of type 2 diabetes and other
comorbidities, but is diffi cult. The rapidity of change in the prevalence and severity of
obesity means that prevention in childhood and adolescence is of the highest importance.

Evidence on the effectiveness and cost-effectiveness of interventions for the prevention of
obesity and promotion of physical activity is included in appendix table 6. Few reviews
focused on adolescents, although some report on studies of children that include younger
adolescents.394 Multi-component interventions that incorporate policy measures,
environmental changes that promote physical activity, and education about a healthy diet and
physical activity are more likely to be effective than single interventions.3%> More work is
needed on interventions that capitalise on peer and social network influences, and further
research is needed to explore the impact of gender on response to obesity prevention
interventions.3% Barriers to participation for girls might be greater than for boys and might
include cultural or body image sensitivities (especially in mixed-gender settings); a focus on
competitive sports and lack of facilities in schools (eg, changing rooms, toilets, and
showers).395 There is also a need for further research into interventions that target
adolescents and young adults who are not in educational settings, minority groups, and
socially disadvantaged adolescents.397 In addition, there is a need for evaluation, including
economic evaluation, of obesity-related interventions in countries of low and middle income.
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Consistent with the reductions in substance use that fiscal and marketing interventions have
brought, the potential benefits from interventions to limit food marketing and increase the
relative cost of unhealthy products are likely to benefit adolescents in particular.

Alcohol, illicit drugs, and tobacco

Consumption of alcohol and illicit drugs often begins and then increases during the
adolescent years, with some evidence suggesting that adolescents are using substances at
increasingly early ages.308 Early initiation of alcohol use is linked to later binge drinking,
heavy drinking, and alcohol-related problems in adolescence and adulthood.3%9 There is also
evidence that early consumption can lead to impairment of neurological development
(appendix table 7).310

Regulatory or statutory enforcement interventions show the most benefit in the prevention of
tobacco and harmful use of alcohol. Regulating the availability of alcoholic beverages
through restricted times of sale and reducing the demand for alcohol through taxation and
pricing are two of the most cost-effective strategies, while regulating access to alcohol
through restrictions on purchasing age is particularly effective for preventing alcohol-related
harms in adolescent and young adults. The great majority of this evidence is from high-
income countries. Interventions should be tailored to the local context with consideration to
levels of alcohol consumption, age-related and gender-related drinking patterns, and levels
of harm.

Treatment and rehabilitation services and harm minimisation strategies have been the main
focus in reducing the adverse consequences of illicit drug use. Harm minimisation strategies
are essential in preventing transmission of blood-borne viruses, including HIV and hepatitis,
and can include needle and syringe exchange programmes, drug substitution programmes
that switch users from illegal drugs to legal drugs dispensed by health professionals, HIV
testing and counselling, prevention of and services for the management of STIs, overdose
prevention, and education relating to wound and vein care.311 Strategies need to be tailored
to the local context, including drug use patterns and related levels of harm.

Whether or not an adolescent initiates tobacco use depends on diverse factors, such as
gender, concerns with bodyweight and attitudes to smoking, parental, peer, and community
smoking, socioeconomic status, and level of education.312 School, family, community, and
media-based intervention can be beneficial but the effects are small, and should ideally form
part of more comprehensive strategies, as outlined in the Framework Convention for
Tobacco Control.

Limits in current knowledge

For most health problems and risks, there is a scarcity of published literature on the
effectiveness of interventions for adolescents and young adults. Furthermore, with the
exception of sexual and reproductive health, available evidence at the systematic review
level is from high-income countries, particularly the USA. Different cultures, beliefs,
knowledge, lifestyles, and health systems affect implementation and effectiveness in
different settings. The costs of interventions will also vary markedly between countries with
different salary structures, health systems, other unit costs, and methods of implementation.
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Costs are largely unavailable for many settings and evidence on cost-effectiveness scarcer
still. Comparison of cost-effectiveness is further complicated by differences in outcome
measures, methods, and thresholds for what is considered cost-effective. A move towards a
common outcome measure such as the cost per disability-adjusted lifeyear averted would be
valuable.313

Developing more comprehensive responses

The social and environmental determinants of adolescent health and wellbeing act at
different levels and across different settings. Furthermore, many social and structural
determinants affect multiple and interconnected aspects of adolescent health and wellbeing.
The most effective responses operate at different levels of relevant settings.>® Table 5
outlines six platforms for action in adolescent health and recommendations for actions from
each. These platforms offer scope for action in nearly all countries.

Structural interventions—Legislation, taxation, and implementation of policies bringing
investment in families, communities, schools, and health services are essential elements of
adolescent health action in all places. They lie at the core of actions for health risks such as
tobacco and alcohol, prevention of road traffic injury, violence, obesity, and sexual and
reproductive health. Structural interventions are dependent on sound governance, a capacity
to implement within the relevant sectors, and good information systems to monitor
implementation and health outcomes. Legal reforms are unlikely to be successful without
addressing the values, knowledge, attitudes, and behaviour of the judiciary and police
responsible for their implementation. Structural actions are more difficult as the government
systems for implementation are generally weak. In many countries, information systems to
support structural interventions are also weak.

Media and social marketing—Most social marketing and mass media approaches will
not only target the attitudes and values of adolescents and young adults but also their
families and broader communities. The South African multimedia so-called edutainment
programme, Soul City, helped change social norms around HIV/AIDS and domestic
violence, contributed to increased individual knowledge about condom use and domestic
violence, and more widely contributed to the empowerment of local communities.314
Partnerships with civil society and media professionals are powerful in exploiting the
potential of these platforms. One such coalition, MTV Staying Alive Ignite, has aimed to
prevent the spread of HIV by attempting to change attitudes, behaviours, and national
norms. Building on a confronting television drama, the accompanying multimedia campaign
challenged young people in Kenya, Trinidad and Tobago, and Ukraine to ignite a wider
social movement to stop the spread of HIV.

Community interventions—The lives of young people are affected by the behaviour,
norms, and values of adults and other adolescents around them. Community interventions
usually involve local government, families, youth-focused and religious organisations, and
schools. Positive youth development programmes are, for example, often community based
and seek to promote life skills and positive attitudes including self-confidence and
empowerment, social and emotional skills, and good problem solving. The strategies
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employed range from sport, survival skills, and outdoor education to theatre, music and art,
leadership training, and mentorship. An intervention such as the promotion of sport in girls
has the potential to bring benefits in physical health and fitness, as well as empowering girls
through challenging harmful traditional gender norms.315 The most effective interventions
have generally incorporated elements that build on available community structures, use good
information on adolescent health and wellbeing, adopt a multi-component strategy, and
monitor progress. One well established approach has been the Communities that Care
framework that has been trialled in a number of sites in the USA with clear benefits and
evidence for cost-effectiveness.2’®

Online interventions—Young people are the earliest adopters of information and
communication technologies such as mobile phones, instant messaging, the internet, and
social media—a phenomenon seen in countries of low and middle income, as well as in
high-income countries.316 New social media has the potential to provide a powerful voice
for adolescents and young adults to actively engage with each other and their communities.

They also have the potential to transform health knowledge and delivery systems worldwide.
317

Trends in using digital media are global, but the means of accessing information varies
widely (eg, mobile phones, personal or public computers). In sub-Saharan Africa, growth in
access to mobile phones has meant that digital media are even available in many remote
places.318 In Bangladesh, for example, over 70% of women of reproductive age have access
to a mobile phone within the household.31° These new tools provide a platform for health
education in their own right as well as the capacity to augment health-care delivery and other
preventive actions including those within schools.320 Social media offers a possibility of
reaching diverse groups including geographically and socially marginalised adolescents.
This is a platform of great promise but as yet there is little consensus about the most
effective strategies for use with adolescents. Evidence on effectiveness is also very limited
both in terms of longer term benefits and harder health endpoints.

School interventions—For children who go to them, schools are the site of the most
important relationships outside of the family ie, with teachers and peers. The global growth
in secondary education has the potential to greatly increase actions for health among
adolescents through schools. Yet despite the evidence that enhancing school environments
brings major health benefits, most school-based interventions have been limited to the
provision of health education. The most effective actions from this platform are multi-
component with curriculum elements, a focus on a school’s social and physical environment,
together with engagement of families and the community.321 These types of actions show
consistently positive outcomes for adolescent sexual health, violence, and tobacco smoking
and might be beneficial for other health risks.321:322

Health service interventions—Health care has distinct functions in responding to
conspicuous health problems, emerging health issues, and chronic adolescent health
problems. Health-care providers need the knowledge and skills to respond to these complex
health issues, but they also require non-judgmental attitudes, a willingness to maintain
confidentiality, and skills to engage with adolescents and young adults, while maintaining an
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appropriate engagement with families. Strengthening health systems, including health
financing, creating health-care human resources, and leadership will also benefit
adolescents. However, given the barriers they face, delivery of universal health care to
adolescents also requires targeted investments.

Taking action at country level

Many interventions found to be effective in research settings are under used.2’> One
important reason is failure to match actions to need. Where it is unclear what the health
priorities are, it is difficult to make the case for investment. Scalability is a further
consideration and determined by the costs of operating at scale and the acceptability of an
intervention in the local context.323 For comprehensive sexuality education, intra-curricular
programmes in schools have great potential to be scaled up because of their compulsory
nature. However, quality depends on teacher training, smaller class sizes, more lessons, and
working with the local community context which are elements that increase costs. Advocacy
is a significant cost component of early implementation that is likely to decrease as
programmes become more accepted.324 As an intervention is successfully scaled up, its cost-
effectiveness is likely to increase.32°

Interventions need to be designed and implemented with an equity lens to ensure that
benefits also reach the most hard-to-reach adolescents and young adults.326 Scaling up
should give careful consideration to gender, race, ethnicity, sexuality, geography,
socioeconomic status, and disability.32” Some actions might not reach vulnerable groups and
could actually worsen inequities. For example, in budget-constrained contexts, financing
tertiary education could be prioritised over universal quality primary and secondary
education, which would further disadvantage the most marginalised adolescents.118

Figures 15 and 16 illustrate the complex picture of adolescent health in Nigeria, a multi-
burden country. Nigeria has a continuing high disease burden related to maternal health.
Adolescent fecundity is high, as are rates of early marriage, although with differences across
states. Adolescent pregnancy rates in Nigeria’s northern states are more than four times
higher than in the south. There is a 4-year lower median age of marriage in rural settings
(16-6 years) compared to urban regions (20-8 years). Nigeria has an emerging HIV
epidemic, particularly in the north-central zone, although this is not as advanced as in
southern sub-Saharan Africa. Rates of unsafe sexual activity are high. Infectious diseases
other than HIV, though diminishing, are still prominent contributors to burden of disease
among adolescents with malaria and neglected tropical diseases notable among these.328
While these diseases of poverty are priorities, road traffic injury and sexual violence are also
prominent. Haemoglobinopathies (eg, sickle cell anaemia, iron deficiency anaemia) figure
prominently within chronic physical illnesses and rates of obesity are rising in both sexes.

Responses to Nigeria’s adolescent health profile are outlined in panel 8. Because Nigeria has
a low density of health workers, scaling up of health-service coverage is essential for
maternal health care, greater contraceptive coverage, treatment of HIV and other infectious
diseases, and responding to adolescent chronic physical health problems. Retention in
secondary education is increasing but fewer than 50% of adolescents and young adults are
receiving a basic level of education (9 years). For both health services and schools, there is a
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need for scaling up the country’s capacity. At the same time emerging health priorities of
road traffic injury and obesity warrant specific policy and legislative responses.

Adolescent and young adult engagement

Two ideas around youth engagement have gained traction in international development. The
first is that adolescents and young adults make an essential contribution to the design and
implementation of programmes and policies that affect them and their peers. The second is
that with structures, support, and processes to do so effectively, meaningful engagement
leads to healthier, more just, and egalitarian communities.329

The UN’s definition of youth participation is “the active and meaningful involvement of
young people in all aspects of their own, and their communities’ development, including
their empowerment to contribute to decisions about their personal, family, social, economic,
and political development”.330 The UN further affirms that societal progress is based in part
on a capacity to incorporate the contributions of youth in “building and designing the
future”.331 From a UN perspective, meaningful youth participation is both a fundamental

right and captures the unique contributions and social mobilisation skills of young people.
332

Developmental perspectives further support meaningful engagement as an essential positive
influence on social and emotional development. The transition through puberty brings a shift
in a child’s orientation from one focused on self and family towards one that takes on the
perspectives of others.333 By adolescence, most individuals have gained the cognitive
capacities to allow their greater engagement in social, community, and political life.
Adolescents are emaotionally primed to engage. Developmental neurobiologist Ron Dahl has
described early adolescence as a phase of igniting passions, during which structures,
processes, and support for positive and meaningful engagement shape trajectories of
development into adulthood.333 Equally, social contexts that value antisocial forms of
engagement including violence, substance abuse, or extremism (of any sort) will shape
development to the detriment of the individual and the broader community. A lack of social
and emotional engagement brings risks for mental disorders including depression.28

History has seen many examples of how this growing positive engagement, along with the
energy, enthusiasm, and passion that young people bring, inspires social change movements.
Adolescents and young adults have led movements for democracy in Asia and the Middle
East, for LGBT rights, for gender equality, and for action on climate change. Conversely,
where opportunities for positive engagement are absent, we have seen adolescents and
young adults drawn into violent extremism and gang violence, with catastrophic health and
societal outcomes.183

Meaningful engagement of young people in health advocacy

The idea that meaningful engagement of adolescents and young adults contributes to
improvements in health policies and services, and in turn improved health and broader
societal outcomes is well established. More than 20 years ago, WHO cited the importance of
youth in its call for community participation in health, noting that effective adolescent health
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programmes require youth involvement at local, national, and international levels. This
initiative extends from setting programme objectives to policy development and allocation of
resources.32% UNICEF, United Nations Population Fund (UNFPA), UNAIDS, and
international non-governmental organisations such as the International Planned Parenthood
Federation have followed suit, recommending, and sometimes mandating, youth
participation in the governance of service systems, as well as in the oversight and
implementation of health-related policies (appendix text box 7).

Young health advocates themselves recognise the crucial importance of meaningful youth
participation in health policy making and programming. The Lancet Commission on
Adolescent Health and Wellbeing includes two young members, who were selected through
a competitive online process. As the Commission also sought to incorporate the views of a
more globally representative sample of young people, we conducted an online survey to
capture a broad range of inputs. The survey was promoted to youth health advocates through
the networks of the Commissioners and their organisations. We sought the opinions of youth
advocates about priority areas for investment and which key messages are likely to be most
effective with decision makers. More than 500 adolescents and young adults from 89
countries working across a range of health issues participated. The idea that “Adolescents
and youth should be supported and empowered to contribute to designing, implementing and
assessing policies, programs and systems that contribute to their health and wellbeing” was
considered the single most important theme by them.

Even though the rationale for youth engagement in health is strong, there have been few
syntheses of the evidence on its effectiveness. We reviewed available studies of models of
youth engagement, leadership, and participation, and their effectiveness (unpublished). Few
studies examined the effects of adolescent and young adult engagement on health outcomes.
In contrast to the scarcity of effectiveness studies, there is a growing literature about the
essential elements for meaningful youth engagement.

A crucial starting point is a rejection of presumptions that adults know best. Rather,
successful engagement emphasises the capacities of adolescents and young adults to work in
partnership with adults. This generally requires both processes to promote active youth
participation (training young people to speak), and the responses of adults (training adults to
listen). Ideally, partnerships with adults begin early. Typically, it begins with shared decision
making in the family. It should extend to growing engagement in school life and local
community groups that provide enabling and protective environments for adolescents to
learn the skills for effective engagement. With growing capacities, adolescents can further
engage more meaningfully in policies, systems, and programmes that affect them and their
peers.

Adolescents and young adults depend on systems and structures for engagement that are put
in place and supported by adults. To engage most effectively, youth need resources
(including financial), training, ongoing mentorship, and sensitisation to political and
management processes (figure 17). They also need platforms and mechanisms for
engagement. In different settings, adolescents and young adults face very different
opportunities and limits on their ability to engage and advocate meaningfully. Social,
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cultural, economic, and political forces shape both the opportunities for and the form of
youth engagement and the strategies needed to promote it.334

Existing models range from tokenism to those that are completely youth led.33%> More
egalitarian relations between young people and adults are essential for meaningful
engagement but decisions are still often taken through an adult lens that overlooks youth
perspectives.336 In general, the greater the level of youth control and responsibility, the
greater is the effectiveness of engagement, whether around their own health or around
policies and programmes that affect others.33°

Adolescent and young adult engagement around health can start with the individual and can
move to the clinic and community levels, and on to national and international platforms.
Below, we discuss some of the ways in which young people have engaged in health decision
making, policy making, and programming. We point to both promising strategies and
recommendations for how these efforts might be leveraged to achieve greater impact.

Approaches to youth engagement and advocacy in health

Peer education, or the promotion of healthy behaviours for young people by young people, is
the most evaluated youth engagement strategy in the health sector. Such interventions have
shown positive outcomes for the young people conducting the programming (ie, the peer
educators themselves).337 Peer promoters themselves have greater self-confidence, improved
communications, leadership and interpersonal skills, higher aspirations, and lower rates of
health risk behaviours. Although better evaluated than most, there has been little testing of
their effectiveness in changing health outcomes for the broader population of young people
they are meant to reach. This reflects a particular challenge in resource-constrained settings,
and a tension between a wish to scale up promising approaches and the value of undertaking
smaller scale interventions with rigorous methodologies.337

Youth engagement in health-related advocacy has increased over the past two decades,
fostered at a global level by the UN and other international organisations. Similar processes
have occurred at country and community levels within organisations delivering services to
young people. Panel 9 uses the example of Education as a Vaccine from Nigeria to illustrate
one recent example of national youth advocacy.338:339

Community-based participatory action research has become popular in work with
marginalised adolescents. It has the potential to shift the power dynamic from one in which
adolescents are subjects of research to one where they are active partners.340 Engaging
young people in this way gives insight into the lives and realities of young people.
Photovoice is an example of this approach, as illustrated in figure 18.341-344

There are reasons to be optimistic about the scope for extending meaningful youth
engagement around their health and wellbeing. The growth of democratic processes in many
countries brings new opportunities.34> The greater involvement of adolescents and young
adults in education, employment, and local community and youth organisations also offers
new contexts for meaningful engagement. Social networking and digital media make it
possible to access information, communicate, and mobilise with other advocates as well as
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draw in resources in unprecedented ways. New media promote more active engagement as
adolescents and young adults can independently generate their own content.346 These
possibilities allow broader collaboration which in turn can generate political leverage. Time,
privacy, and the need to convince adolescents that their voices will be heard remain barriers.
For these reasons capitalising on these new possibilities is likely to require a shift in
approaches to communication for both government and civil society organisations.347

One unique challenge is that as young people grow, their places as young leaders must be
taken by the next generation. More than any other field of health, youth engagement requires
ongoing renewal.348 Attitudes of adults towards young people and their capabilities, together
with young people’s lack of confidence in engagement processes, are a common barrier.349
Attitudinal barriers commonly arise from cultural contexts where young people are
perceived as subordinate to adults, that exclude young women, and that further stigmatise
socially marginalised groups.329:351 Inflexible bureaucratic arrangements, insufficient
investment to support ongoing engagement, and restrictive policies, such as limiting the
participation of adolescents in research, might be further limiting factors.352

For these reasons, most youth engagement in health falls short of sustainability, and top-
down, adult-driven approaches remain the most common.336 In programmes that do engage
young people, those selected are often already confident, articulate, and naturally identified
leaders.352 In practice, few efforts meaningfully involve the most marginalised young
people, who could include ethnic minorities, HIV-positive youth, married adolescents, youth
with disabilities, LGBT youth, youth living in poverty, those with lower educational levels,
and very young adolescents.3%3 In many circumstances, adolescent girls and young women
face inequitable systems and structures which limit their participation. Yet meaningful
engagement of vulnerable young people is feasible. One programme with homeless youth in
the Skid Row of Los Angeles, California, and their adult mentors used the sharing of
personal stories to inform community activism and policy advocacy, and successfully gained
educational rights for homeless students.354

More effective and meaningful engagement will require systems and processes that exist in
few programmes and structures today. Mentorship between adults and youth; the building of
young people’s capacity, skills, and knowledge; the establishment of new forums; and the
growth of new methods of communication can create a sustainable environment for young
people to engage around their health and that of their communities. The growth in mobile
devices together with social networking and digital technologies provide unparalleled
opportunities for engagement. Although the evidence of the effectiveness of new
communication technologies in promoting engagement remains limited,3°® many global
organisations including WHO, UNFPA, and the Lancet Commission itself are using online
technologies, including social media and surveys, to gather information about health
priorities directly from young people to inform strategies and policies.

Data and accountability

Global health and development frameworks have tended to include a cycle of three elements
of monitoring, review, and appropriate responses. These have been criticised for failing to
adequately address governance and instead relying on voluntary and non-binding
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commitments to outcomes.3%6:357 The limits of this approach have led to calls for
independent accountability and for ensuring that monitoring and evaluation processes are
participatory and inclusive.®> The newly-adopted 2030 Agenda for Sustainable Development
has recognised a need for greater accountability particularly at country level.358 The Global
Strategy for Women’s, Children’s and Adolescents’ Health notes the importance of
transparent and accessible data, for the inclusion of sectors beyond health service delivery,
and for the engagement of civil society.# Other global health agendas have also called for
increased accountability, with participatory frameworks proposed across a range of areas
relevant to young people including HIV, NCD risks, obesity, women’s health, mental health,
and nutrition,359-361

Such participatory approaches to accountability could provide settings for meaningful youth
engagement. Young health advocates have the energy and optimism to challenge corruption
and harmful traditional practices, and drive governance, advocacy, and accountability for
decades to come. To date, adolescents and young adults have generally been an afterthought
in global and country health initiatives.

Kraak and colleagues3®’ reviewed 15 interdisciplinary frameworks for accountability,
including trade and international development, human rights, business finance, public health
policy, and global health. On this basis they outlined a four-step process for accountability.
We have adapted this four-step framework to consider the particular elements of effective

accountability for adolescent and young adult health and wellbeing, as outlined in figure
19.357

The limits of current data systems

Planning responses to adolescent health requires data that is timely, developmentally
relevant, age disaggregated and sex disaggregated, and defined to a local level. Ideally, these
data would allow comparisons over time and tracking of inequalities within and between
countries. In reality existing global data systems for adolescents are uncoordinated,
inconsistent in coverage and timing, inadequately disaggregated, missing large groups of
adolescents, and fail to deal with the spectrum of health problems and their determinants
(appendix text box 6).362 This matters as countries of low and middle income are, to a large
extent, dependent on global surveys, such as Demographic and Health Surveys, for data for
health policy and programming.

Recent developments in health metrics seem unlikely to provide the impetus for change. The
Global Reference List of 100 Core Health Indicators, proposed by WHO to guide responses
at global, regional, and national levels illustrates some of the difficulties.363 Younger
adolescents are largely missing, both in specific indicators and age disaggregation with
counting generally starting from the age of 15 years. Although some age disaggregation is
proposed from the age of 15, adolescent fertility rate is the only adolescent-specific indicator
included.331 The list does not include indicators around mental and substance use disorders
or violence. The gaps in health risks are even more compelling with obesity, physical
activity, and fruit and vegetable intake indicators proposed only from 18 years. Important
social determinants of adolescent health and wellbeing, including child marriage and lack of
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participation in secondary education, are not included in either the core or supplementary
lists. These indicator gaps are further illustrated in appendix table 8.

The data gaps are compounded by the absence at a global level of any single agency with
responsibility for processing available data to provide a more complete picture of adolescent
health at either a global or country level. The patchwork approach to data collection is then
mirrored in data analysis and reporting systems where responsibility for adolescent health
and wellbeing data sits across a range of UN agencies (eg, UNFPA, WHO, United Nations
Procurement Division, World Bank, UNICEF), global non-governmental organisations (eg,
Population Council, Population Reference Bureau) and academic groups (eg, Institute for
Health Metrics and Evaluation). The result is an incomplete and uneven picture. Similarly,
for those wishing to understand the profile of adolescent health and wellbeing in any given
country, there is typically no single “go-to” national department or agency.

These limits in global data systems pose major difficulties for countries in taking an
adequate account of adolescent health needs. Yet even with better coverage of health areas,
global surveys are unlikely to provide adequate data for national planning; none provide the
finer-grained geographic information needed for monitoring progress and capturing
inequalities at subnational levels. There is therefore a need for country-level technical
capacity to extend current data collection and data processing systems. It is essential that
data reporting extends to sectors such as education, transport, justice, and community
environments. Ideally this would lead to country-level reports of health and wellbeing
including inequalities and inequities across adolescent groups.

Digital media have the potential to transform the sharing and presentation of such data, to
generate new data and assess its quality, and allow for communication to and with a much
wider audience. It also has the potential to heighten the engagement of young people
globally around adolescent health needs, as well as generating greater demand for data.

The process of communication around adolescent health and wellbeing requires engagement
with different government ministries. In many countries, it extends to international agencies
and global funders. However, this process also needs the involvement of civil society groups
outside of government.166 These constituents include adolescents and young adults
themselves, youth organisations, professionals working with adolescents, academics, and
private industry. Young people and youth-focused organisations are essential stakeholders in
this process. Their meaningful engagement can ensure a proper understanding of what the
data mean, assess and inform the feasibility and appropriateness of potential actions, and
support broader buy-in for such actions.

Coordinating responses

For the most part, the most effective actions for adolescent health and wellbeing are
intersectoral and multi-component, tailored to local needs and capacities. This raises
important questions about the structure and processes for governance. The creation of
processes Whereby civil society can hold government ministers to account for the
investments made (or not made) depends on the cultural and political context.364 For
governments less open to influence from civil society, the involvement of international
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agencies and use of financial and economic incentives might be needed for advancing
adolescent health and wellbeing.

Holding industry to account is yet more challenging. Kraak and Story36° examined the
Children’s Food and Beverage Advertising Initiative, which promoted the responsible use of
cartoon brand mascots to promote food products to American children between 2000 and
2015. They found moderate progress in taking and sharing the account. This included public
hearings in the US Congress, as well as dialogues between investors, businesses, public
health researchers, advocates, and government officials. However, there was little actual
progress in holding companies to account with the absence of a clearly empowered
organisation to hold industry to account a major shortcoming. Such an organisation could
encourage governments to play active roles through taxation, legislation, economic
incentives, and social audits to influence the marketing and sales of products such as food,
tobacco, alcohol, fashion, or illicit drugs—activities that directly and indirectly influence
health and health risks for young people.!

Taking action also requires a sound evidence base of interventions that have been ideally
adapted and trialled in similar contexts. Yet in areas such as mental disorders and sexual and
intimate partner violence, there are not yet clearly effective and scalable interventions for
adolescents. Some contexts that are of major importance in shaping the health and wellbeing
of adolescents, including families and digital media, have received little attention in
intervention studies. In many areas of health need, actions have been evaluated in high-
income countries, and for the most part, have neither been adapted nor trialled in countries
of low and middle income. Many innovative approaches have been piloted and sometimes
rolled out on a larger scale but without evaluation. New platforms based on digital media
offer great promise but in the absence of more systematic evaluation their broader usefulness
is still uncertain. Lastly, the absence of good cost and cost-effectiveness data in different
regions remains a barrier to implementing effective actions at scale.

These knowledge gaps arise in part from a lack of technical capacity. Unlike the fields of
maternal and child health and HIV that have had considerable investments over decades,
adolescent health has seen little technical investment. This is further compounded by the
lack of any single agency with responsibility for pulling together the evidence base for
action. Current policy and programming relevant to adolescent health and wellbeing sits
within different agencies (eg, WHO, UNICEF, UNAIDS, UNESCO, UNFPA, World Bank,
United Nations Offi ce on Drugs and Crime [UNODC]) as well as with various global non-
governmental organisations (eg, Save the Children, Population Council). The absence of an
overarching coordinating body around the evidence base has led to an inability to provide
consistent guidance to countries on best buys or the how to of intersectoral implementation.

Limitations notwithstanding, there is sufficient knowledge for generating greater action at
country level around adolescent health and wellbeing. A human and technical capacity to act
is essential. This usually requires attention to the training of those across the relevant sectors
(eg, pre-service and in-service training of teachers in adolescent development and youth
engagement). There is a need for growing adequate country-level technical capacity in
policy and programme evaluation. This technical capacity is not only important in ensuring
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fidelity in programme implementation but would also generate valuable data on both local
effectiveness and resources required for implementation.

Key constituents—Adolescent health and wellbeing is increasingly shaped by diverse
influences beyond the immediate family and community. These influences are themselves
changing rapidly. Adolescent health and wellbeing increasingly depends on the engagement
of a broad range of actors and constituencies from local communities to the global level.

Adolescents and young adults are central actors around their health and wellbeing. Their
meaningful participation and engagement is essential for effective action aiming to enhance
their health and wellbeing. This same engagement is essential for their own emotional and
social development. There is need for sustainable systems and processes where meaningful
engagement becomes a normal part of their lives.

The organisations with and working for young people have a particularly important role in
their support and mentorship. The influence of religious leaders on community and family
values, as well as directly on the attitudes, beliefs, and values of adolescents, makes these
leaders important sources of direction.

Despite the rapidly changing social determinants of adolescent health and wellbeing,
families provide the most important platform for the transition to adulthood. Families are
also affected by rapid social and economic change. The knowledge, skills, financial
resources, and community support available to parents remain essential determinants of
adolescent health and wellbeing.

Professional groups such as teachers, health-care providers, community workers, sports
trainers, and employers have increasingly important roles in young lives. For disadvantaged
and marginalised youth these groups extend to the judiciary, police, youth justice workers,
social, and accommodation service workers. Their capacity to engage and understand the
health, social, and developmental needs of adolescents will determine their effectiveness in
promoting health and wellbeing.

Because the major determinants of health lie outside the health service sector, other sectors
within government have an essential role in adolescent health and wellbeing. Key portfolios
for adolescent health include ministers for health, education, youth, finance, justice,
transport, and industry. Effective actions are often multi-component and intersectoral. They
require both a capacity for action within individual sectors and coordination of investment
across different sectors. That coordination is dependent on understanding health needs,
current investments, and effective actions, together with the structures and processes to
coordinate across ministerial portfolios.

Private industry, including media and marketing organisations, increasingly shapes the
health, lifestyle, attitude, and wellbeing of adolescents. Private industry also provides
employment and many essential services for adolescents and their families. Establishing a
dialogue with industry as essential partners in adolescent health and wellbeing is a pressing
agenda.
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The international development community has an essential role in resourcing and
coordinating investments in adolescent health and wellbeing. This role will become greater
with the Global Strategy for Women’s, Children’s and Adolescents’ Health. To date, efforts
to support adolescent health have been piecemeal and poorly coordinated. Future
investments require greater consideration of coordination, capacity building, and technical
support at country level.

The academic community has the potential to partner with the international development
community and governments in the development of health information systems, innovation
and evaluation, and training service providers and youth health advocates. Many academic
disciplines have a role in the promotion of adolescent health and wellbeing. However, the
academic and research capacity in countries of low and middle income is at very low levels
and in need of investment.

Independent oversight

Effective accountability requires independent review. A crucial question relates to the
structures that would most effectively provide that oversight. Responsibility for adolescent
health and wellbeing at a global level is currently dispersed across many agencies. For
example, within the UN these include WHO, UNICEF, UNFPA, UNAIDS, UNESCO, and
UNODC. Each agency has its own emphasis and particular age mandate. Greater
coordination and stronger inter-agency partnerships, supported by funding partners, will be
essential for progress. Whether this can be achieved without the creation of a global focal
point for adolescent health and wellbeing within the UN system is an important question.
The establishment of networks that bring together the global constituents for adolescent
health and wellbeing will also be essential in galvanising and reviewing action, mobilising
and growing global resources including funding, technical and research capacity, processes
for youth advocacy, and frameworks for intersectoral action. This Commission on
Adolescent Health and Wellbeing is an example of such a process. Its continuation as a
Standing Commission on Adolescent Health and Wellbeing will allow a broadening of these
activities in the coming years. The extension of the UN Secretary-General’s Every Woman,
Every Child to adolescents, within the Sustainable Development Goal Agenda, provides the
most important single opportunity for the health and wellbeing of the world’s adolescents,
and its Independent Accountability Panel will play a crucial role in catalysing these
processes in the coming years.

Within countries, responsibility for adolescent health and wellbeing is similarly often
dispersed across sectors and government ministries. This presents challenges in engagement
of constituents, in setting priorities for investment, and around coordination of action. It also
means that the provision of independent oversight has considerable complexity. The
appointment of dedicated and independent Youth Commissioners at levels from the national
to the local would be one way forward. Various countries already have national Child Rights
Commissioners who generally have a focus on implementation of international or national
legislation designed to protect the rights of disadvantaged children.366 In many instances,
this protective role extends to younger adolescents. Under a Youth Commissioner, that role
would extend to the protection and empowerment of older adolescents and young adults. It
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would also include oversight of other elements in the accountability process: provision and
communication of sound information, engagement of youth as active partners, and review of
relevant policy implementation and service delivery systems. A National Youth Commission
would require clear lines of engagement with the appropriate level of government and the
ability to communicate with other relevant organisations, including international agencies
and NGOs. A capacity to convene forums of constituents would be particularly important
where the most effective actions for adolescent health and well-being may sit uncomfortably
with local cultural and religious traditions. Youth Commissioners would therefore play both
an essential role to hold government ministers to account, promote the empowerment of
youth, and provide a point of engagement with other key constituents.

Establishing effective processes for accountability will ultimately allow us to invest more,
invest more effi ciently, and innovate and evaluate where evidence does not currently exist.
The current Commission has taken a step forward in providing a global overview of
adolescent health and wellbeing. Moving forward requires an ongoing monitoring of
progress. The SDG agenda and Global Strategy for Women’s, Children’s and Adolescents
Health both emphasise a need for clarity around indicators and improvement in health
information systems. Yet even with major investments now, a comprehensive global
coverage of adolescent health and wellbeing remains years away. In this context we have
proposed an interim set of twelve global indicators (table 6), that draw on this Commission’s
conceptual framework (figure 6), and reflect measures used in this report. In each instance
they can now be populated for most countries and with modest investment, estimates could
be available for nearly all countries in the near future. With the largest generation of
adolescents in human history facing unprecedented global change, keeping track and
responding to their health and wellbeing is an essential investment in all our futures.

Responses and recommendations

Despite making up around a third of the population in many countries, adolescents and
young adults are generally overlooked in health and social policies. The neglect has resulted
in limited service development, and low human and technical capacities. Major investments
are now needed to take advantage of the opportunities that come with the largest generation
of adolescents in human history. The UN Secretary-General’s Global Strategy for Women’s,
Children’s and Adolescents’ Health is an important starting point. Moving forward,
investments in adolescents should reflect their numbers in the population and the
opportunity to create health, wellbeing, and human capital. Here, we outline our
recommendations for specific actions and investment.

Reframe adolescent health and wellbeing

There is a need for all constituencies to reconsider adolescent health and wellbeing and its
place in policy. We need the following:

A broader concept of adolescent health—Such a concept starts with a comprehensive
view of sexual and reproductive health and extends to include HIV and other infectious
diseases, nutritional deficiencies, injury and violence, chronic physical health problems, and
mental and substance use disorders, to ensure that adolescents are centrally placed in
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relevant and emerging agendas for NCDs, mental health, and maternal, newborn, and child
health.

An appreciation of the triple dividend of investment in adolescents—Puberty
initiates a second sensitive period in the development of health and human capabilities.
Appropriate investments bring benefits during adolescence, across the life course, and into
the next generation.

The development of policies sensitive to gender and evolving adolescent
capacities—Understanding of the powerful interactions between biological development
and social context is essential in formulating policies, laws, and programmes for
adolescents.

An understanding of adolescence as a time for second chances—Providing
optimal social, emotional, and nutritional environments in adolescence has the potential to
reverse or reduce early-life disadvantage. Policies that target inequities related to poverty
and gender during adolescence have the potential to reduce inequality across the life course
and into the next generation.

Set clear objectives based on national and local needs

Different actions are needed in different places.

Multi-burden countries—No country should remain in the multi-burden group by 2030.
Infectious diseases including HIV, sexual and reproductive health, and undernutrition remain
preventable and treatable causes of disease burden that should be priorities for health service
delivery and prevention. Policy measures to address injuries are also now essential in this
group of countries.

Injury excess countries—All current injury excess countries should have NCD
predominant profiles by 2030. For these countries, preventive efforts targeting the social and
structural determinants of injuries, violence, and high rates of early pregnancy are priorities.

NCD predominant countries—The great variation in the pattern and level of adolescent
NCD burden across all countries indicates great scope for accelerating investments in the
treatment and prevention of adolescent NCDs and NCD risks.

A view to the future—All country groups must now tackle accelerating adolescent risks
for NCDs to ensure that diseases of poverty and injury are not replaced by an unaffordable
burden of later-life non-communicable diseases. All countries should identify and adopt
international best practice (eg, tobacco and alcohol control, and taxation of unhealthy food)
as well as evaluate promising new interventions for adolescent NCD risks.

Including socially and economically marginalised adolescents—Within all
countries these groups, including ethnic minorities, young offenders, Indigenous, and LGBT
adolescents, need particular responses reflecting their poorer health profiles and greater
difficulty accessing resources for health and wellbeing.
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Reconfigure health services for universal health coverage

Achieving universal health coverage for adolescents will require delivery platforms beyond
traditional office-based health-care systems. These are likely to extend to school-based and
community-based platform delivery models as well as the use of social and digital media.
Services will need to embrace:

Breadth of coverage—Adolescents need services that extend beyond sexual and
reproductive health care to all major health problems, including infectious diseases, mental
disorders, and chronic physical illness regardless of gender, age, sexual orientation, marital,
or socioeconomic status.

Effective early intervention—Early and effective treatment is essential for health
problems that commonly emerge or have a particular significance for adolescents including
HIV and other infectious diseases, nutritional deficiencies, and mental and substance use
disorders.

Accessible preventive health care—Care should include guarantees of preventive care
to all sexually active adolescents, maternal health care when necessary, and access to
affordable modern contraception, particularly long-acting reversible contraceptives; if
unwanted pregnancy does occur provide access to legal, safe abortion.

Training of health-care providers—It is essential that health-care professionals have
the necessary knowledge, attitudes, and interpersonal skills to provide confidential, non-
judgmental, and respectful health care to adolescents.

Create protective and empowering social scaffolds through intersectoral partnerships

The most effective actions for adolescent health and wellbeing lie in sectors beyond health
service provision. Moreover, alignment of health service responses with preventive and
promotional actions in other sectors is necessary for health service effectiveness. Essential
investments by other sectors include:

Resources to complete quality secondary education—Access to free, quality
secondary education regardless of sex, marital, and socioeconomic status should be
guaranteed and should extend to reducing family financial barriers to quality education.

School as a setting for promoting health and wellbeing—Schools should employ a
range of available strategies including the delivery of life skills for health and wellbeing,
comprehensive sexuality education, and support of a positive school ethos.

Training of teachers and other professionals—Pre-service and in-service training for
teachers and other professionals working with adolescents must be provided, including
police and community workers, around empowering adolescents to make the best possible
decisions about their health and wellbeing.

Lancet. Author manuscript; available in PMC 2018 March 02.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Patton et al.

Page 55

Laws that empower and protect—Governments must ensure that national and
international legal frameworks designed to empower and protect adolescents actually do
their intended purpose. Guaranteeing 18 years as the minimum age for marriage, for
example, requires education and engagement of community leaders and professionals within
the justice system.

Policy linkage—Individual elements of social scaffold for adolescent health and wellbeing
include access to safe employment and education, universal health coverage, supported
families and parents, opportunities for community engagement, and taxation and regulation
of the marketing of unhealthy commodities to adolescents. Linkage of these single sector
actions will create synergies for adolescent health and wellbeing, with effects greater than
the sum of the parts.

Enhance the engagement of young people

Adolescence is intrinsically a time of extending social engagement beyond the family. Given
the opportunity, adolescents and young adults are powerful agents for social change,
including the promotion of their own health and wellbeing. The growing complexity of
political and economic systems presents barriers to their engagement. New structures and
processes are therefore needed, which include the following:

Training and mentoring of adolescents—Access to training, mentorship, and
resources is essential for adolescents to play an effective role in governance and
accountability processes around their health and wellbeing.

Establishment of forums for meaningful youth participation—National leaders
should appoint Independent Youth Commissioners with appropriate resourcees to provide
independent oversight of government actions to promote adolescent health and wellbeing.
The Youth Commissioners should convene forums that bring together all constituents
including adolescents and young adults, their families and community leaders, adolescent-
focused organisations, international development partners, professionals groups, and
academics. Such forums should extend to establishing and strengthening mechanisms for the
meaningful participation of adolescents in the design, communication, and implementation
and monitoring of policies and practices that affect their health and wellbeing. This is
particularly important for socially and economically marginalised adolescents.

Growing knowledge and capacity

Long-standing neglect of adolescent and young adult health has left limited capacity with
sectors and across service systems. There is a pressing need for investment in research,
training, financing, and technical underpinnings, or progress in adolescent health and
wellbeing will remain slow. Essential next steps include:

Creation of national profiles—Governments must work with international development
partners, including funders and global data collection systems, to collect and report on a
minimum set of priority indicators of adolescent health and wellbeing. National statistics
agencies should report regularly on the health, development, and wellbeing of adolescents,
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disaggregated by age and sex, and ensure that this information is easily accessible to
constituents. International data collection systems should be resourced to collect and report
on data disaggregated by age and sex on all relevant global indicators of health and
wellbeing for all adolescents, including those who are out of school and socially and
economically marginalised.

Addressing knowledge gaps for effective actions—New approaches are particularly
needed in the prevention and early intervention of mental disorders and violence. In general,
there is a need to better understand what works for males and females, for different age
groups of adolescents and for socially marginalised groups. The international development
community and national governments must work together to create a more comprehensive
evidence base for action in practice and policy.

Moving to scalable and sustainable action—The Global Strategy for Women’s,
Children’s and Adolescents’ Health presents an outstanding opportunity for multi-burden
countries to create the policy and legal frameworks, efficient systems, trained workforce, and
technical capacity for adolescent health and wellbeing. Similar investments are needed in all
countries.
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Panel 1
Messages, opportunities, and challenges
Key messages

. Investments in adolescent health and wellbeing bring a triple dividend of
benefits now, into future adult life, and for the next generation of children.

. Adolescents are biologically, emotionally, and developmentally primed for
engagement beyond their families. We must create the opportunities to
meaningfully engage with them in all aspects of their lives.

. Inequities, including those linked to poverty and gender, shape all aspects of
adolescent health and wellbeing: strong multisectoral actions are needed to
grow the resources for health and wellbeing and offer second chances to the
most disadvantaged.

. Adolescents and young adults face unprecedented social, economic, and
cultural change. We must transform our health, education, family support, and
legal systems to keep pace with these changes.

Outstanding opportunities

. Guaranteeing and supporting access to free, quality secondary education for
all adolescents presents the single best investment for health and wellbeing.

. Tackling preventable and treatable adolescent health problems including
infectious diseases, undernutrition, HIV, sexual and reproductive health,
injury, and violence will bring huge social and economic benefits. This is key
to bringing a grand global convergence in health in all countries by 2030.

. The most powerful actions for adolescent health and wellbeing are
intersectoral, multilevel, and multi-component: information and broadband
technologies present an exceptional opportunity for building capacity within
sectors and coordinating actions between them.

. Establishing systems for the training, mentoring, and participation of youth
health advocates has the potential to transform traditional models of health-
care delivery to create adolescent-responsive health systems.

Challenges ahead

. Rapid global rises in adolescent health risks for later-life non-communicable
diseases will require an unprecedented extent of coordination across sectors
from the global to the local level.

. Non-communicable diseases of adolescents including mental and substance
use disorders, and chronic physical illnesses are becoming the dominant
health problems of this age group. Substantial investment in the health-care
system and approaches to prevention are required.
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Health information systems to support actions in adolescent health remain
weak: greater harmonisation and broadening of data collection systems to
neglected problems and younger ages will be needed.

Inequalities in health and wellbeing are evident in socially and economically
marginalised adolescents, including ethnic minorities, refugees, young
offenders, Indigenous, and LGBT adolescents; engagement of adolescents
and reconfiguration of service systems to ensure equity of access regardless of
seX, ethnic, or socioeconomic status will be essential.
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Panel 2
Definitions of adolescence and young adulthood

Adolescence is defined by WHO as between 10 and 19 years, while youth refers to 15-24
years. Young people refers to the 10-24-year-old age group, as does the composite term
adolescents and young adults. This is the age group and term that is used through the
Commission report.

Emerging adulthood has been used to describe the phase of life from the late teens to the
late twenties when an individual acquires some of the characteristics of adulthood
without having reached the milestones that historically define fully fledged adulthood.

The Convention on the Rights of the Child (1989) defines a child as below the age of 18
years, unless majority is attained earlier under the laws applicable to the child.

The legal age of majority, the point at which an individual is considered an adult, in many
countries is 18 years. In law there is no single definition of adulthood but rather a
collection of laws that bestow the status of adulthood at differing ages for different
activities. These include laws related to the age of consent, the minimum age that young
people can legally work, leave school, drive, buy alcohol, marry, be held accountable for
criminal action, and the age young people are deemed able to make medical decisions.

When reporting age-disaggregated data, the 10-24-year-old age range is increasingly
divided into 5-year age categories. Early adolescence refers to 10-14 years, late
adolescence to 15-19 years, and young adulthood to 20-24 years.
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Panel 3
Psychological and emotional development through adolescence

Early adolescence (10-14 years) is biologically dominated by puberty and the effects of
the rapid rise in pubertal hormones on body morphology, and sexual and brain
development. Adolescence is a time of remodelling of the brain’s reward system.
Psychologically it is characterised by low resistance to peer influences, low levels of
future orientation, and low risk perception, often leading to increases in risk taking
behaviour and poor self-regulation. It is a time of identity formation and development of
new interests including emerging interest in sexual and romantic relationships. School
and family environments are critical social contexts during this period.

Late adolescence (15-19 years) is also characterised by pubertal maturation, especially in
boys, but in ways that are less visually obvious. At this time the brain continues to be
extremely developmentally active, particularly in terms of the development of the
prefrontal cortex and the increased connectivity between brain networks. This later phase
in adolescent brain development brings continued development of executive and self-
regulatory skills, leading to greater future orientation and an increased ability to weigh up
the short-term and long-term implications of decisions. Family influences become
distinctly different during this phase of life, as many adolescents enjoy greater autonomy,
even if they still live with their families. Likewise, education settings remain important,
although not all adolescents are still engaged in school at this age, especially in low-
income and middle-income countries.

Young adulthood (typically 20-24 years) is accompanied by maturation of the prefrontal
cortex and associated reasoning and self-regulatory functions. It marks the end of a
period of high brain plasticity associated with adolescence whereby the final phase of the
organisation of the adult brain occurs. This often corresponds to the adoption of adult
roles and responsibilities, including entering the workforce or tertiary education,
marriage, childbearing, and economic independence. Secular trends in many developed
nations point towards an increase in the age that many of these adult roles are attained, if
they are attained at all.
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Panel 4
Country case study on legal frameworks for child marriage

Child marriage is common in India, declining very slowly. 47% of women are married
before 18 years. The highest prevalence is in five states: Madhya Pradesh (73%), Andhra
Pradesh (71%), Rajasthan (68%), Bihar (67%), and Uttar Pradesh (64%). The urban-
rural differential is substantial, with rural girls marrying younger than 18 years at nearly
twice the rate of urban girls. Girls marrying before 18 years report physical violence
twice as often and sexual violence three times as often as those marrying later. The
Prohibition of Child Marriage Act set the legal age of marriage at 18 years for girls and
21 years for boys. The Compulsory Registration of Marriages Act requires registration of
all marriages across India. Close examination of the law reveals many customary and
religious loopholes. Each religious community has separate personal status laws which
over-ride national legislation in matters relating to the family, including marriage. 80% of
the Indian population, including Hindus, Sikhs, Buddhists, and Jains, are governed by the
Hindu Marriage Act, which validates marriages, once solemnised, even for parties under
18 years. Under Muslim personal law, marriage can occur at the age of puberty. The
Prohibition of Child Marriage Act does not prevent or criminalise these marriages, it only
makes them voidable at the option of a contracting party. In addition, there is an explicit
exception for Muslim marriage where the voidable provision only applies when a girl is
under 15 years at the time of marriage. The Compulsory Registration of Marriages Act
“does not affect any right recognised or acquired by any party to the marriage under law,
custom or usage”, meaning religious marriages are also exempt from registration. The
Government of India has also filed a reservation to Article 16(2) of the Convention on the
Elimination of All Forms of Discrimination against Women, which mandates compulsory
registration of marriages stating, “...the Republic of India declares that though in
principle it fully supports the principle of compulsory registration of marriages, it is not
practical in a vast country like India with its variety of customs, religions, and level of
literacy”.
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Panel 5
Graduated driving licences balance protection and autonomy

Australia, New Zealand, and many US states have introduced graduated driving licences.
Restrictions on adolescent drivers and those without requisite levels of driving experience
are intended to address the disproportionately high numbers of teenage automobile
accidents, injuries, and fatalities. In California, for example, a three-step process to
obtaining a full driving licence recognises the increased risk associated with peer
influence and alcohol consumption during this period. The first stage requires all teenage
drivers to complete 50 h of driving while supervised by an adult over the age of 25 years,
including 6 h of a driver training course. Completion of this stage must be certified in
writing by the young person’s parent or guardian. In the subsequent second stage, which
lasts 12 months, those under 18 years old are prohibited from driving passengers under
20 years old or between 2300 h and 0500 h, unless accompanied by a licensed driver
aged 25 years or older. This reflects concerns about peer influences while driving. A full
driving licence is only awarded as a third stage of graduation if the driver completes the
second stage without any court-ordered driving restrictions, suspensions, or probations on
their record. In parallel, up until the age of 21 years, a zero tolerance law prohibits any
alcohol consumption prior to driving. An evaluation across 43 US states suggests an 18—
21% reduction in the involvement of 16 year olds in crashes in those states with the most
extensive graduated driving licence programmes. The greatest reductions were seen in 16
year olds, where a strict permit stage was associated with a 58% reduction in fatal crash
risks with similar reductions for injury-associated crashes. The success of graduated
approaches for driving suggests consideration should now be given to applying graduated
approaches to other aspects of adolescent policy, such as alcohol and other licit substance
use, particularly where similar public health concerns are apparent.
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Panel 6
Second chances for young offenders

Adolescents and young adults are more often both the victims and perpetrators of
criminal offences than older age groups. Offending in the young might be increasing in
many places, with urbanisation a contributing factor. Many offences occur within the
context of gangs, where peer influence is a major contributor. Young offenders have some
of the worst health profiles of any group of adolescents and young adults. In high-income
countries, deaths of young offenders are around ten times higher than in other adolescents
due largely to drug overdose, suicide, accidental injury, and homicide. A separation of
youth from adult justice systems began in high-income countries in the late 19th century
with a rationale of acting in the best interest of the child. The UN Convention of the
Rights of the Child has more recently stressed the importance of a consciousness of rights
within the operation of youth justice systems. In particular, it stressed the use of detention
and imprisonment as measures of last resort. Yet in many settings, political pressures
have re-emerged for adolescents to be held fully accountable for their actions. In many
places, custodial detention (incarceration), including pre-trial detention, is still used with
first-time adolescent and young adult offenders, even for minor offences such as cannabis
or other substance use, shop-lifting or minor theft—even though most first-time offenders
do not reoffend.

Alternative approaches that provide second chances, promote emotional learning, and
ultimately better life (including health) outcomes have been implemented in a range of
jurisdictions. Diversion programmes have been designed both to keep adolescents out of
the criminal justice system and, when tied with family interventions, to reduce
recidivism. Restorative justice approaches address the needs of both victims and
offenders, and bring offenders, victims, families, and sometimes other community
members together. They too reduce rates of recidivism. Other approaches to protect
young offenders include the use of welfare-oriented hearings for younger offenders,
ensuring that convictions before 18 years can later lapse from an individual’s criminal
record, and extending youth justice approaches to the age of 21 years for those
considered emotionally immature.
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Panel 7
Categorisation of country health profiles for adolescents

We aggregated the 236 causes of disability-adjusted life-years (DALYS) and deaths
among 10-24 year olds from the 2013 Global Burden of Disease study into nine
categories reflecting changing disease burden with progression through the
epidemiological transition. This resulted in three broad categories of health problems as
summarised in figure 7. Countries were then classified into one of three categories
depending on their pattern of disease burden, using the definitions below, and shown in
figure 8:

. Multi-burden countries were those with little evidence of having yet passed
through an epidemiological transition. DALY due to infectious diseases,
nutritional deficiency and sexual and reproductive health, together with HIV,
were grouped. Countries with a total DALY rate within this group of
conditions of 2500 per 100 000 per year or more were defined as higher
burden multiple problem.

. Injury excess countries were those where the burden of disease showed
evidence of having passed through the first phase of the epidemiological
transition but where rates of preventable injury remained high. We combined
the DALY rates for unintentional injuries and violence and defined a group of
countries with an injury burden of 2500 per 100 000 per year or more and
DALY rates for infectious diseases, nutritional deficiencies, and sexual and
reproductive health and HIV less than 2500 per 100 000 per year.

. NCD predominant countries were defined as those with DALY rates of less
than 2500 per 100 000 for both groups, namely infectious diseases, nutritional
deficiencies, sexual and reproductive health and HIV, as well as for
unintentional injuries and violence.

Further details are provided in supplementary text box 4 in the online appendix.
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Panel 8
Priority health actions for 10—24 year olds in Nigeria
Sexual and reproductive health

Adolescent fecundity and maternal health, new HIV infections, and HIV morbidity and
mortality

. Comprehensive sexuality education (in and out of school)
. Promotion of condom use

. \oluntary male circumcision

. Contraception, abortion care, and maternal health services
. HIV testing, treatment, and care

. Enforcement of legislation prohibiting child marriage

. Increase participation in education

Infectious diseases

Malaria morbidity and mortality, tuberculosis, neglected tropical diseases, meningitis,
pneumonia

. Access to quality health services for diagnosis and treatment

. Ensure completion of childhood vaccination, catch-up vaccination, and
additional vaccines (eg, human papilloma virus, meningococcal)

. Improved water, sanitation and hygiene, nutrition, and provision of bednets
Unintentional injury
Road traffic accidents

. Legislation for graduated licensing, motorcycle helmet use, speed control,
pedestrian safety measures, and alcohol and driving control

. Access to high quality trauma care
Physical disorders and non-communicable disease risks
Chronic physical disorders, overweight, and obesity

. Adolescent-friendly health services

. Prevention of overweight and obesity through taxation of unhealthy foods,
restriction of fast food advertising, and promotion of physical activity in
school and in the community.
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Panel 9
Youth advocacy in health

Education as a Vaccine, a Nigerian non-governmental organisation focused on the needs
of vulnerable children and adolescents, supported a Youth Advocacy Group (YAG) of ten
young Nigerians, aged 18-24, to educate peers, adult gatekeepers, and policy makers in
sexual and reproductive health policies for young people. In 2010, a draft national HIV/
AIDS anti-discrimination bill was tabled that failed to take into account the stigma and
discrimination faced by young people. The YAG developed and presented a position
paper to the House of Representatives, highlighting youth-specific recommendations.

A specific goal was to ensure that the bill made reference to protecting the rights of
young people. The YAG then actively engaged other youth across Nigeria in support of
their recommendations. The YAG created a video screened at university campus
education events in three states. At each event, a YAG member led discussions on the

policy.

A petition calling for the inclusion of the youth recommendations collected 1500
signatures. Once the bill passed the House, with the YAG recommendations included, the
group generated postcards from nearly 2200 young people in advocating with the Senate.
The bill was signed in 2015 and included language recommended by the YAG. The
experience illustrated common challenges for young advocates. They faced a culture that
discouraged young people from speaking out, based on an erroneous perception that they
lacked the knowledge and expertise for a meaningful contribution. Youth groups across
the country were poorly resourced making communication difficult. Lastly, lack of
financial support limited the capacity to engage other youth. Despite the challenges YAG
members gained leadership skills and a capacity to, in the words of one member, “be
responsible not just for myself but for others”.
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Figure 1. Adolescents and young adults as a proportion of country population in 2013
Percentage of total country population aged 10-24 years. Data from Global Health Data

Exchange.59
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Figure 2. Changing proximal social determinants of health across the life course
During adolescence, social determinants from outside the family become greater, with major

influences of peers, media, education, and the beginning of workplace influences.
Community and structural determinants remain consistently influential, as shown by the
background shading.
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Figure 3. Educational participation of 15-24 year olds for 188 countries
(A) Mean years of education attained in women and girls aged 15-24 years in 2013. (B)

Mean years of education attained in men and boys aged 15-24 years in 2013. Data from
Global Health Data Exchange.%?
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Figure 4. Country-level association between adolescent birth rates and years of education in
2010-12

Each additional year of education is associated with an average of nine fewer births per 1000
adolescent girls per country. GNI=gross national income.
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Figure 5. Association between health at 18 years of age and level of education in the Cebu cohort

study, Philippines

Data from Global Health Data Exchange.5® *These associations were not significant.
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Figure 6.
Conceptual framework for defining health needs and actions in adolescents and young adults
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Figure 7. Country categorisation based on adolescent burden of disease
Categorisation of countries into three groups according to adolescent burden of disease and

reflecting passage through epidemiological transition. DALY s=disability-adjusted life-years.

NCD=non-communicable diseases.
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Figure 9. Changes in disease burden in 10-24 year olds between 1990 and 2013
Disease burden changes across the three country categories; NCD predominant, injury
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reproductive health. NCD=non-communicable diseases. Data from Global Health Data
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Figure 11. Summary profile of disease burden in 10-24 year olds across Chinese provinces
(A) DALY’ per 100 000 19-24 year olds in 2013. (B) Annual percentage rate of change in

total DALY 2000-13. (C) Categorisation of Chinese provinces by major contributors to
disease burden. (D) Contributors to disease burden in 10-24 year olds across Chinese
provinces. DALY =disability-adjusted life-years. NCD=noncommunicable diseases.
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Figure 15. Health outcomes for 10-24 year olds in Nigeria

(A) DALY per 100 000 adolescents aged 10-24 years, by cause and sex, 1990-2013. (B)
Proportion of DALY's across 9 categories by sex in adolescents aged 10-24 years, 1990—
2013. (C) Deaths per 100 000 adolescents aged 10-24 years per year, 1990-2013. (D)
Causes of DALYs in adolescents aged 10-24 years, 2013, by sex. DALY s=disability-
adjusted life years. NTD=neglected tropical diseases. PEM=protein energy malnutrition.
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Figure 16. An overview of Nigeria’s health profiles for 10-24 year olds
Social determinants. (i) Currently married women and girls aged 15-19 years. (ii) Birth rate

in adolescent girls. (iii) Mean years of education attained in adolescents aged 15-24 years.
(iv) Unemployment in adolescents aged 15-24 years. (B) Health risks. (i) Overweight and
obesity in adolescents aged 10-24 years. (ii) Daily tobacco smoking in adolescents aged 10—
24 years. (iii) Binge drinking in the past 12 months in adolescents aged 10-24 years. (iv)
Lifetime use of injectable drugs in adolescents aged 10-24 years. (v) Adolescents aged 10—
24 years reporting sex before age 15 years (2004-14). (vi) Adolescents aged 10-24 years
reporting condom use at last occasion of high risk sex (2004-14). (vii) Intimate partner
violence in adolescents aged 10-24 years (2013). (viii) Unmet need for contraception in
women and girls aged 10-24 years, married or in civil union (2009-14). DALY s=disability-
adjusted life-years. NCD=non-communicable diseases.
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Figure 17.

Conceptual framework of the essential elements in meaningful youth engagement
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Figure 18. Photovoice: using images to communicate and advocate
Photovoice is a participatory action research strategy commonly used with disadvantaged

and marginalised groups. Photos are used to document personal and community issues and
provide a basis for storytelling. It is a powerful tool for youth engagement, raising awareness
of important aspects of the lives of adolescents. It is a useful way of levelling power
differentials between adults and young participants. The strategy can be a means to catalyse
community action, as the development of a story narrative facilitates the engagement of all
participants in engaging in social change. It has been used across a wide variety of settings
including health care (eg, young survivors of childhood cancer in South Korea), prevention
and health promotion (eg, obesity prevention in the USA, reproductive health and
empowerment programme targeting married adolescent girls in Ethiopia), and in youth
engagement more broadly (adolescents identifying community strengths in Kenya). The
images powerfully engage public interest in the daily lives and health challenges faced by
young people.
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Four-step accountability framework for adolescent health and wellbeing
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Table 2

Strength of evidence for effects of media and marketing on adolescent health risks

Tobacco use  Alcohol use  Obesity Sexual risks
Distal exposures
Point of sale advertising (POS) Strong Moderate Strong (food choice) NA
Imagery in films/movies Strong Strong Moderate (amount of food) NA
Imagery in television Moderate Moderate Strong (food choice/amount) Moderate

Strong (food purchase request)

Music videos/MTV No studies Moderate No studies Low
Cartoon media characters No studies No studies Moderate (food choice & purchase request)  No studies
Magazines Moderate Moderate No studies No studies
Outdoor advertising NA Moderate No studies No studies
Imagery on Internet Low NA No studies Low
Online social networking sites Low NA No studies NA
Concessional stands at events No studies Moderate No studies No studies
Radio advertising No studies Low No studies No studies
Composite (multiple media) No studies Moderate No studies No studies
Advertising (media unspecified) ~ Moderate No studies Strong (food choice/amount) No studies
Intermediate exposures
Ownership of promotional items ~ Strong Moderate No studies No studies
Approval of advertising Moderate No studies No studies No studies
Receptivity to marketing Moderate No studies No studies No studies
Media use No studies NA Strong No studies
Favourite star smoking Moderate No studies No studies No studies
Favourite ad/brand recall Moderate No studies No studies No studies
Attending a promotional event Low No studies No studies No studies

Strong=strong evidence level based on consistency, temporality, dose-response in cohort studies or experimental study/meta-analysis.

Page 104

Moderate=moderate evidence level based on consistency and temporality from cohort studies. Low=low evidence level based on cross-sectional

surveys. NA=limited/insufficient evidence.
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Evidence of effectiveness and cost-effectiveness of sexual and reproductive health interventions, including

those for HIV

Key findings

Comments Cost-Recommendation

effectiveness

School-based interventions

Comprehensive sex education; A
curriculum-based approach that

aims to provide young people with
the knowledge, attitudes, and

skills to make informed decisions
about their sexuality and sexual
and reproductive health. Some

incorporate contraceptive services

or encourage young people to use
contraception

Abstinence-only education

School-based health services:
these range from fully equipped,
with permanent medical, nursing,
and other health staff to nurse
clinics a few hours per week

Knowledge and attitudes: high
quality evidence of moderate
benefit from studies in high-
income countries and countries
of low income and middle
income. Both adult-led and
peer-led interventions have
shown benefit

Safe-sex behaviours: moderate
quality evidence of mixed
impact on service use.
Significant but minimal
beneficial impact on safe-sex
behaviours, including condom
use, number of sexual partners,
initiation of first sex and risky
sexual behavior

STI or HIV prevalence and
incidence: no evidence of
benefit; high-quality evidence
of some benefit with added
contraception provision
Pregnancy: high quality
evidence of benefit of
combining education and
contraceptive promotion;
moderate quality evidence of
the effectiveness of multi-
component interventions,
particularly with intensive case
management by a culturally
matched social worker

High-quality evidence that
abstinence-only education is
ineffective in preventing HIV,
incidence of sexually
transmitted infections and
adolescent pregnancy

Safe-sex behaviours: moderate
quality evidence of mixed
impact on contraceptive
behaviours, more effective if
on-site provision of
contraceptives

Pregnancy: some moderate
quality evidence of benefit if
contraception provision is on
site

Few studies of
interventions
involving provision  Europe
of contraceptives

in countries of low

income and middle

income

Few assess impact

on biological

outcomes

Most studies of

effects on

pregnancy have

been in high-

income countries

No evidence of

heightening

premature sexual

activity

NA

Most studies in NA
high-income
countries.

In countries of low
income and middle
income, linkages
with health
services might
increase uptake of
some sexual and
reproductive health
services

Some evidence of cost-
effectiveness in USA and

Ensure that all
adolescents and
young adults’
rights to essential
health information
are met, including
comprehensive
sexuality education

Abstinence-only
education is not
recommended

Provision of
essential resources
for health in
schools and easy
access to
adolescent health
services including
condoms and
modern
contraception

Community-based interventions

Generating community support:
for interventions in schools and
health services through social
marketing, public hearings,
meetings, dialogues, and fairs

Sexually transmitted infection
or HIV prevalence and
incidence: South African
Stepping Stones programme—
showed reductions in herpes
simplex virus-2 incidence
Pregnancy: some moderate
quality evidence of benefit
particularly studies including
access to sexual and
reproductive health services

In countries of low  NA
income and middle
income, it is likely

to play a key role

in the effectiveness

of interventions in

other settings

Lancet. Author manuscript; available in PMC 2018 March 02.
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Key findings

Comments

Cost-Recommendation

Page 108

effectiveness

Positive youth development
programmes focus on school
retention and academic success as
well as social support and skill
development—eg, family or
parent engagement, life skills
training, or peer mentoring

Youth-friendly venues in which
young people access information
and services that address sexual
and reproductive health needs

Interventions to shift social norms
around early marriage and
pregnancy Cash transfers (in
countries of low income and
middle income) may be
unconditional, with payments
going to individuals who are not
required to do anything to receive
these, or conditional, with
payments tied to risk states (eg,
remaining sexually transmitted
infection or HIV free), staying in
school, or not becoming pregnant

Peer education: education
delivered by young people to their
peers

Early marriage: some moderate
quality evidence for the
effectiveness of integrated
programmes that focus on
empowerment and incentives

Knowledge and attitudes: some
moderate quality evidence for
effect

Safe-sex behaviours: some
moderate quality evidence
around use of contraception,
delayed sexual initiation and
number of sexual partners
Pregnancy: moderate quality
evidence of no benefit Early
marriage: moderate quality
evidence of mixed impact

Moderate quality evidence of
mixed impact on uptake of
services; ineffective in
changing safe-sex behaviours,
HIV or sexually transmitted
infection prevalence or
incidence, and adolescent
pregnancy

Early marriage: moderate
quality evidence of mixed
effect

Safe sex behaviours: some
moderate quality evidence for
the impact of both
unconditional and conditional
cash transfers

Sexually transmitted infection
and HIV prevalence and
incidence: mixed results of
conditional cash transfers for
remaining STI or HIV free. A
programme providing cash

transfers for young women (the

Zomba programme) to remain
in school showed a reduction
in HIV prevalence at 18-month
follow-up

Pregnancy: moderate quality
evidence of some benefit
Early marriage: moderate
quality evidence for
interventions that support
school attendance—eg,
provision of school uniforms
and supplies

Safe-sex behaviours: some
moderate quality evidence for
impact in countries of low
income and middle income of
programme that include
provision of contraception
Health service use: moderate
quality evidence of mixed
impact in countries of low
income and middle income
Moderate quality evidence that
peer education in Europe was
ineffective in changing
knowledge and attitudes,
sexually transmitted infection
or HIV prevalence and
incidence, or adolescent
pregnancy

Programmes may
also incorporate
adolescent
participation and
leadership and are
likely to have
broad educational
and social benefits

Main users are
often older than the
target age group

More research
needed around
payment amounts
and frequency The
Zomba conditional
cash transfer
programme
decreased teenage
pregnancy rates
among girls who
had previously
dropped out of
school, but not
among schoolgirls

NA

High costs so cost-
effectiveness likely to be
low

Some evidence of cost-
effectiveness in sub-
Saharan Africa

NA
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Promising
intervention;
further research is
needed

Not recommended
in current form

Promising
intervention;
further research is
needed

Promising
intervention in
countries of low
income and middle
income; further
research is needed.
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Key findings Comments Cost-Recommendation effectiveness
Family-based interventions
Interventions to improve parent— Some moderate quality NA Should feature in
child communication about sexual  evidence of effect on parent— multi-component
health and sexuality child communication and safe- interventions

sex behaviours
Online interventions
Group and individually tailored Knowledge and attitudes: high  All studies NA Promising

Internet and computer-based
theory and behavioural skills-
based interventions

quality evidence of moderate
benefit

Safe-sex behaviours: high
quality evidence of significant
but minimal benefits

Sexually transmitted infection
or HIV prevalence or
incidence: high quality
evidence of significant but
minimal benefits

conducted in high-
income countries

intervention;
further research is
needed,
particularly in
countries of low
income and middle
income

Promoting universal health coverage

Health service interventions
involve the provision of
information and counselling,
contraception, prenatal and
postnatal care and delivery,
abortion services and post-
abortion care, treatment and
prevention of sexually transmitted
infections, HIV testing and
counselling, and care for sexual
and gender-based violence

Safe-sex behaviours: moderate
quality evidence of mixed
impact on contraceptive
behaviours; some moderate
quality evidence that making
services more adolescent
friendly increases service use
Sexually transmitted infection
or HIV prevalence or
incidence: moderate quality
evidence of ineffectiveness

Quality of provider NA
training likely to

be an important

factor in the

success of

interventions

Health services
should provide all
essential health-
care responses,
including modern
contraception and
safe abortion
regardless of age,
marital, and
socioeconomic
status; providers
should have the
skills to provide
confidential and
non-judgmental
care
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Indicators of adolescent health status, risks, and determinants with wide coverage and achievable targets for

2030

Headline indicators

Stratification

2030 targets

Social and structural determinants

Extend secondary education
completion

Reduce adolescent births

Reduce early marriage

Responsive health services367

Reduce educational and
employment marginalisation

Completion of 12 or more years of
education in 20-24 year olds

Birth rate per 1000 10-19-year-old
girls per year

Marriage before 18 years in women

aged 20-24 years

15-24 year olds with met needs for
modern contraception

Not in employment, education or
training rates in 20-24 year olds

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

Female or male, married or
unmarried

Rural or urban

Bottom wealth quintile or top
wealth quintile

Rural or urban
Bottom wealth quintile or top
wealth quintile

Age band, married or unmarried
Rural or urban

Bottom wealth quintile or top
wealth quintile

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

80% completion 1

Under 25 births per 1000
10-19-year-old girls per

*
year

Under 10% *

80% met need

Under 10% *

Health risks

Reduce tobacco use

Reduce risky alcohol use

Reduce overweight and obesity

Reduce undernutrition

Daily smoking in 10-24 year olds

Binge drinking (>60 gm) in 15-19
year olds in past 30 days

Percentage of 10-24 year olds
exceeding WHO guidelines for
overweight

Prevalence of iron deficiency
anaemia in 10-24 year olds

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

Female or male
Rural or urban
Bottom wealth quintile or top

wealth quintilef

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

Under 10% *

Under 10%

Under 20%

Under 10%

Burden of disease

Reduce diseases of poverty

Reduce injury and violence

Reduce non-communicable
diseases (including mental
disorders)

DALY estimates of diseases of
poverty in 10-24 year olds

DALY estimates due to unintentional
injury and violence

DALY estimates due to non-
communicable diseases

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

Female or male

Rural or urban

Bottom wealth quintile or top
wealth quintile

No country remains
multi-burden by 2030

No current country
remains in the injury
excess category by 2030

Under 1500 DALY from
non-communicable
diseases per 100 000 10—

24 year olds per year *

DALY=disability-adjusted life-years.

*
Based on convergence to best countries in 2015.
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fStratification not available.
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