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Executive Summary

Unprecedented global forces are shaping the health and wellbeing of the laygestation of 10 to 24
yearolds 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 maakind.

At the same time, we have come to new understandings of adolescence as a critical phase in life for
achieving human potential (see text box 1 for definitions of adolescencefhaiacterised by dynamic

brain development where the interaction with the social environment shapes the capabilities an individual
takes forward into adult lifé.It is during adolescence that an individual acquires the physical, cognitive,
emotional, social andanomic resources that atée foundation for later life health and wellbeing. These
same resources define trajectories into the next generation. From thisdiiese and intergenerational
perspective, investments in adolescent health and wellbeing lrérgefits 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 a prospect of this being the healthiest generation of adolescentsy@te¢hese are
years in which nevand differenthealth problems related tdhe onset of sexual activifgmotioral control
and behaviour commonliirst emerge. Current glob&lendsincluding those aroundnhealthy lifestyles
and commoditiesthe crisisof youth unemployment, less stable families, environmental degradation,
armed conflict and mass migratidrave the potential tqpose majotthreatsto adolescentealthand
wellbeing

Adolescents and young adults have until recently been overlookedbabhealthand social poligyone

reason why they havbhad fewer health gains with economic development than other age goup
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2015 presents an outahding opportunity foinvesingin adolescent health and wellbeirfgYet because

of low capacity and limited techratcapabilities both in countries and at the global leye¢sponding

effectively presentsnanychallengesThe question of where to make the most effective investments is

now pressing for the international developmerammunity. In that context, his Conmissionoutlines the
opportunitiesfor investmentat both country and global levels.

There are marked differences in adolescent health profiles between countries and within nation states.
These commonly reflectrpgress through the epidemiological tratisn that followseconomic

development and thelemographic trasition. Multi-Burdencountries that have yet to pass through the
epidemiological transitin, are characterised by high levels of all adolescent health problems including
diseases of poverty (HIV and other infectious diseases, umateition and poorsexual and reproductive
health), injuryand violenceand norcommunicable diseases (NCD&)esecountries commonly continue

to have high adolescent fertility and high unmet need for contraception, particularly for unmarried sexually
active adolescentdnjury Excessountriesare characterised blrigh persisting levels afintentional injury
and/or violenceandhigh adolescent fertilityand have commonly made little progress@ducingthese
problems inrecent decades. A growing number of countries raoer NCD Predominanivhere the major
adolescenburden lies with mental and substance use digws] and chronic physical iliness.

Health services should be easily accessible and provide a package of care that is matched to local need and
acceptable to adolescents and young aduitealth serviceplay essential roles identifying health needs,
providing effective contraceptionandin early intervention and management of conspicuous health

problems. Yet adolescents and young adults currently ligh unmet neeslfor healthcare. Their

inexperience and lack of knowledge about accessing heatthsame barrigrwhile heightened sensitivity

to confidentiality breacheg another. Further barriers arise from restrictive legislative frameworks,obut

pocket costs, stigma and community attitudes. Lastly, health care providers need attilumegedgeand

skills that foster engagement with adolescents while maintaining a level of engagemeffiamities The

most effectivehealthservice systemimclude highquality health worker training, adolescergsponsive

facilities andoroad community engageent.



The most effective actiorfer adolescent healtland wellbeingare intersectoral and multicomponent. They

may include structural, media, community, online andasufbased elements Lawsfor examplehave

profound effects on adolescenehlth. $me are important in protecting adolescents from har(@sy.

preventing child marriagepthers are potentially damaging in limiting access to essential services and

goods (e.g. contraceptionAlthough nearly alkountries have signed and ratified Tbé& Conventon on

the Rights of the ChiJdhere 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 righof adolescents to health too often neglected and undermined.

New opportunities for adolescent health act®are emerging. Thexpansion of secondary education in

many countries, particularly for girlis, particularly important Participation in gality 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 promdtiahextends from the provision of
essential knovedge for health including comprehensive sexuality education, to maintaining lifestyles that
minimise health risk€Equally adolescent health, nutrition and welleing are essentidbr achieving the
educational and economic benefits that extensions toalary school offer.

Adolescents are biologically, emotionally and developmentally primed for engagement beyond their
families.Thatengagements essential fotheir health,wellbeingand developments well as being a force
for change and accountability within communiti&igital media and social networking technologies have
the potentialto galvanise, connect and mobiliggs generation as never beforéloweverextendingyouth
engagementnto the real worldrequires financial investment, strong partnerships with adults, training and
mentorship and the creation of structures and processes thatvaadolescent and young adult

involvement in decisiomaking.

The neglect of adolescent health amekellbeinghas resulted in mimal investmentsn programming,

capacity building and technical support compared with other-ggrips. There are therefore major gaps in
our understandings of adolescent health needs, in the evidence base for action aedtingthe civil

society structures for advocacy in adolescent healtfithin any country there are marked differences in
health between different regions and within different adolescent groups, with poverty, gender and social
marginalisation important derminants.Groups such as ethnic minorities, LGB$bian, gay, bisexual or
transsexualyouth, those with disabilitieggr who arehomeless or in juvenile detention have the greatest
health needs. Yet becausdormation systemsround health and welkingare piecemealthe needs of
these groups are typicallyoth invisible and unmetA capacity to understand local health needs inclusive of
all adolescerg,regardless of age, semarital or socioeconomic status, is essential.

In the face of globbchange continued inactioneopardiseshealth and wellbeing for this generation and

for the next.Yetthere are grounds for optimisn¢. KS Df 206 f { GNJ G§S3& FT2NJ 22YSy
AdolescentSHealth offers a framework to drive and coordinate investment, capacity building, research and
evaluation? Gobal strategies toextendeducation to reduce gender inequalities and empower womém,
improve food security and nutrition, tpromote vocational skills and opportunities for employmang all

likely to have benefits for the health and wellbeing of adolescents and yadulgs.2 So too dyital

technologies and global communicateoifer exceptional opportunities for catetp in training and

education, health care and preveati, creation ofinclusivehealth information systems, meaningful youth
engagement and cooperation across sectors. This generation of adolescents and young adults can
transform allof our futures; there is no more pressing task in global health #rasuring they havéhe

resources to do so.



Introduction

The Second Lancet Series on Adolescent Health concluded dRaiture to invest in the health of the
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child health, erodes future quality and length of life, and escalates sufferimiality, and social

instability.€  The response of the international development community to #rid other callhas been

striking. From September 2015, the Every Woman, Every Child agaadeecome theGlobal Strategy for
22YSYyQazr [/ KAf RNENeth suppoiRed byR SbHalFidaBohg Badiitiis Commission

on Adolescent Helth and Wellbeing outlines wherthose investments should ba the years to 2030

ThisCommission was established as a network of academics, policy makers,gmactitand young health
advocateswith broad expertise in adolescent healthhas brought together leading academic institutions

in global healthColumbia Universitythe London Schoadf Hygiene and Tropical Medicingniversity

College Londarthe University of Melbournandthe! YA @SNERAGE 2F 2 aKAYIG2y 0P
membersbringexperience from Africa, Asia, AustealEurope, the Middle Eastiorth Americaand South
America.They represent diverse diptines including public health amdedicine behaviouraland
neuroscienceeducation, law, economics as wellgitical and sodl science

In Section 1 we consider the place of adolescent health within thedtgse with particular reference to
the health capital that accrues or is diminished across these years. We also consider the global forces
shaping adolesent and young adult health and our new understandiofihealthydevelopment across
these years. Section 2 considéng rapidly changing sociahd structuraldeterminants of adolescent
health andtheir implicationsfor health promotion and preventiorgection 3uses available data on
adolescent and young adult health to provide a global profile that takes into consideratiafiffiaréng

health needs of adolescents as thearuntriespassthrough the epideniological transition. Section 4
summarges a sees of reviews of reviews of our current knowledge base for action in adolescent health,
concluding with an example of matching counlgyel actiondo health needs. It also considers the
different roles of health service systems for adolescents. In Sectimnéonsider models for youth
engagement and for accountability in adolescent health and wellbé@ingl 2 YYA aaA 2y Qa
recommendationsre detailedin Sectiorb.

Adolescencénas historically beenonsideredo begin with puberty ando end with transitions into

marriage and parenthoodlL y (i 2 R & tiefendfoints ar& ditén ess cleaut and more commonly

around the adoption of otheadultroles and responsibilities including the transition to employment,

financial independence, as well as the formation of life partnershifisesesvents occur at different ages

in different parts of the world and so local cultural concepts of adolescence vary gré&atsn this

variability we have adopted an inclusive age definition of 10 to 24 years for this r@gattBoxL

summargesterms that are commonly used to describéghge group. In general we use the terminology of
adolescent and young adults, though in some instances we abbreviate this to adolescents. Given that the
FASER O2YY2yfée dzaSa GKS GSKHNNME NIBRQAILK Sy3y A5 YRS (K |
terms in Section 6.

Definitions of wellbeing are diverse and range from the subjective to more objective. We have adopted a
broad capabilitieshasedapproach to wellbeing emphasisihgR 2 f S ZEp&ryinitids@ achieve
developmentally importangoals(e.g. access to education, opportunities for civic engagement) in the
context oftheir emerging physil, emotional and cognitive abilitiés.



Section 1. Wy Adolescent Healtand Wellbeing

Adolescence hasften beenconsideredhe healthiest time of lifeln most placs, ithasbeenthe point of
lowest mortalityacrosshe life-course, sitting between thpeaksof early life mortalityand of chronic
diseasdn later adulthood. It is an age where many attributes of good heafthat their heighf and from

the perspective of healtiservicesadolescent@appear tohave fewer needs than those in early childhood or
in later yearsThisdominant view of adolescent healtias been theaeasonwhy adolescents and young
adults have attractedolittle interestand investmenin global health policy.

Yet even from apergpectiveof conspicuous health needere has beera shift in attitude towards

adolescents and their healthChanges in the health of other age groups is one reason. Moragfallen
sharply in younger children in high and middle income countries compared to older adolescents and young
adults® By 2013, mortality in 1 to-¢earolds had fallen to around a quartef 1980 levels

(Supplemerairy Figure 1). In contrast, deatims20 to 24yearolds hadonly fallento around 60% of 1980
levels.For this reasommale deathsn manyhigh and middle income countriese now higher in older
adolescents and young adults than in 1 tyefrolds®

Fromthree alternative perspectivg, adolescence and young aduttod has an altogether different
significanceFirstly, health and wellbeing underpin toeucial developmentahsks ofadolescence
including the acquisition dhe emotional and cognitive abilities for independencempletion of
educationand transition to employmentcivic engagemerand formation of lifelong relationships.
Secondlyadolescence and young adulthoodn be seen as thgears for laying down thisundations for
healththat determinehealthtrajectoriesacross the life coursd.astly adolescents are the next generation
to parent thesesame health resensedo much to determinéhe healthy start to lifehey providefor their
children.

The alolescem and young adult years areentralin the developmenbf capabilities related to healtand
wellbeing These emergent capabilitiese dependent oravailableopportunities(e.g. presence of a

school) having theresources to use those opportunitiés.g. family finances that allowschoolattendance)

and for those who have been socially marginaljsextess to second chandgesgy. access to education for
married girls who have left schogf) Adolescents withonger participatiorin education, fewer health risks
andslowertransitions into marriage and parenthoagnerally accruegreater capabilities and resources

for health Converselyarly marriage and parenthood, little education and early exposure to economic and
social adversity NS f A1 St & (2 RHealthafdeapdbilitisySo fogpieatiife Rudzhdm &
with early disengagement from parents and school and high levels of health risk behgrexdict poorer
health and welbeing2 TheSEG Sy G (2 ¢ KA OK ahdyvellbghgsfogisved dzl f Q&8 KSI £ (
compromised during these years hamnsequencesacross the lifeourseas well asnfluencing he healthy

start to life of the next generatio&®

Health capital can be considered the set of resources that determine trajectories of health across the life
course* These resourcgtypically peak during adolescence and young adulth&bgsicalfitness peaks
around the age of 20 and remains high until the early 30s when it declines steadily through to &ld age.
Thosewith the highesffitness levelsn their 20sare more likely to stayphysicallyhealthy througtout life,

with less health servicase as they age® Adolescentcardiorespiratory fithess, muscular strength and body
composition arealsopredictive of lower rates of attause mortality and loer cardiovascular disease in

later lifethanin those who ardess fit'° Adolescence isimilarly central irskeletal healthBone mineral
density, aprimary determinant of later life osbporosis and its complicationgeaks in thdate teens to

early 20$’. In thetwo years of peak skeletal growth, adolescents accumulate over 25% of adultveitime
patterns of physical activity arebolescennutrition important modifiable influences®?

A growingunderstanding that neurodevelopmeeitendsacross the second and into the third decade has
implications forboth adolescent healttand the capacities that underpin wellbeing across theddarse
(TextBox3).22 Many cognitivecapacitiesncrease markedly fromate childhood to peak in the early 20s and

5



then undergo slow decline from the early 38#\nalogous to physical healteducational attainment
between late childhoo&ndthe mid-20sis astrong and independerpredictor of cognitivecapacityin
midlife 2 Thesecognitive reservepredictlater life physicahealthand longevity® andare protective
against cognitive decling. Equallymaturation of theneuralsystems aderpinning emotional processes
may be one reason for higher risks for mental anbdssance use disorders during these yedrghe
maturation of these systems similatigas profoundimplications foremotional development anthe
capacitieghat adolescentdring into theirfuture roles as parents, citizersd workers®

Adolescence and young adulthood aisothe years in which an individual establishes the sociatural,
emotional,educational and economic resourd@smaintain their healtrandwellbeingacross the life

course? The process diormonal changsthat leadto sexual maturatiocommences with adrenarche in
mid-childhoodand continues through puberty. This is a time of adaptation to social and cultural complexity
and the point at which gender differencassocial and emotional styles, including gender rdlgsically
crystallise. So too, thisundationsfor success in the transitions to an independent healthy lifestyle, to
employment, and to supportive life partnerships, marriage and parenthood are laid in these'years.

Conversty, adolescent health problems and health rigk®inishpeakfitnessandlife-time health Sexual
health riskghat result inteenage pregnanciiaveprofound effects on the health angellbeingof young
womenacross the lifecourse. legnancy (anearlymarriage) typically denote the end of formal education
restricts opportunities for employmenheightens povertyandmay limitgrowth in undernourished girls

In many low and middle income countri@gVIC%, adolescents and young adults remain at high fisk
infectious diseaes such as HIV that now commoriigsa chronic coursgwhile othes such as meningitjs
tuberculosisand neglected tropical diseasean similarly havenajorand persistingffects on health social
and economic adjustmerand wellbeing, albeit for different reasoAsA range ohealthrisks including
tobacco and alcohol usgreater sedentary behaviour, diminished physical activity, increasing overweight
and obesity emerge across adolescence and young adultmeddcing fithess and titnately posing major
risks forcardiovascular disease and type Il diabetes in latefiféental disorders commonly emerge

during these years with many persisting into adulthood with consequefocesenta health across the
life-course socialadjustment and economic prodtivity.2° Substance use during adolescence diminishes
fitness, increases risks for many later life rmommunicable diseases (NCRsj heightensthe risk for

later substance use disordetsSome forms ofubstance usenay alsaaffectadolescentognitive
developmentand ultimatelyreducepeak cognitive abilitie&’ 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 taumajorcauseof disability, including acquired brain injury,
leading todiminished health capacity thatersistsacross the lifecourse.

These same resources that underpfa-coursehealthand wellbeingare primary determinants of the

health and development of the next generation of children. Maternal preconception nutritional
deficiencieswhether micronutrients (@. folate) or macronutrients (g. protein energy malnutrition)have
profound consequeres for fetal and infant development with the effects extendinghemnatal andearly
childhood mortality and stunting®® Chronic doles@nt infectious diseasesuch adHIV, and chronic

physical conditions such as Type 1 diabetes mellitus and congenital heart dieepsies proactive
management from adolescence into pregnancy. Adolescent obesity, tobacco and alcohol use, and mental
healthproblems are similarly risks for poor pregnancy outcomesfants as well as in mothef$2° A
possibility of tranggenerational epigenetic inheritance, whedyy preconception influencealter patterns of
gene expressiothat might pass to the next generation, has further heightened interest in preconception
parent health behavioursand nutrition2® From this perspectivénvestment inadolescenthealth and
wellbeingincluding the lifestyles, knowledge, $alcand financial resources for health, can equally be seen
asaninvestment inthe next generatior’

In many countries, the focus of Héapolicy is shiftindrom infectious diseases early lifeto NCDsn older
adults® The life-course trajectories of health capitahd wellbeingare largely set by young adulthood
There is agrowingrecognitionthat early onset health risks, including those for sexual and reproductive
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health and HIV, mental disorders, injuries and later life N€@&sce physical fithessnd wellbeingacross

the life-course. So too early marriage and @athood and lack of education limit capabilities and wellbeing
both during adolescence and across the-tiirse Thecase for optimizing healttiitnessand capabilities

as well asminimizing risks to healtand wellbeing areeasorsto bringadolescets into sharperfocus® So
too is the knowledge thaniequalities in healttand wellbeingestablished by young adulthood persist
account for many of the disparities realth (includingcardiovascular disease, cancer, type Il diabetes and
other NCD$¥ and capabilities later life

Developing Adolescent Brains

Neuroscience is shedding new light on changing cognitive and emotmpatities 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 (Tex‘Bdiuch 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 dendritioutgrowth and synaptogenesis andhign characterised by synaptic

pruning during the second decade that continues into young adulthBabertal processes, including
gonadal hormone changehave been implicated in maturation of subcortical structuréth@imorphic
patterns thatmay be relevant to understanding sex differences in the pattern of mental and behavioural
disorders that emerge during adolescerfé®&leurodevelopmenis alsoconsiderablyaffected by social and
nutritional environmens, as well ady exposures, such as substance bse.

AdolescenneuroR S @St 2 LIYSyYy G KI a T I Nind\NdBlledr& &f soeial envradindsdnl G A 2 v &
health: Thecapacity for greater social and emotional engagement that emeasigmsndpuberty is likely to

have had adaptive advantages in thacialcontexts in which modern huams evolved? Plasticityin
neurodevelopment undrpins the acquisition of culturally adapted interpersonal and emotional shéts

are essential for the more complex social, sexual and parenting roles that until recently occurred soon after
pubertal maturation? These biological foundations of adaptive learning also underpin the acquisition of
health and human capital from late childhood through to young adulthdddwever the social networks

and rolesof adolescents todagiffer markedly from those of earlier, historical environments. The quality
securityand stabilityof social contexts in which younger adolescents are growing up is likely to be
particularly important for the acquisition of skills in emotional procesaingj social cognition (e.g., the

capacity to infer the thoughts, intentions and beliefs of othéfd).is perhaps not surjging thatlate

childhood anckarly adolescencarethe time in which the first symptoms of most mental disorders

commonly emerge.

The ways in which adolescents make decisions, including those affecting their health, differdsaufth

older adults. Oa notable difference is the effect of peer presence that affects the processing of social
information, with a consequent greater sensitivity to reputational enhancement and dafiddes
characteristic develops in the transition through puberty and is again likely to have had adaptive
advartages 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 otfdtss one reasonvhy adolescents

spend increased time with peets.

In a contemporary context, there are often marked differences betwgesr and family values. The great

salience of peers means that for adolescents, peer influences on tealtivellbeingare greater than at

any other time in the lifecoursel®8¢ KA a4 aSyaAiridArogAiaide G2 LISSNER Ay- RSOAa.
oriented entertainment and marketing. In this way the die particularlysocial mediashape attitudes,

values and behaviours in this age group more than any dthgheY SRA I Qa4 O2y G NR o dziA 2y |
sexual heah risks in East Asian citiger examplejs equivalent to the influence of peers, families or

schools? 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.



Adolescentdoth seek out anére more influenced by exciting, arousing and stressful situations when

making decisions when compared to aduit®ut another way, adolescents differ from adults in their

capacityi 2 2 FSNNA RS WK2(0d SY20GA2yaQ dGKFG FNARAS Ay SyY2i(/
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adolescent behaviour. It is an important reasonywhlying on condoms for contraceptioends tofail. It is
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emotional context are important. One example is long acting reversible contracep#dd@syuch aguUDs

and implantable contraceptives. The effectiveness of LARCS (that have a 0.2% per annum failure rate in
comparison to 18% for condoms) reflects their consistent presence regardless of the sexual and emotional
context.

Adolescentpredisposition to sensation seeking is relevant in considering the effects of the digital
technology revolution. Adolescents are rapid adopters and-bigth consumers of exciting digital and social
media? Girls tend to use social media more than boys, whose fizcomre likely to be on gamirig.

There are potentially great benefits from strong sodalital connections during this time, but these same
media carequally amplifyvulnerabilities from intense emotions These vulnerabilitieare already

apparent in shifting risks for violence, mental health, suicide anehseth across adolescencé Extremist
groups are increasingly utilising social media to offer prospects of adventure, belonging and fulfilment that
many adolescents fthmissing in ordinary life.

Ultimately actions to support adolescent health, development and wellbeing should consider decision
YI1Ay3d LINRPOSaasSad 'y | R2tSa0SydiQa LISaNdBehdéenzy 27F
short- and longterm goal setting® Supporting an adole§&cy G Q& O LI OAGe G2 YI 1S NBT
O2y&aARSNAY3I NR&ala YR 02yaSljdsSyO0Sas Kprragresieyy OF f €
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health. These strategies are particularly important for socially marginalised adolescents such as adolescent
girls in contexts of gender inequality idtan important reason why there is value in creating opportunities

T2N) I R2t S40Syia (2 SESNDOAAS aStFTnRSGSNX¥AYIGAZ2Y (K
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Thedemographic transitioand changes in adolescence

The demographic transition describe©& dzy §htEamanigh birth and death rate® low fertility, low

mortality and longer life expectancy. The process comes aboutesult of economic develapent. The

demographic transitio® Sy Ay YIlyeé 2F {2 RH®&QfertheAndustriakh y O2YS 02
Revolutionandis now proceeding rapidly in mosbuntries It is typically accompanied by an
epidemiologicatransitionwith reductions in maternal mortality, falling rates of infectious disease and
greaterchild survivainto adolescenceThe combined consequences of the demographic and
epidemiologicatransitions has been thesurvival into adolescence of thargest colort of adolescents and

young adultsrelative to other ages, that the world has ever s¢eigure 1)The 18 billion people aged 1-0
24nowrepreseti Hm: 2F GKS #2NI RQa Ll2LJzZ | GA2Y

The demographic transitios, in turn, linked to a decline ithe ratio of dependentschildren and the
elderly) to those in the active workforce. Thisvered dependency ratigresentsa potential demographic
dividend forcountriesto expandtheir economies and reducpoverty. While the demographic dividentias
nowlLJ- 3a SR T2 NJ YIGyistll Fahda@oRradyoiv income countriehe health and
human capitabf (i 2 R ladbl@s&entsvill be adeterminant offuture economic and social developmeint
these countrie.®

Accompanying the demographic transition have been changes in adolescence that affect the significance of
health andwellbeingduring these yearsOneconsequence ofhanging patterns of childhood infectious

disease and nutritiomas beera fallin the age of onset gfubertyin many countries®® Conversely

transitions to marriage and parentho@de taking place lger thanin previous generationsfs a result,
adolescencenow takesup a larger proportion of the lifeourse than ever beford his expansioralso
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places adolescence more centrally in the creatiohexdlth and human capital than ever beforéhe

greater duration of contemporargdolescence, particularly in the context of rapidly changing consumer
and youth cultures, increases tipessibility of heah risks emerging during these yeansth detrimental
consequencewell into later life

Over the same period thahe age ofonsetof puberty has fallen, therénas been a striking upward
extensionin the agesat which adult social roles and responstl@s are adoptedn many countriesin pre
industrial societiesthe gap between physical maturation and parenthood was generally arwagears
for girls andour years for boy$? In these contextsdolescence was naspeciallyrecognised athe
distinct phase of lifehat it is now in most high and middle income countrisBmanyHIG, first marriage
and prenthood now commonly occur 10 b years after the onset of pubertindeed a transition to
marriage in many places is being replaced by other forms of stable union, inclueliadpitation and
samesex relationshipdnter-related drivers of this upward extensiarfiadolescence include economic
development, industrialisation, length of educatiand urbanisatiof* Commonly, here are differences in
the timing ofthe transitions into marriage and parenthood between adolescents in wealthiasn
settings compared to those in poorer rural settingspecially itMIG. In a growing number of countries
wheremarriage and parenthoodre verydelayed omwhere it is no loger rare for marriage or parenthood
not to occur, theseeventsno longer sigal the end of adolescenc&.So too taditional linear sequences of
social role transitionsuch adinishing school, getting a job, getting married and having children
increasingly less well definéd.

These changes the timing and duration o&ddolescencdavebeenaccompanied byramaticalterations

in patterns of health riskThis is particularly notable around sexual and reproductive healtiel#yed
transition into marriage and parenthood in high and middle income countries has brought great benefits
for young vomen. When accompanied witieady access tmoderncontraception, good antenatal care

and, when necessaryegal andsafe abortion the shift has brought extraordinary reductions in maternal
mortality and morbidity It has also opened opportunities to exieducation and take advantage of social
contexts well beyond the immediate family and village. This in turn brings greater maturity and experience
to later parental rolesin addition to thehuge contribution to economic developmer@onversely arlier

ace of first sexual intercourse and later marriagev@widely created new vulnerabilities. This is clearest
around sexual health wherepattern of pre-marital serial sexual relationshipseates gperiod of

vulnerability to STIs ahunplanned pregnancdy Thesechanging patterns of risk may Iherther heightened
with the availability ofnew social medishat promote casual sexuaitercourse®*

The demographic transition has also been accompanied by a shift in nutrition from-nattéion and
growth stunting to increasing rates of obesity. Firstits and now inLMIG, there has been a dietary
switch towards greateconsumption of foods high in added sugars, salt and unhealthy fats, and low in
important micronutrients. Combined with decreases in physical activity, these patterns have fuelled the
global rise in obesity.

In the pasttransitiorsinto marriage and childearingwere assumed to be a safe havas they were
accompanied by & Y I (i dzNJeélh risks dxrifhéengfits including reducetbbacco, alcohol and illicit
substance usegparticularly for young mef®. Yet, for many young women, the transition to marriage is
accompanied by increasing sexual and reproductive health risks including HIV and sexually transmitted
infections, interpersonal violence and menth$orders:® With delayedand falling rates of marriage, as
well asa growth in co-habitation andother partnerships, historicbenefitsof marriageon health risksare
likely todiminish.Moreover, becausadolescents in many countriesitiate health riskbehavioursat an
earlier agethey are increasingly cominig marriage angarenthoodwith more established andeavier
patterns of alcohol and other substance use addiional change is the increasing participatimfrgirlsin
thesesamebehaviourswith continuity into the childbearing yearsin the absence of pregnancy planning,
this creates distinctrisks fom the periconceptioral phasegle.g. fetal alohol syndrome}through tothe
post-natal period (e.g. SIDSY



Resubmissiobraft: Lancet Commission on the Health and Wellbeing of Young People

Section 2. Babling ancrotectivesystems

Adolescent development takes place within a complex web of family, peer, school, community, media and
broader cultural influence& Pubertytodaytriggers greateengagement beyontl y A Y RA @A Rdzl f Qa
with a shift to peers, youth cultures and the social environmsenéatedand fosteredby new media. This

wider socialengagement is an important aspect of healthy development in which young peopléngest t

values and ideas which Y)ashaped theirchildhoodlives? Not only is he range of social influences

greater and more complebut anextendedadolexence increases tliredurationand significance

.S@2yR t20It YR ylIGA2ylIf GNBYRAX LR2gSNFdA 3IJt201
society, health and individual developméfifthese include growth in educational participation, global
patterns of economic developmeraind employmenttechnological change, changing patterns of migration
and conflict growing urbanisationpolitical and religious extremisrandenvironmental degradaon. The
adolescent and young adult years will be increasingly shaped by these global shifts, for better and for
worse.For example, gwing up in urban settings may lessen family poverty and bring better access to
education and health services. Conversélynay heighten risks fanental health,substance use, obesity

and physical inactivity. Urban migration may involve whole families, parents or young people alone,
bringing different degrees of separation from the support of family and community. Féesbmts living
outside of families, urban settings can bring additional risks of sexual exploitation, unsafe employment and
human trafficking.

¢KS RAIAGFE NB@G2fdziAz2y KFIa GKS LRGSYGAFE G2 GNIya
adolescentslt has brought mobile phones the great majority of young peopleven in LMIE®® The
potential benefits in terms of economic development, education, health care and promotidenadcracy
are great®® For adolescents and young adultew media promoteaccess to an extended social network,
without geograplic or cultural constraintsTheybringthe potential forengagement witmew ideas and
like-mindedindividuals Yet the digital revolutiomlsobringsnew risks for adolescent healtbigital media
have extended the marketing ohhealthy commoditieand promotedstronger consumer cultures which

in turn affectlifestyles healthand wellbeing® Access to global media may accentuate the experience of
economic disadvantagesadolescents come to understand the extent of material advantage elsewhere.
Online safety has emerged asuather concern, especially for younger adolescents. Experiences of-cyber
bullying, groomindor sex and radicalisatioisharing of sexual images asokcial contagion around self
harm, mass shootings, radicalisatiand eating disorders haveétpotential to cause great harf.So too
rising rates of adolescesteep disturbace aml addiction to gamindpave beerinked to the new medi&?

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 chamgg diversityin exposure to
social determinants, particularposemaost proximal to young peopléigure2). The influence of families
remains strong, although family relationships change markedly wigh2 S Z©aey dagachy for
autonomy.Inequalities related to gender, ethnicity, and sexual orientationdasefurther from puberty+?

Young people growing um contemporary societiediffer in fundamental ways from those of past
generations’ Key amongst these globalye changes in the structure and function of families, greater
engagement witreducation, and greater exposure to media influences. Eadfunction agn important
enablingand protectivesystem for health.

Family function, structure and adolescent health

Families provide therimary structure within which childremre born, grow and develop and from which
adolescents transition to adult livésFamilies are thenain protectiveand enabling settinfpr childrenQ a
health, growth and welbeing Economic developmenhasgenerallybroughtchanges in family structure,
stability andpatterns oftransition to the next generation of familie®arents have fewer children, allowing
greater investment of familyesources for each child.Smaller families mean parents can afford to invest
more in educatior?? This is important ithe context where élayed transitiorinto marriage and the

10



Resubmissiobraft: Lancet Commission on the Health and Wellbeing of Young People

formation of the nextgenerationof familiesnecessitates longer period oparentalinvestment. In the
next 10 yearsspending on education is projectdo grow fastest in countries with the most rapid
economic development and declines in fertilityGlobal changes in the transition into marrisaye
illustrated in supplementary igure 2 with countries outside of suSaharan Africa and south Asia having
largelymovedaway from early marriage. the majority ofremaining countries with high rates ohild
marriage there issoa trend to later marriage.

Families take an increasing variety of forms. In most countries, a majority of adolescentg stilhiome
with two parents. G-habitation of parents rather than marriage is increasingly common, especi&iCis
where there is also less stigma abourtgde unmarried parentsParental relationships have become less
stable with parental separation now common in many countries. Together with declines in marriage,
parental deaths from HIV in some countreasd parental migration for employment in otherdydre has
been a global trend towards more single parent familidsiving with only one or neither parent is now
common in much of sulBaharan Africa and Latin Ameriéé In Asia, the Middle East, st8aharan Africa
and Central and South America, large numbers of adolesoemidive withextended family members
rather than parents?

InHICs, rany experience parental divorce, remarriage or chaingshabitation during adolescence. In
North America and Europe, around ofith of adolescents now live in single parent househdidBy 2030
single parent families will make up 40% of families in many countriésincreasing numbers of single
parent families may increase adolescent exposure to poverty and lower uptake of edu€atamily
instability is linked with poorer outcoméder adolescentsncluding teenage parenthood, early marriage
and later lifecourse trajectories that arthemselvescharacterised by family instability2°

Puberty brings major shifts in parenhild relationships, with increases in both conflict and distance as
adolescents seek greater independence and more auton8iBuch changes in parenhild interactional
patterns are normal but parental difficulty in managihgse changepredicts adolescent health risks.
Parentingcapacities, such as those around monitoring and supervision of activities, are important for
reducinghealth risks’ Beyond this, families are likely to play a central inlaowadolescents learn to

respond to new emotional experiences that ememeand around puberty Both parents and peers are
important reference points for the adolescent in learning how to respond to more intense experiences of
sadness, anxiety and anger. The extent to which pararmgsble to express and respond to emotions is

likely to have a major effect on this capacity in their adolescent chiléren.

Familiesalso have the potential to harnramily norms magromote gender inequity andttitudes

towards violence with profound effects on identity development, reproductive health, mental health and
risks for violencé? Female genital cutting or mutilation is common across Africa and the Arab World, often
perpetuated by families fronsultural beliefsthat it is necessary torppare girls for marriag& 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 themsalfe

Inthe context ofsuchsecular changgin families andhe greater complexityf adolescent social and
emotional development, there are importaguestions about whiastrategies might best support families
to nurture adolescents? Surprisingly, ther&éavebeenfew systematic stuksof 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 healtnge, ad mental health
(SupplementaryTable 2) The vast majority of identified studidocussed on younger children wibant
evidence around families of adolescentdost of thesefocussed on the effects of pareatdolescent
communication. There is limited but consistent evidence that paestolescent communication
(particularly motherdaughter communication) about sex delayed initiation of sex and promoted
contracepton use®’ Better parentadolescent communicatiois also linked to adolescent sedkteem and
seltworth,28 better social functioning? and fewer mental health problem$.For LGBT youth, supportive
parent-adolescent relationshipare protective against riskgehaviours® Limited but consistent evidence
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indicates that lower family soméconomic status and parental education are associated with higher rates of
teenage pregnanc$:Adolescents living in neimtact families or families with problems have higher odds
of suicide, substance abuse, depression, eathg problems?

Given that families and parents remain the most important figures in the lives of most adolesberiessk
of rigorous esearch into family influenseon adolescent health and wedlingis a strikingknowledgegap

Education and adolescent health

Education is a powerful determinant of adolescent healtid human capite>?2 Those who are more
educated live longer lives with lesshialth. This is true in both rich and poor countries and is likely to be
causaP? In HICs the benefits are generally greater for women than men, particularly in terms of mortality,
selfreported health, mental health and obesityAmongst adolescents in LMi®@ighereducation is
associated with reduced teenage births and older age at marffalgducation also has interenerational
effects; improed education for women may account for up to half of the global improvement in child
mortality since 19762

To date, esearch on the value of education for health in L8H&s largely focused on eadhildhood and

primary education® There has been little study of the benefits of secondary education for adolescents in

LMIG, despite a dramatic global expansion in the length of education in the past 30 Faame3 shows

estimatesof globaleducational attainment. Young women aged 15! years had a global average & 9

years ofeducation in 2015 in comparison te9years in young meNJA Y I NB S RdzOF GA 2y 2y f &
years of education) was the norm for young men in 22% of countries anddogywvomen in 8% of

countries Lower secondary education-{® years of education) was the noim34% of countries for

young men andn 18% for young womerpper secondary or beyond (11+ years of educatisadthe

norm in 44% of countries for young men and 56% famgpwomen?’

The health benefitof secondary education for adolescents have been poorly studied insLMIKIG

there may bea threshold effet at the upper secondary level feeltreported health, mental health and
alcohol use, with little additional benefit from tertiary educati&n.With primary education now
widespread in LMIS expansion of participation in secondary education offers an achievable strategy for
improving health across the lifeourse and into the next generatidfln countries that already have high
secondary education participation, fitating schools to more explicitly promote health has the potential
for leverage above and beyond the health benefits of educational participation alone.

We used recentlata on average years of education for young men and young women ag@dl yigarsor
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 h@aljlare 4 Supplementary
Fgures 3, 4 & §. Srong associations were found betwn the average years of education for-2% year

olds andadolescenbirth rates, allcause and injury mortality amongst-1® year old males and females,
and maternal mortity amongst 1524 year olds.Each additional year of education for girls was asated
with 9-2 fewer birthsper 1000 girs pa. Countries in whiclyoung womergenerally attended lower
secondary education (i.e. receivedl8 years of education) had approximately 48 fewer births than those
with primary educatioralone Those where mostoung women obtained upper secondary education (11+
years) had an average of 68 fewer biftt@00 pa(Figure4). We then modelled the impact of trends in
education onadolescenfertility from 1990 to 2012Both economic development and increases in
educdion were independently associated withtal birth rate. Each additional year of education again
decreasedhdolescent birth rateannually by & birthg1000 paacross all countries when adjusted for
growth in national wealth Accelerating investment® 12 years of education for girls would bring very
marked reductions in total adolescent birtates Qupplementary Figure)s

Higher average levels of education were associated with lower agkallescenmortality in both sexes,
injury mortality (male only) and maternal mortality, after adjustment for national wealth. Each additional
year of education was associated with 13 fewer dedth1519 year oldooyd 100,000pa after adjustment
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for national wealthwith asimilar but smaller association fgirls. For young women 124 years,
pregnancyrelated 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 fewe maternal death&L00,000 pa in 15 to 24 year old$ter accountig for national wealth

We identified sixcohorts from LMI€in which it was possibl® examine theassociation®f seconday
educationparticipation withhealth FEgure5 and Supplementary gure6). In eachwe estimated the
association between participation in lower or upper secondary scbmoipared with attending primary
school on a range of health outcomes, using structural marginal maddisontrolling for arange of
potential confouners. In each cohorthigher secondary completion wassociated witthealth
independent of wealth, age, sex, parental education and cognitive albilipne cohort in the Philippines,
adolescents with later secondary education had a gretiten 50%ower rate ofvarious health problems
(Figure 5) The benefits were most consistent for mental health, alcohol use and sexual Haedhite
being based on observational data, tbensistency across cohodsipportssecondary education asmajor
resource for adolescent health ameelibeingextending across the lifeourse.

Characteristics dfealthpromotingschools

We reviewed evidence from existing systematic reviews on the school characteristics predictive of health

for young peopleacross all country typg&upplementaryText Box 1) We addressed th& T F SOl a & 0K 2 2
environments (i.e. physical and social environment, management/organisation, teaching, pastoral care,
discipline, school health services, whalghool health promotionad extracurricular activitiespn
violence,substance use and sexual healiiie focused onhese outcomess eachs common, almost

entirely initiated during adolescence ahds substantial consequences for health and wellbeing.

The traditional way in Wich schools address these behaviours is through health education delivered in
classrooms, for which there is established evidenceraflsto moderateeffects- althoughimplementation
is often patchy anceffectsnot sustained?® Theways that schools operate more widely have great effects
on healthand wellbeing® For this reasomctionsthat addresghe schoolenvironment are more likely to
be effective. Ad OK2 2 f Q& &xiea thlidgshyskgl andsocial environment, management and
organisation, teachingliscipline pastoral careschool health services, whaekchool health promotion and
extra-curricular activities

We found clear evidence thatpositive school ethos mssociatedvith health(Table ). One medium
quality review® found that in schools where attainment and attendance are better than would be
predicted based ostudent sociedemographic factorgates of adolescent smokinglcohol use andrug
use and, irone study, violence were loweAnother medium quality revieWt found that student
connection to school and to teachemasassociated with reduced drug use, alcoluseand smoking. A
low quality review?? suggested there were lower rates of violence in schools with positive stitdanher
relationships, with students wharere aware of rules ad aceptedthesewerefair. A further low quality
review:® that specificalljfocussecon outcomes for LGBT students found that schools with more
supportive policies had lower rates of victimization. Ewelencearoundschoolcharacteristics affecting
sexual health were insufficient to drafivm conclusionsExpansion of secondary education in countries
with highadolescenfertility and sexual health risksiggests thathis isanimportant questionfor research
and evaluation.

Thehealth and wellbeindpenefits of expansion of secondary edation accrue through multiple

mechanisms, including healthier behaviours, greater cognitive capacity and longer productive adult lives for
the current generation, better health and lower mortality amongst their children and overall greater
productivity n the future workforce’? However, nany forces operate to exclude or divexdolescents

from secondary educationProminent among these atthe costs of education and the opportunitysts to
families of the loss of adolescelatbour, especially in rural areds. many LMIE poor adolescentsreless

likely to attendsecondary schodf* Most interventions to increase access to and retention in education

have been in younger adolescents, largely in primary schools. Scholarships, school fee redastions, ¢
transfers conditional on remaining in school, decrease in grade repetition, school proximity and mother
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tongue education areost dfective actionst>% Freeschool uniforms and abolishing school fees are
amongthe most costeffective interventions, while school meals, financial support to pateather
associations and cash transfers are less-effetctive. Building schools close to students is -@ffctive as

one school can serve children for many yeldrsAddressing 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 \abilitiés)are

critical to closing equity gapgs’ There is also a nefor greater noAformal or flexible learning strategies

for children without access to mainstream educatiew., child labourers and married adolescents who

have left schoolj

Schoolsn higher income settirghave come to b@iewedmainlyasa system for increasingcademic
attainment. International metrics of student attainment (e.g. the Prograniardnternational Student
Assessment or PISR)are being used to manage the performance of schools and publish data to inform
LJ- NB y i a fschéois 2Arhi©cBnteRt, thae is ariskthat schools wilde-emphasise thie essential role

in social development, marginalise health an@and healthrelatededucatiort'® and potentionally

undermine mental health. Particularly for low achieving students, a narrow focus on academic achievement
diminishes setesteent'! and increases student disengagement, a predisposing féat@cademic failure,
poor mental healthsubstance use, violence and sexual $iSk Potentially harmful directios in current
educational policyhat overly focus on academic performanoeuld be mitigated by including health and
wellbeing indices alongside educational attainment metrics in school performance management systems.
Ultimately, promoting education and health are synergistic goals, both of whiclessential fowellbeing
andgeneratinghuman capitalhealth and wellbeingnterventions boost educational attainmemnthile

education boost healthand wellbeing**

Transition into the workforce

The workplace has historically been a major social influence on health froraduldscence. A reduction
in the number of 124 year olds working has followed incredsetention in secondey andtertiary
education® Yet in LMI§ many adolescents less than 15 years of age still work. Of thesgbstantial
minority work in hazardous occupations with poor Hlag earning prospects? Over 475 million young
people aged 15 td7 years are estimated to work in jobs that expose them to environmental hazards,
excessive hours or physical, psychological or sexual abugeung women are more likely than young
men to have difficulty finding safe and stable work in #h@zardous occupations?

Longereducation and reduced exposure to occupational health hazards have both had positive health
effectsbut new risksare emerging related to unemploymenflransitioningfrom educationinto the
workforce has become more diffictiitt many countries®! Transitions ar@ow slower with a poorer
selection of jobsMany young adults are in unstablaformal employment or unable to get joB&.Global
youth unemployment is estimated at B26, with youth almost three times more likely than adults to be
unemployedt® Those who leave school to be unemployed or inadMeET: not in employment,
education or training) make up around 13% of the youth population across the OECD but up to 30% in
rapidly developing LME3uch as South Africa and Indiad close to 50% isome OECD countries such as
Spain and Greecé’ Those who are NEET at the end of schooling are more likely to have lower earnings,
greater unemployment and employment instabjlihrough adult lifett® Poor health and difficult
transitions into the workplace go hand in hand; those who are NEET have high rates of mental health
problems, suicide risk and substandmiaell®2°

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 wiideing#2 Modern adolescece differs markedlyfrom a preindustrial context

in both the number and diversity of pee¥s.Later marriage and parenthood and prolongation of education
have acted to expand the role of peers witlthe lives of adolescents. Social medige further expanding

the role of peers anglouth cultures in the lives of adolescents across all countties.
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Peers may have strong positive or negative influences on adolescent kédtther connection, peer
modeling and awareness of peer norms can be protective against violence, substance use and sexual
riskst2* Equally, peesmay also increase riskwith peer participation imiskbehaviours likely to increase
smoking initiation and persistence, alcohol initiation and use, sexualaigkviolence:2>12° Other peer
characteristicssuch as sexual partner communicatiand negotiatiorskills influence sexual and HIV
risksiz412/

Social media further extend the influence of peers on hegftnline spaces have changed adolescent
developmental tasks such as relationship and identity buildihggh were previouslynainlynegotiated in
faceto-face communications with peetst For many adolescents, identity formation incorporates local
influences with new elements derived from global culture, particularly youth cultdf@here iscontinued
debate over whether exposure to digital media, including a greathanded social network, may adversely
affect adolescent social, emotional and cognitive developni&niio date, thedevelopment othe new
media haseen so rapidhat researchefforts to understandtheir effects havefailed to keep pace with

their growinginfluence.

There is, however, little doubt thatapid 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
consequencefhaslagged far behinanarketing practice. To assess current knowledge anduthe 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 opasityg diverse strategies (Table 2)

Although most research is aroundtitional mediawe extended to reviews odigital media where

available upplementaryText Box 2)

The evidence around the influence of marketing through traditional media on azkesobacco use is
compelling Point of sale advertisingnd smoking magery infilms had the clearestevidence There is
moderate evidence around the importance ofgking imagery imther settingsincluding television and
magazins particularly among girls. A range of factors linked to marketing and media useaigere
predictors of tobacco initiation with the strongest evidence arowmdhership of a promotional item

There was moderately strong evidence for marketing affeaiieghol initiation, consumption,
maintenance and heavy drinkind®epiction ofdrinking inmovies, telgision, music and rap videos
advertisements in magazingsoint of sale displaysndadvertising on radio and concessional staatls
promotional eventsll had effectsin general, the effestof multiple media exposuresn alcohol
consumptian weregreater than fo specific individual media

Links between marketing aratiolescent obesitgre less well definedn part due to the greater time lag
between exposure and outcom&et links between marketing and intermediate outcomes thatstrengly
predictive of later obesity are cledfoodimageryin televisionimagery in filmsand point of sale
advertisinghad moderate evidence fautcomes includingood choiceand amount Overall media usg€rv,
computer and video games) shedthe 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 Figguent viewing of sexual ment

on TVhas moderate evidence for an association with early sexual intercourse and increasing levels of non
coital sexual activity. Therevgaker evidencaround associations betweeaxposure to pornographgnd

early sexual debuthigher number of lifetime partnerand higher risk sexual activity suchesgaging in
unprotectedanal intercourse

Most studies on the effects of marketing have been instdiRere there is soligvidence of the effects on
adolescent health risk§ew studies have extended either to LMIi to new media. Yenidustries which
haveuntil recentlylargelyused traditional marketing media are now utilizing digital media to promote
unsolicited content and acertise their productsThis marketing extendseyond national borders and
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moretailoredto individuals. Givethat marketingislikely to becomesvenmore powerful and increasingly

cross national borders, policy responsgdoth national and global levedse necessary. Thé/orld Health
Organizaibn Framework Convention on Tobacco Control (FCTC), now ratified by 180 countries, provides
perhapsthe bestindicationof what may be needed(et even strategies such as these may be ineffective in

the face of international trade pacts that protect theenests of global corporations KS| R 2 F | 02 dz
capacityto implement regulatorycontrolsi! There is need to both extend current global health

frameworks to other unhealthy commodities and asséo essential health goods and enstirat these

areincluded in international trade and investment agreemefs.

Legal frameworks

Laws affect adolescent and future health by govertiath access to resources for health and protection

from hazards. Some specifically address health (e.g. access to healthcare including effective contraception);
others address health risks (e.g. consumption of alcohol, access to tobacco); andookiiersssocial

determinants of health (e.g. age of marriageotection 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 fortexequate and inconsistent lab

frameworks can powerfully affect the health, rights and potential of adolescents and young adults.

The complex articulation of legal principles of adolescent capacity

Courts have long recognised varying levels of adolescent capacity in deuafomgand the need to

protect adolescents by taking age into account. However, it was not until the twentieth century that more
consistent adolescent legal frameworks emerged at the international level. Thellrig®l Nations

Convention on the Rights of the @hjUNCRCjecognised children as bearesEhuman rights rather than
parentalproperty, with liberties and responsibilities appropriate to their agét states that when

adolescent freedoms and liberties are restricted, such imposition shmilwbnsistent 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 dezikiog.

The great majoty (195) of counties have signed and ratified théNCRC with the United States and

Somalia notable exceptionBespite this, there remains great diversity in adolescent legal frameworks. We
selected six countries with varying wealth, geographic loaaticultures and religions to illustrate the
differences in legal frameworks and their implementatigseetable 3and supplementary table)l

Variation in the ages at which these protections or acquisition of rights apply are slowly becoming more
uniform. Rights may be applied differently according to sex or sexuklityexample, Wwere

homosexuality is legal, themay bea higher age of consefibr sexbetween samesex partners:*
Notwithstanding some changes in response to WWdCRCmajor differences persist across and within
countries that profoundly affect the healthightsand life chances of adescents.

Prevailing legal frameworks fail adolescents both in their framing and implementation. They reflect neither

the principles of th&JN w/ 2 NJ I (K2dAK{i¥FdzA FaasSaaySyid 2F | R2ft S
Rather, theymirror historicaleconomic, soial, cultural and sometimes religious priorities of the State, as

well as traditional assumptions about what is necessary to protect adoles€&nts.some areas where

legislation has a proven role in protecting health (e.g. minimum age to smoke tobacco, working age), laws
commaly do not exist. In othersuch asdgal 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 vith plural or multiple legal systems allow various sources of law to govern, including English
common law, French civil or other law, statutory law, caséoy law, and religious law afut practice=®
Although international conventions havergtoibuted to national consensus arorms and statutory laws,
other laws commonly dominate practice. Customgaand religious laws enjdyndingstatusin law or
practice inmostcountries in the African region and a number in Asia and the AmeficHsese laws
permitthe persistence ofultural and religiougustoms and practicesome of which are discriminatory
andhaveprofoundhealth effects
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Child marriage violates many internationally recognised ridite.Convention on the Elimination of All

Forms of Discrimination against Women (CEDAW) req8tassto 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@pacity to understand the meaning and responsibility of marriage, to have
accesgo full information about her future spouse, knowledge about institution of marriage and her right

to exercise a choice about whether to marry, who to marry, and when to mi&@onsent to marriage

cannot be free and full when one of the parties involved is insufficiently mature and experienced to make
an informed decision about a life pagr2? Yet15 million girls around the world marry each year before

18 yearsi®? In developing countries, orthird of grls are married before 1,8and one in nine before 15

yearsitt

Girlswho marry youngface diminished opportunities for education, greater sexual exploitation and
violencethat can sometimegxtend to enslavementChild brides are also exposed to health risks from
early pregnancy, have greater maternal and infant mortality and heightenburability to HIV/AIDS and
other sexually transmitted diseasé&S. Thirty-four countries permigirls to marry below 18 years. Some
still permit marriage below 15 years, and a few specify no minimum“‘agan even more important
barrier to progress around child marriage lieshe tliscrepancy between legislation and actual marriage
practices, largely the result ofegal pluralismAt least 40 countries allow customary or religious law to
override specific age of marriage legislation. Even in countridsh have ratified internaibnal rights
treaties applicable to age of marriage, loopholes exist for laws and practices in personal, family, religious or
private mattersIn many places an absence of marriage registration is a further barrier that limits
monitoring of implementatiorof international treaties. Thearriers to implementation are further
illustrated in the case examplesText Box4 andSupplementaryText Box 3

Developmentally informed legal frameworks

More rational legal frameworks governing adolescents would tmkater accountof evolvingadolescent
cognitive and emotional capacitidSevelopmental neurosciends beginning tmffer new insightsnto

I R2f S& OSy (i Wih acddsd tih kBowledgtsey demonstrate similar or even greater cognitive
capacity than adults to make good judgements in calm and emotienallyral contexts® Yetin
emotionallychargedsituationsof stress or excitement, particulanyith peers, emotiongre more likely to
drive decisiommaking¥1%4 Adolescents are also oftenore influenced by shoiterm than longer term
outcomes.In other words shorterm, emotionally-driven rewards have a greater influence on adolescent
and young adult decisiemakingthan in adults*

A capaity for consent (or competencélasa basis in evolving cognitive and emotional capacities, as well as
knowledge and experiencé: Legal frameworks shoutdke both factorsinto account inframinglegislation
aroundage ofconsentb wWSAGNAR OGAY 3 |y IiRiBeteBrajdBigdiremitheiNgreatri (2 &
vulnerability to poor decisiomaking 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 protectingdolescents from harnmegal frameworks should alsupport and promote
adolescent autonomyDevelopmental neurosciengerovides some principles férow legal and social

policy frameworks could operate more effectively for adolesce@sen knowledge, ad 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 shedilelct these evolving cognitive and
emotional abilitieswith ageappropriateautonomy, 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 safeguandd supportfor decisions made inontexts where heightened
emotion affects the choicesn adolescenimight make. This includes many decisiansundsubstance use

and sexual behaviourBermitting access to effectivantraception(e.g. long acting reversible
contraceptivesfor thosesexually activaunder 18isoneexample2 ¥ K2 ¢ GKS 1 g OF y LINE
health. Lastly, the capacity for adolescent learnstgpuld be exploitedhroughgraduated legal and policy
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frameworks. This includes supporting skills and glenimaking aroundriving {Text Box 5), and preventing
custodial sentencefor young offendergText Box 6).

Section3. The Global Health Profile of Adolescents and Young Adults

The epidemiological transitiomas changedhealth profilesacross alhgegroups.Adolescentand young

adults have also benefited from the control of infectious diseases including diarrhoeal disease, lower
respiratory tract infections, tuberculosis and malaria. So too adolescent girls and young women have
benefited from gains in maternal healtthough there is ongoing debate as to whether gains have been as
great in this younger age grod{f.Yet the epidemiological transition has commonly brought an increase in
other health problemsf adolescents, including road traffic injuries and suicidé&® In some contexts,

such as Latin America @fastern Europe, theggoblemshave extended to homicide, mostly in young
malest*® Although young men are the main perpetrators and victims of homicide in these settings, young
62YSyQa tAGPSA | NBE LINBRBF2dzy Rt @ NB a4l Tha [DKag Rith@éonomig (i K
conditionsis evidentin the rise of mortality and alcoheatelated disease burden in Eastern European
countries following the fall of the Soviet Unionlif912° A high proportion of young males competing for
limited economic opportunities is also liketybe a factor underlying theecentcivil unrest and armed

conflict across the Middle East, North Africa and-Salvaran Afric&!

Other adolescent health problems become more promingumting the epidemiological trait®on. Mental
health problems, includingelfharm and suicideassume greater significance. In part thikkisly to reflect
their greater prominence after reductions in infectious, nutritional and sexual and reproductive health
problems. It may also, in part, reflectraie increase in the prevalence of adolescent mental health
problems that habeen describedn recent decades in developed economigMental disorders
commonly haveheir onset inlate childhood and adolescencBecause many persist into adulthood,
adolescenimental disorders make a greater contribution to adult disease than ever béfore.

HIV is a further reason why adolescents and young adults, particularly in southern and eastSahaun
Africa, have so far seen fewer benefits from the epidemiological transition. The burden of HIV has fallen to
a large extent othe young New infections are largely concentrated in young adults, and adolescents and
young adults have natxperiencecequivalentmortality declinesrecentlyseen inother age groups>?

With ageing populations and a convergence to a disease burden dominate@bygn later life, adolescent
healthrisksassumegreatersignificance> NCD risk¢hat commonly emerge during adolescence include
tobacco use, physical inactivity, obesity, alcohol and illicit substance use and podVidietut specift
policy interventions, the combination of increasiwgalth andunrestrainedmarketingwill see @olescent
health risks contineto rise in prevaleoe.

Defining adolescent health needs across the epidemiological transition

We adapted the conceptual modef the 2012 series on adolescent health to deflmealth needs at three
levels Figure6): currenthealth problems and causes of adolescent and young adult deaths; health risks for
health problems in adolescence, adulthood or the next generatod impotant proximal social

determinants of health during the adolesceamid young adulyearst® These include education and
employment; marriage and parenthood; marketing and digital media; and quality of universal health
coverageThe three categories of diseasautlined inFgure 7 reflect conditions that change in

prominence with passage throughe 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 (e.g. maternal deatjtsrétes of sexually
transmitted infections), and infectious diseases including Hi¥t Box 7 and QupplementaryText Boxes4

and5, andSupplementaryTable 3further describeboth the categorisation of disease burden and the
methods use to derive threecategories of countries.

Multi-Burdencountries Sixty eightountriesare in this category (FiguB. Many are in southern and

eastern subSaharan Africa where HIV has been a growing contributor to disease burden in adolescents and
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young adults. Some are also in Southeast Asia and Oc&dtyeone percene ¥ (G KS g2 NI RQa | Rz
live in these countries but they account for almost two thirds obahbilityAdjusted Life Year®ALYs

(62.5%). Theseountries have made some mress in the past fifteen years in reducing infectious diseases
other than HIV andexual and reproductive healdnd nutritional deficienciegFigure9). Current

contributors to disease burden from infectious diseas#linti-Burden countriesare shownm Fgure 10.
Reductions in unintentional injigshave been lesthan for diseases of povertgspecially in males.

Injury Excessountries Twenty eight countries are in this categofhey make up 12% of the global
population and 11% of DALYdost countries(22) have made little progresénce 2000n reducing the

burden of disease affecting adoles¢gmand young adultsThese include Syria and Iraqg, countries that have
been affected by conflict. The remaining countries are to a large extent mAmierica and Central Asia.

Six countries, including the Russian Federation, Thailand, Columbia and Bolivia, have made good progress in
reducingDALY's fromnintentional injuiesand to a lesser extent violence.

NCDPredominant countriesNinety two courtries are in this categoryThirty seven percent of the

g2NI RQa I R2fSa0Syid tA@S Ay G(KSasS O2dzyiNASa 6KSNS
(26.3%). These countries include North America, most of Western Europe, Latin America andshaustral

Most countries(74) have been relatively static in their adolescent disease burderce 2000.

Eighteen 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 sincér2gferal

this group hasnadesome progress in reducing unintentional in@g In contrast, they have made little

progress in reducing the disease burden frohmonic physical disorders, mental disorders and substance

use disorders. As a result the proportion of disease burden due to theshtioms has continued to rise

Eight countriehavehad an increase in their total DALY rate since 200fare conflict affected (Georgia,
Syria)three are violenceaffected Latin American countries (Mexico, Venezuela, Paraguaybwvarithve

been particularly affected by HIV (Lesotho, SwazilaDdgrall since 2000 the most consistent gains have

been in redeing infectious diseases, sexual and reproductive health problems and nutritional deficiencies
in Multi-Burdencountries There have also been reductions in unintentional injuries across all three
countrygroups. In contrast progress in reducing violehas been limitedAlsoHIV contributesa greater
proportion of disease burden in adolescents in 2013 than 13 years earlier. Alcohol and other drug problems
have also increased over that time, with increases most pronounced irPN@Bminant countries.

Figure Dillustratesthe changing burden of disease from early adolescence to young adulthaodles

and femalesParticularly striking changes occur in rates of injury with age in frialesth Injury Excess

and Multi-Burdencountries. In females the most striking chasgéth age inMulti-Burden countriesare

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 phydiealders, substance use diserd and mental
disorderswith increasing age across adolescence.

Figurel2 uses theexample of China to illustrate the variation in disease burden with a country. Both total
disease burden andstontributors vary substantiallgy province.Although China as a whole is classified as
NCDPredominant,four provinces (Tibet, Xinjian@inghia and Hebei) wouldll into the Injury Excess
classificatiordue tounintentional injuries remaiimg at a high level.

Major adolescent health risks

Tobacco use is a major risk factor for NCDs later in life which overwhelmingly has its onsé&soaade.
Maternal smoking during pregnancy is alseel-establishedisk factor for poor fetal growth as well as

later life illness in offspring?®> Overall tobacco use has declined since 1990, but progress has been mixed
(SupplementaryFgure7). Rates of d&y smoking remain above 15% in 10 to 24 year olds across most
European countries. In the Russian Federation one in four smoke daily. Across all groups of countries, daily
smoking is more common inates than in female®A numberof countriesin subSaharan Africa, Eastern

Europe and the Middle East have seen rises. Manysigmatories to the Framework Convention on

Tobacco Control have not seen any fall in adolescent and young adult tobacco use.
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Alcohol use disorders typically begin durthg young adult years. As with nicotine addiction, younger age
of drinking is a particular risk factéi>’ Alcohol consumption in adulthood is now linked to eight different
cancers, hypertension, haemorrhagic stroke and atrial fibrillation, various forms of liver disease and
pancreatitist>® Greater use of alcohol in pregnancy has prominent intergenerational harms in the form of
fetal alcohol syndromé2®° Binge drinking was considerably more prevalent in males than females in every
country groupingSupplementary figureB). Bingedrinking rates were highest in NCD Predominant and
Injury Excess countries where around a quarter of 15 to 24 year old males report at least one occasion in
the past 12 months. There has been little progress in reducing adwieanod young adult binge drinking
since 1990. Indeed, a trend for increasing binge drinking is now clear for both males and females in Injury
Excess aniulti-Burdencountries Injury Excess countries are likely to overtake the NCD Predominant
countries n binge drinking inhe coming years.

Overweight and obesity increase markedly across adolescence and young adulthood with very high
persistence, particularly for obesit§2 The risks in later life include premature mortality, chronic disability,
type 2 diabetes, ischaemic heart disease, hypertension and cerebrovascular di€aseonception

maternal obesity in@ases risks for miscarriage, gestational diabetes, operative delivergctampsia,

infant perinatal mortality and macrosomié Adolescent overweight and obesity have increased in
prevalence acrss almost all countriesrece 1990, as shown in Figur@. Notable exceptions are Iran,

Turkey, Bulgaria, Argentina and a number of countries in centraBsilaran Africa. The annuatrease

has been around 10% in China and Vietnam, but there have e&sorharked increases in other countries
across Southeast Asia as well as inSabaran Africa. The prevalence of overweight and obesity is around
one in five young people in NCD Predominant and Injury Excess countries. Although lower, around one in
10 youwng people in MultBurdencountries are also overweight or obese. Ifthecentincreasen obesity
continues, Injury Excess countries will soon outstrip NCD Predominant countries in rates of overweight and
obesity.

Acrosssub-Saharan Africaand Latin Amerigacountries with available datdetween 1620% of 15 to 24
yearolds report having first sexual intercourse before the age of 15 y@applementaryFgure9).
Gondom use in the context of having had twornore partners in the past year showgeeat variability
between countriesbut remains under 50% fardolescents iMulti-Burdencountries Rates of woma
giving birth before 18 year@main high across Western, Central and EasterrSatmaran Africa, andif a
number of countries in South Asia. Overall around one in five wombhulti-Burdencountries report
giving birth by the age of 18 years. Unmet need for contraception rédeysungwomen aged 124 years
currently married or in union and not wanting become pregnant within the next two yeanho report
not using any method of contraception. Rates of unme¢dwere high across suBaharan Africa, though
there was substantial variation between countries. Although fewer data are available in otiensehigh
rates of unmet need for contraception remain in countries in Oceania, Latin America and South Asia.
Where data exist, the profile of sexual and reproductive health risks is generally podtaltirBurden
countries. One exception ike highrate of intimate partner violence for young women in Injury Excess
countries QupplementaryHgure 10).

Loweradolescenfertility benefits young women by making it more likely that they remain in education,

delay marriage, enter the workforce and achi@@nomic independence. In many countries the age of

onset of sexual activity has remained similar while the age of marriage and first pregnancy has substantially
risen. This shift in the age of first sexual intercourse relative to the age of marriaggkkasplace very

widely across many countries in all regionth enormous implications for the provision of effective
contraception for young wome#?

Figure #illustrates thevery large variation in adolescent fertility 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 reducel@sacknt fertility but these are less
prominent in subSaharan Africa and Latin America. Adolescent feridiygh inMulti-Burdenand Injury
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Excess country groupings. Injury Excess countries have made little progress in reducing adolescent fertility
and are likely to overtakeMulti-Burdencountries in having the higheatlolescenfertility .

Section 4Actions for health

Investments in adolescent health extend from those directed toward conspicuous health problems to
health risks that emerge durirthese years and to the broader social determinants of hedigureb). Yet
there are challenges in responding to these health needs, whether through health services, community
actions or structural actions. Adolescents and young adults are the age githughe poorest level of
universal health coveragé? Social and environmental determinants of adolescent health lie largely
outside the health service sectétThere are shifts in these determinants as young people mature through
adolescence, such that strategies suited to younger adolescents may be inappropriate or ineffective with
young adults? So too strategies that are effective and appropriate for girls may be less effective in boys.
The settings for hdth actionsmirror those of determinants and exterftbm health servicesschools and
education settings, to families and communities, places of employment, road transport, media and
structural, legal and policy environments.

Health service

Health servies for adolescents and young adults play a number of essential Fotefly, adolescents have
acute healthcare needs. Secondly, health services need to respond to emerging healthTieedscludes
health actions aroundormativeconditionssuch as therovision of contraception for sexually active
adolescents and maternal care for pregnant young wonasnwell agarly and effective responses tioe
many health problems that emerge in adolescence such as nutritional deficiedtieand other infectios
diseases (e.g., STIs, tuberculoai®g) mental and substance use disord&8s Thirdly, health services play

a central role ithe management of chronic health conditions, including physical disorders and HIVAIDS,
mental disorders and injurgelated disability, all problems that can have profound implication for social,
educational and economic adjustment.

Despite having cleareeds, @olescents and young adukk®mmonly fail to accedsealthcare.Unmet
sexual healthcare needse high in many countriegncluding access to reliable contraception in both
married and unmarried adolescent girls. In Tanzania for example, where 58324 year old girls are
sexually active before 18 (14% before 15), the unmet need for contraception is 16% in marti@gdar
olds and 64% in thosgho aresexually active but unmarried! In most African countries, the proportion
of married 1519 year old girls with unmet contraception need is at least 25%, and as high as 64% in
Ghanat® Unmarried 1519 years olds hae approximately double the rate of unmet need for
contraception. Such striking figures are nottriesed 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 one third and one half of unmarried sexually actid® 3ear old girlhave unmet
needst®’

Rates of contraceptive failurare higher in adolescenthanin older women with younger womermmore

likely to abandon contraceqth despite ongoing neeé®Barriers include poor understanding of pregnancy
risks, concerns about the effect of contraceptives on health or fertility and opposition from partaeks.

of knowledge of services, cost, shyness and community stigma about sexual actiitysapproving
attitudes from providers are further barriet8? One study in the US found contraceptive failurasalmost
twice as high in under 21 yealdsusingoral contraceptive pills, transdermal patch, and the vaginal ring. In
contrast the failure rate of long acting reversible contraceptives is extremely low in all age §#ijes.
despite increased use of LARCs in the US since 20Q4, yidar olds are less likely to use LARCS th&925
year old womert Given their impressive effectiveness at reducing unplanned pregnancy, LARCs should
be a critical component of universal healthcare for sexually active adolescent girls and young women,
notwithstanding higher upfront csis.
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An estimated22 million unsafe abortions occur annually, of which about 15% (about 3.2 million) are among
adolescent girlsYoung womerexperience a higher risk of abortigelated deaths than in women over 25,

are more likely to terminate pregnap@fter the first trimester, and are more likely to use unregulated
providersi®’ One nationally representative study in Ghana identified younger women as having the highest
risks for unsafe abortion. In those who obtained an abortion, 4##ose under 20 years old did so with a
safe provider, compared with 57% of-29 yearolds and 65% of women aged 30 and olérEven after
controlling for various soctdemographic factors, knowledge of the legal status of abordiod partner

support, adolescents had 77% lower odds of obtaining a safe abaimpared with women aged 30 and
older.

Notwithstanding the increased prevalence of mental disorders across adolescence, there is evidence that
most adolescents and young athulvith mental health problems do not receive treatment from health
professionalg/212 OneEuropearstudy of mentalhealth carein adultsshowed that about 6% of the

sample was in need of mental health care but nearly half reported no formal healthcare use. Those aged
18-24 reported least use of servic&s. Actions to reduce barriers include pnoting mental health literacy

and combatting stigma, particularly in LMIC where the scaling up of mental health services has not yet been
a priority 155176

Chronic physical disorders also increase in prevalence across adolescence. For example, in thé US, 12
year olds have nearly double the rate of special healthcare need$ géar olds” Beyond individual
O2yRAGAR2YyAaSY 2yS Ay FAGBS ! { IR2f SaOSduétocoRcerBst ( KI
around lack of confidentiality® Furthermore, across 11 high income counties248year olds reported
significantly worse overall satisfactiontwvhealthcare than older adultsvith most patient experience
indicatorsbeingless positive among young adults than older adtfits

Barriers to healthcare

There are two sets of barriers to achieving universal health coverage for adolescents and young adults. The
first setare external to health services and include legal frameworks governing health actions, out of

pocket costs, and cultural and community attitudes. Though not unique to adolescents, they assume a
greater magnitude in the young. The secaredarise more fronthe developmental context of adolescence

that brings sensitivities around health care that are unique tésthge group.

Adolescents face greater legal and financial barriers to health service access than other age groups. Even
when national legislatioallows a particular health responsel N2 A RSNRa | G dAddzRSa |y
appropriateness of an action in the context of age, marital status, or partner/parental consent may affect

their response to an adolescef¥ Financial barriers may arise from limited eligibility for tax and

insurance based funding schemé&sln comparison to older adults, 184 year oldseport more frequent

cost barriers (21-3% vs. 15-29% 0-001) than older adul&s? Socially marginalised adolescents and young
adultsare particulaty vulnerable to catastrophic medical events.

The developmental context of adolescence is onmofeasing desire for privacy and confidentiality, with
embarrassment, shame, and fear of being judged functioning as barriers to accessing healthcare. A
particular concern is that their parents will be informed about sensitive issues, such as subst@nce u
mental health and sexual behaviai?183In the US, for example, the leading concefradolescents who
had foregone health care was that they did not want their parents to find®&ubifficulties also arise
when pdicies and procedures for claiming healthcare benefits inadvertently expose adolescents to
confidentiality breaches through routine communication, such as when itemized bills are sent to
policyholders (typically parents¥

Adolescentare less experienced users of healthcare, with a consequence that time is required to engage
themin consultationsespecially around sensitive issuBgyond engagement, inexperience also results in
amajority of adolescents not appreciagthat health risks such as substance use, bullying or overweight
can be raised with health profession&Adolescents welcome such discussions as long as they are
sensitively and aafidentially addresseég’
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With age, support and experience, the maturing adolescent develops greater capacity to engage in
decisionmaking around their own healthcare. A task fiaalth professionals is to help set expectations

with adolescents and parents about an adolescent taking greater responsibility for healthiére.

increasing aggyroviders need to explicitly engage the young person themselves, which ideally includes
consulting with them alone. Engaging adolescents in a friendly, respectful angicdigmental manner

helps them to gain the confidence and skills to increasingly make decisions about their health and
wellbeing?®/ 2 yadz GAy3a SAGK €2dzy3 LIS2LIX S +f2yS O ¥y 6S OK
It requires careful explanation even in settings in which it is more culturally acceptble.

Adolescentresponsivéhealth care

Whatadolescentwview asresponsive ogouth friendly healthcareis similar across high, middle and low
income countriest®® Adolescents value patiesstentred care with an emphasis on respect, coordinatibn

care, appropriate provision of information, higjuality communication, involvement in decisions about

care, and the ability of health care providers to listen to their néétghese align with the principles of
adolescentfriendly health care, a framework developed by the World Health Organizatian,

emphasiss equity of acces, effectiveness, accessibility, acceptability to young people, and
appropriateness of care offere&? These are applicable across all health services (e.g. clinic, school health
service, hospital).

As clinicianse@nerally find consulting with adolescents more challendiraan other age groups, extending

the competence of healthcare providers to ensure they have the attitukiesywledge and skills to

appropriately engage with angspond tol R 2 f S Hhéakhyldeds & required® The inexperience of
adolescents places particular responsibilityfoS | £ G K OF NB LINE @A RS NdnspicBousk RS y i
and emergindnealth care needsHealth care provideralso neeccompetence to maintain an appropriate

level ofengagenent with family, and how taegotiaie relationships with an adolescent and her family in

the context of local laws. It often requires individualised assessments of the competence of adolescents to
make autonomous decisions about their hea#hDigital technology platforms such as Massive Open

Online Courses (MOOCSs) offer exceptional opportunitidsitlal competencyn health-care professionals

but faceto-facetrainingwill still be required-*

A recent review illustrates the steps needed to m&RH services more adolesceggponsiven LMICS®

Training health workers without changes to facilities did not increase service or contraceggivBaitoo

creating standalone services for adolescent SRH was not effé&ifae most positive intervention used a
combination of high quality health worker training, adolescérendly facility improvements, and broad
information dissenmmation via the community, schools, and mass media to drive dent&n&urther

elements within a multifaceted approach might include promotion of adolescent health literacy,

engagement of community leaders, having an appropriate package of sernnsesing provider

competencies, improving facilities, promoting equity and +gidscrimination, collecting data for quality
improvement and engaging adolescents around practice pof&és9 y 3f YR (G KS W, 2 dzZQNB
criteria provide guidelines to health services to more consistently provide quality care to adole$€ents.

Ultimately healthcare services depend adolescent helgseeking. Schodlased promotion of services,
mass media campaigns and social media all have potentialimfegducing developmental barriers to
accessing healthcare by promoting health literacy and-selgking!®? So too,web-based or other
technologies might improve helpeekingalthough a recent systematic review found little evidence to
date2? In LMIG, schookbased health services will have greater salience as participation in secondary
education grows. Servigaodels rangdrom fully equipped and permanently staffed centres with medical,
nursing and counselling staff to clinics offering mgsservices only a few hours a we&ke predominant
focus to date has been on provision of sexual and reproductive health care whesgitlemce for the
effectiveness of schodlased health services without esite provision of contraceptives mixed?
Ensuring better matching of health actions to adolescent health needs is an opportunity for all health
services, including school based health services.
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Developmentatontinuityin health care

Continuity of care is essentia managinghronic physical illness and severe mental disordecsin

sustaining preventive interventiormichad2 Y i N» OSLIJiA2y ® | R2f Sa0SydaqQ S@g2
capabilities are again a consideration. In general treatment adherence diminishes asrchiittr chronic

physical health conditions enter adolescence. This has major consequences for the management and
outcomes of a range of significant chronic illnesses such as type | diabetes, allergy and asthma, HIV and
Inflammatory Bowel Diseag€22% Providing information alone is ineffective in achieving greater adherence

with adolescent€® Additional strategies such as behavioural managemimily engagement and

dzy RSNRGFYRAY3 GKS @2dzy3a LISNE2yQa SY20A2YyIlf NBaLRY
Of Ay A OAX I ¥ Paer dtRebieshng &ffSctive at improving health outcomes of adolescesyiscially

when linked to wider school and community strategi&sThere is much interest in the role of apps and

other technologies in promoting adherence in adolescents with chronic physical conditions but as yet few
studies of benefit.

The importance of the transitioto adult health care for adolescents with conditions such as type 1
diabetes, spina bifida and cystic fibrosis is well appreciatét@% Successful engagement with adult
services requires repeated discussion with young people and families, planning and care coordination and
enhanced followup within adult services to maximise engagement artdméon.2% More recently, the

extent that young people with HIV/AIDS are dropping out of adult health care irslafiéCtransferring

from specialist paediatric services has become apparent, leading to failure of adherence to antiretroviral
therapy, and greater risk®tself and other$® Health system deficiencies commonly include inadequate
preli NI YAFSNI O2YYdzyAOFGA2Y YR LXFYYAYy3 FNBY OKAfR |
@ 2dzy 3 LIS 2 kdir SothZ Sycls épedences are consistavith the less positive experiences of-18

24 year oldghan older adult users of health servideasHIC:2 which rinforcesrecentefforts to bring

greater attention to the health experiences and outcomes of young adults as well as adolédtents.

Preventivehealthactions

We conducted a series gf/stematiaeviewsof systematiaeviews to assess current knowledgetbe
effectiveness for preventive interventiomsitside formal healthcare settingacross the nine areas of

health need specified in Figui®?! We included both specific health outcomes and health riSksne
responses (e.g., policy measures suctaaation or some forms of legislation such as gun control) are not
directly targeted at young people but may have particular benefits for young people compared to other age
groups. Otherctions(e.g. legislation around age of marriage or employment, tioas taken through
schools}argetadolescentglirectly. We searched the followindatabase between 15 and 30 March015:
CINAHL, Education Research Complete, ERIC, MEDLINE with Full Text, BsgcidEi@ane Database of
Systematic Reviewd.evels okvidence were classified according to the criteria givesupplementary

text box6. Highlyrecommended interventions are those with at least 50%eview studies reporting

positive outcomes. These weodten supported by somevidence orcosteffectiveress. Interventions with
some positive evidence not readlg this thresholdhavea moderate recommendatiowith further

research needed. Some other actions are unlikely to be effective in isolation brecamamended as part

of multi-component interventios. Toledo et al. also reviewed the available literature on the economic case
for health investments through the adolescent yed#Due to the relative scarcity of cesffectiveness

studies of interventions that target adolescents, a review of reviews approach was infeasible and a review
of primary studies was undertaken. These findingse incorporated nto 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
FFFSOGSR o0& | O2dzy i NE Q& Odzt (0 dzNI f ZIn ivdBy sattihgsiesed > € S|
underlying determinants overlap with the determinants of violence and substance afusetionsfor

sexual and reproductive healthust take these contextss well as age ahgender,nto account. In

responding health actionsare needed at each levet from structural, through to community settings

including schools, and health serviog@able 4, GpplementaryTable 4. The most effective programs are

typically multicomponat and target one or more of these settings.
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The provision of accessible and quality healthec@.g. STI screening including HIV testing, provision of
contraception, treatment of STIs, provision of continuous care for HIV positive adolescentsyland

guality, comprehensive sexuality educatiamne likely to beeffective, though much more so inmjoinction

with a broader suite of action®Vhilelegislation is essential in protecting adolescents from sexual coercion,
early marriage and early pregnancy, discrepancies between statutory legislation and actual practices are a
barrier to implementationgeeSection 2: Babling andProtectiveSystems).Suchlaws will often be

ineffective without actions to change communénd professionattitudes. Together with quality

healthcare, comprehensive sexuality education, amelioration of family poverty aedste quality

education, legislation is one essential element within the suite of intervenfammadolescensexual and
reproductive health

Infectious and vaccine preventable diseases

Vaccinatioragainst infectious diseaséss received far less attention in adolescents than in children. Yet
adolescents are also importafdr ensuing completion of immunisation schedules (e.g. MeasResella
Hepatitis B Vaccine [HBV@dministeing booster doses (e.g. Diptheribetants) and for primary
immunisation (e.g. Human Papilloma Virus [HPV]). Rubella vaccinatigooant for adolescent girls in
terms of intergeneration risks, while HBV is important for both sexes given the adult burdesease

from Hepatitis B. Other® consider according ttmcalprevalence and cost are BCG, influenza, and
meningitis vaccines.

Recent developments have brought fresh attention to adolescent vaccination as a strategy to prevent adult
cancers as well ag'& (e.g. HBV, HPYPV immunisatiorof young girls isosteffective across different
regions215216 To date thereare fewcosteffectivenesstudies in malegl4 Cost effectiveness has been
calculated frompreventing cancer bugjuadravalent and multivalentaccines havadditional value in

reducing anogemal warts.In HICs, schodlased HPV vaccination programs havegher uptake than

other approaches

Lack of basic knowleddmshindered responses taommon infectious diseasés adolescentsFor

example, in contrast to dianoeal disease in childrethe aetiological agents, proportion of vaccine

preventable morbidity and mortality and comorbidities daegely unknownn adolescentsSimilarly very

little attention has been given to adolescent TB, despite it being thergambntributor to the burden of

infectious disease ipoung adultsn Multi-Burdencountries (Figurdl). It may, in part, reflect the

predominance of adults presenting to clinical servites\frican settingestimates of TB prevalence range

from 160 to462 per 100,00@n adolescents and young adufs$ In Asian settings, the rangefrom 39 to

142 Because dolescents are prone to addiype pulmonary manifestationgncluding cavitation and

smearpositive diseasethey area potent source of infection to others® Yetthere is little age

disaggregated data withtidiestypicallyrefer to particLJ- y G & & WOKAf RNBY Q 2NJ WI R

Adolescentsalsocarry a substantial burdeinom malaria in Africaln high transmission areas ratae

higher in young women who also encounter furthisks in pregnanc$’ In endemic regions;hildhood
immunity providegelative proection for adolescents but iareas of lower transmission, clinical disease is
more common in adolescents and young aduks.infection in endemic areas is controlled so too the risk
for adolescents will increasén low transmission regionshe adolescenincidence of malariaeflects their
use of individual preventive interventions such as insecticide treateene¢sl Astudy from Nigeria, where
50% of the community is estimated to experience an episode of malaria eactseared thatonly 8.5%

of 13-18 year old students reportesleeping under insecticide treated bedtsz® Over half had learnt
about malaria prevention from traditional media (radio, TV).
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Undernutrition

Adolescent nutrition iselevant for both current, future anthtergenerational healt#? The causes of
adolescent nutritional deficiencies are complex with individual, household and populatioridetais
contributors?2° There is currently no direct evidenoéthe benefit ofinterventions targeting adolescén
specifically or theeffects of broadeinterventions omadolescents as a separate ag@up. Even a question
of the effectof iron deficiency anaemia on learning and educational attainment in adolescdatgady
unknown. There is, however, good evidermgeundinterventions targeting nutritiorrelated risks that
commonly affect adolescents.

Iron requirements increase sharplyring adolescence to support pubertal growth and for adolescent girls
to meet additional needs relating to onset of menstruatiéhAdolescents, particularly adolescent girls, are
therefore vulnerable to iron deficiency anaemia. Iron fortification of staple foods, such as flour, can be
implemented through government policy or marketsed mechanisms. It is caffective and can reduce
iron deficiency anaemia at a population level by up to 68%or these reasons WH®commends
intermittent iron and folic acid supplementatidior all menstruating adolescent girls and adult women in
LJ2 Lddzf F A2y & 6A0GK xH &EiAntendiBodsaddrSsgidjéod RsEcuritynbyalyoA | &
improve iron levels. Faxample conditional cash transfer progragi$and home garden prograrfs have
been successful in improving iron levelsomebut not in all participants

Theincreased energy intake required for optimal growth duramgl followingpuberty means that
adolescents aralsovulnerable to proteirenergy malnutritioré?! Interventions that can reduce protein
energy malnutritionincluding balanced proteienergy supplementatio cash transfer&? andimproved
household food storage syster@ maytherefore haveparticular benefis forthem.2° Although schoal
based meal programs mightcreasinghyextendinto adolescencgrecent reviews have found little or no
effect on undemutrition in younger childre#?’ Usingschool children as a distrikion point for household
food packagesdecreasedadolescent anaemia, binad little effect on proteirenergy malnutritionz®
Because few interventiortsave been evaluated for atescent populationswe know little of the benefits
or sideeffect (e.g. obesity) of interventions targetipgotein-energy malnutritiorin adolescents

Children born to adolescent girls are more likehh&welow birth-weight, independent of socioecomic

or maternal preconception nutrition statu8? This may be due to greater materratal competition for
energy and nutrientasLINB Ay I yi | R2f SA0Sy GaQ Sy SmpBr@éantforshelr y dzi NRA S
own growthZ2t NE 3y | yi | R2ft Saaysoyw or stapidiihgipegnaniiRaadimiy

experience weight loss, depleted fat and lean body ni&€Rregnant and lactating adolescent girls are also
at increased risk of iron dieiency, which is in turn linked with low birtlieight22° For these reasons,
preconceptioninterventions to increasing the availability of energy amdronutrients arelikely to be of
particular benefit. These include multiple micronutrient supplementation or iron and folic acid
supplementationcontinuing intopregnancy, deworming to reduce nutrient logglaying first pregnancies
andspacing ofater births,and antenaal nutrition counselling and educatigid® Becausef maternakfetal
competition for calciumpregnant adolescentare at increased risk for gestational hypertension and-pre
eclampsiaandare therefore likely to benefit from alcium supplementatiod??

Stunted adolescent girls who become pregnant are at increased risk of complicgditimasesico
ureteric fistulaeand obstructed labour, and their children are at increased risk of low hiright and
preterm birth22* We know little abouthe scope forcatchup growth among stunted adolescenthether
before or during the pubertal growth sputt! However, any opportunitfor catchup will be restricted by
earlypregnancyand for that reason, delaying first pregnancy is essentisitinted adolescent girl$

Specific nutritional interventions should ideally be considered in a broader context of adelayed
childbearing is aelated priority.22* Therefore interventions that improved A ldces<to contraception,
reduce early marriage, reduce coerced sex, and prevent early pregnancy ttsexigdlity educatiomre all

26



linked2* So too nutritional interventionshould ideallybe integratedwith strategiesto empower young
women through access to education and health care or to increase her control overoddise
resources=°

Unintentional injury

Road trafficinjuries dominate the picture of adolescent atentional injury in most countries

Developmental immaturity, riskpehaviourand poor decisiotY I { Ay 3 Ay NBaLlRyaS (2 Wk
increase the risk particularly among young malég.Adolescents and young adults, particularly those in

LMIG, are at high risk as they are more likely to be vulnerable road userh,agpedestrians, cyclistand
motorcyclists. For these reasortbey will disproportionately benefit from action® promote safer road
infrastructure and regul&road safety risks®

In HIG, improvements in road design, equipment and maintenance, traffic control (notably speed reducing
devices), vehicle design and protective devices, driver training and regulation (e.g. drink driving), police
enforcement and sanctions, public education anfimation and posicrash care (from training of first
responders such as ambulance services throughatamasurgery), have brought substantial reductions in
the burden of diseasé”’

Effective action to reducmad traffic injury in adolescents and young adidtsecessarilynultifaceted and

ultimately benefisall road users. More targeted actions include:

1 The introduction ofyraduated licensing systenifxt Box 5) in which the younglriver has an extended
learner period. These systems increase-tisk supervised driving experience prior to licensure. They
may regulate exposure to high risk settings such as unsupervised late night driving, driving with other
young passengers or alcohol use during an initial licensing pé&fidebbust testing of competence
before issuing of licenses is generally an essential element.

9 Legislation and enforcement belmetwearingin countrieswherea high proportion of adolescents
and young adults ride motorcycles are likidybe cost effectives:

1 Investment inpedestrian safetyn regionswhere pedestrian injuries are common e.g. st#aharan
Africa. Effectiveactionsinclude loweimg speed limits on lengths of road where pedestriams with
other traffic (and enforcement of these limit&¥,regulation including police enforcement of the
behaviour of drivers and riders at pedestrian crossiigmproved pedestrian facilities (footpattznd
crossings¥; separating pedestrians and vehiclésand increasing the visibility of pedestriaiis.

These interventions may be supplemented by education programs, with input from young drivers where
possible?*’ However, schoshgedriver education programghat focus on slecting a driving instruotr,

theory and practical testshould be avoided akey may encourage earligiriving leading to greater risk

of accidents?*®

Intersectoral coordination has been a featurecountries that have made progress in reducing road traffic
injury. In addition tahe specific inteventionsoutlined aboveunderpinningfactorshave included strong
information systems, clear governanaavil society advoca@nd a capacity to implement effectively

within the different sectorsRoadtraffic injurytherefore provides a powerful illusition of the strategies
needed for effective action in adolescent health

Violence

Many ndividual, community, cultural and economic factare linked toviolence in adolescents and young
adults2? Individual factors include personality attributes such as impulsivity, substance use and abuse, low
educational attainmenand childhood aggressioRamily conflict and poor family management,

involvement of peers in problem behavioumor communitysocial cohesion, high levels of residential
mobility, drug trafficking and unemploymentay all be interlinked contributorscial and economic

inequality, availability of weapons, and laws and cultural norms that support violence are flatiers

All may be targets for interventiofy?
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There is some evidendbkat single interventions such as legislation and scliasled interventions
targeting atrisk students cameducerates of violence. However, most effective interventions, including
those targeting homicide, require a multifaceted approach tailored to the risk profile of the particular
community2! Policy responses might include those directedhequality, lack of access to education,
unemployment, availability of weapons and laws and cultural norms that support viotéhce.

Evidencearound the effectiveness of interventions fprevening intimate partner violence and sexual
violence in adolescents and young adults is largely lacking. In many cases)qrrtic LMIC, studies are
of poor quality with small sample sizes, varied outcome measures and short-ighgeriods.

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

Educational and skillsased programmes implemented in school or tertiary institution settings (principally

in the US) have been the most commonly used interventiogetingadolescents and young adults. They

aim to prevent or reduce dang and relationship violence by promoting genesjuitable norms and

healthy relationships. While the programs may change knowledge and attitudes they have not been shown
to affect behaviours?*

Communitybased programs that aim to promote gendeguitable normshave beerthe most commonly
evaluated in LMIE Bvidence on their effectiveness is mix&dThere is an absence efidence on

programs thatmore fully address risk factors for intimate partner violence and sexual violence (e.g. alcohol
misuse, familyderived attitudes to violence, sociabmms that condone violence and gender inequality

are tailored to local contexts; include families whegropriate; andtargetadolescentat highest risk
(includingthosein emergency and humanitarian situatiori8)2>° Studies of violence again those of sexual
minority status are rare Supplementaryable5 outlines the evidencemthe effectiveness and cost
effectiveness of interventionfor adolescent and youngdult violence includingintimate partner and

sexual violence.

Mental disorders

It is only in the past few decades that the significance of adolesnental disordes across the lifeourse
hasbecome clea?’ Studies in adults suggest that most mental disorders begin béfrmost often
between 1118 years:®. Recent prospective studies have found that while mental health problems are
very common during adolesceg not all persist into adulthood, particularly if the episodes are Bfief.
Theseunderstandingave brought a growing emphasis on early clinicégrventions through more
accessiblend better resourcegbrimary healthcare or in some countries, through adolesdentised
mental health service&€® While there isevidence that access to health services is increadsisgme
places there is as yet no evidence that these increases have led to detectable improvemadtdaacent
mentalhealth.2%

To date, evaluation studies have focusedaonarrow set opreventiveinterventions that are readily

amenable to randomised controlled trials (RCTs). The dominant approach has been to take effective clinical
treatments, such as cognitiMeehavioural therapies (CBT), and apply these to the gepemilation of
adolescents or tat risksub-groups totest if they prevent disorders developing.recentsystematic meta

review and metaanalysis of RCTs of prevention interventiémsdepression or anxiety ichildren and
adolescentproduced mixed fidings on the effectiveness of this strategiey concluded thathese
interventionsproduced minimal to moderatesduction in gmptoms inthe shortterm but no effect

beyond 12 months of followap. For a group of disorders than often persist for decades, there is clearly a
need for innovation and more sustained effects of interventidpproaches thattocuson developmental

mental healthriskssuch as bullyingnterpersonal violencand social meai risksappear worth testing
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Although digital and sociahedia have been implicated as risk factamsline and mobilgphone
interventionsmayequallyplaya positiverole in prevention and promoting access to clinical serviéés

Suicide prevention

Risksfor suicideincreaseacross adolescen@nd young adulthoodparticularly forthe socially
marginalised® Theseinclude depression, alcohol abuse, mental disorders, antisocial behaviour, sexual
abuse, physical abuspoor peer relationships, suicidal behaviour by friends, family discord, fanidigal
behaviour, unsupportive parents and living apart from paréft€ontagion isa further factor inup to 60%

of adolescent and young adult suicid&sDeliberate setharm is also common in adolescents, particularly
in females and heightensrisks for subsequensuicide 2

Adolescentspecific suicide prevention strategies have been implemented in three prirsggaigs:
schools, the community and the health systémGoals rage from increasing helpeeking for suicidal
thoughts and behaviours; identification and referral ofrisk young people (e.g. by health professionals,
teachers, parents or peers); reduction of risk factors for suicide; and promotion of mental Hectiblol-
based interventions are the most evaluatexith somesystematic reviews focused solely on thége.
Universal interventionhiave been shown tanprove knowledge of and attitudes about suicidéut the
gainsare not maintained at followup 2% Gatekeeper training also impros&nowledge of and attitudes
about suicideand confidence in providing hel® There is mixed evidence for universal scHoased
interventions, gatekeeper training, public education/mass media interventions, screening everaiin
(after suicide)programson helpseeking behaviou® help-giving behaviour, suicidal ideation or suicide
attempts. Health practitioner education to increase the recognition of depression and evaudatigle risk
shows some benefits in preventing suicide across all agedistherefore likely to also benefit adolescents
and young adults?®

Evidence for prevein ofsuicide inadolescents angtoung adultgs largely lackingn LMICs. Where
studies exist, they are often of poor qualifgeducing suicidim adolescents and young aduitslikely to
require a multifaceted approach thatcludeslimiting access taneans(e.g. gun control legislatig
medication packaging, safe storage of pesticidesalth practitioner training imisk assessmenand
effectivetreatment of risk factors suctiepression and substance u§éHelpseeking is likely to differ
between males and females and future evaluations of preventive actions should address gender
differences in effect

PhysicaHealth and Health Risks

Prevention of overweight and obesity

Theprevalence obverweight and obesitgommonlyrises in midadolescence with the trend continuing
into early adulthood?”? Because adolescent obesity strongly predicts adult obesity and associated
morbidity, adolescence is an essential life phase for a¢ibhhe case is even stronger when considering
the maternal and intergenerational health risks of olyeé young womer?®

Modifiable risks for obesity also change rapidly across adolescence. Physical @utivitgnlydecreases
and sedentary behaviour increas€sIn addition, adolescentsdve greater autonomy around food choices
and are more likely to eat out of the home, which often leads to less healthy food chéi€egosure to
media influences and susceptibility to processed food marketing alsease®’ Treatment of obesity in
adolescents and young adults is necessary for teegumtion and treatment of type 2 diabetes and other
co-morbidities, but is difficult. The rapidity of change in the prevalence and severity of obessdysthat
prevention inchildhood andadolescence is of the highest importance.

Supplementarylable6 outlinesthe evidence a the effectiveness and cosffectiveness of interventions

for the prevention of obesity andromotion of physical activityRelatively few reviews focasdon
adolescents, although a number report on studies of childrex ihclude younger adolescents? Multi-
component interventions that incorporate policy measures, envirental changes that promote physical
activity and education about a healthy diet and physical activity are more likely to be effective than single
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interventions2® More work is needed on interventions that capitalise on peer and social network
influences. There is also a need for further research to explore the impact of gender on response to obesity
prevention interventiong®! Barriers to participation for girls may be greater than those for boys and may
include cultural or body image sensitivities (especially in mg@tersettings); a focus upon competitive
sports (which may not appeal sobmegirls) and lack of facilities in schools (e.g. clammpoms, toilets and
showersy& There is also a need for further research into interventitha target adolescents and young
adults who are not in educational settings, minority groups and socially disadvantaged@auk®? In
addition, there is a need favaluation, includingconomic evaluatioyof obesityrelated interventions in
LMICsConsistent with theeductions in substance use that fiscal andrketinginterventions have

brought to substance use, so too the potential benefits frioterventions to limit food marketing and
increase the reltive cost of unhealthy products (eg soda taxes) are likgbatticularlybenefit

adolescents.

Alcohol, illicit drugs and tobacco

Consumption of alcohol and illicit drugs often begins and then increases during the adolescent years, with
some evidencasuggesting that adolescents are using substances at increasingly earkfagety

initiation of alcohol use is linked to later binge drinking, heavy drinking and alcelatéd problems in
adolescence and adulthocé: There is also evidence that early consumption may leachpmirment of
neurological developmerf#® Supplementary dble 7summariseshe evidence a the effectiveness and
costeffectiveness of interventions for the preventiontedrmful use of alcohal, illicit drugs and tolzac

Regulatory or statutory enforcement interventioaBow the greatest benefit in the prevention twbacco
andharmful use of alcohoRegulating the availability of alcoholic beverages through restricted times of

sale and reducing the demand falcohol through taxation and pricing are two of the most eef§ective
strategies, while regulating access to alcohol through restrictions on purchasing age is particularly effective
for preventing alcohetelated harms in adolescent and young adulthegreat majority of this evidence is

from HICs.Interventionsshould be tailoredo the local contextvith consideration tdevels of alcohol
consumptionage and gendefrelateddrinking patterns and levels of harm.

Treatmentandrehabilitationservicesand harm minimisatiostrategies have been the main focus in
reducingthe adverse consequences of illicit drug use. Harm minimisation strategiesseatial in
preventingtransmission of bloodhorne viruses, including HIV and hepatitis, and may include
needle/syringe exchange programs, drug substitution programs that switch users from black market drugs
to legal drugs dispensed by health professionals, HIV testing and counselling, prevention and services for
the management of STIs, overdose prevention addcation relating to wound and vein ca#& Strategies

need to be tailored to the local context, including drug use patterns and related levels of harm.

Whether or not an adolescermtitiates tobacco ge depends ouiversefactors, such as gender, concerns
with body weight and attitudes to smokingyarental peer and communitgmoking,socioeconomic status
and level of educatio®’ School, family, community and medlzasedinterventioncan bebeneficial but
the effects aresmall, and shoul@leallyform part of morecomprehensie strategiesas outlined in the
Framework Convention for Tobacco Control.

Limits in current knowledge
Formost adolescenhealth problemsand riskghere is a scarcity of published literature on the
effectiveness of interventionfor adolescentand youry adults Furthermore with the exception of sexual
and reproductive health, available evidence at the systematic review level idHft@nparticularly the US.
Different cultures, beliefs, knowledge, lifestyles and health systeffext implementatiorand
effectiveness in different settingd he costs of interventions will also vary markedly between countries
with different salary structures, health systems, other unit costs and methods of implement&tists are
largely unavailabléor many setting evidence orcosteffectiveness scarcer stilomparison of cost
effectiveness isurther complicated by differences in outcome measures, methods and thresholds for what
is considered costffective.Amove towards a common outcome measure such as thepearstlisability
adjusted life years averted would be valuabié.
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DevelopingMore Comprehensivesponses

The social and environmental determinants of adolescent healthwellbeingact at different levels and

across differensettings.Furthermore many social and structural determinants affect multgvid
interconnected aspects of atescent health and wellbein@he most effective responses operate at

different levels of relevant different settings Table5 outlinessix 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 inlgmentation of policies bringingvestmentin families, communities, schools
and health sevices are essential elementsadolescent healtlactionin all placesThey lie at the core of
actions forhealth risks such as tobazand alcohol, prevention of road traffic injuryiplence,obesity and
sexual and reproductive healt&ructural interventions are dependent on sound governance, a capacity to
implement within the relevant sectors, and good information systems to moiitpiementation and

health outcomes. Thus legal reforms are unlikely to be successful without addressing the values,
knowledge, attitudes and behaviour of the judiciary and police responsible for their implementation. In
fragile states, structural actiorsge more difficult as the government systems for implementation are
generally weak. In many other countries, information systems to support structural interventions are also
weak.

Media and social marketing

Most ocial marketing and mass media approacthésnot onlytargetthe attitudes and values of
adolescents and young adults balsotheir families androader communies TheSouth African

Ydzft GAYSRAI & SRdzl I A yhélBed changd SbciThdiinsYarodna Hixi/AlD Said&omestic
violence contributed to increasd individual knowledge about condom use and domestic violence and
more widely contributed to the empowerment of local communiti€s 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 sdrefHIV by attempting to change attitudes, behaviours
and national normsBuildingon a confronting television drama, the accompanying multimedia campaign
(http://ignite.stayingalive.org/kenya) chalenged young people in Kenya, Trinidad and Tobago, and
PYNFAYS (G2 WAIYAGSQ || 6ARSNI a20A1f Y20SYSyd G2 ai

Community interventions

The lives of young people are affected by Hehaviour norms and values of adulésd other adolescents
around them. Community interventions commonly involve local government, families, yoatised and
religious orgarsations and schools. Positive youth development programsfareexamplepften

community based and seek to promote life skills and pessigittitudes including setfonfidence and
empowerment, social and emotional skills and good problem solving. The strategies employed range from
sport and outdoor education to theatre, music and art, survival skills, leadership training and mentorship
Aninterventions 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 #8rfifremost
effectivehave generally incorporated elements that build on available community structures, use good
information onadolescentealthand wellbeing adopt a multicomponet strategy and monitor progress.

One well established approach has been the Communities that Care (CTC) framework that has been trialled
in a number of US sitesith clear benefits and evidence for cesffectiveness>’

Online interventions

Young people are the earliest adopters of information and communication technologies (ICT) such as
mobile phonesjnstant messaginghe internetand sociamedia a phenomenon seen ibMIG as well asn
HIG.22X New social media have the potential to provide a powerful voice for adolescents and young adults
to actively engagwvith each other andheir communities. They also have the potential to transform health
knowledge and delivery stems around the globé&?

Trends in using digital media are global, but the means of accessing information varies widely (e.g. mobile
phones, personleor public computers). In suBaharan Africgrowth in access tmobile fhoneshas meant
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that digital media arevenavailable ifmanyremote places® In Bangladeshfor example,over 70% @
women of reproductive age hawaecess to a mobile phone within the househ&fiThese new tools

provide a phtform for health education in their own right as well as the capacity to augment health care
delivery and other preventive actions including those within sch&8Socialmedia offera possibility of
reaching diverse groups including geographically and $pmakginalized adolescents. This is a platform of
great promise but as yet there is little consensus about the most effective stratiegiesewith

adolescents. Evidence on its effectivenals®remains very limited both in terms of longer terms benefits
and harder health endpoints.

School interventions

For children who go to themgchools are the site of the most important relationships outside of the family

i.e. with teachers and peers. Thobal growth in secondary education has the potential to greatly increase
actions for healtramong adolescenthrough schools. Yet despite the evidence that enhancing school
environments bringmajor health benefits, most school based interventions hlageen limited tothe

provision ofhealth education. The most effective actions from this platform are rzolthponent with
curriculumelements, afocuson@ OK2 2t Qa &a20ALFf |yR LIKeaAOlf SygiNP
families and/or the communjt2 These types of actions show consistently positive outcomes for

adolescent sexual health, violence and tobacco smadimtgmay be beneficial for other health risk&2’

Health service interventions

Health care has distinct functioms responding taonspicuoushealth problemsemerging health issues

and dronicadolescenthealth problems. Halthcare providers need the knowledge and skills to respond to
these complex heath issues, but they also require-uslyemental attitudes, a willingness to maintain
confidentiality and skills to engage with adolescents and young adults, while maintamaggpropriate
engagement witlfamilies Srengthening health systems, including health financing, institutions, human
resources and leadership will also benefit adolescedtsvever, given the barriethey face, delivery of
universal health care to adedcents also requistargetedinvestments.

Taking action at country level

Many interventions found to be effective in research settings are wutiéised>° The reasons are many
but one important element is failure to match actions to need. Where it daar what the health
prioritiesare, t is difficult to make the case fanvestment. Scalabilityis a furtherconsideration and
determined bythe costs of operating at scale and the acceptabilitgrintervention in the local
context?® For comprehensive sexuality educatiamtya-curricular programs in schools have great
potential to be scaled up because of their compulsory nature. However, quality depenegoher
training, smaller class sizes, more lessons and working with the local community cehieixiare
elementsthat increase costs. Advocacy is a significant cost component of early implementation but is likely
to decrease as programs become more gted.2° As an intervention isuccessfullgaled up, so too its
costeffectiveness is likely to increadé.

Interventions need to be desighR I YR AYLI SYSYUGSR 6AGK |y a&@dacar G & f
the most hardto-reachadolescents and young aduff§ Scaling up shoulgivecareful consideration to

gender, race, ethnicity, sexualityeography socioeconomic statusnd disability2°? Some actions may not

reach vulnerable groups and may in factragn inequities. For example, in budget constrained contexts,
financing tertiary education may be prioritized overiversalquality primaryand secondargducation,

which would further disadvantage the most marginalisetblescents®

Figure Billustrates the complex picture of adolescent health in Nigexfdulti-Burden country Nigeria
hasa continuinghighdiseaseburden related to maternal healttAdolescenfertility is high asarerates of
early marriagealthough with differences acros3ates. AdolescentL,INB Ay | y O& NIndrBein Ay b A -
Satesare more tharfour-fold higherthan in the southThere is an over fotyearlower median age of
marriage in rural settings (16.6 years) compared to untegyiors (20.8 years)Nigeriahas an emerging HIV
epidemic particularly in the northcentral zonealthough this is not as advanced as in southern-sub
Saharan Africa. Rates of unsafe sexual activity are high. Infectious diseases other tiiaouighv,
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diminishing are still prominent contributors to burden of diseaamong adolescentwith malaria and
neglected tropical diseasemtableamong these2 While these diseases of poverty are priorities, road
traffic injury and sexual violenage also prominentHaemoglobinoathies €.g. sickle cell anaemigron
deficiency anemigfigure prominentlywithin chronic physical illnesses and rates of obesigreing in
both males and females.

Responses tbligerid & | R 2hkafhapédfiesré also outlined ifFigure 5. BecauseNigeria has low
densityof health workersscaling umf health service coverage is essentialfaternal health care,
greatercontraceptive coverage, treatment of HIV and infectious diseases and respondidglescent

chronic physical healtproblems. 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, tare is a need for scaling ipK S O 2 dzy (i NEte&am® tinelenieiginghealtt {
priorities of road traffic injury and obesity warraspecificpolicy and legislativeesponses.

Sectiorb. 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
programs and policies that affect them and their peersesond is that with structures, support and
processes to do so effectivelpeaningful engagement leads to healthier, more just and egalitarian
communities®®*

¢tKS ! YAGSR bliA2ya KIFIa RSTFAYSR @&2dziK LI NIAOALN GAZ2
people in all aspects of their own, and theircomm®ii Q RS@St 2 LIYSy Gz Ay Of dzRAyY 3
O2Yy(NROGdzGS (2 RSOA&AA2Y A 062dzi GKSANI LISNERTeUNT FI Y
further affirmsthat societal progress is bas@tpart on a capacity to incorporate the contributions of

@2dzi K AY Godzhf RAY 3 9F6R a B\NDardpectiva, yheaniigkil§outh daiticpdf®his

both a fundamental right and captures the unique contributiond ancial mobilization skills of young

people”

Developmental perspectives further support meaningful engagement as an essential positive influence on
social and emotional development. The transition through puberty Ising a KA ¥4 Ay | OKAf RQ
from one focused on self and family towarmhe that takes on the perspectives of othéféBy

adolescence, most individuals have gaitleel cognitive capadis to allow theigreater engagement in

social, community and political lifdédolescentd NS SY20GA 2y | f f @ RonIDNRhES R G2 S\
described early adolescence as a phae oW A 3y A (i , AR striudtutes, précgsseSand support for

positive and meaningful engagement shape trajectories of development into adulté&aajually social

contextsthat value antisocial forms of engagement including violence, substance abuse or extr@hism

any sort)will shape development to the detriment of the individual and the broader community. A lack of

social and emotional engagememntings risks for mental disorders including depression

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. In recent years,
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 adolescantisyoung adultsirawninto violent extremism and

gang violeoe with catastrophitealth and soeital outcomes*®

Meaningful Engagement of Young People in Health Advocacy
Theidea that meaningful engagement of adolescents and young adults contsitutenprovements in
health policies and services, and in turn improved health and broader societal outcomes is well established
More than 20 years ago, the World Health Organgatited the importance of youth in its call for
community participation in health, noting that effective adolescent health programs require youth
involvement at local, national and international levels. This extends from setting program objectives to

33



policy development and allocation of resourc€SUNICEF, UNFPANAIDS and international nen

governmental organizations such as the International Planned Parenthood Federation (IPPF) have followed
suit, recommending, and sometimes mandating, youth participation in the governance of service systems,
as well as in the owsight and implementation of healttrelated policiegSupplementaryText Box 7).

Young health advocates themselves recognize the critical importance of meaningful youth participation in
health policymaking and programminBheLancet Commission on Adatest Health and Wellbeing

includes two young members, who were selected through a competitive online process. As the Commission
sought to incorporate the views of a more globally representative sample of youth, we conducted an online
survey to capture a lmad range of inputsThe survey was promoted to youth health advocates through the
networks of the Commissioners and their organisatidhsought the opinions of youtadvocatesabout

priority areas for investment andround whichkey messagearelikely to be most effective with decision
makers.More than 500adolescents and young aduftem 89 countries working across a range of health

issues participatedTKS ARSI (KIF G a! R2ft Sa0Syida |yR &2dziK aKz2dz
contribute to designing, implementing and assessing policies, programs and systems that contribute to
GKSANI KSIf K kofigtleredBe singleSrbsy ithigortaatlthamby them

Even though the rationale for youth engagement around health is strong, ttere been few syntheses of

the evidenceon its effectivenessWe reviewed available studies around models of youth engagement,
leadership and participation, and their effectivené$sThere was a dearth of studies examining the effects

of adolescent and young adult engagement on health outcomes. In contrast to the scarcity of effectiveness
studies, there is a growing literature around the essential elements for meaningful youth engagement.

An essential starting point is a rejectiongrEsumptions that adults know best. Rathsuccessful

engagement emphasises the capacities of adolescents and young adults to work in partnership with adults.
ThisgeneralNB lj dZA NS & 020K LINRPOS&aasSa (2 LINRY2( Spldtdi A S @
ALISIF1£€0 YR GKS NBaLRyaSa mdalylpaiuershigs withadulslbegif A y 3 | R
early. Typically, it begins with shared decisinaking in the family. It should extend to growing

engagement in school life and local comrtymgroupsthat provideenabling angrotective environments

for adolescents to learn the skills for effective engagement. With growing capacities, adolescents can

further engage more meaningfully in policies, systems and programs that affect thetheingeers.

Adolescents and young adults depend on systems and structures for engagtiatesute put in placeand
supportedby adults. To engage most effectively, youth need resources (including financial), training,
ongoing mentorship, sensitization pwlitical and management processgigure 16). Theyalsoneed

platforms and mechanisms for engagement. In different settings adolescents and young adults face very
different opportunitiesandlimits on their ability to engage and advocate meaningfulbci&, cultural,
economic and political forces shape both the opportunities and form of youth engagement and the
strategies needed to promote.it°

Existing models range from tokenismttmse that arecompletely youthled 21 More egalitarian relations
between young people and adults are essentialnfi@aningfulengagemenbut decisions arstill often
taken through an adult lens that overlooks youth perspecti#éis general, thegreaer the level ofyouth
controland responsibility, the greates the effectiveness of engagementhether aroundheir own
health oraroundpolicies and programs thaiffect others3:

Adolescent and young adult engagement around health can si#iitthe individualand can move through

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 deemaking, policymaking and programming.

We point to both promisig strategies and recommendations for how these efforts might be leveraged to
achieve greater impact.
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Approaches to youth engagement and advocacy in health

Peer education, or the promotion of healthy behaviotosyoung peopléy young people, is the most
evaluated strategy for youth engagement in the health sector. For the most part, such interventions have
shown positive outcomes for the young people conducting the programmingh@@eer educators
themselve$, but evidence of their effectiveness inastging health outcomes for the broader population of
youth they are meant to reach is thi} Peer promoters themselves have greater sahfidence,

improved communications, leadership and interpersonal skills, higher aspirations, and lower rates of health
risk behaviours. Although bettesvaluated than most strategies, there remains a lack of standardised
evaluationsThis reflects the tension between a Wito sca¢ up promising approaches atde value of
undertakingsmaller scale interventions with rigorous methodologies, a particular challenge in resource
constrained settingst®

Youth engagement in heahtelated advocacy has increased over the past two decades, fostered at a
global level by the UN and other international organizations. Similar processes have occurred at country
and community levels within organisations deliversggvices toyoung people. Textox 8 usesthe

example ofEducation as a Vaccifiemm Nigeria to illustrate one recent example of national youth
advocacy*

Communitybased participatory actiomesearch has become populanirork with marginalised
adolescentslt has the potential to shift the power dynamic from one in whaciolescents arsubjectsof
research to one where they aetive partners® Engaging youth in this waves insight into théives and
realities of young peopld2hotovoicds an example of this approacasillustrated intext box 9.

There are reasons to be optimistic about the scope for extending meaningful youth engagement around

their healthand wellbeingThe growth of democratic processesnrany countriedrings new

opportunities®° The grater involvement of adolescents and young adults in education, employment, and

local community and youth organisatioaksooffers new contexsfor meaningful engagemento tog
socialnetworkingand digital media make it possible to access informatiommunicate and mobilise with

other advocates awell as daw in resourced unprecedentedvays New media promotenore active

engagement as adolescents and young adultsicd@pendentlygenerate their own contentt’ These
possibilitiesallow broadercollaborationwhichin turn can gneratepolitical leverageTime, privacy and the

needto convince adolescents that their voices will be heard remain barristhese reasons capitalising

on these new possibilities likely to require a shift impproaches tommunication foboth government

and civl societyorganisations®

hyS dzyAljdzS OKIFftSy3aS Aa GKIFIG Fa @2dzy3 LIS2LX S INRS
next generation. Morehan any other field of health, youth engagement requioegoing renewat?

Attitudes of adults towards younpeople and their capabilities, together wgh2 dzy 3 LISaLJX SQa f I
confidence in engagement processes, aretommonbarrier.22 Attitudinal barriers commonlgrise from

cultural contexs whereyoung peopleare perceiveds subordinate to adults, #t exclude young women

andthat further stigmatie socially marginalised group$:322 Inflexible bureaucratic arrangements,

insufficient investment to supporxingoingengagement, andestrictivepolicies, suclas limitingthe

participation of adolescents in reseatahay be further limiting factors?

For these reasonsnost youth engagement in hedlfalls short of sustainabilifand topdown, adult
drivenapproaches remain the most commét.In programs that do engag®yng people those selected

FNBE 2FGSy | £ NBI Reénddaely HentRi&lyeddees’ INdraktiOedew effdsts |

meaningfully involve the most marginalised youth, who may include ethnic minoritiegpdsitve youth,

married adolescents, youth with disabilities, LGBT youth, youth living in povesse thith lower

educational levels, and very young adolesceé#tn 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 progwith homelessyouttA y G KS Ga{ { AR w2g¢ 2
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Californiaandtheir adult mentors usedhe sharingpersonal stories to inforrsommunity activism aah
policy advocacyandsuccessfullgaired educational ights forhomeless student$?

More effective and meaningfngagement will require systems and processes that exist in few programs
YR &0 NHZOGdzZNBEa G(G2RIFIe@d aSyi2NBRKALI 60SG6SSy | Rdz Ga
and knowledge; the establishment of new forums; and the growth of new metldddommunication 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
provideunparalleledopportunities br engagement. Although the evidenoéthe effectiveness of new
communication technologies in promoting engagement remains limitéehany 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 peoplétonin

strategies and policies.

Data and Accountability

Global health and development frameworks tended to include a cycle of three elements of monitoring,

review, and appropriate responsésit havebeen criticised for failing to adequately address goveosan

and instead relying on voluntary and nbinding commitments to outcomes’32¢ The limits of this

approach have led to calls fordependent accountability and for ensuring that monitoring and evaluation
processes are participatory amaclusive>® Thenewly-adopted2030 Agenda for Sustainable Development
hasrecognied a need for a greateiocus on accountabilitparticularly at ountry level??® TheGlobal

{GNF GS3e T2N 22YSyQas |/ KnbtéskhNihgofance bfyransparéheahdSraeySy i a Q
accessible data, for the inclusion of sectors beyond health service delivery in advancing global health, and

for the engagement of civil societ§? Various global health agendas have also begun tdarahcreased
accountability with participatory accountability frameworks proposed across a range of areas relevant to
young people including HIMCD risk2 6 SaA e ¢2YSyQa ardButriidn®RSs YSy il f K

Inclusive, articipatoryapproachego accountability could provide an ideal sag for meaningful youth
engagementEqually young health advocatdsave the energy and potentigd drive governance, advocacy
and accountability in health for decades to conme.date, adlescents and young adults hagenerally
been an afterthought ivertically siloed globand countryhealth initiatives. With so many calls for
accountability across so many health agendas, there is a risk that they will once again be overlooked.
Beyond this, various barrignsanging from the limitations of currentada systems to the relative lack of an
evidence base for actigpose challenges to effective accountability around an integrated agenda for
adolescent health and wellbeing.

Kraak and colleagues reviewed 15 interdisciplinary frameworks for accountahitityding trade and
international development, human rights, business finance, public health policy and global ¥&@ith.

this basis they outlined a fotgstep process for accountabilitiVe have adapted this fotstep framework

to consider the particular elements of effective accountability for adolescent and young adult health and
wellbeing, as outlinedh figure 17.328

The limits of current data systems

Planning responsés adolescent health requires data that is timedgvelopmentallyrelevant age and
sexdisaggregated, and defined to a local level. Idettilgsedata would allonwcomparisonsver time and
tracking of inequalitiesvithin andbetweencountries. In reality existing global data systeimsadolescents

are uncoordinated riconsistent in coverage and timing, inadequately disaggregated, missing large groups
of adolescents and fail to deal with the spectrum of health peotd and their determinantsTéxt Box
10).24This matters a great deal as LMICs are, to a very large extent, dependent on global, sursieys
Demographic and Health Surveys (DHt#)data to drive health policy and programmifay adolescents.

Recent developments in health metrics seemkadiy to provide the impetus for change. TG&bal
Reference List of 100 Core Health Indica®@45) proposed by WHG@ guide responses at global,
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regional and national levelBustrates some of the difficulties. Younger adolescents are largesisimgj

both in specific indicators and age disaggregatidth counting generallgtarting from the age of 15 years.
Although some age disaggregation is proposed from the age of 15, adolescent fertility rate is the only
adolescentspecific indicator include&® The list does not include indicators around mental and suizsta

use disorders or violenc&he gaps in health risks are even more compelling with obesity, physical activity,
and fruit and vegetable intak@dicatorsproposedonly from 18 years. Important social determinants of
adolescent healttand wellbeingincluding child marriage and lack of participation in secondary education,
are not included in either the core or supplementary lidiseseindicatorgaps are furtheillustrated in
SQupplementaryTable 8.

The data gaps are compounded by the absence at a global level of any single agency with responsibility for
processing available data providea more complete picture of adolescent healthedther aglobalor

country level. The patchworpproach to data collection is themirrored in dataanalysis and reporting

systems where responsibility for adolescent health and wellbeing sletacross a range ddN agencies

(e.g. UNFPA, WHO, UNPD, World Bank, UNICER),®0s (e.g. Population Council, Population

Reference Bureau) and academic groups (e.g. IHME). The resulhé®@mpleteand unevenpicture.

Similarly, for those wishing to understand the profile of adolescent headthwellbeingn anygiven

country,i KSNB A & (@& LA Otibraldepaftdentorageady S w32 (2 Q

These limits in global data system pose major difficulties for countries in taking an adequate account of
adolescenthealthneeds Yet even with better coverage of health aregtobalsurveys are unlikely to
provide adequate datéor national planningnone provide the finegrained geographic information

needed for monitoring progresand capturing inequalitieat subnational levels. Therettsereforea need

for countrylevel technichcapacity to extend current data collection and data processing systems. It is
essentiakhat data reporting extends to sectors such as education, transport, justice and community
environments. Ideally this wouléad tocountry-levelreportsof healthand wellbeingncludinginequalities
and inequitiesacross 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 withich wider audiencdt alsohas the
potential to heighten the engagement of young people globaltyundadolesent health needs, as well as
generatinggreater demand for data.

The process of communicati@mound adolescent health and wellbeingguiresengagement withdifferent
governmentministries In many countriesit extends tointernational agencies and global funders.

However, it alsoneedsthe involvement otivil society groupeutsideof government23® These
constituentsincludeadolescents and young adults themselvwasiith organisationsprofessionals working

with adolescentsacademics and private industryoung people and youtfocused organizations are

essential stakeholders in this process. Their meaningful engagement can ensure a proper understanding of
what the data means, assess and inform the feasibility and appremesas of potential actions, and

support broader buyn for such actions.

Coordinating Responses

For the most partthe most effective actions for adolescent health and wellbeingiriersectoral and
multi-component tailored to local needs and capacitidis raises important questions around the
structureand processegor governanceCreatingprocessesvherebycivil societycanhold government
ministers to account for the investments made (or not madepends on the cultural and political
context3’ For governments lesgpen to influence frontivil society, the involvement of international
agencies and use of financial and economic incentives magé&gedfor advancingadolescenhealth and
wellbeing.

Holding industry to account iget more challengingKraak and Story examined theK A f RNBy Q&4 C2 2R
Beverage Advertising Initiativethich promoted the responsible use of cartoon brand mascots to promote
food products to American children between 2000 and 28#Fhey found moderate progresstaking
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and sharing the accounthis included public hearings in the US Congress, aaswihlogues between
investors, businesses, public health researchers, advocates and government offiovedser there was

little actualprogressm holding companies to account with the absencelearly empowered bdy to hold
industry to accounti major shortcoming.Such a body could encouragevernmentgo playactive 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 dragsivities that directly and indirectly
influence health and health risks for young peofle.

Taking actioralsorequiresa sound evidence baseound interventionghat have beendeally adaptedand
trialled in similar contextsyet inareassuch as mental disordeemdsexual and intimate partner violence,
there are not yetlearlyeffective and scalable interventiofigr adolescentsSome contexts that are of
major importance in shaping the helland wellbeing of adolescents, including families and digital media,
have received littlattention in intervention studies. In many areas of health need, actions have been
evaluated in HICs, and for the most part, have neither been adapted nor triallddliCsSo too, nany
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 utifiis still uncertainLastly the absence of good cost and cost
effectiveness data in different regions remains a barrier to implemergffegtive actionsat scale.

These knowledggapsarise in part from a lack eéchnicalcapacity globally. Unlikdné fields of maternal

and child health and HIV that have had considerable investments over decades, adolescent health has seen
little technicalinvestment. This is further compounded by the lack of any single agencyesjibnsibility

for pulling together the evidence base faction Current policy and programming relevant to adolescent
healthand wellbeingsits within different UN agencies (e.g. WHO, UNICEF, UNAIDS, UNESCO, UNFPA, World
Bank, UNODC) as well as with various global NG@QsS@ve the Children, Population Council). The absence

of an overarching coordinating bg@round the evidencéasecontributeshas led to arinability to provide
guidance to countries 08 A (1 K S NJ 1624t BuySP 8l Hol ®@fihtersectoral implerantation.

Notwithstanding such limitationshere issufficient knowledge fogeneratinggreateractionat country
levelaroundadolescent healttand wellbeing A human and technicalapacity to act is essential
Commonlythis requires attention tathe training of thoseacross the relevargectors (e.g. pre and in

service training of teachers around adolescent development and youth engagembet® is a need for
growingadequate countrjlevel technical capacity in policy and program evaluatiotis Hthnical capacity
is not only important in ensurinfidelity in program implementation but would also generate valuable data
on both local effectiveness anésourcegequired for implementation

Key constituents

Adolescent health and wellbeing is increasingly shaped by diverse influences beyond the immediate family
and community. These social and structural determinants are themselves changing rapidly. For these
reasons adolescent health and wellbeing increasidgjyends on the engagement of a broad range of

actors and constituencies from local communities to the global level.

Adolescents and young aduéiee central actors around their health amellbeing Their meaningful
participation and engagement is essiahfor effective actionaimingto enhance their health andellbeing.
Thissame engagemerns essential for their own emotional and social developm@iitere is need for
sustainable systems anqmocessesvhere meaningfulengagenent become a normal partfdheir lives

The organisations with and working for young pedypge a particularly important role to play tineir

support and mentorshipGiven the influence of religious leaders on community and family values, as well
as directly on the attitudedyeliefs and values of adolescents, they are also important constituents.
Families and local communitid3espite the rapidly changing social determinants of adolescent health and
wellbeing families provide the most important platform for the transitiomadulthood. 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 healttvelitueing

Professional groupsuch ageachers health careproviders community workerssports trainers and

employers have increasingly important roles in young li#es.disadvantaged and marginalised youth
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these groups extend tthe judiciary, policeyouth justice workers, social amtcommodation 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.

Government ministrieBecausdahe major determinant®f health lieoutside the health service sector

other sectors within government play 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 multicomponieand intersectoral. They require bothcapacityfor
actionwithin individual sectors and coordination of investment across diffesectors. Thatoordination

is dependenbn understanding health needsurrent investmentand effective actions, together with the
structures and processés coordinate across ministerial portfolios.

Private industryncludingmedia and marketing organisatioase increasingly shaping the health, lifestyles,
attitudes ard wellbeing of adolescent®rivate 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 a pressing agenda.

Theinternational development communityas anessentiarole in resouring and cerdinatinginvestments

in adolescent health anarellbeing This role will become greater witheDf 26 F £ { G NI} §S3& F2N
| KAt RNBY Q& Hgdkh. ToRlatd, Sfart©t6 guppdrt adolescent health have been piecemeal and
poorly coordinated. Future investments require greater considerabibroordination, capacity building

and technical support at country level.

The academic communihas the pdential to partner withthe international development communignd
governmentsn the development of health information systems, innovation and evaluation, and training
service providers and youth health advocates. Many academic disciplines have ael@iomotion of
adolescent health andellbeing However, theacademic and research capacityLiMIGis at very low
levelsand in need of investment

Independent oversight

Hfective processes of accountability require independent review. A criticaltigne®lates tothe

structuresthat would most effectively ensurhat oversight Responsibility for adolescent healdnd

wellbeing at a global levé currently dispersedcross many UN agencies including WHO, UNICEF, UNFPA,
UNAIDS, World Bank, UNESORN Women and UNOD@I have different foci and age mandates. It is

difficult to see progresaround globabdolescent healtloversightwithout more effective coordinadn. An

entity or globalfocal pointfor adolescent health and wellbeinguld playanessential rolan galvanising

and reviewing action at country levéd.couldmobilise and grow global resources in terms of funding,
technical and research capacity, youth advocacy and intersectoral action. Such an entiglsopitdvide
independent oversight and guidance to the UN agencies active in adolescent health and wellbeing.

At a country levelprocesses foindependentoversightmay providea point for engagementwvith the
different constituents Such gorum becomesessential vinere the most effective actiorisave the

potential to sit uncomfortably with local cultural and religious traditionhese processes for independent
oversightmight also provider mechanisnior external stakeholders tooordinat investmentsincluding
technical supporénd training

Accountability processes are likely to take different forms asel different structures in different places.

The NCD accountability process has, for example, proposed the establishment of national NCD commissions
with anindependent chair and membership drawing on the interests of different stakeholders. Recognising
GKFG yraAazytt KSFEGK O2YYyYAaaarazya |fNBFRe SEAAG Ay
they have recommended the expansion of the mandateadeer NCD$¥ Inclusion of adolescent health

and wellbeing into a prexisting structure of this kind would require expansiorboth the agenda and
membership to include young people, yotfitcused organisations and experts with knowledge of young

LIS 2 LI S Q& enkis bréaliti sbtheDatldfescent healdmd wellbeingagenda, an alternative and

preferable strategy might be the establishmentN#tional Youth Commissions with oversight of all aspects

of adolescent health and wellbeinky would requireclear roles wih the relevant government departmest

and explicit linkage to othaelevant processe.g. NCD commissions)
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Establishing effectivprocesses foaccountability is centreb the promotion of adolescent health and

wellbeing. These processewill ultimately allow usto invest morejnvestmore efficientlyandensure that
whereevidence does not currently existe caninnovate and evalu& Country level accountability

structures must be mirrored inew and different global mechanisthat coordinate and completthe

current piecemeal approado adolescent health and wellbeing/ith the largest generation of adolescents

in human history, the time to do so is now. The health eseflbeing2 ¥ G 2RI &8 Qa | R2f Sa0Sy i
adultsisthe most significantresource we have for future globahd planetaryhealth.
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Section 6Responses and recommendations

Despite being up ta third of the population in many countriesjalescents and young adults have

generallybeen overlooked in governmeirtvestments Thisis thereforea field withvery low capacity and

limited technical capabilities within countries and globally. Major new investments arecdéecddress

this neglect and take advantage of the opportunities that come with the largestrggoe in human
history.The UN Secretaf SY SR 2 0& f { GNI §S3e F2NJ 22YS8Heah> / KAf R
presentsone opportunity forincreasingnvestment inadolescent health and wellbeingor countries,

investments in adolescent health and wellbeing shailéastbecomeproportionateto their numbers in

0KS LRLJzZ FGA2yd ¢ KAA [/ 2 ¥pédiidadtiantayidirvesthBnOszeoMiliBgdR I G A 2 v &
below.

Reframe adolescent healthdwvellbeingwithin international development

All constituencies should reconsider the framing of adolescent healtiwafileingthat has led tdts

neglect in policy. Moving forward requires:

1 The adoption of a broader view atlolescent healthone thatstarts with a comprehensive view of
sexual and reproductive healdnd extendgo include HIV and other infectious diseases, nutritional
deficiencies, injurand violence chronic physical health problems and mental and substance use
disorders. This extersito ensuring that adolescents are centrally placed in relevant, emerging agendas
including strategies around NCDsental healthand maternal, newborn and child health.

9 Appreciation of adolescence as crucial years for the developmdnirafin capabiligswith the
benefits of investment providing a triple dividend of health avellbeingduring adolescence, across
the life-course and into the next generation.

1 Consideréion of the implications ohge genderandevolving capacities the implementation 6all
policies, laws and programs affecting adolescents and young adults.

1 Attention to huge inequalities in adolescent health and wellbeirag arelinked to gender and
L2 OSNIied t2f A0OASa GKIFI GO NBRdAzOS AySlidZAGASaE Ay 2 LILJ
marginalised are needed.

Set clear objectives based on national and local needs

Moving forward requires different actions in differenfapes. Specific recommendations include:

f No country should remain in thdulti-BdzZNRSy O (1 S32 NB Nuti-Budeocoubtries2 NJ {2 R
infectious diseases including HIV, sexual and reproductive health and-natti&ion remain
preventable causes of skkase burden that should be a priority focus in health service delivery and in
preventive effortsincluding those addressirtge structural and social determinamtf poverty.

T ! £t 2 FinjulyExBessicolatries should have made the transition to R@Bominant profiles by
2030. For these countrigpreventive efforts targeting the social andwttural determinants of
injuries, violencend high rates of early pregnancy are priority actions.

1 BothMulti-Burden andinjury Excess countries must take pédled preventive actiosto reducetheir
accelerating adolescent risks for NCDs to ensure that diseases of poverty and injury are not replaced by
an unaffordable burden ofion-communicable disease.

1 There is great variation in the pattern and level of adoéed NCD burden across all countries,
including NCPredominant,whichindicatesgreat scope for accelerating investmemdsreduce
adolescent NCD risksICDPredominant countries should identify and adopt international best practice
(e.g. taxation of unhalthy food, tobacco and alcohda}p well as invest in innovation and evaluation of
promisinginterventions that target adolescent NCDs and NCD risks.

1 Within all countriesmanyadolescentsare marginalised with few resources for health and vieeling.

Actions to address their health amekllbeingneed to take into account their different profiles of
disease, health risk and social determinants.

41



Reorientatehealth serviceo meet adolescent health needs

Adolescents and young adults have low levels of hezdile coverage. Extending the

responsiveness dfealth service to adolescents requires:

1 Guarantees of universkalthaccess and comprehensive responses for all major health problems,
including infectbus diseases, mental health and sexual and reproductive health needs, for all
adolescents regardless of gender, age, sexual orientation, marital and socioeconomic status.

1 Resourcing of early and effective treatment of health problems that commonly enm@rpave a
particular significance for adolescents including HIV and other infectious diseases, nutritional
deficiencies and mental and substance use disorders.

1 Guarantees of essential health caceall sexually active adolescenis¢cluding maternahealth care
and access to affordable modern contraception, particularly long acting reversible contraceptives; if
unwanted pregnancy does occur provide access to legal, safe abortion.

1 Ensure health care providers have the necessary competencies to paarifidential, non
judgemental and respectful health caie adolescentsThis extends to a capacity to engage with
adolescents and young adults around health service provision thatgtiegit health needs.

Creat enabling protectiveand empowering sociataffolds through intersectoral

investments and partnerships

The most effective actiorfer adolescent health and wellbeing lie in sectors beyond health service

provision.Moreover, alignment of health service responses with preventive and promotionahadn

other sectors is a key to health service effectiveness. Essential investments in other sectors include:

1 Guaranteing acess to free, quality secondary educatregardless of sex, marital and so€iconomic
status.This should extend to reducing family financial barriers to quality education.

1 Ensuring that schools function to promote health. This includes resowschaplso deliver life skills
for health and comprehensive sexuality education, and supporting iiymschool ethos.

1 Providingpre-service and irservice training for teachers and other professionals working with
adolescents around the knowledge and skills to empower adolescents to make the best possible
decisions about their health and wellbeing.

9 Ersuring that necessary investments are made to implement national and international legal
frameworks designed to empower and protect adolescents. In many countries this includes
guaranteeindl8 years as the minimum age for marriagieich will requireeducaing community
leaders and professionals within the justice sys@mund the implementation of this legislation

1 Ensuring that new legislation and policies affecting adolescents draw on contemporary understandings
of evolving cognitive and emotional cajités to promote autonomy while concurrently protecting
adolescents from harm.

1 Convening a whole of government approach to the creatiomoérmabling protectiveandempowering
social scaffold for adolescent health andllbeingincluding safe employmensupported familieand
parents andtaxation andregulationof the marketing of unhealthy commaodities to adolescents. This
whole of government approach should extend to essential health care provision such as contraception
where the promotion of favourable community attitudes and enabkmgl protectivelegal framewoks
are essential for effective coverage.

Enhancethe engagement of young people

Adolescence is intrinsicalitime of active engagement witthe broader social environment beyond the

family. Indeed, this is an essential facet of healtuplescent socialevelopment. Given the opportunity,

adolescents and young adults are powerful agents for social chargiading the promotion of their own

health andwellbeing Given thecomplexity ofadult systems and of adolescent social worlds, creation of

new structires and processas required to facilitate this engagement. Thisludes:

9 Access to training, mentorship and resources to ensure that adolescents are empowered to play an
effective role in governance and accountability processes around their healtveliizeing.
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1 National government leaders convening relevant constituents including adolescents and young adults,
their families and community leaders, adolescent focused organisations, international development
partners, professionals groups and academics National Youth Commission, or its equivalent, to
consider, review and advise governments around their investments in adolescent health and wellbeing.
This should extend to establishing and strengthening mechanisms for meaningful participation of
adolescents in the design, communication, implementation and monitoring of policies and practices
affecting their health and wellbeing. This is particularly important for socially and economically
marginalised adolescents.

Invest in kowledgeand grow capacity

Because adolescents and young adults have seen little systematic investment in their health and wellbeing

from governments and their International development partners, the capacity of many relevant service

systems is very limited, including technical gap. Without investment in research, training, financing and
technical underpinnings, progress in adolescent health and wellbeing will remain slow. Essential
investmentsinclude the following

9 Build profiles of adolescent health ametlibeingat national and sumational levelsNational
governmentamust workwith international development partners, including funders and global data
collection systems, to collect and report on a miom set of priority indicators addolescent health
and wellleing. National statistics agencies should report regularly on the health, development and
wellbeing of adolescents, disaggregated by age and sex, and ensure that this information is easily
accessible t@onstituents International data collection systershould be resourced to collect and
report on age and sex disaggregated data{201519, 2024 years) on all relevant global indicators of
healthand wellbeindgor all adolescents, including thogého areout of schoolnd socially and
economically margialised.

1 Ensuethat the international development community and national governments address gaps
in the evidence base for action in practice and policy through innovation, evaluation, and
economic analysis of promising actiolrmovation igarticularly neeed in prevention and
early interventionof major emerging areas of need such as mental health and violence where
the existingevidence base for action is thim general, there is a need better understand
what worksfor males and femaledor different agel adolescentand for socially marginalised
groups

9 Establib new processes for supporting actions around adolescent health and wellbeinguRor
BurdenO2 dzy G NAS&as> GKS&S &aK2dzZ R It A3y ¢AdK Ri2kSS aDd 2yoil 3
Health, and extend to coordination of technical and research investments in adolescent health and
wellbeing and increasing capacity in technical support personnel within countries.

1 Investment in the education and training of pibfessionalsvorking with and providing services to
adolescents. These investments should extend to ensuring that adolescent and young adult advocates
have access to training and mentorship to ensure that they haveeipaired competenciet play an
effective role n nationaland globajprocesses around accountability for their health and wellbeing.
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Text Box 1. Some definitions of adolescence and young adulthood

Adolescencas defined by the World Health Organization as betweer19Q§ears, while
youth refers to 15 to 24 year¥? Young peopleaefers to the 10 to 24 year old age group,
does the composite terradolescents and young adultJ his is the age group anerin that
is used through the Commission report.

Emerging adulthoodhas been used to describe the phase of life from the late teens to {
late twenties when an individual acquires some of characteristics of adulthood without
having reached the milestonekdt historically define fulifledged adulthood*!

The Convention on the Rights of the Child (1989) defirasldas below the age of 18
years, unless under the laws applicable to the child, mgjisiattained earlie#33

Eighteen is théegal age of majoritythe point at which an individual is considered an ad
in many countriesalthough not universally. In law there is no single definition of adulthg
but rather a collection of lawthat at differing ages for different activities bestow the stat
of adulthood. 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 accou
for criminalaction and the age that young people are deemed capable to make medicg
decisions.

When reporting age disaggregated data, the2lyear old age range is increasingly divi
into five year age categorieBarly adolescenceefers to 10 to 14 yearsate adolescencedo
15-19 years angoung adulthoodto 20 to 24 years.
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Text Box 2: Key messages

1. Adolescents and young adults face unprecedented social, economic and culturatchal
that are shapingheir health and wellbeingwe must transform and strengthen health,
education, family and legal systems to keep pace with these changes.

2. Investments in adolescent health and wellbeing bring a triple dividend of benefits now
into future adult life and fothe next generation of children: we must invest more; inves
more effectively; invest in proven interventions; and invest in innovation where evider
is limited or technological change is rapid.

3. Adolescents are biologically, emotionally and developméniaimed forengagement
beyond their families: it is essential that weeatethe opportunities tomeaningfully
engage withthem in all aspects of their lives.

4. SATFSNBYyOSa 06SG6SSy YR gAGKAY O2dzy (NN
determinants necessitate different responses in different places: inclusive informatior
aedaidsSya FRRNBaaaAy3d [R2fSaolOSyiaQ KSIft i
needed.

5. Inequities, including those linked to poverty and gender, shape all aspects of adolesd
health and wellbeing nationally and globally: strong multisectoral actions are needed
respond to current health needs, grow the resources for health@ffel second chances
to the most disadvantaged.
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Text Box3. Psychological and emotional development through adolescence

Early adolescencgl0-14 years) is biologically dominated by puberty and the effects of the rapid rise

in pubertal hormones on body enphology, and sexual and brain developmé&#tt is a time of

remodelling of the brain's reward systef¥.Psychologically it is characterised by low resistance to

peer influences, low levels &iture orientation and low risk perception, often leading to increases in

risk taking behaviour and poor se#fgulation2 It is a time of identity formation and development
of new interestdncluding emergingnterest in sexual and romantic relationshifgsSchool and
family environments are critical social contexts during this merio

Late adolescencé€l5-19 years) is also characterised by pubertal maturation, especially in boys
in ways that are less visually obvious. At this time the brain continues to be extremely
developmentally active, particular in terms of the developmehthe prefrontal cortex and the
increased connectivity between brain networké34° This later phase in adolescent brain
development brings continued development of executive andegjtilatory skills, leading to
greater future orientation and an increased ability to weigh up the short and long term implicat
of decisions. Family ilnfences become distinctly different during this phase of life, as many
adolescents enjoy greater autonomy, even if they still live with their families. Likexdgeation
settingsremain important, although not all adolescents are still engaged in setdbis age,
especially in low and middle income countries.

Young adulthoodtypically 2624 year9 is accompanied by maturation of the prefrontal cortex af
associated reasoning and sedfgulatory functions. It marks the end of a period of high brain
plasticity associated with adolescence whereby the final phase of the organisation of the aduli
occurs¥634’ This often caresponds to the adoption of adult roles and responsibilities, including
entering the workforce or tertiary education, marriage, child bearing and economic independe
Secular trends in many developed nations point towards an increase in thbatgaanyof these
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Text Box: Country casetudyon legal frameworks for child marriage

Strong national legislation is not enough to mitigate child marriage in India

Child marriage is common in India, declining very slé##? Forty-seven percent of women are
married before 18 year®! The highest prevalence is in five states: Madhya Pradesh (73%), An
Pradesh (71%), Rajasthan (68%), Bihar (67%) and Uttar PradesEr{@4fdurbanrural differential
is substantial with rural girls marrying younger than 18 years at nearly twice the rate of urban
girls2%2 Girls marrying before 18 years report physical violence twice and sexual violence three
as often as those marrying laté&. The Prohibition of Child Marriage Act set the legal age of
marriage at 18 years for girls and 21 years for B8yEhe Compulsory Registration of Marriages
requires registration of all marriages across Inét&€lose examination ohe law reveals many
customary and religious loopholes. Each religious community has separate personal status lal
which override national legislation in matters relating to the family, including maréadggghty
percent of the Indian population, including Hindus, Sikhs, Buddhists, and Jains, are governed
Hindu Marriage Act, which validates marriages, once solemnised, even for parties under 18%
' YRSNJ adzaf AY LISNER2YFf {1 63 YI NNKkdPmBibition ofChigl
Marriage Act does not prevent or criminalise these marriagésnly makes them voidable at the
option of a contracting partyn addition, there is an explicit exception for Muslim marriage whe
the voidable provi®n only applies when a girl is under 15 years at the time of marfagéne

/ 2Y Lzt a2NE wSIAAGNIGA2Y 2F al NNAI3ISa ! Oi
LI NI & G2 GKS YFENNRFIS dzy RSNI f I g3 Odzoilexpt 2
from registrationt*2India hasalso filed a reservation to Article 16(2) of CEDAW, which mandate
O2YLJzt a2NB NBIAAGNIGA2Yy 2F YFNNRF3IASa adal d
principle it fully supports the principle of compulsory registration of marriages, it ipnagtical in a
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Text Bo¥. Graduated driving licencbalance protection and autonomy

Australia, New Zealand, and manySl$tates have introduced graduated driving licenses. Restrictions
adolescent drivers and those without requisite levels of driving experience are intended to address t
disproportiorately high numbers of teenage automobile accidents, injuries and fataiés California,
for example, a threestep process to obtaining a full driving license recognises the increased risk assc
with peer influence and alcohol consumption during this peféddhe first stage requires all teenage
drivers to complete 50 hours of driving while supervised by an adult over the age of 25 years, includ
K2dzNBE 2F | RNAGSNI GNIAYyAYy3 O2dzZNES® / 2YLX SGA?2
parent or guardian. In the subsequent second stage, which lasts 12 months, those under 18 years o
prohibited from driving passengers under 20 years old or between 11pm and 5am, unless accompa
a licensed driver aged 25 or over. This reflectsceonsabout peer influences while driving. A full driving
license is only awarded as a third stage of graduation if the driver completes the second stage withg
court-ordered driving restrictions, suspensions or probations on their record. In parglentil the age of
HM @SIENEBEZ | WISNR (2t SNIyOS t1F6Q LINPKAOAGA |
U.S. states suggests an-28% reduction in the involvement of 16 year olds in crashes in those states
the most extensie graduated driving license prograg&The greatest reductions were seenliéyear
olds, where a strict permit stage was associated with a 58% reduction in fatal crash risks with similar
reductions for injury associated crash&$The success of graduated approaches for driving suggests
consideration should now be given to applygraduatedapproaches to other aspects of adolescent pol
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TextBod W{ SO2yR OKFyOSaQ F2NJ e2dzy3d 2FFSy

Adolescents and young adults are more commonly both victims and perpetrators of criminal
offences than older age groups. Offending in the young may be increasing in many places, wi
urbanisation a contributing factor. Many offenses occur within the canméxgangs, where peer
influence is a major contributor. Young offenders have some of the worst health profiles of an
group of adolescents and young adults. In HIC, dedtlgpung offendersre around 10 times highé
than in other adolescents due largetydrug overdose, suicide, accidental injury and homiéidé.
separation ofyouth from adult justice systemsdgan in high income countries in the laté".9
century with a rationale of acting in the best interest of the child. The UN Convention of the Ri
the Child has more recently stressed the importance of a consciousness of rights within the
operation of youth justice systemé? In particular it stressed the use of detention and
imprisonment as measures of last resort. Yet in many settings, political pressures ‘ewerged
for adolescents to be held fully accountable for their acti&®$n many placescustodial detention
(incarceration), including preial detention, is still used with first time adolesceartd young adult
offenders, even for minor offenses such as cannabis or other substance usdifshg@r minor
theft - even though most first time offenders do not-oéfend.

LfGSNYIFGADGS | LIINBLF OKSa GKF G LINE @rhing nd WEnate?
better life (including health) outcomes have been implemented in a range of jurisdictions. Dive
programs have been designed both to keep adolescents out of the criminal justice system, thg
when tied with family interventions, diuce recidivisni®® Restorative justice approaches address
needs of both victims and offenders. They commonly bring offenders victims, families and
sometimes other commtity members together. They too reduce rates of recidivi§hOther
approaches to protect young offenders include the use of weltarented hearings for younger
offenders®s Sy adz2NAy3 GKIG O2y@AQiAz2ya 0STF2NBE wmy
record, and extending youth justice approaches to the age of 21 years for those considered
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Text Box 7. Categorization of country health profiles for adolescents

We aggregated the 236 causes of DALYs and deaths amérgyBar olds from the 2013 Global Burde

of Diseas€GBDtudy into nine categories reflecting changing disease burden with progression thrg

the epidemiological transition. This resulted in threroad categories of health problems as summaris

in FigureB. Countries were then classified into one of three categories depending on their pattern o

disease burden, using the definitions below, and shown in Figure

1. Multi-burden countrieswere thos with little evidence of having yet passed through an
epidemiological transition. DALY's due to infectious diseases, nutritional deficiency and sexual
reproductive health, together with HIV, were grouped. Countries with a total DALY rate within t
g2dzld 2F O2yRAGAZ2Y& 2F xuXpnn LSNI wmnnZnnn L
problem.

2. Injury excess countriesiere those where the burden of disease showed evidence of having pas
through the first phase of the epidemiological transition biitere rates of preventable injury
remained high. We combined the DALY rates for unintentional injuries and violence and defing
IANRdzL) 2F O2dzy iNASa gAGK 'y Ayedz2NBE 0dz2NRSyYy 2
infectious diseases, nutritionakéiciencies and sexual and reproductive heatidHIV <2,500 per
100,000 per annum.

3. NCD predominant countriesrere defined as those with DALY rates of <2,500 per 100,000 for hq
groups, namely infectious diseases, nutritional deficienaesual and rproductive healtrand HIV,
as well as for unintentional injuries and violence.

Further detils are provided in Supplementary text boi4he online appendix
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Text BoX8. Youth Advocacy in Health: Education as a Vaccine (EVA)

EVA supported &outh Advocacy Groupy(AQ of ten young Nigerians, aged 284, to educate
peers, adult gatekeepers and policy makers around sexual and reproductive health policies fg
people. In 2010 a draft national HIV/AIDS atigicrimination billwas tabled that failed toake into
accountthe stigma and discrimination faced by young peoplee YAG developed and presented
position papetto the House of Representatives, highlighting yeagecific recommendations. A
specific goal was to ensurbdt the bill made reference to protecting the rights of young people.
YAG then actively engaged other youth acisggeriain support of their recommendations. The Y
created a video screened Biniversitycampus education events in three states. Atk a YAG
member led discussions on the policy. A petition calling for the inclusion of the youth
recommendationgollected1500 signatures. Once the bill passed the House, with the YAG
recommendations included, the group generated postcards from nearly 2,200 young people i
advocating with the Senate. The bill was signed in Z0ihncluded language recommended by th
YAG. Ta experiencdllustratedcommon challenges for young advocat@bey faced a culture that
discouraged young people from speaking out, based on a (mis)perception that they lacked thg
knowledge and expertise for a meaningful contributi¥auth groups acrosthe country were
poorly resourced making communication difficllastly, lack of financial suppdimited the
capacity to engage other youtbespite the challengeéAG members gained leadership skills an
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Text Ba 9. Photovoice: using images to communicate and advocate

-

Photovoiceds aparticipatory action research strategy commonly used with disathgad and
marginalised group$hotos are used to document personal and community issues and providg
basis forstory-telling. It is a powerful tool for youth engagement, raising awareness of importa

aspects of the lives of adolescenitsis a useful way of levelling power differentials between adults

and young participantdt can be a means toatalyse commuty action as te development ofa
story narrativefacilitates the engagement of all participants in engagingocial changdt has been
used across a wide variety of settings including health care (e.g. young survivors of childhood
in South Kora2®), prevention and health promotion (@ obesity prevention ilSA®E reproductive
health and empowerment program targeting nnigd adolescent girls iEthiopia) and in youth
engagement more broadly (adolescents itifing community strengths iKenyd®). The images
powerfully engage public interest in the daily lives and health challenges faced by youngieoy

nt

cancer

53



Text BoxL0. Global adolescent health data: a patchwork quilt with many holes

Adolescent health andellbeingis currently assessed in a patchwork of surveys.

)l

There are many gaps in current coverage:

)l

Necessary responses include:

)l

Digital technologies offer great opportunities for cheaper and more effective data collection syste
training and support of sountry expertise in data analysis

The Health Behaviour of School Aged Children (HB@&ported by an academic networ}
has over the past three decades collected data on yeuadolescents in schools in man
high and middle income countries, with intermitteratd hoc support fronsomenational
governments.

The Demographic and Health Seys (DHS) operate in low and middle income countrie
and haveprovided some health informatiorior 15-25 year oldspver a similar period
predominantly around sexual and reproductive health.

The Multiple Indicator Cluster Surveys (MICS), run by UNWESE&BEimilar methodologies
to DHSwith a predominant focus othe sexual and reproductive healtsf married
women and girls.

The Global Youth Tobacco Survey and the Global School Health, Bumvéyough the
World Health Organization (with support fronDC) are more recent surveysf younger
adolescents in schools in LMIC. The Global School Health Survey is broadly focused
risks for NCDs although does cover other aspects of adolescent health.

Younger adolescds are poorly coveredespecially in LMI@ith no coverage for those
out of schooln any survey.

Fewer data are available on males and unmarried young women.

Beyond sexual and reproductive health, most aspects of adolescent health and healt
risksare not included in household surveys.

Funding constraints for schebhsed surveys havanited the capacity to understand
health trends due to lack of investmentii@peat surveys in many countries.

Harmonise assessments across survegsed orstandardised indicators and measures.
Where harmonisation is not possible, studies are needed to understandifferent
survey approaches might be complementary.

Extend the coverage of current surveys to new and emerging problems and health ris
including mental disorders and emotionakllbeing substance use and injury risks. This
likely to require the development of new indicators and measures.

Extend exishg surveys to provide adequate coverage of younger adolescents as well
develop systems for assessing structural and social determinants of health.

54



Figurel. Adolescents and young adults as a proportion of country population in 2013 (IHME eétimates)

Percentage of the total population aged 10-24 years in 2013
[ <15%

O 15-20%
B 20-25%
B 25-30%
M 20-35%
B >35%

A -

*data available fromhttp://ghdx.healthdata.org/globaburdendiseasestudy-2013-gbd-2013datadownloads
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Figure2. Changing proximal social determinants ofthescross the life course

Legend: Adolescence is a time when social determinants from outside the family becormevgtha
major influences of peers, media and education and the beginning of workplace influences.
Community and structural determinants are shawblue. The shadesgerticalboxsignals
adolescencand young adulthood
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Figure3. Educational participation of 15 to 24 ye#for 188 countries (IHME estimates for 188 countries

Mean years of educational attainment, females 15-24 years, 2013

Years

W i1to3
E4t06
E7tc9
B 9to 12
Il More than 12

*data available fromhttp://ghdx.healthdata.org/globaburdendiseasestudy-2013-gbd-2013datadownloads
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Figured. Scatter plot of the association between country |ledelescenfertility
ratesandyears ofeducation in 201612
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Adolescent fertility rate and average years of education, 2010
each additional year of education is associated with 9 fewer births per 1000 teenage girls per country
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Figureb. Associations betweerehlth at 18 yearandlevel of education obtained
the Cebucohortstudy, Philippines

1 Nonsignificant relationships are shown in grey.
1 M=males only, F=females only.
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Figure6. A conceptual framework for defining health needs and actions in adolescents and young adults
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Figure?7. Categorisation of countries into 3 groups agtw to adolescerthurden of
disease and reflectimgpssage through the epidemiological transition
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