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A B S T R A C T
IMPLICATIONS AND
CONTRIBUTION
Adolescence and young adulthood are unique developmental periods that present opportunities
and challenges for improving health. Health at this age can affect health throughout the lifespan.
This review has two aims: (1) to examine trends in key indicators in outcomes, behaviors, and
health care over the past decade for U.S. adolescents and young adults; and (2) to compare U.S.
adolescents and young adults on these indicators. The review also assesses sociodemographic
differences in trends and current indicators. Guided by our aims, previous reviews, and national
priorities, the present review identified 21 sources of nationally representative data to examine
trends in 53 areas and comparisons of adolescents and young adults in 42 areas. Most health and
health care indicators have changed little over the past decade. Encouraging exceptions were
found for adolescents and young adults in unintentional injury, assault, and tobacco use, and, for
adolescents, in sexual/reproductive health. Trends in violence and chronic disease and related
behaviors were mixed. Review of current indicators demonstrates that young adulthood continues
to entail greater risk and worse outcomes than adolescence. Young adults fared worse on about
two-thirds of the indicators examined. Differences among sociodemographic subgroups persisted
for both trends and current indicators.
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Our review of trends and
current status in adoles-
cent and young adult
health and health care
identifies areas of
improvement and where
status has not improved.
Informed by our findings,
policymakers and pro-
fessionals (e.g., clinicians
and program managers)
can effectively develop
and prioritize their pol-
icies and programs and
services.
This review of adolescent and young adult health indicators
updates our 2009 review article, published in the Journal of
Adolescent Health [1,2]. The prior article placed health for these
ages within the life course health development framework [3].
This framework recognizes the multiple influences on health and
views health as a trajectory in which early events and influences
shape health throughout the life course [3]. Within this frame-
work, transitional periods such as adolescence and young
adulthood assume greater salience as times when individual
trajectories are especially sensitive to contextual influences [3].
As part of normal development, adolescents may experiment
with behaviors in areas such as diet, exercise, driving, substance
use, and sexual activitydareas that constitute major foci for the
adolescent health field [4,5]. Young adults fare worse on most
traditional “adolescent” health measures [6e9].

Major differences persist among adolescent and young adult
subgroups on many indicators. Special populationsdsuch as
youth with special health care needs and those who are in foster
care or are homeless, among many others greaterdface risk of
poor health outcomes [5,10]. Certain sociodemographic sub-
groups also fare worse, including those with low incomes. About
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half of the population ages 10e24 years is white non-Hispanic
(NH); 6% of adolescents aged 15e17 years and 11% of young
adults aged 18e24 are foreign born [11].

The transition to adulthood may involve abrupt changes as
young adults navigate choices and opportunities related to col-
lege, employment, childbearing, and romantic relationships.
Trends in these areas have changed over the past decades, with
more young adults attending college, fewer youth dropping out
of school, and more marrying later [12,13]. Choices and oppor-
tunities in these areas have implications for health and health
care access in the short-term and put individuals on trajectories
that shape long-term health. Many safety net programs that
serve vulnerable youth change or end at age 18 years, posing
challenges to successful transitions to adult roles and re-
sponsibilities [14]. Most youth transition from pediatric to adult
systems of care [15], a changewithmajor consequences for youth
with special health care needs [16].

Adolescence and young adulthood bring opportunities and
challenges for improving health. Given the short- and long-term
public health implications of health during these periods, this
review has two aims: (1) to examine trends of key indicators in
outcomes, behaviors, and health care over the past decade for
U.S. adolescents and young adults and (2) to compare adoles-
cents and young adults on these indicators. This review also
assesses differences among sociodemographic subgroups.
Although most data sources used in this review are publicly
available, the authors are unaware of any single source that both
monitors trends and compares adolescents and young adults
across multiple domains.

Methods and Presentation of Data

Selecting indicators and data sources for this review involved
an iterative process. As shown in Figure 1, two sources guided
identification of potential indicators: the 2009 review article [1]
and the Healthy People 2020 Core Health Outcome Indicators for
Adolescents and Young Adults [17]. These Healthy People in-
dicators span seven domains which were adapted into eight
categories for this review: overall health, function, andmortality;
injury; violence; mental health; substance use; sexual and
reproductive health; chronic conditions and related behaviors;
and health care.

To identify data sources for indicators in these categories, we
reviewed the sources used in 2009 and the Healthy People 2020
data sources and searched for online databases, articles, and
reports with nationally representative measures. Searches were
conducted with PubMed and Internet search engines, using
terms including “adolescent” and “young adult,” and health do-
mains (e.g., violence, injury). Table 1 presents potential sources
of nationally representative data. These sources include in-
dicators the same as or similar to measures used in 2009 and/or
the Healthy People Core indicators. We defined adolescents and
young adults as ages 10e25 years, a slight adaptation of the
Healthy People definition of ages 10e24 years. Except for brief
mention of ages 10e14 years (“younger adolescents”) in pre-
senting mortality findings in the text, comparisons of adoles-
cents and young adults use only two age groups. Inconsistent age
definitions for adolescents and young adults (e.g., ages 15e19
and 20e24 vs. 12e17 and 18e25 years) continue to make it
challenging to monitor health and well-being.

Two criteria, consistentwith our studyaims, guided selection of
data sources. These included sources with (1) trend data (spanning
about 10 years) and (2) current data (2010 or later in most cases)
for both adolescents and young adults. Using these criteria for
substance use, for example, the National Survey on Drug Use and
Health was selected over other national data sources, because it
met both criteria. In cases where we did not locate a data source
meeting both criteria, we prioritized sources allowing current
comparisons for adolescents and young adults; thus, National
Survey of Family Growth, which has adolescent and young adult
data, was selected for some sexual and reproductive health in-
dicators, rather than Youth Risk Behavior Surveillance System,
which only covers high school students. When that was not
possible, data sources providing a trend for one age group were
used (e.g., Youth Risk Behavior Surveillance System). Although we
aimed for data points spanning about 10 years, we included
sources with at least 6 years (Table 2 notes the few exceptions).

Findings are presented for each of the eight categories (i.e.,
overall health, function, and mortality; injury; violence; mental
health; substance use; sexual and reproductive health; chronic
conditions and related behaviors; and health care). Each category
begins with an overview of trends, including notable subgroup
differences in trends. Table 2 presents findings for trends. Arrows
denote each trend as a healthy change, an unhealthy change, or
“little or no change.” This is followed by a comparison of current
health indicators between adolescents and young adults
(Table 3) and a brief overview of subgroups faring worse on
current measures.

In addition to assessing change over time (i.e., the trend) and
differences in current indicators between adolescents and young
adults, this review summarizes (1) subgroup differences in
trends (i.e., whether a sociodemographic subgroup’s changes
over time differ from the overall trend) and (2) differences in
current health indicators among subgroups. Most findings were
gathered from sources that did not provide evaluation of statis-
tically significant differences. Consistent with the overall goal of
highlighting implications for public health, this review generally
considers differences of >4% or more than 7/100,000 to be
noteworthy. The sequence of data presentation described here is
modified occasionally to allow for the most logical presentation
of findings within space limitations. Because of space limitations,
subgroup data are not included in the tables. All data are avail-
able on the National Adolescent and Young Adult Health Infor-
mation Center Web site [18].

Findings

Overall health, function, and mortality

General measures of overall health and function changed
little. The vast majority of adolescents and young adults
continued to be endorsed as being in excellent, very good, or
good health, overall and among subgroups. Similarly, rates of
limitations in activity (e.g., daily physical and social tasks,
including household chores or visiting friends) remained
stable and low, with adolescents having higher rates than
young adults and no notable subgroup differences in trends
or current measures. For both measures, adolescent data
were based on parent report and young adult data were self-
reported [19].

Overall mortality trends were mixed. Mortality decreased for
ages 15e19 years, compared with little change for ages 20e24
years. Among ages 15e19 years, decreases were quite large
among males, especially black-NH males. Among young adults,



Figure 1. Methods.
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larger decreases occurred among black-NH and Hispanic males,
whereas rates for white-NH males increased slightly [20].

Current mortality rates (per 100,000) increase with age, from
14.9 among younger adolescents to 51.2 among older adolescents
and90.9amongyoungadults [20].Mortality in thisperiod is largely
preventable. In 2010, 70% of deaths for ages 15e24 years were due
tomotor vehicle crashes, other unintentional injury, homicide, and
suicide [21]. Overall mortality rates are two to three times higher
for males than females and highest among American Indian/
Alaskan Native-NH and black-NH males [20].

Injury

Injury mortality trends were encouraging for adolescents and
young adults. The rate of fatal motor vehicle crashesdthe leading
cause of death for ages 10e24 yearsddecreased for all age
groups. The rate also decreased for all subgroups, with American
Indian/Alaskan Native-NH and white-NHmales experiencing the
largest decreases [22]. All other causes of unintentional injury,
grouped together, are also among the top four leading “causes” of
death for these age groups [21].

Other trends in injury improved, except for flat rates in two
areas: seat belt use among young adults and, for both age groups,
the percentage of crashes with fatalities involving young drivers
in which the driver was alcohol impaired [23,24]. The other two
measures related to alcohol and driving improved: drinking and
driving (past year) decreased for both age groups [25] and the
adolescent rate of riding with a driver who has been drinking
also decreased [26]. Seat belt use increased for adolescents [26].
Subgroup differences in trends were small for these behaviors,
except for drinking and driving. Compared with the overall
decrease among young adults, American Indian/Alaskan Native-
NHs had a larger decrease, Hispanics had smaller decrease, and
black-NH females reported no change [25].



Table 1
National data sources for monitoring adolescent and young adult health by health area

Name and Web site Source and/or method Periodicity

Overall health, function, and mortality
WONDER http://wonder.cdc.gov/ucd-icd10.html Death certificates Data released every 1e2 years on online database, timing

varies; detailed mortality data 2010 current; since 1999
National Health Interview Survey (NHIS)

http://www.cdc.gov/nchs/nhis.htm
Household interview survey Annual data and reports; usually out in September; 2006

current (out September 2007); current survey model since
1995

Injury
Youth Risk Behavior Surveillance System (YRBSS)

http://www.cdc.gov/healthyyouth/yrbs/index.htm
Surveys in high schools Data and reports released in June every 2 years; 2007 current

(out June 2008); since 1991
National Highway Traffic Safety Administration/FARS/NCSA

http://www.nhtsa.dot.gov/
Police reports, fatal crash

records
Annual traffic safety facts reports released in Fall every year;

2007 current (out November 2008); since 1993
WISQARS http://www.cdc.gov/ncipc/wisqars/default.htm Death certificates Data released every 1e2 years on online database, timing

varies; 2005 current (out January 2008); since 1981
National Survey on Drug Use and Health (NSDUH)

http://oas.samhsa.gov/nsduh.htm
Household interview survey Annual reports and tables released in November or December;

2007 current (out November 2008); since 1994
BRFSS http://www.cdc.gov/brfss/ Telephone survey, national Data released every year in online database; timing varies; 2007

current; since 1990
Violence
Bureau of Justice StatisticseNational Crime Victimization

Survey: http://www.ojp.usdoj.gov/bjs/
FBI crime reports Annual reports released in November or December every

2e3 years; 2005 current (out December 2006); since 1996
YRBSS http://www.cdc.gov/healthyyouth/yrbs/index.htm Surveys in high schools Data and reports released in June every 2 years; 2007 current

(out June 2008); since 1991
WISQARS http://www.cdc.gov/ncipc/wisqars/default.htm Death certificates Data released every 1e2 years on online database, timing

varies; 2005 current (out January 2008); since 1981
Mental health
WONDER http://wonder.cdc.gov/ucd-icd10.html Death certificates Data released every 1e2 years on online database, timing

varies; detailed mortality data 2010 current; since 1999
YRBSS http://www.cdc.gov/healthyyouth/yrbs/index.htm Surveys in high schools Data and reports released in June every 2 years; 2007 current

(out June 2008); since 1991
NHIS http://www.cdc.gov/nchs/nhis.htm Household interview survey Annual data and reports; usually out in September; 2006

current (out September 2007); current survey model since
1995

Monitoring the Future http://monitoringthefuture.org/ Surveys in schools Annual reports; usually out in June; 2007 current (out
September 2008); since 1975

WISQARS http://www.cdc.gov/ncipc/wisqars/default.htm Death certificates Data released every 1e2 years on online database, timing
varies; 2005 current (out January 2008); since 1981

NSDUH http://oas.samhsa.gov/nsduh.htm Household interview survey Annual reports and tables released in November or December;
2007 current (out November 2008); since 1994

Substance use
NSDUH http://oas.samhsa.gov/nsduh.htm Household interview survey Annual reports and tables released in November or December;

2007 current (out November 2008); since 1994
Monitoring the Future http://monitoringthefuture.org/ Surveys in schools Annual reports; usually out in June; 2007 current (out

September 2008); since 1975
YRBSS http://www.cdc.gov/healthyyouth/yrbs/index.htm Surveys in high schools Data and reports released in June every 2 years; 2007 current

(out June 2008); since 1991
Sexual and reproductive health
Birth dataeNVSS http://www.cdc.gov/nchs/births.htm Birth certificates Annual reports released in November or December every year

(online database now available); 2006 current (out January
2009); since 1968

Pregnancy dataeNational Vital Statistics http://www.cdc.gov/
nchs/births.htm and Guttmacher Institute
http://www.guttmacher.org/sections/pregnancy.php

Vital Statistics calculations Vital Statistics: Data released every 2 years; timing varies; 2004
current (out April 2008); since 1976

Guttmacher: Data and/or reports released every 2e3 years;
timing varies; 2002 current (out September 2006); since
1986

National Survey of Family Growth
http://www.cdc.gov/nchs/nsfg.htm

Interviews Data and/or reports from 2002 (out July 2005); conducting 2007
survey now; since 1973

HIV/AIDS and STDs Surveillance Statistics
http://www.cdc.gov/hiv/topics/surveillance/basic.htm
http://www.cdc.gov/nchstp/dstd/Stats_Trends/Stats_and_
Trends.htm

Cases from states and/or areas;
confidential reporting
system

Annual reports released in November and/or December every
1e2 years; 2007 current (out November 2008); since 1981
(STDs) and 1982 (HIV/AIDS)

YRBSS http://www.cdc.gov/healthyyouth/yrbs/index.htm Surveys in high schools Data and reports released in June every 2 years; 2007 current
(out June 2008); since 1991

Chronic conditions and related behaviors
National Health and Nutrition Examination Survey (NHANES)

http://www.cdc.gov/nchs/nhanes.htm
Interviews, physical

examinations, clinical
measurements or tests

Data and reports released in April every 2 years; 2003e2006
current (out February 2009); since 1976

BRFSS http://www.cdc.gov/brfss/ Telephone survey, national Data released every year in online database; timing varies; 2007
current; since 1990

YRBSS http://www.cdc.gov/healthyyouth/yrbs/index.htm Surveys in high schools Data and reports released in June every 2 years; 2007 current
(out June 2008); since 1991
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Table 1
Continued

Name and Web site Source and/or method Periodicity

NHIS http://www.cdc.gov/nchs/nhis.htm Household interview survey Annual data and reports; usually out in September
2006 current (out September 2007); current survey model
since 1995

Health care access and utilization
National Survey of Children’s Health
http://www.nschdata.org/

Interviews Online database; timing varies;
2003 current (out September 2005); since 2003

National Survey of Children with Special Health Care Needs;
http://www.cshcndata.org/

Interviews Online database; timing varies;
2005 or 2006 current (out October 2007); since 2001

National Hospital Ambulatory Medical Care Survey :
http://www.cdc.gov/nchs/about/major/ahcd/ahcd1.htm

Patient records Reports; timing varies; 2005 current (out June 2007); since
1992

NHIS http://www.cdc.gov/nchs/nhis.htm Household interview survey Annual data and reports; usually out in September; 2006
current (out September 2007); current survey model since
1995

Medical Expenditure Panel Survey http://www.meps.ahrq.
gov/mepsweb/data_stats/quick_tables.jsp

Household interviews Reports and/or tables released every year; timing varies; 2005
current; since 1996

Population and education
U.S. Census BureauePopulation, Poverty

http://www.census.gov/
Surveys Data and reports released in summer every year; 2006 current

(out September 2007); since 1970
National Center for Education Statistics

http://www.nces.ed.gov/
Surveys Annual Digest of Education Statistics released in summer every

year; 2006 current (out June 2008); since 1995
Online data analysis
University of Michigan Inter-university Consortium for
Political and Social Research

http://www.icpsr.umich.edu/icpsrweb/landing.jsp

Surveys, interviews, and so
forth

Online Data Analysis tool providing access to different data
series including NSDUH, NHANES, NHIS, and more. All years
or the most recent data may not be available.

Health Data Interactive http://www.cdc.gov/nchs/hdi.htm Online Data Analysis tool providing access to different data
series including NHIS, NHANES, NVSS, and more. All years or
the most recent data may not be available.

BRFSS ¼ Behavior Risk Factor Surveillance System; FARS ¼ Fatality and Analysis Reporting System; NCSA ¼ National Center for Statistics and Analysis; NVSS ¼ National
Vital Statistics System; STD ¼ sexually transmitted diseases; WISQARS ¼ Web-based Injury Statistics Query and Reporting System; WONDER ¼ Wide-Ranging Online
Data for Epidemiologic Research.
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Young adults fare worse than adolescents on most current
injury indicators, includingmotor vehicle crashmortality and the
percentage of drivers involved in fatal car crashes who were
alcohol impaired [22,24]. Young adults report drinking and
driving at nearly four times the rate of adolescents [25]. By
contrast, both groups have similar seat belt use rates. (Table 2
notes the difference between adolescent and young adult seat
belt measures [23,26].)

A few subgroup differences exist for current injury indicators.
Male motor vehicle crash mortality rates are more than twice
female rates [22]. For both age groups, American Indian/Alaskan
Native-NHs fare worse on many measures, with higher motor
vehicle crash mortality rates, especially among males, and
lower rates of seat belt use. This group reports a higher rate of
riding with a driver who had been drinking (adolescents).
White-NH young adults have a higher rate of drinking and
driving, compared with the overall rate [25,26].

Violence

Violence findings included little change and encouraging
trends. The overall homicide rate changed little for both age
groups. However, there were striking declines among black-NH
and Hispanic males for both age groupsdfrom three to nearly
nine times the overall decline. The rate increased among young
adult American Indian/Alaskan Native-NH males [22]. Victimi-
zation trends were encouraging with decreased simple and
aggravated assault rates for both age groups [27]. Trends were
flat for past-year physical fighting and past-month weapon car-
rying among adolescents [26].

This review identified other subgroup differences in trends.
Compared with the overall decrease in adolescent simple assault
rates, white NHs had a larger decrease and black NHs had a
smaller decrease; the rate changed little for Hispanics [27].
Among young adults, Hispanics had a smaller decrease than the
overall decrease [27]. For adolescents, declines in past-year
physical fighting and past-month weapon carrying among
American Indian/Alaskan Native-NH and white-NH males stand
in contrast to flat trends overall [26].

Current homicide and simple assault rates are similar for
adolescents and young adults overall, although young adult
males have a higher homicide rate than adolescent males [22,27].
Aggravated assault rates are higher among young adults than
adolescents [27]. Findings show several subgroup differences in
current indicators. Males have homicide rates about six times
higher than female rates (both age groups), and higher rates of
physical fighting and weapon carrying (adolescents) [22,26].
Despite having the largest decreases in homicide, black-NH
males have a current homicide rate six to seven times the over-
all rate [22]. American Indian/Alaskan Native-NH and Hispanic
males also have higher homicide rates (both age groups) [22].
Past-year fighting and weapon carrying are higher among black-
NH, American Indian/Alaskan Native-NH and Hispanic males
(adolescents) [26]. Current simple assault rates are higher for
females and Hispanic adolescents, compared with the overall
rate. Compared with young adults overall, white NHs have a
higher rate [27].

Mental health

Mental health indicators changed little, except for a decrease
in unhealthy methods of weight loss (i.e., used diet pills, power
and liquids, or vomiting or laxatives) [26]. Suicide rates changed
little for adolescents and young adults overall and for most
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http://www.nschdata.org/
http://www.cshcndata.org/
http://www.cdc.gov/nchs/about/major/ahcd/ahcd1.htm
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http://www.census.gov/
http://www.nces.ed.gov/
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http://www.cdc.gov/nchs/hdi.htm


Table 2
Summary of trends in adolescent and young adult health, 2000e2012

Outcome Adolescents Young adults

Ages Yearsa Time 1 Time 2 Change Ages Years Time 1 Time 2 Change

Overall health, function, and mortality

Health is excellent, very good, or goodb 10e17 2000e2012 98.1% 97.3% 18e25 2000e2012 96.5% 95.4%

Limitation of activityb 10e17 2000e2012 8.5% 10.7% 18e25 2000e2012 4.3% 5.8%

Mortality (rate per 100,000) 15e19 2000e2010 66.8 51.2 20e24 2000e2010 93.1 90.9

Injury

Motor vehicle crash mortality (rate per 100,000) 15e19 2000e2010 25.3 13.6 20e24 2000e2010 27.3 19.7

Percent alcohol impaired among drivers involved in fatal
crashes (BAC �.08)

16e20 2002e2012 18% 18% 21e24 2002e2012 33% 32%

Drove under the influence of alcohol (past year) 12e17 2002e2012 10.6% 6.3% 18e25 2002e2012 33.2% 22.5%

Rode with drinking driver (past month) 9e12 grade 2001e2011 30.7% 24.1% ND

Sometimes, most of the time, or always wore a seat beltc 9e12 grade 2001e2011 85.9% 92.3% 18e24 2006e2010 94.3% 95.5%

Violence

Homicide deaths (rate per 100,000) 15e19 2000e2010 9.4 8.3 20e24 2000e2010 15.8 13.2

Simple assaultd (rate per 1,000) 15e17 2002e2012 44.6 28.0 18e20 2002e2012 46.2 26.4

Aggravated assaulte (rate per 1,000) 15e17 2002e2012 12 3.5 18e20 2002e2012 15 9.8

Physical fighting (past year) 9e12 grade 2001e2011 33.2% 32.8% ND

Weapon carrying (past month) 9e12 grade 2001e2011 17.4% 16.6% ND

Mental health

Suicide deaths (rate per 100,000) 15e19 2000e2010 8.0 7.5 20e24 2000e2010 12.5 13.6

Major depressive episode (past year) 12e17 2005e2012 8.6% 9.3% 18e25 2005e2012 8.7% 9.0%

Suicide attempt (past year) 9e12 grade 2001e2011 8.8% 7.8% ND

Used diet pills, powders and liquids, vomiting, or laxatives
to lose weight (past month)

9e12 grade 2001e2011 9.2% 5.1% ND

ADHD 10e17 (2001e2003)e(2010e2012) 8.8% 11.8% ND

Substance use

Cigarette use (past month) 12e17 2002e2012 13.0% 6.7% 18e25 2002e2012 40.8% 31.9%

Alcohol use (past month) 12e17 2002e2012 17.6% 12.9% 18e25 2002e2012 60.5% 60.2%

Binge alcohol use (past month) 12e17 2002e2012 10.8% 7.1% 18e25 2002e2012 41.0% 39.5%

Heavy drinking: five or more binge episodes (past month) 12e17 2002e2012 2.6% 1.3% 18e25 2002e2012 15.0% 12.9%

Marijuana use (past month) 12e17 2002e2012 8.2% 7.3% 18e25 2002e2012 17.3% 18.5%

Sexual and reproductive health

Never had vaginal intercourse: femalesf 15e19 2002e(2007e2010) 47.0% 52.6% 20e24 2002e(2007e2010) 12.7% 12.9%

Never had vaginal intercourse: malesf 15e19 2002e(2007e2010) 51.1% 56.3% 20e24 2002e(2007e2010) 12.5% 15.5%

Never had same-sex sexual contact: femalesf 15e19 2002e(2006e2008) 89.4% 89.0% 20e24 2002e(2006e2008) 85.8% 84.2%

Never had same-sex sexual contact: malesf 15e19 2002e(2006e2008) 95.5% 97.5% 20e24 2002e(2006e2008) 94.5% 94.4%

Contraceptive use by women at risk of unintended pregnancyg 15e19 2002e(2006e2010) 82.0% 82.0% 20e24 2002e(2006e2010) 87.9% 87.0%

Condom use at last intercourse 9e12 grade 2001e2011 57.9% 60.2% ND

Pregnancyf (rate per 1,000) 15e19 2001e2009 80.8 65.6 20e24 2001e2009 173.7 153.8

Birthsf (rate per 1,000) 15e19 2000e2012 47.7 29.4 20e24 2000e2012 109.7 83.1

Unintended births 15e19 2002e(2006e2010) 78.4% 77.2% 20e24 2002e(2006e2010) 44.0% 50.1%
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Chlamydia (rate per 100,000) 15e19 2001e2011 1408.0 2076.1 20e24 2001e2011 1434.5 2,508.5

Gonorrhea (rate per 100,000) 15e19 2001e2011 494.3 398.6 20e24 2001e2011 584.6 516.0

HIV diagnoses (rate per 100,000) 15e19 2008e2011 10.4 10.4 20e24 2008e2011 31.4 36.4

Chronic conditions and related behaviors

Special health care needs Prevalence 12e17 (2005e2006)e(2009e2010) 16.8% 18.4% ND

Hearing loss (�15 dB) 16e17 (1988e1994)e(2005e2006) 14.9% 21.5% 18e19 (1988e1994)e(2005e2006) 15.2% 20.1%

Current asthma prevalence 10e17 (2003e2005)e(2009e2011) 9.9% 11.1% 18e24 (2003e2005)e(2009e2011) 7.5% 8.7%

Lifetime asthma diagnosis prevalence 10e17 (2003e2005)e(2009e2011) 14.9% 17.5% 18e24 (2003e2005)e(2009e2011) 12.7% 16.5%

Obese 12e19 (2001e2002)e(2009e2010) 16.7% 18.4% 20e24 (2001e2002)e(2007e2008) 24.1% 28.7%

Physical activity

Adolescents: exercised for at least 60 minutes on �5 days 9e12 grade 2005e2011 35.8% 49.5% ND

Young adults: met guidelines for physical activity
(150 minutes/week)

ND 18e24 (2001e2003)e(2010e2012) 53.1% 59.3%

Television viewing (�3 hours/day) 9e12 grade 2001e2011 38.3% 32.4% ND

Games/Internet (�3 hours/day) 9e12 grade 2003e2011 22.1% 31.1% ND

Summary of trends in health care access and utilization

Outcome Adolescents (10e17) Young adults (18e25)

2000 (%) 2012 (%) Change 2000 (%) 2012 (%) Change

Full-year insured 84.8 88.9 63.9 69.3

Full-year uninsured 7.7 5.2 18.7 17.7

Partial-year uninsured 7.5 6.0 17.4 13.0

Usual place when sick 91.6 94.8 74.8 73.1

Had doctor visit besides hospital, ER, and surgery (past year) 83.3 88.1 73.3 70.7

Had well checkup (past year) 62.7 73.8 ND ND

Had one or more ER visit (past year) 18.0 14.5 25.8 22.5

Dentist visit (past year) 81.4 87.2 52.3 61.0

Delay in care (past year) 7.2 8.7 9.3 10.5

Unmet need for dental care (past year) 7.3 7.1 11.7 13.4

Unmet need for prescriptions (past year) 2.4 2.6 7.6 7.3
Youth with special health care needs who received transition care (2005e2006) 41.2 (2009e2010) 40.0 ND ND

[¼ Up; Y¼ Down; /¼ little or no change; Green ¼ healthy change; Red ¼ unhealthy change.
ADHD ¼ attention deficit hyperactivity disorder; BAC ¼ blood alcohol content; ER ¼ emergency room; ND ¼ no data.

a Although we aimed for data points spanning about 10 years, sources with at least 6 years are included. Two exceptions are for HIV incidence and young adult seat belt use, for which only 3 and 4 years of data,
respectively, could be located. Trend data for HIV incidence are limited because of a change in data collection methodology in 2008. Another exception is the 17-year span for the trend in hearing loss, a Healthy People
2020 core indicator.

b The measures “health is excellent, very good, or good” and “limitation of activity” are measures obtained from the National Health Interview Survey. Adolescent data were collected via parent report, whereas the
data for young adults were self-reported.

c The adolescent and young adult seat belt data were collected from different sources, and the wording differs slightly. The adolescent measure, retrieved from Youth Risk Behavior Surveillance System, shows the
percentagewho “Sometimes, Most of the Time, or AlwaysWore a Seatbelt,” and the question specifically asks the respondent to report on instances inwhich they are in the car while someone else is driving. The young
adult measure, retrieved from Behavior Risk Factor Surveillance System, is shows the percentage that “Sometimes, Nearly Always, or Always Wore Seatbelts.”

d An attack or attempted attack without a weapon that results in no injury, minor injury (e.g., bruises, black eyes, cuts, scratches, or swelling), or an undetermined injury requiring <2 days of hospitalization.
e An attack or attempted attack with a weapon, regardless of whether the victim is injured, or an attack without a weapon when serious injury results.
f This review does not assess whether young adult trends in sexual experience, pregnancy, and childbirth are healthy or unhealthy; therefore, arrows are not color coded as healthy or unhealthy.
g “Women at risk of unintended pregnancy” refers to women who have a chance of becoming pregnant at the date of interview but do not want to become pregnant now: they are either (1) using a contraceptive

method or (2) they are not using contraception, but they have had intercourse in the 3 months before the interview and are not pregnant or trying to become pregnant.

M
.J.Park

et
al./

Journal
of

A
dolescent

H
ealth

55
(2014)

3
e
16

9



Table 3
Current health status of adolescents and young adults

Measure Year Adolescentsa Young adults Healthier

Overall health, function, and mortality
Health is excellent, very good, or goodb 2012 97.3% 95.4% zc

Limitation of activityb 2012 10.7% 5.8% YA
Mortality (rate per 100,000) 2010 51.2 90.9 Adol

Injury
Motor vehicle crash mortality (rate per 100,000) 2010 13.6 19.7 Adol
Percent alcohol impaired among drivers involved in fatal crashes (BAC �.08) 2012 18% 32% Adol
Drove under the influence of alcohol (past year) 2012 6.3% 22.5% Adol
Sometimes, most of the time, or always wore a seat beltd 2011 92.3% 95.5% (2010)e z

Violence
Homicide deaths (rate per 100,000) 2010 8.3 13.2 z

Simple assaultf (rate per 1,000) 2012 28.0 26.4 z

Aggravated assaultf (rate per 1,000) 2012 3.5 9.8 Adol
Mental health
Suicide deaths (rate per 100,000) 2010 7.5 13.6 Adol
Major depressive episode (past year) 2012 9.3% 9.0% z

Substance use
Cigarette use (past month) 2012 6.7% 31.9% Adol
Alcohol use (past month) 2012 12.9% 60.2% Adol
Binge alcohol use (past month) 2012 7.1% 39.5% Adol
Heavy drinking: five or more binge episodes (past month) 2012 1.3% 12.9% Adol
Marijuana use (past month) 2012 7.3% 18.5% Adol

Sexual and reproductive health
Never had vaginal intercourse: females 2007e2010 52.6% 12.9% g

Never had vaginal intercourse: males 2007e2010 56.3% 15.5% g

Never had same-sex sexual contact: females 2006e2008 89.0% 84.2% g

Never had same-sex sexual contact: males 2006e2008 97.5% 94.4% g

More than five opposite sex sexual partners (past year): femalesh 2006e2010 3.5% 3.2% z

More than five opposite sex sexual partners (past year): Males 2006e2010 3.6% 6.8% z

Contraceptive use by women at risk of unintended pregnancyi 2006e2010 82.0% 87.0% Adol
Pregnancy (rate per 1,000) 2009 65.6 153.8 g

Births (rate per 1,000) 2012 29.4 83.1 g

Unintended births 2006e2010 77.2% 50.1% YA
Chlamydia (rate per 100,000) 2011 2076.1 2508.5 Adol
Gonorrhea (rate per 100,000) 2011 398.6 516.0 Adol
HIV diagnoses (rate per 100,000) 2011 10.4 36.4 Adol

Chronic conditions and related behaviors
Dental decay presentj 2007e2008 15.3% 27.9% Adol
Hearing loss (�15 dB) 2005e2006 21.5% 20.1% z

Current asthma prevalence 2009e2011 11.1% 8.7% z

Lifetime asthma diagnosis prevalence 2009e2011 17.5% 16.5% z

Obese 2009e2010 18.4% 28.7% (2007e2008)e Adol
Healthcare access and utilization (past year)
Full-year insured 2012 88.9% 69.3% Adol
Full-year uninsured 2012 5.2% 17.7% Adol
Partial-year uninsured 2012 6.0% 13.0% Adol
Usual place when sick 2012 94.8% 73.1% Adol
Had doctor visit besides hospital, ER, and surgery (past year) 2012 88.1% 70.7% Adol
Had one or more ER visit (past year) 2012 14.5% 22.5% Adol
Dentist visit (past year) 2012 87.2% 61.0% Adol
Delay in care (past year) 2012 8.7% 10.5% z

Unmet need for dental care (past year) 2012 7.1% 13.4% Adol
Unmet need for prescriptions (past year) 2012 2.6% 7.3% Adol

Adol ¼ adolescents; BAC ¼ blood alcohol content; ER ¼ emergency room; YA ¼ young adults.
a Specific age ranges vary. Age ranges for most indicators are presented in Table 2. For Table 3 indicators not in Table 2, age ranges are presented in the notes below.
b Themeasures “health is excellent, very good, or good” and “limitation of activity” are measures obtained from the National Health Interview Survey. Adolescent data

were collected via parent report, whereas the data for young adults were self-reported.
c The symbol (z) denotes that rates are similar.
d The adolescent and young adult seat belt data were collected from different sources, and the wording differs slightly. The adolescent measure, retrieved from Youth

Risk Behavior Surveillance System, shows the percentage who “Sometimes, Most of the Time, or Always Wore a Seatbelt,” and the question specifically asks the
respondent to report on instances in which they are in the car while someone else is driving. The young adult measure, retrieved from Behavior Risk Factor Surveillance
System, is shows the percentage that “Sometimes, Nearly Always, or Always Wore Seatbelts.”

e Indicates young adult assessment year different than year of adolescent assessment.
f Simple assault: an attack or attempted attack without a weapon that results in no injury, minor injury (e.g., bruises, black eyes, cuts, scratches, or swelling), or an

undetermined injury requiring <2 days of hospitalization. Aggravated assault: an attack or attempted attack with a weapon, regardless of whether the victim is injured,
or an attack without a weapon when serious injury results.

g This review does not assess whether young adult trends in sexual experience, pregnancy, and childbirth are healthy or unhealthy; therefore, they cannot be
compared with adolescents.

h For the multiple partners indicator, adolescents are ages 15e19 years and young adults are ages 20e24 years for both males and females.
i “Women at risk of unintended pregnancy” refers to women who have a chance of becoming pregnant at the date of interview but do not want to become pregnant

now: they are either (1) using a contraceptivemethod or (2) they are not using contraception, but they have had intercourse in the 3months before the interview and are
not pregnant or trying to become pregnant.

j For the dental decay indicator, adolescents are ages 12e17 years and young adults are ages 18e25 years.
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subgroups, except for increases among American Indian/Alaskan
Native-NH males in both age groups [20]. Rates of past-year
major depressive episodes were also flat overall and for most
subgroups. Exceptions mostly involved Native American/Alaskan
Native-NHs: the rate decreased among males (both age groups)
and increased among young adult females. The rate for Native
Hawaiian/other Pacific IslandereNH young adults also
decreased [25].

Among adolescents, rates of suicide attempts and attention
deficit hyperactivity disorder also remained stable overall and
among subgroups [26,28]. The decrease in unhealthy weight loss
was similar across subgroups [26].

Current suicide rates are nearly twice as high among young
adults compared with adolescents [20]. Past-year major
depressive episode rates are similar for both age groups. The
review identified subgroup differences in current measures.
Males have higher rates of suicide and attention deficit hyper-
activity disorder than females [19,28], and females have higher
rates of past-year major depressive episode and suicide attempts
[25,26]. American Indian/Alaskan Native-NHs fare worse on
most mental health indicators, having the highest rates of
suicide [20], past-year major depressive episode (young adult
females) [25], and suicide attempts (adolescents females) [26].
Suicide attempt rates are also higher for Asian-NH and Hispanic
females [26]. Among adolescents, Hispanic females have the
highest major depressive episode rate [25].

Substance use

Most measures of substance use among adolescents and
young adults changed little. A major exception is the decrease in
cigarette use for both age groups. This trend was similar across
subgroups, with the decrease among Native American/Alaskan
Native-NH adolescents more than twice the overall decrease.
Exceptions included smaller changes among groups with low
rates, including black-NH and Asian-NH adolescents, and among
young adults, black NHs and Hispanic females. The rate increased
among Native American/Alaskan Native-NH males [25].

Trends in all three measures of past-month alcohol use (any
use, binge drinking, and heavy drinking) changed little among
adolescents and young adults overall, with the exception of a
decrease among adolescents in any use. Subgroup differences in
trends were mostly small. Compared with the overall adolescent
decrease in any alcohol use, Native American/Alaskan Native-NHs
had a larger decrease and Asian-NH females reported no change.
In contrast to the flat trend in any alcohol use among young
adults, the rate decreased for Native American/Alaskan Native-
NH males and increased for black-NH and Hispanic females [25].

In contrast to little overall change in binge drinking (five or
more drinks on the same occasion), rates decreased among
adolescent Native American/Alaskan Native-NHs, young adult
Native Hawaiian/Other Pacific Islander-NHs, and young adult
Native American/Alaskan Native-NH males. Rates increased
among young adult black-NH and Hispanic females. The main
exception to the flat trend for heavy drinking (five or more binge
drinking episodes) was an increase among Native Hawaiian/
Other Pacific Islander-NH young adults [25].

Trends in past-month marijuana use were also flat for both
age groups and most subgroups. Exceptions included decreases
among Native American/Alaskan Native-NH adolescents and
young adults. In addition, rates increased among young adult
black NHs and male Hispanics [25].
Most current measures of past-month substance use increase
dramatically between adolescence and young adulthood. Rates
of cigarette use and any alcohol use increase fourfold between
adolescence and young adulthood [25]. Rates of binge drinking
increase fivefold; heavy alcohol use increases tenfold and mari-
juana use more than doubles [25].

Large subgroup differences persist among young adults in
current measures of past-month substance use. For most mea-
sures, males report higher rates than females. Native American/
Alaskan Native-NHs and white NHs fare worse on several
measures. Smoking rates are highest for these two groups.
Rates of any alcohol use are higher among white NHs. Binge
drinking rates are higher among all white NHs and Native
American/Alaskan Native-NH females. Marijuana use rates are
higher among white-NH and black-NH males [25]. Among ado-
lescents, differences are small except for higher rates of cigarette
use among Native American/Alaskan Native-NHs [25].

Sexual and reproductive health

Trends in sexual and reproductive health were a mix of
encouraging, discouraging, and flat changes, with several notable
subgroup differences for both age groups. Among adolescents,
most trendswere encouraging or flat. This review does not assess
whether young adult trends in sexual experience, pregnancy,
and childbirth are healthy or unhealthy. Young adult trends for
the remaining indicators were mostly flat or unhealthy.

The percentage reporting never having vaginal intercourse
increased among adolescents but remained stable among young
adults. There was little change in the percentage reporting any
same-sex sexual contact and contraception use (both age groups)
and condom use (adolescents) [26,29,30]. There were no notable
subgroup differences in trends across these behaviors, except for
a decrease in condom use among black-NH females [26].

Pregnancy and birth rates decreased for both adolescents and
young adults. Black-NH and Hispanic females in both age groups
experienced larger decreases than the overall decrease for both
indicators [31,32]. The percentage of pregnancies ending in un-
intended births remained stable for adolescents but increased for
young adults [33].

Trends in sexually transmitted infections (STIs) were mixed.
For both age groups, chlamydia rates increased and gonorrhea
rates decreased [34]. HIV incidence did not change among ado-
lescents but increased among young adults [35]. The increase in
chlamydia likely reflects systemic improvement in screening and
use of more sensitive tests and reporting and may partly repre-
sent a true increase in prevalence [36].

Findings for all subgroups differed notably from the overall
chlamydia increase and gonorrhea decrease. For chlamydia, fe-
males had a larger increase thanmales in both age groups. Among
females in both age groups, black NHs had about two times the
overall increase and white NHs and Hispanics had smaller in-
creases. The increases among American Indian/Alaskan Native-
NH females were smaller than the overall adolescent increase
but larger than the overall young adult increase. Young adult
Asian/Pacific Islander-NH females had a smaller increase than the
overall trend. The rate decreased among adolescent Asian/Pacific
Islander-NH females [34].

The decrease in the adolescent gonorrhea rates was larger
among females than males. Compared with overall decreases
among females, the decrease among black NHs was larger and
the decrease among Asian/Pacific Islander-NHs was smaller for
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both age groups, and decreases among adolescent white NHs and
Hispanics were smaller. Rates increased for the following groups
of females: American Indian/Alaskan Native-NHs in both age
groups and young adult white NHs and Hispanics. For both
chlamydia and gonorrhea, males had patterns similar to
females, with smaller racial or ethnic differences [34].

Current data show that adolescents report less sexual experi-
ence than young adults, except for similar rates of same-sex
contact among males [29]. Both age groups have similar rates of
multiple sexual partners (past year) [29]. Compared with ado-
lescents, young adults have higher rates of contraceptive use,
pregnancy, birth, chlamydia, gonorrhea, and HIV [30,32,34,35].
Disparities in currentmeasurespersist andare similar for bothage
groups. Pregnancy and birth rates are higher among black NHs
and Hispanics [31,32]. Chlamydia and gonorrhea remain higher
for females than males. Black-NH females have three times the
overall rate for both STIs. American Indian/Alaskan Native-NH
females also have higher rates for these STIs [34].

Chronic conditions and related behaviors

Findings for chronic conditions and related behaviors
included healthy, unhealthy, and flat trends for both age groups.
The prevalence of youth with special health care needs changed
little among adolescents [37]. Hearing loss increased for both age
groups [38]. The prevalence of asthma, both current and lifetime,
changed little for either age group. Subgroup differences in
asthma trends include increases for the following groups:
adolescent black-NH females from lower-income families and
Asians (lifetime prevalence) and, among young adults, black-NH
females (current and lifetime prevalence) [28].

Obesity rates changed little for adolescents and increased for
young adults, with several notable subgroup differences. Rates
increased among adolescent black-NH and Mexican-American
males. Differences from the overall increase among young
adults include a larger increase among Mexican-Americans,
especially females, and male “other Hispanics”; little change for
white-NH males; and a decrease for “other Hispanic” females
[28,39].

Encouraging trends in obesity-related behavior included
more exercise among both age groups [23,26] and less time spent
watching television among adolescents [26]. However, adoles-
cents also reported more “screen time” (>3 hours/day on games
and/or the internet) [26]. Several adolescent subgroup differ-
ences exist. Compared with the overall increase in physical ac-
tivity, black-NH and Hispanic males had larger increases, and
Hispanic females reported a smaller increase. Compared with the
overall decrease in television viewing, Hispanics, black NHs,
American Indian/Alaskan Native-NHs, and native Hawaiian, or
other Pacific Islander NHs had larger decreases. For “screen
time,” increases were larger for black-NH and Hispanic/Latino
females and all Asian NHs than the overall increase, and there
was no change for American Indian/Alaskan Native-NHs [26].

Current measures of dental decay are higher among young
adults [40]. Rates of hearing loss and asthma prevalence (both
current and lifetime) are similar for adolescents and young
adults. Adolescent subgroup differences include higher asthma
prevalence (both current and lifetime) among black NHs. Among
young adults, asthma prevalence (current and lifetime) is higher
among black NHs [28].

Young adults have higher obesity rates than adolescents.
Subgroup differences for adolescent obesity include higher rates
for Mexican-American males and all black NHs. Among young
adults, females have higher rates than males, with black-NH
and Mexican-American females having the highest rates.
Females in both age groups are less likely to report exercise, with
adolescent black-NH and Hispanic females reporting the lowest
rates [23,26].

Health care access

Most trends in health care access and utilization changed
little for both age groups with a few encouraging exceptions. For
adolescents and young adults, rates of insurance and past-year
dental visits increased. Among adolescents, there was also an
increase in rates of past-year well checkups and doctor visits. For
all measures, adolescent data are based on parent report and
young adult data are based on self-report [19]. All measures refer
to past-year experience.

Several notable subgroup differences in trends were identi-
fied. Hispanics, black NHs, and those with lower incomes
generally experienced more encouraging trends, and those
without insurance for a full year generally experienced worse
trends. For both age groups, those in the lower-income categories
had greater increases in insurance coverage, compared with the
overall increases. Among adolescents, black NHs and Hispanics
had greater increases in insurance coverage compared with the
overall rise [19]. Having a usual source of care increased for
Hispanic adolescents and those from the lowest-income group,
compared with little change overall. This review found greater
increases in having a doctor visit among those in the lowest-
income families and black-NH and Hispanic adolescents,
compared with a smaller overall increase. However, rates of
having a doctor visit or well visit did not improve for adolescents
who were uninsured for a full year. Similarly, young adults who
were uninsured for a full year had a decrease in doctor visits,
compared with no change among young adults overall. The in-
crease in dental visits among adolescents was even greater
among the lower-income groups and black NHs and Hispanics.
The increase in dental visits among young adults was greater for
the middle-income group, black NHs, and Hispanics than the
overall improvement. Finally, the percentage with unmet need
for dental care worsened among young adults lacking insurance
for a year, compared with no change overall [19]. Among youth
with special health care needs (ages 12e17 years), the percentage
receiving transition services necessary to transition to adult care
has changed little, overall and among subgroups [37]. Current
measures show that adolescents fare better on measures of ac-
cess and utilization than young adults [19]. The uninsured in both
age groups generally fare worse on most current measures of
access. Young adult males and Hispanics in both age groups also
fare worse on most of these measures.

Discussion

This review shows little or no progress on most key measures
of adolescent and young adult health. Exceptions include
encouraging trends in unintentional injury for both age groups
and sexual and reproductive health for adolescents. Decreased
tobacco use and assault rates and increases in exercise are also
encouraging. Most other areas showed little change or unhealthy
trends. The review also showed that young adulthood continues
to entail greater risk than adolescence, with young adults faring
worse on about two-thirds of the indicators examined.



M.J. Park et al. / Journal of Adolescent Health 55 (2014) 3e16 13
Health is shaped by a complex interaction among multiple
biopsychosocial factors [41]. Although establishing causality
between these factors and our findings is beyond the scope of
this review, some observations about policies are warranted.
Three areas with promising trendsdinjury, adolescent sexual
and reproductive health, and tobacco usedhave received sig-
nificant state and/or federal policy attention.

In the area of injury, all states and the District of Columbia
have established graduated drivers licensing programs, which
delay full licensure [42] and are linked to reductions in
adolescent fatal motor vehicle crashes, especially where states
require at least a 6-month learner’s permit period [43].
Improved seat belt use among adolescents, which reduces risk
of motor vehicle crash fatalities [44], may be partly due to
increased primary enforcement of seat belt laws [45]. Economic
conditions, which have contributed to a general decrease in
adolescent driving, may also explain the decrease [46]. Research
is limited on policies related to young adult motor vehicle crash
rates.

Adolescent sexual behavior and childbearing have been the
focus of major federal and state programs [47e49], including
significant attention to pregnancy prevention messages [50].
Evidence points to the importance of improved contraception in
decreasing adolescent birth and pregnancy rates, with declines
in contraceptive use coincident to a brief rise in births in 2006
and 2007 [51]. Furthermore, data indicate increased use of more
effective contraception, despite flat overall rates of contraception
[52,53]. However, greater focus on sexual minorities is war-
ranted. Lesbian, gay, bisexual, and transgender youth face mul-
tiple challenges, including higher rates of mental health
problems and suicidality, among other risks [54]. Young men
who have sex with men account for an increasing portion of new
HIV cases [55].

Numerous policies focus on tobacco use, which remains a
leading cause of premature death [56,57]. Policies over the past
decade include a greater focus in states on prohibiting the sale
and distribution of tobacco products tominors, an increase in the
federal cigarette tax, and tax increases in several states [58].
However, the recent increase in e-cigarettes use may threaten
these gains. Emerging research suggests that adolescent e-ciga-
rette use is associated with “regular” smoking [59]. Decreases in
assault rates, another encouraging trend, may be due in part to
more effective policing responses to crime and use of effective
primary prevention interventions [60].

Mental health measures are among those that changed little.
The 2010 Affordable Care Act (ACA) may make it easier for ado-
lescents and young adults to receive mental health services. The
law’s provisions include expansion of mental health parity laws
and required coverage of mental health services in certain plans
[61,62]. Most major mental health provisions are due to take
effect in 2014.

Except for tobacco, most measures of substance use changed
little, in contrast tomajor declines after themid-1990s [63,64]. In
this review, the small decreases in most measures of alcohol use
were characterized as “little change.” A federal study suggests
that adolescents were exposed to fewer prevention messages
over the past decade [65]. Although existing research does not
support causality between such exposure and substance use,
research has identified effective programs to prevent substance
use [66], which may merit continued investment.

Indicators of hearing loss and obesity worsened. Emerging
research suggests that hearing loss may be linked to increased
exposure to loudmusic (e.g., throughmobile phones) [67]. Young
adult obesity rates increased. Although the adolescent rate held
steady after decades of increases, the continuing high rates
portend serious health consequences in adulthood, including
higher rates of diabetes, heart disease, and certain cancers
[68,69]. The causes of obesity are complex, but evidence suggests
that addressing environmental factorsdsuch as opportunity for
exercise, financial incentives and disincentives related to food
choices, and decreased exposure to marketing of unhealthy
foodsdmay help reduce obesity [70].

Improved insurance rates for adolescents and young adults
are likely partly due to public policy. For young adults, increases
in insurance after the ACA’s passage are well documented [71].
ACA provisions and expansions of Medicaid and the Children’s
Health Insurance Program before the ACA have likely contributed
to increases in insurance for adolescents [72,73]. Improved rates
of past-year doctor, dental, and well visits may reflect better
access because of higher insurance rates. The increase in well
visits may also reflect additional immunization recommenda-
tions for adolescents in the past decade and greater adherence to
professional recommendations related to well visits [74,75].

Major differences persist by gender for most current in-
dicators. Considerable racial or ethnic disparities also remain,
with black-NH and American Indian/Alaskan Native-NH adoles-
cents and young adults faring worse in many areas.

Summary and Implications

This review revealed improvements in monitoring data
compared with 2009, including increased access through online
databases and data specific to young adults. Many limitations
remain, however, notablydisparate agegroupings across data sets
[76]. The relative lack of easily accessible data for young adults
remains a challenge. Despite the similarity in health issues,
monitoringsystemsforadolescentsandyoungadultsremainfairly
separate, making direct comparisons difficult. Available data
allow for examination of differences by race or ethnicity and
gender but rarely include socioeconomic status and contextual
measures (e.g., family and community influences) known to in-
fluencehealthoutcomes[15,41,77,78].Nationaldataremainsparse
forspecialpopulations, includingruralyouth,homelessyouth,and
those in the foster care and justice systems. National measures of
positive development are similarly limited. The inclusion of a
measure of positive adult connections in Healthy People 2020 is a
promising step forward [17].

The finding of some encouraging trends suggests that sus-
tained policy and societal commitment can improve health.
However, the findings of mixed, flat, or discouraging trends in
most areas suggest a case for strengthening research, programs,
and policy to improve health for these pivotal age groups.
Research on effective programs has expanded over the past
several years, with numerous collections of effective programs
[61,79e83]. Additional research is needed to take these programs
to scale so that their use is standard practice [83]. Although the
literature about “what works” for young adults is also growing, it
is largely limited to college-based interventions, especially in
alcohol use [15]. Other young adult populations warrant
increased focus. Beyond directing efforts to specific issues, health
officials and researchers are increasingly approaching adolescent
health using the social determinants of health framework [81].
This framework holds that health is shaped by distal factors and
more traditional proximal factors, such as family, community
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contexts, as well as health policies and programs. A growing
body of research suggests that employment and education status
during adolescence and young adulthood are associated with
health in the short and long term [81,82,84]. Ecologic approaches
have also examined cultural changes in industrialized countries
that reduce social cohesion and increase uncertainty and inse-
curitydfactors which may contribute to increases in risky be-
haviors, unhealthy habits, and poor mental health [85]. Research
and policies addressing these broader areas are critical. Efforts to
improve adolescent and young adult health need to be respon-
sive to emerging issues that may affect the health of youth, such
as the ACA [86,87], legalization of marijuana [88], e-cigarettes
[59], widely reported increases in heroin-related deaths [89], and
greater use of social media [90], as well as new research, such as
the growing understanding of brain development during these
years [91].
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